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ABSTRACT

In this thesis I explore mental health and mental ill health from different
angles, starting with fieldwork I did at an alternative crisis project for
women in England.

After working for several years in a mental health crisis setting and
having a personal experience of mental ill health I became aware of the
importance of reflexivity. Reflexivity emerged as my central concern for
anthropological and ethnographic research as well as mental health care
practice. I realised that only through practising reflexivity can one
develop an empathic understanding of the world.

I look at attachment theory and a systemic approach, both of which were
central in the conception of the alternative crisis centre .1 also look at
how the women were assessed and supported during their time at Miles
Terrace.

The task of looking at some individual women has led me to a
discussion of negrescence and self-harm, and ultimately leads me to a
narrative way of knowing. This narrative way of knowing has caused
quite a paradigm shift in general medicine, and I discuss narrative ways
of knowing the other as well as narrative competence on the part of the
health care practitioner. Furthermore I stress the importance of the
creative use of narratives for communicating empathy and ethics,
through which particular attention can be focused upon the use of
reflexivity by a team engaged in narrative therapy.

I have examined how an understanding of mental health is constructed
in the eye of the beholder from all different vantage points. The points
including that of an ethnographer, carer, individuals with experience of
mental ill health, of doctors and medical students. I conclude from my

experience in and outside the 'field' that meanings can only be realised
through the reflexive appreciation of the self and other over time.
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DISCLAIMER/RECLAIMER

I deliberated a long time whether I should include a glossary of terms
with the contentious subject of mental health.

Meaning is always assigned, and as such is always political. Especially
so in the field of mental health, which is "invisible", which makes it
much more susceptible to the insidious ways in which power will seep in
and create stigmatisation. Labelling is a powerful notion in mental
health, once a diagnosis has been assigned, once a signifier has been
selected to match whatever is perceived, it will stay on your record.

Psychiatric labels always have a Frankenstein effect to them, our gaze is
that electrical surge that gives Mary Shelley's monster life and
humanises it. But the western gaze has fused doctor and monster; not the
monster that is called Frankenstein, but rather its creator. But it's the
monster that is conjured up in our minds.

The words that have been created in order to combat other labels,
created out of a deep reaching awareness of the power they wield, and
also created out of a helplessness to deal with the other labels.

The current politically correct labels that refer to both ends of the
continuum of people's mental states are mental ill health on the one
hand and positive mental health on the other. When people are closer to
the mental ill health end of the spectrum, the label that has been assigned
to them is 'service users'.

The problem with this is that many of the very people for whom these
services have been set up, never relate it to themselves, as they are not
familiar with the terminology. More than one person with experience of
mental health problems has told me they passed signs with the words
'service users' every day, not realising it refers to them. They think it's
for drug users.

A glossary signposts, that's its job description. In mental health, there is
no clear path, no single way to arrive at an understanding, in many ways
more so than in every other field.

Sylvia Plath once asked "Is there no way out of my mind?"

9



A few months ago, when I was despairing over the outside conditions,
the epistemic inequalities of the system, weighed down by the wearies of
the world, I found myself at a fork in the road and someone strongly
gestured me on to the road into my mind, on to the road of reflexivity.
Up to that point, I had looked at mental health as something that needed
to be levelled at a societal level, that had to be deconstructed from the
outside. But when you are on a reflexive road, whatever there is on the
outside, unless you yourself are prepared to meet the other at eye-level,
there is no getting even.

In Ruth Behar's words "Follow me if you don't mind getting lost."

Be a mind tourist.
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NOTE ON ETHICS AND CONFIDENTIALITY

For ethical reasons I am not using the real name of the women's crisis
centre where I spent nine months as a research project worker.

I chose to refer to the crisis centre as Miles Terrace. The word terrace

evokes in me the lives of many different people side by side, while it is
up to them how much further they want to take the connection that had
been created by physical proximity. And Miles conjured up a the
mileage of people's journeys as they were travelling along the various
stages of mental health and mental ill health. And besides, I like Miles
Davies.

The women who had come to the project in acute crisis as well as the
staff have been given pseudonyms. The 'partial stories' that each of the
women share from their perspective as women using the service or
women practicing care at the project have been fused together. As a
result, each woman's experience becomes a mosaic of experiences of a
number of women . I wish to further demonstrate that for the

anthropological experience, both in and outside the 'field', meanings
can only be realised through the reflexive appreciation of the self and
other overtime, which includes reflecting upon all the emotional
baggage that has been brought along in the journey.

The manager of Miles Terrace had invited me to the project for the sole
purpose of undertaking this ethnographical research. Consent was
sought from the project to undertake the fieldwork. I was given the
support and guidance by the women whose stories I was attempting to
make sense of. Every effort has been made to ensure the accuracy and
currency of the information brought together here from a wide variety of
sources and experience. Ultimately these partial stories and encounters
have been filtered through and understood by my own limited life
experience. The Danger has been that the anthropologist might theorise
the women's behaviour much the same way as the psychiatrist would.
The attempt here has been to avoid that route.

I intend to return many times to Miles Terrace to continue the
conversation and laughter.
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PREFACE

I have been working in mental health since completing my

undergraduate degree in Social Anthropology in nineteen ninety-six. In
various capacities, I have worked with people who have used mental
health services, and also with the people who create, run and work to

improve these services. In addition to my hands-on experience I also
have 'sit- on-committees' experience of mental health services in Britain.
On such committees, I have seen in action the different narratives that

comprise the discourse about mental health. And I have also had the

experience of learning that the very points about which I wish to raise

awareness, the very points that had produced my (now former) position
as a minority officer in the first place, were often not of any interest to

other committee members. What I am attempting to say here is that I am

all too familiar with the dominant model according to which mental
health is perceived in this country.

Faced with the immediate necessity of synthesising my knowledge into
the academic context of a PhD thesis did scare the wits out of me. There

are so many things, where to begin, how to say it? There is of course the
issue of institutionalisation, which grew out of a desire to control the
members of society and which gave rise to the discipline of psychiatry in
the first place, which then leads to topic of possible alternatives to

institutionalisation. Indeed my fieldwork took place within a structure

that was created as an alternative to hospitalisation for women who
were in acute mental health crisis. The sister issues of

institutionalisation, control and protection of society inevitably lead to

the question of the legitimisation of such control, and not only the

legitimisation, but also its effectiveness. Approaches dealing with
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mental health issues range from a psychopharmacological line of attack
to cognitive behavioural therapy, both of these being backed by bio¬
medical Neo-Kraepelinian and biopsychosocial conceptual models and

procedures. These models are in turn inspired by the question of what

psychiatry actually is - what do we in fact know about mental health? In
the West, psychiatry is classified as a science, but we may well ask just
what does that mean? How far do you get with the 'hard' facts of
mental illness, and how many of those are there in the first place? To

only look at the biological bases of mental 'disorder' is incredibly

limiting. For instance, at what point does the mind and soul enter the

equation - a question which brings us to a mind-body split that
continues to inform a multitude of aspects of Western thinking about

society, and the relationships which comprise it. This almost absolute

mind-body polarity is however quite particular to the West, and the
fabrication of such a Cartesian duality manifests itself in particularly

interesting ways in certain psychiatric conditions such as somatisation
disorders. On the other end of the spectrum of psychiatric disorders are

the culture bound syndromes, which highlight the fact that culture can

never be completely eclipsed from a classification of disease: mental
illness, to some degree, is informed by how the self is constituted in
interaction with others in society; it pertains to the concept of a person,

about the identity of the person. And this of course includes all sorts of
identities, those of gender, sexual orientation, ethnicity, religion, culture,

age, you name it. My original focus was going to be the cultural one, but
the specialisation of transcultural psychiatry is in so many ways a

product of a much broader and complex way that mental health works...
and all the threads of the richly textured rug that covers the field of

psychiatry and mental health are so intricately interwoven that I simply
did not know which thread to pull on first. How could I isolate and

organise all those different strands and arrange them in a feast of
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appealing and easy to digest portions, while I was choking on their

entirety?

There was of course the fieldwork that I had conducted over a period of
nine months. As mentioned, I had been working as a research project
worker in an acute mental health setting, which constituted an alternative
to hospitalisation. As a research worker I occupied an awkward position,

right at the intersection of social roles - on the one hand I was a member

of staff, while on the other I was there to talk to the women residents

about what it was like to be in the crisis house, what it was like to be in

acute crisis. In other words, I was meant to be their chum. However, the

demands of working in acute psychiatric care, the frustrations, the in
some way undefined and contradictory nature of the role of a project in
an alternative setting brought me very close to the line that separated me

from them, the line that differentiated the service providers from the
service users. But how do you in fact define such a line? What does such
a line really separate? The normal from the abnormal, the healthy from
the ill, the good from the bad, the wheat from the chaff... so some

narratives would have it. While acute mental health work does bring you

to your limits: through your institutional power you are still in a

strangely untouchable position, where despite coming close to the line
that separates health from illness,, there is ultimately a strong sense that
the health is on the side of the healer and the illness resides with the ill,

and ultimately the health worker is safe from it, from mental ill health -

even though the staff at the crisis project of my fieldwork had been
recruited to reflect upon the diversity of the population, which included
the former use of psychiatric services. This double standard made me

question certain aspects of the way in which psychiatric care was set up.
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There always has to be a line for any knowledge to be organised and
understood. This line is never there to begin with. Someone comes along
and decides for reasons that seem important at the time that this is where
it should be drawn. And then, after a while, someone else comes along
and debates the line. And suggests it would work much better 5cm to the

right. Then someone else thinks this is rubbish, where it really should be
is 74inches to the left. And this carries on until someone else comes

along and suggests to scrap the line altogether. This then has the

disadvantage that it leaves all apprentices of that body of knowledge
with no guidance whatsoever, and brings us back to square one. In

psychiatric terms, one important line that organises what we know
what's out there mental-health-wise so we can understand it, is the

DSM, the Diagnostic and Statistical Manual of Mental Disorders.

Currently in its fourth edition, this psychiatrist's bible had undergone

quite some shifts as to where exactly it drew the line between mental
health and mental ill health, and, which is of equal importance, where
and how it delineated one type of mental illness from another. So before

zooming in on any psychiatric particularity, I would have to look at the

diagnostic lines and assessment axes of the DSM, the Diagnostic and
Statistical Manual of Mental Disorders that was the first to create one

important strand in the psychiatric narrative. It was a narrative of
science, where the neo-Kraepelinian categories chopped mental health
into a finite number of disorders best understood as biological in origin.

Kraepelin's system was based on the 'medical model'- as used by
medical doctors in diagnosing physiological disorders.

Today's classification system, The DSM IV (Diagnostic & Statistical

Manual, 4th revision) is based on the Kraepelinian system, and many of
its problems have been passed on from the Kraepelinian system.

Kraepelin's use of the medical model in diagnosing psychopathological
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disorders has the implicit assumption that they are similar in nature to

physiological disorders. It has come to light that this assumption is

deeply problematic. Such compartmentalisation then enabled the

pharmaceutical industry to pick up or take over the issue of social
control that had once been within the realm of an asylum. Which

brought my search for a suitable starting point full circle.

I was paralysed in the face of how inextricably interlinked the staffs'
mental health was with the residents. I was overwhelmed with the sheer

wealth of material that I had taken in over the past years. None of those
issues are going to be new for the seasoned ethnographer who collects
data in a very systematic way and organises it so that every point is

perfectly cross-referenced and fully contextualised. It wasn't that I had
no material, rather I had so much that I simply didn't know where to put

it, in which one of the folders I had created on my computer it should go.

Everything was so interlinked, all my pieces of information pertained

to, in a superglue kind of way, to all my other points. How could I

possibly tear them apart? And the more I looked, the further my horizon
retreated away from me, and the act of creating an order of my own that
would make sense to others through the act of writing became ever more

daunting. This is not helped by the fact that I am dyslexic. I realised that
the challenges for me in organising material and having clarity about the
written word as mirrored in the chaotic nature of mental ill health.

Looking at that ball of sticky threads that were stuck together, I realised
that the creation of the DSM, the Diagnostic and Statistical Manual of
Mental Disorders, had been a kind of ethnography in its own right, with
the result being a mental health manual that could be used cross-

culturally. The DSM is used cross-culturally, and in many ways, it does
the job it was designed to do. But in many other respects, its lines and
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axes had been arranged in ways that left big chasms yawning in
between. And along came the critics that lobbied to move the lines

again. And as the arrangement of all lines and axes was man-made,

every new edition of the DSM produced ever new critical movements

that sought to go beyond where one had stumbled.

So if I wanted to produce a psychiatric ethnography of my own, ideally I
would wish to incorporate any such ethnographic shortcomings and
include in my monograph not only the current state of mental health but

along with it a critical and post-psychiatry all in one. On top of all that it
should be evocative writing. This brings me back to my actual fieldwork
in a crisis project that offered women an alternative to hospitalisation.

The whole point of doing fieldwork in a psychiatric crisis centre was to

get close to the experience of mental illness. And I got very close. But in
addition to the residents' vibrant, terrible, dramatic and above all

absorbing narratives, there was another angle from which I experienced
mental health, and that was of course from the perspective of the

provider of care: the diametrically opposed point of view, vis-a-vis
which mental health is perceived in the first place. It was in the position
of the care provider that all sorts of institutional narratives colluded.
There was not only the narrative of institutionalisation, but also those
of the pharmaceutical industry, the medical model, systems therapy and
the biopsychosocial model, and also the narratives of nosology, the

psychiatric classification of diseases, the narratives of religion,

spirituality and myth making, and all these narratives came together in

my experience of the residents, my experience of my position as a

mental health worker - and my experience of who I myself was with in
all these multitudes of narratives. So it wasn't that I was short of bricks

for my bricolage. And it is precisely this vibrant narrative intertextuality
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that underlies transcultural psychiatry. Psychiatric conditions do not

necessarily look the same in different places. Nor do they necessarily
look different. As always, there is the issue of cultural competence, but
that alone will not necessarily get you any further. Or, in the words of
Bruno Bettelheim, Love is Not Enough (1950); Aaron T Beck, the
founder of cognitive therapy, stepped it up a gear with Love is Never

Enough(Beck 1988). It is only by looking at the multitude of different
narratives that come together in the field of mental health, that one can

begin to understand why things are the way they are here and another

way there. And why it leaves you in this and that state. It seemed that in
order to really do it justice, the complex field of mental health can only
be understood when looking at it from multiple angles simultaneously.

But in addition to all the epistemic narratives and discourses that locate
mental health within certain dynamics of power, there are all the other,
more literal narratives, the guttural narratives of people who have an

actual experience of mental ill health, the ones that I had originally set

out to understand. And as I was wondering how much of those gut

narratives I had taken in really, I began to realise why I was racing
around in ever more twirling epistemic circles. I had gone into an acute

crisis setting, all ready to explore the illness narratives of the women

who were in the project, armed with paper and pencil and my dyslexia.
But above all, I had come into the mental health setting armed with my

anthropological theory, which I produced whenever things got tricky. It
is one thing being aware of dominant discourses that shape the way an

institution operates in society, but it's quite another to get out the theory
when what is required, as far as I could see, is really nothing but
oneself. But the full self, the self that is open like a parachute so it can

work, so it can do the job of realising its humanity through others.
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Last December, after I had been wielding the theory at the acute crisis

project, I was given the opportunity to see that all the while I had been

fighting my way through the jungle of mental ill health and psychiatry,

my parachute mind had been closed. Or rather, not the parachute mind
but rather the parachute heart. I don't mean this to be soppy, but for me,

the moment when the GP told me that I myself was in acute crisis, was

probably the most defining one I had in all the past years. And I realised
that all the epistemic knowledge in the world meant nothing in the
absence of empathic knowledge. Or rather, I began to see that all the

empathy that I was so convinced I had had in abundance for all the
women with an experience of mental ill health, did in fact only go so far.
So instead of the institutional narratives of epistemic dominance, I began

looking at the way the actual narratives of the women in crisis had
unfolded in relation to myself. I began to see that unless I really took a

good look at myself, my shadow would always blot out whatever

interesting things might otherwise find their way into an ethnography,

your undisclosed biases seeping in at the seams. And a reflexive kind of

ethnography posed the exact same challenges as reflexive mental health

practice. Exploring the benefits of reflexive practice, I began to see how
the systemic theory at the basis of Miles Terrace, the crisis project of my

fieldwork, could be, and is taken further. From an anthropological
observation I now found myself on a journey to a psychiatric

understanding of the self - of myself. An understanding that no longer

spun around various epistemic and DSM axes, an understanding that
went beyond a phenomenological appreciation of the matter, an

understanding that could only be achieved reflexively. The

ethnographer's way forward lies in offering oneself up to the world,

letting it seep in, rather than always having this or that theory ready.
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Returning to my ethnographer's block. After I had been paralysed in the
face of how incredibly interlinked everything was, I realised that it
didn't really matter where I started, that ultimately, all ways would lead
to Rome, which incidentally happens to be the seat of the World

Psychiatric Association. The only thing I would ever have to do was

make sure I took myself with me. Love might not be enough, but if there
is no empathy, you might as well not bother. So this is a journey
towards an empathic appreciation of mental ill health.

My mental health journey began with agency work in a crisis project in
the mid-1990s and reached a peak of direct exposure in 1999/2000

during my nine months at Miles Terrace. But traipsing around an

alternative to hospitalisation for the best part of a year did not do the
trick to kick me out of my aquatic bubble into the world of empathic

listening. That took a crisis of my own. Or rather it took someone telling
me I was in crisis.

Like the last stage of Cross's negrescence model, the framework in
which I had conceptualised mental health had been enriched by a whole
new level that put things into a more human perspective. I had been a

vegetable; now I was on my way to being a mineral. Also, my crisis was

couched in a structural transformation of my own life: I quit my job and
started a new one. Still in the same field, but in a different place.
But there were some parallels in the physical place.

On reflection, had I written my thesis at any other time it would have
been a different thesis. But had I not written it in the middle of coming
to terms with even my own mental health situation, there is no way I
would have ever come close to coming to terms with anyone else's.
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PROLOGUE - FIRST STEPS

In 1996 I joined a nursing agency in South East England keen to work in
various mental health settings. At first, the agency said I had to be

signed up for a little while, before they would send me into hands-on
mental health job, and they therefore started me off on a number of
clerical jobs. One of those initial clerical jobs was in a local GP surgery,

where I had to reorder all the patients' case files. While I was ordering
the files, I got a call from the agency, someone couldn't come to do a

duty on a ward, would I step in. Of course I would.

It was an acute psychiatric ward, a locked ward, a close observation-

patients are put under close observation when there is a risk of self-
harm. The hospital was a tower block, with the reception at the front,
and the locked ward was on the first floor. I showed my ID and was

given the patient's case file to read. I was told I had to sit there for 40
minutes keeping an eye on them; this meant I was sitting in the doorway

looking through the door into their room. The patient was a black guy in
his 20s. I began talking to him and as I got to know him, I quite enjoyed
his company. The black guy wanted to walk around, so I walked around
with him. Amongst the people we passed, one guy was quite drugged

out, and as we approached him he said 'flesh is grass'. This absolutely
freaked me. But everyone who saw the horrified look in my face started

laughing, and my close observation guy was protective of me, and asked
the flesh is grass guy not to say that to me again.

My close observation guy wanted to go out and buy cigarettes. This was

against what the staff had in mind for him, and he got quite
confrontational about it. But before the situation could develop into
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anything more severe, some members of staff came and pinned him

down, asking me to join in. They gave him an injection, and the rest of
the day I sat outside his room while he slept. When the staff had asked
me to help control him, I was holding down his ankle, while other

people held down other parts of his body, and I could feel the energy

running through his body. It freaked me out that we would do this to a

human being. He was struggling until he fell asleep. I was stunned that
no attempt had been made to talk to him, that the staff had immediately
launched into the short cut of physically pinning the guy down. I was not

going to do that again.

So I went back to reordering the files in the GPs surgery. Someone from
the nursing agency phoned me and told me they had very good feedback
on me from the hospital and wanted me to do more work on the wards. I
told them I was not ready for it. Would I work in residential places
instead? I was fine with that.

A few days later I had finished filing the patients' case files at the GP

practice, and I was asked to do a night duty on a ward. I was told it was

nothing like I had done before, I could just take in a magazine. I was

excited and anxious at the same time, as I turned up at the central South
East England hospital. Again, I had to watch someone, this time together
with a male nurse. The guy I had to watch was called Rory, he was Irish
and in his 50s. He was in a side room by himself, and he had an

obsession with drinking water. Generally, drinking water is a good

thing, but if you drink too much, it messes with your electrolytes and
throws off the chemical balance of your body, which is just as bad as

dehydration.1
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Rory was very pleasant and we were chatting away. At one point the
male nurse got up to made a cup of tea for himself and me, and Rory
wanted to go to the toilet. I didn't see any harm in that and let him go.

When the male nurse got back with the cup of tea, on hearing I had let

Rory go to the loo, he ran to the loo and pulled the door to the cubicle

open, where Rory was drinking the water out of the toilet bowl. The
nurse put an arm underneath Rory's shoulder, picked him up and took
him to his room. I was given strict instructions not to take my eyes off
him.

So I sat there, talking to Rory, as he got up and started licking the
condensation of the window. So I explained to him that while there is

usually nothing wrong with drinking water, drinking too much was very

bad for his system, he wouldn't be able to lift his arms if he drank too

much. But it's only water, Rory nevertheless replied..

This experience made me think about the different ways in which people
understand how the world works; everybody has their own set of ideas.
No matter how much I tried telling Rory that if he carried on drinking he
was harming himself, he'd always complain about being thirsty. He
showed me adverts in magazines about how drinking water had
nutrients. This is a characteristic shared by many mental patient: many

would digest very commonsensical messages from the media but then
take them to an extreme. Some people, for example, would hear about
how good eggs were for you, and suddenly they would do nothing but
eat eggs.

A month later I was asked to cover someone's shift at Miles Terrace.

Sarah, the woman at the agency had phoned the night before and told me

that they could not get anyone else to cover the shift. She said that the
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people who worked there were strange, some of the workers were

openly lesbian, and there doesn't seem to be any order, and everybody
seems to just let it all hang out. "Could you just go there one day to that

shift?, they take new people regularly". I was worried about not fitting
in. Don't worry, they'll tell you", Sarah said. It's difficult to go back
there twice. After Sarah's little summary of Miles Terrace, I was so

anxious about the next day that I couldn't sleep at all that night.

The next morning I got on to the tube, and as I got out of the station, my

steps got slower and slower and by the time I reached the project I was

10 minutes late. If they're so pernickety, they won't want me to do

anything today and they won't ask me to come back, I thought to

myself. I knocked on the door, a bald headed woman with army fatigues,
a white vest and tattoos up the side of her arm, dog tags round her neck

opened the door. She smiled broadly. I freaked - why was a resident

opening the door? You must be Salma from the agency, come in, we

haven't started handover yet, the bald woman said. So she wasn't a

resident after all. I was ushered into a room on the right hand side which
was the office, where a number of the staff were sitting in a semi-circle

swivelling about, and the manager welcomed me with a notepad and a

pen.

Handover was when one shift ended and another started and any

information about the residents needed to be passed on. I was feeling

quite anxious and self-conscious, and tried not to make much eye

contact. Each of the staff went through their list, did they take their

medication, did they go to their appointments, what time they returned if

they had been out, and any other issues to be followed up by the next

shift. Once that was done I was given an induction by Nat, the bald
woman with the tattoos who had opened the front door. Let's start the
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induction in the garden, she said, I'm desperate for a fag. We left

everybody behind and went downstairs, into the basement, through the
kitchen and the lounge. There were several people sitting in the lounge,
and a big goldfish tank and a television. Nat said hello to everyone and
introduced them to me and me to them, telling them I was the new

agency project worker. She also told them not to give me a hard time.

On our way to the garden, Nat asked me to tell her about myself. This
induced considerable anxiety in me I wondered what do you want to

know about me? Noticing my discomfort, she told me not to look so

worried. She only wanted to know where I was from, and what type of
work experience I had had. However, before I could respond one of the
residents came up to Nat and started talking to her. She was telling her
how she was having a shit time and her partner wouldn't let her visit her

child, and Nat was quite comforting and understanding. I was thinking
to myself that bald-headed Nat didn't look like the sort of person who's
had or ever would 1 have children. And I noticed how my own first

judgments had slipped into a somewhat distorted initial assessment of
Miles Terrace2.

I was quite comforted by what Nat was saying, and as Nat smoked her

roll-up, I could see what connection she had with the residents. She
smoked roll-ups, as did many of the residents, and kept the tobacco and

cigarette papers in a rusty tin.

Quite a few of the residents had rusty little tins. When they wanted to

smoke, locating the tin on their body became quite a ritual, one which

appeared to give them a certain sense of comfort. The minute the
residents got bad news or couldn't get their way in a one to one meeting,

they would reach for their tin, and even if they knew they couldn't
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smoke, they were sitting there, rolling their cigarettes, knowing the

meeting would eventually come to an end. The minute they had finished

rolling their cigarettes, I often noticed how they started to be agitated. So
when I met with the residents, the minute I saw them reaching for their

tin, I'd speed up to say what I had to say before they had finished rolling
their fag, This was their way of saying things need to stop, this
conversation needs to come to an end soon, I don't like what you're

saying... and rolling up their cigarette to me was the code for the things

they couldn't just say. Not because the setting wouldn't allow them to

express themselves freely, but because of the manifold ways human

beings express themselves. Because there were things in their minds that
wouldn't allow them to say things, or because they didn't even realise
there was something they had to say. Another way of communicating
distress was counting change in their pocket.

If this place was such an excellent alternative to a hospital, then why
could people not say more directly what they had to say, I was thinking.
Instead they regressed into a particular kind of coded talk.. I had been
told that this was an alternative project that tried to eradicate the
difference between the service provider, be it the doctor, the nurse, the

occupational therapist, or us, the project workers, and the service user,

the patient. Instead of erecting constraints of a power relationship, Miles
Terrace was to be designed in a way that would allow the creation of

relationships that would break down authoritative roles and power

dynamics. In this way people would be able to communicate directly, as

equals. The project workers came from all walks of life, and represented
a broad spectrum of society, as did the residents, and thus the object of

equality was quite an ideal. As I noticed the women frantically reaching
for their rusty tins, and counting the change in their pocket, I was

wondering how much of such an ideal could ever be realised.
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The house was kitted out in Ikea style. It was a Victorian period house,
on four floors. Three of the floors had bedrooms, four bedrooms on top

and the middle floor, all with own bathrooms and there were two family
rooms. On the walls there were beautiful paintings that evoked a very

middle class feel, there were lots of plants, and the overall atmosphere
that had been created was very homely. It was easy to see the rationale
behind the expectation that a homely environment would make one feel

safe, and would make it easier for people in crisis.

I thought, yeah, things really work at Miles Terrace. The place is nice,
the staff are nice. The women had a key worker assigned to them, with
whom they had one to one sessions. The key worker made sure they got

up in the morning, that they had a routine, a purpose. What an amazing

place. But soon I picked up on the fact that there were boundaries that
worked against the realisation of egalitarianism in the treatment process.

And after doing a few four months stints of agency work during the
summer and winter breaks, I decided to investigate such problems more

closely, and do my postgraduate research at Miles Terrace. And when I
returned to Miles Terrace in December 1999, I had "research project
worker" written into my contract.
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PART-ONE: MILES TERRACE IN HEALTHCARE
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CHAPTER I:NO PLACE LIKE HOME

As an introduction to the intent of Miles Terrace as a specific project in
mental health, I provide here an extract from the project's information
pamphlet:

MILES TERRACE - STATEMENT OF INTENT

"Miles Terrace" is an alternative to hospital admission for women living
in the South East of England, which has now been offering a service
since the mid-nineteen nineties. This service recognises the need for
women to have a safe space in which to recover from their crisis and
focuses on the issues that cause mental problems for women. It was

inspired and supported nationally by government recommendations and

by work such as the Stress on Women campaign (Southampton Mind)
1994.

The service is managed by the Regional Health Services Trust and is
funded by the Mental Health Challenge Fund and contributions from the
two local authorities, via the Health Authority within the North East via
the Health Authority.

It also has the benefit of a management Advisory Group which consists
of women who have used services and women who work in mental

health organisations within the region. This group contributes to the

project maintaining an alternative focus, which ensures an open system
of communication with other women and provides another forum for
action to be taken on feedback received. It gives an objective opinion on

the service and assists in keeping it open to development.
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Service

The service aims to offer a safe and respectful space for the individual
needs of women. This includes having a staff team that reflects the local

population in terms of race, colour, sexuality, class and previous

experience of using services.

The model of service provision is based on a systematic approach which
values and recognises the importance of relationships, the context of a

situation and the variety of intervention which can be offered to assist a

person. The service aims to see a person through a crisis to a satisfactory

place of safety, enabling them to move forward in a positive way.

Referrals

Referrals are taken over the telephone only and the project does not

welcome potential users coming to the house unannounced.

The project can be contacted 24 hours a day by anyone wishing to make
a referral on behalf of themselves or another woman. Information at this

stage will focus on the current crisis and the likelihood of hospital
admission if an assessment is not offered. An exploration will take place

regarding other support systems which may assist before a crisis project
will intervene.

Assessments

Women are offered an assessment if staff feel they are able to offer
some information or advice that may be useful and they have established
that at this stage the referral fits with the criteria for the project i.e.

offering an alternative to hospital admission. The assessment meeting is
a further exploration of the current crisis including issues in regard to
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risk to themselves or others. Staff will also liaise with other

professionals working with women and can, with the woman's

permission, consult her personal contacts re family and friends. The
assessment is facilitated by senior staff who are skilled and experienced,

using a systemic model. Risk assessment is a crucial factor at this stage

of the process.

If a place is offered, women can be given a place immediately, if a place
is available. Women are offered a placement for up to four weeks.

A place at Miles Terrace
Once a resident at Miles Terrace, women will have workers allocated to

them on a shift basis and two members of staff as named workers who

will work more intensively with the particular women. Women will

always have a senior member of staff supervising any work offered to

them. Senior staff, in turn, are supervised by the Project Manager.
Where possible, women will be offered a choice of worker e.g. a black
or lesbian worker.

The project offers a respectful and peaceful environment which assists in

reducing tension and anxiety and promotes self-esteem. The team offers
further assessment, crisis counselling, planning around the management

of self-harm, eating, drinking, drug abuse, and a general commitment to

women when they feel unsafe. They also work in a very focused way on

planning support services and liaising with other professionals to

activate existing support systems. The aim is to enable women to go

home as soon as possible with a system in place.
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Children

The project can accommodate up to four children at any one time but

only two children per adult as the children share their mother's room.

Women maintain full parental responsibility whilst at Miles Terrace but
the project aims to be as supportive as possible to the parent. Sessional
creche workers are available when needed, up to three times per week.

Miles Terrace philosophy is that women can, given the chance, maintain

responsibility and control over their situation with support. At Miles
Terrace women make agreement plans with staff, detailing who is going
to deal with the different aspects. Women often are documented as the

person responsible for taking a lead in a specific area.

GP Services

Women have access to a local GP, who visits the project throughout the
week. The GP will offer women information on medication, prescribe

any that is necessary and explore any physical health needs they may

have. Any changes in medication are often made in consultation with the
women's CPN or own GP. A visiting pharmacist also offers a group or

individual sessions if women want to explore further the implications of

taking medication.

Liaison with other professionals
As the project covers such a large area it is vital that it has access to

professionals working in all sectors. It therefore works very actively
alongside community workers and encourages very regular contact

whilst women are resident at Miles terrace to provide continuity and
enhance effective discharge planning. GPs are all informed in writing
within the first few days of entry to the project.
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All women staying at Miles Terrace are covered by the Care Programme

Approach and will have an assessment to establish whether a key worker
is appropriate at this stage.

Sessional workers provide a variety of groups within the project such as

massage and acupuncture. The staff team offers two support groups a

week which women can attend for six weeks after leaving.

Miles Terrace has, so far, been successful in offering a safe place where
women can recover from a variety of problems including feeling

suicidal, actively self harming, having psychotic experiences and

reacting to a variety of stresses including the effects of both physical and
sexual abuse.

Feedback

Provided by leaving questionnaires, discussion in house meeting and via
the advisory group. Evaluation of the service is monitored by stats which
look at number of referrals, assessments, admissions, ethnicity of users,

location and previous use of services.

Jane McNamee Project Manager
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HISTORY OF THE INSTITUTIONAL BACKGROUND TO
THE CREATION OF MILES TERRACE.

Home is not where you live but where they understand you.

Christian Morgenstem, writer (1871-1914)

It should be said at the outset that Miles Terrace was one of the first

residential crisis house catering exclusively for women. The inspiration
for a residential alternative to acute hospitalisation per se came from the
idea of the crisis house which had been pioneered in the United States as

non-hospital residential care (see Bedell & Ward 1989:533-535, and

Fenton, Mosher, Herrell & Blyler 1998: 516-522).

For some people with serious mental ill health, hospitalisation as part of
acute psychiatric care can be very dislocating personally as well as

socially. Not only because the person is ripped out of their usual

environment, but also because the service offered in a hospital might be
not ideal. Particularly in inner city areas, where there is a high

psychiatric morbidity, beds are notoriously over-occupied (a bed crisis)

(Dratcu 2003: 83-86) and dissatisfaction with conditions on acute wards
abounds (see Milmis Projects Group 1995: 276-280).

In 2000, Owen, Sashidharan and Edwards (2000: 169-171) surveyed the
attitudes of mental health providers and purchasers in the UK towards
home treatment for acute psychiatric disorders. According to their

survey, all purchasers and 97% of providers were in favour of the

principle of acute home treatment. According to Holloway (2000:161-

162), this confirms the paradigm shift that has occurred over the past 50

years in mental health care away from institutional care of the mentally
ill. Owen, Sashidharan and Edwards (2000): 169-171) cite a policy
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document, which aspires to a "safe, sound and supportive" mental health
service3.

This is not to say that all hospitals are bad, and there will certainly be
situations where a hospital is the only place to go. But often, community
services can provide an excellent, sometimes even better alternative. It is

important to bear in mind that often, the first port of call for people with
mental health issues is primary care; consequently, especially areas with
low resources are best served improving primary care, with specialist

back-up. Areas with medium resources may additionally provide out¬

patient clinics, Community Mental Health Teams (CMHTs), acute in¬

patient care, community residential care and forms of employment and

occupation. High-resource areas may provide all the above, together
with more specialised services such as specialised out-patient clinics and

CMHTs, assertive community treatment teams, early intervention teams,

alternatives to acute in-patient care, alternative types of community
residential care and alternative occupation and rehabilitation (see
Thornicroft & Tansella 2004: 283-290).

One of the main deficiencies of mental health services in the UK is their

inaccessibility for patients at times of crisis (see Rogers, Pilgrim &

Lacey 1993). Of even greater concern is the fact that the duration of
untreated psychosis prior to first presentation to mental health services is
often long (see Lincoln, McGorry 1999:51-79) and time to treatment of
severe non-psychotic disorders, such as obsessive-compulsive disorder
is even longer (see Holloway 2000: 161-162). Particularly in inner cities,

pathways to mental health care often involve the criminal justice system

or unnecessarily dramatic presentations to accident and emergency

departments (see Burnett, Mallett, Bhugra, et al (1999): 475-483). This
is however more often the case for men than for women.
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A crucial factor with regard to hospital admission is the fact that it is 24
hour. As Holloway states, in 1997 two-thirds of the purchasers did not

yet provide access to the community mental health team throughout the
24-hour period.4 Holloway points out that there are certain practicalities
to consider: "Quite how one could provide 24-hour access to me, my

trainees and the three hard-pressed community psychiatric nurses who

comprise the de facto community mental health team serving my

catchment area is an interesting issue which deserves clarification from
the Department of Health (Holloway 2000: 161-162)."

And on goes the struggle between constraints of resources and the

specific needs of the individual. Particularly the needs of women in
acute mental distress may be not met by existing mental health facilities.
Usual issues are a lack of privacy, the fact that assaults are common and
an atmosphere that causes arousal is normal. 5 People in mental health
crisis are vulnerable as it is, but women patients are additionally
vulnerable to sexual harassment and assault6 .To illustrate this point, I

quote a first person account from the March edition of the journal mental
health today:

"Helen has experienced mental health problems for the last 15 years,

resulting in a number of admissions to hospital. She has never been
offered an admission to a women only ward. During one stay in

hospital a male patient became very interested in her. He came into
her bed space, which was only surrounded by a curtain, sat on her bed
and began talking intensely about his feelings towards her. Helen was

very scared. When, after some time, a member of staff arrived Helen
was told very severely that she should not have men in the female
dormitories.
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Helen believes her experience and the attitude of the staff are not

uncommon. "Women are very nervous. Single sex dormitories with
curtains are no good, and a bedroom can be even more dangerous. It
would only take a second for a man to get in. There is no security."
She believes that staff must engage with patients if there is to be any

improvement. "Women don't trust the nurses and so they don't talk to

them. Wards revolve around punishment, not care. There is never

anything to do, and the good nurses never stay long. People become
frustrated and the only nursing interventions come from dealing with
the aggression this causes (George 2005: 15)."

Many of the women at Miles Terrace had had similar experiences in
mixed wards. While being in a mixed ward can be anything but

therapeutic for women in general, it is particularly inappropriate for
women from some ethnic or religious backgrounds where segregated

living is prescribed. As a woman from such a Muslim background, I can

only emphasise this point. While I was working at Miles Terrace as a

research worker, my accommodation was in a mixed nurses' residence,
and I would take every care to run across the hall to the bathroom, throw
on my clothes and run back at times when I was sure that no one else
was around. And I was the care provider, with no experience of personal
abuse, so what must it be like for the user of psychiatric services, many

of whom had experienced childhood sexual abuse or domestic violence.

Gender-sensitive approaches to the psychiatric needs of women that

explores issues such as motherhood, parenting, sexual and physical
abuse, social support, physical well-being, side-effects of psychotropic
treatment and personal and professional relationships have proved
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successful (see Seeman & Cohen 1998: 674-677; and Ramsay, Welch &
Youard 2001: 85-92)..

Kohen (2001: 329-334)points out that women with mental illness exhibit
fewer behavioural disorders and much less aggression towards others
than do men. There is a general understanding that women seem to be
more appreciative of social support and may make better use of

psychological input.

One important point regarding women in care is the fact that they might
be the primary carers of children who also have to be taken into account.

For women with children, acute admission to the psychiatric ward
means that alternative child care arrangements have to be made, often at

short notice and sometimes involving placement of the children in the
care of social services. A women-only crisis unit which could provide a

safe place for those who would otherwise require hospital admission and
which could provide facilities so that children remain with their mothers
reduced some of the pressure.

There are a number of single-gender acute psychiatric wards for women

with severe mental illness (Kohen 1999a: 31-33, and Kohen 1999b:

570-571). In such centres motherhood takes priority in the assessment of
the needs and management of the patient.

In-patient mother-and-baby units (MBUs) are either with or without
community, domiciliary or specific out-patient services linked to them.
Units that have a community service link and can follow women in their
homes are much more likely to be successful than those that consist

simply of acute psychiatric beds and cots for the babies (Kohen 2001:
328-334). When there is no community service attached to the women's
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unit, the in-patient team has to fight with the mental health management

to acknowledge the need for a community mental health team (CMHT),
which would contribute to the in-patient work (Kohen 2001: 328-334).

Inappropriate admissions to MBUs and problems in establishing

guidelines have however unfortunately led to difficulties in both
admissions and discharges. The result was under-usage and untenable

vacancies, which in turn have led to bed closures .

Although most of the hostels that admit women with severe and

enduring mental illness may not fit the criteria for residential care

alternative to hospital treatment, they are well established, perhaps even

the best recognised and most widely distributed facilities of their kind

(see Kohen 2001: 328-334). Since the 1990s there has been steady

progress towards community treatment of acute mental illness and

women-only community placements are becoming more common (see

Fenton, Mosher, Herrell, & Blyler (1998): 516-522).

Admission rates of women to psychiatric beds have also been reduced

by day hospital facilities with a priority for women with personality
disorders that offer cognitive-behavioural approaches. Furthermore,

community day units attached to CMHTs with a strong psychology

input have been successful in serving women with personality disorder

(see Kohen 2001: 328-334).

The crisis house model has enjoyed some success in the US, and has
also been supported by groups of users of mental health services in the
UK (see Sayce, Christie, Cobb & Slade 1994). Nonetheless, the

provision of such services has been very slow in the UK.
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In 1992, MIND, the Mental Health Charity in England undertook a

consultation exercise with MIND Link and 230 local Mind associations,

on the subject of crisis and acute services. From the responses to that

survey, the following checklist for new services was compiled: "The
case for change, on the basis of user and local MIND views as well as

other research, is powerful. People overwhelmingly want a range of non-

hospital crisis services. There are also significant themes which emerge

both from criticisms of acute units and from hopes and fears for new

crisis services which can help guide purchasers and providers engaged in

setting up new services" (Sayce, Christie, Cobb & Slade 1994).

In their chapter on Users' Perspective on Emergency Needs, Sayce,

Christie, Cobb and Slade {ibid.) identify the following characteristics
that patients were most likely to value in a new service:

- (As a first principle ) it does not do harm.
- it is as effective as possible.
- it offers autonomy, including a choice of treatments, a choice of
worker and a right not to be intruded upon.

- it gives opportunities to talk through underlying causes of distress, and

adopts a holistic, rather than mainly medical, approach.
- it helps people with their problems where they arise, and does not

necessarily cut people off from normal life.
- it offers safety, including safety from abuse for women, black people
and others; and including some genuinely safe containment in crisis
houses - or in hospital-type care for the minority who want or need that.
- it takes place in people's own environment or in environments geared
towards mental health needs.

- it manages people's dependence on others when in a crisis with

sensitivity - for instance, by ensuring people can withdraw from the
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service gradually and be linked into other help, such as self help or

longer term professional support.
- it can offer anonymity.
- it safeguards resources from the hospitals for support for mental health
service users.

- it respects the support that users offer each other" (Sayce, Christie,
Cobb & Slade 1994).

Any potential pitfalls of non-hospital crisis services identified by users

could be tackled by following the above principles - and by ensuring that
the new services are developed by or with users of existing mental
health services.

In 1996, one year after the establishment of Miles Terrace, the Mental
Health Foundation began identifying and establishing models of good

practice in crisis services. Their Crisis Service Development Programme
assisted the establishment of user-led, voluntary sector crisis services
and assessed the success of these. The programme was underpinned by
the philosophy that the voluntary sector, in particular groups

representing service users or minority ethnic communities, has a vital
role to play in the development of crisis services. The funded projects
were two residential crisis houses, one of which also operated a 'crisis

sponsor home' programme in which local people took someone in crisis
into their own home; two 'safe houses' providing weekend and evening

o

support, and three telephone helplines.

As part of the programme, The Sainsbury Centre for Mental Health
undertook a formal evaluation of two of the crisis houses9 together with
one other10. The resulting report" recommends UK-wide investment to

help establish community-based crisis services for people with severe
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mental health problems to use wherever and whenever they need them.
It also stresses the need to build on the positive experiences of the small
number of innovative community-based crisis services, frequently run

by the voluntary sector, which focus not only on medication and
containment but on supporting people to recover.

As already stated, Miles Terrace was the first residential crisis house

catering exclusively for women. Dora Kohen (2001: 328-334) points
out the gender differences that have been established in the frequency,
clinical expression and outcome of psychiatric disorders in women.

Women have higher prevalence of depression, dysthymia, seasonal
affective disorder, generalised anxiety disorders, panic attacks, phobias
and deliberate self-harm (Meltzer, Gill, Petticrew (1995)12.
Schizophrenia also develops differently in women. Perinatal psychiatry
is an exclusively female area, and most eating disorders occur in
women.

While these epidemiological findings do not constitute qualitative

research, they still serve as interesting contextualisation of the gendered
climate in which Miles Terrace operates:

Depression
Women are almost twice as likely to develop major depression than
men. According to some studies, depression affects over 20% of the
female population (see Kessler, McGonagle, & Zhao 1994: 8-19). Mild
but chronic forms of depression and dysthymia are considered to be

higher in women, although it is accepted that studies on mild depression
and dysthymia are difficult to interpret because of differences in
definition and problems of reliability. Kohen points out that certain
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women's mood abnormalities such as premenstrual dysphoric disorder

may contribute to the higher prevalence of depression.

Generalised anxiety disorder is more prevalent in women, and the risk of

panic disorders is three times more common in women (Bourdan, Boyd,
& Rae 1988:227-241. Women are also more likely to experience post¬

traumatic stress disorder (Robins, Helzer & Weisman 1984: 949-958).

Deliberate self-harm

Deliberate self-harm (DSH) is an index of social deprivation; it is

closely linked with unemployment, overcrowding, substance misuse,

physical and sexual abuse during childhood and domestic violence.
There is a higher prevalence of DSH in women of all ages and the

proportion of women in need of hospitalisation for DSH is on the
increase (Hawton, Fagg & Simkin 1997: 556-560).

Perinatal psychiatric disorders
The prevalence of post-partum psychosis is about 0.2% and that of

postnatal depression 10-15% (Kendell, Chalmers & Platz 1987: 662-

673).

Women and forensic psychiatry
In 1996, half of the 3000 women in UK prisons warranted a psychiatric

diagnosis (Maden 1996). Thankfully, the different needs of women with

psychiatric diagnoses in the criminal justice system are well recognised

by the special hospitals and secure units, which either have or are in the

process of establishing specialist women's units.
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Eating disorders
These syndromes are predominantly seen in women, with a male-to-
female ratio of 1:10. In Britain the incidence of anorexia nervosa is 7 per

100 000 population, which may mean 4000 new cases per year. 90% of
individuals suffering from bulimia nervosa are female, and the incidence
in young women is 52 per 100 000 (Turnbull, Ward, & Treasure 1996:

705-712). Binge eating disorders have a female-to-male ratio of about
3:2 (Levine & Marcus 1998:).

Drug and alcohol dependence in women

While women had traditionally been regarded to be less likely than men

to misuse alcohol and illicit drugs, recent studies suggest that this gap is

closing. The male-to-female ratio of alcohol dependence in the

Epidemiologic Catchment Area (ECA) study (Helzer, Burnam &

McEvoy 1991) was 5.2:1, compared to 3:1 in the US National

Comorbidity Survey (Anthony, Warner, & Kessler 1994: 224-268),
which has been mirrored by the British Household Survey (Thomas,

Walker, & Wilmot 1998)) indicates that there has been a gradual
increase in alcohol consumption by British women and that the

proportion of women drinking over 14 units per week had increased to

14% in 1996.

The Psychiatric Morbidity Survey (Meltzer, Gill & Petticrew 1995)
shows that men have a higher prevalence of drug dependence (3%) than
women (1.5%).

Severe mental illness

While incidence and prevalence of schizophrenia, psychosis and bipolar
affective disorder, the so called 'severe mental illness', is no different
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between the sexes, there are specific demographic, clinical and outcome

differences. Schizophrenia appears at younger age in men (Murray 1994:

6-12(and perinatal insults to the central nervous system appear to affect
more men than women O'Callaghan, Gibson, & Colohan 1992: 1256-

1259). Men also exhibit more premorbid behavioural problems that have

strong predictive value (Foerster, Lewis & Owen 1991: 171-176).

Women with schizophrenia have better premorbid, sexual and social

competence ( McGlashan & Bardenstein 1990: 3190326). The course of

schizophrenia in women tends to be more benign and remitting, with a

more favourable social adjustment (Flor-Henry 1990: 211-227).

Admission variables are different for women and men, with women

having lower levels of rehospitalisation and shorter length of stay

(Angermeyer, Kulin & Goldstein 1990: 293-307).

Difficulties in social and interpersonal interaction, which are associated
with higher relapse rates, show a marked difference. Women show
lower rates of sensitivity to and lower responses to expressed emotion

(Vaughn, Snyder & Jones 1984:1169-1177) but higher risk for suicide

(Mortensen & Juel 1993: 183-189), though rates for completed suicide
are higher in men (Moscicki 1994: 152-158; also in Holmshaw & Hillier

2000, and Kohen (ed.) 2000).

FACTS AND FIGURES AT MILES TERRACE

A statistician uses statistics as a drunk uses lamp-posts - for support
rather than illumination,

Andrew Lang (1844-1912),
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During my time as a research worker, an evaluation of the alternative

crisis service of Miles Terrace was carried out. According to the

findings, the service was able to respond quickly to referrals and

appeared to be functioning safely. Overall, the project appeared to be

succeeding in providing a safe alternative to hospital admission for
women with severe and enduring mental health problems.

Just to paint in the profile of the service users, let me list statistics:
In the first three years of operation there have been 620 admissions and
44 children have stayed at Miles Terrace. During that time one woman

has committed suicide while staying at Miles Terrace and there have
been two suicides shortly after discharge. There have been two episodes
of damage to property and no major violent incidents. Referrals came

from a wide variety of sources and the majority of assessments took

place within 24 hours. 78% of referrals who were admitted to the
alternative crisis project were seen within 48 hours, which makes the

project a viable resource for service users in acute psychiatric crisis. In
contrast with mainstream acute hospital admission only now is there an

opportunity to carry out systematic research

Miles Terrace can however not be considered as an alternative to an

acute ward in an emergency situation where use of the Mental Health
Act was deemed necessary. As the project is funded by the local mental
health trust which means that

The average age of women who came into the service was 39 years (the

youngest being 20 and the oldest 72). The average length of stay was 19

days, with the shortest stay lasting 1 day and the longest 50 days. Out of
the sample population, 19 women were given extensions beyond the 28

days that were the project's target.
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The most common reason for admission was suicidal ideation and/or

self-harm (47%) followed by relapse of psychosis (23%).
The most common diagnosis was depression (53%) followed by

schizophrenia (16%) and bipolar disorder (15%).

Six women were recorded as misusing alcohol or drugs in addition to

their primary diagnosis. Eighty per cent of the women were previously
known to psychiatric services and 78% had at least one previous
admission to a psychiatric unit. Sixty-five women saw a doctor during
their admission and of these 10 (15%) saw their sector doctor, 50 (77%)
saw the house GP, four (6%) saw their own GP and one (2%) saw a

doctor in casualty.

The ethnic background of the sample population showed an over

representation of African Caribbean women and fewer Asian women in
our sample as compared with the local population.

Initial indications from these data are that the women admitted to the

project are suffering from severe and mental health problems and a

substantial number have had previous contact with mental health
services. The low rate of serious incidents seems to show that Miles

Terrace is able to provide a safe environment for those presenting in
acute crisis.
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MORE DETAILED DESCRIPTION OF THE SERVICE

Having covered some background and some statistics, I would now like
to fill in some more details that concerned staff and residents on a more

practical level, details that structured the day to day running of the crisis

project.

There were three shifts at Miles Terrace, with a half hour handover

period smoothing the transition. During handover, the staff just about to

start their shift were filled in on what had happened with regard to each
woman that was currently at the project, and any overhanging bits of
work were discussed.

Handover for the morning shift started at 7am, and the shift lasted until

3pm. As a lot of the practical running of the shift was dealt with during
this time, it usually was a busy shift and required a minimum of four

staff, two out of whom were ideally seniors.

Maria, the Greek administrative secretary would come into Miles
Terrace for a normal 9-5.

The late shift began with handover from the previous shift at 2:30pm
and would last until 9pm. At 8:30pm the workers who were on the night
shift would come in. Each shift was co-ordinated by a senior member of

staff, who would temporarily act as a team leader. Due to the demands
made by a 24 hour cover, a senior member of staff was not always
available, in which case another member would be nominated to co¬

ordinate the shift.

There were 17 members on the staff team in the following hierarchy:
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The highest Administrative and Clerical Grade was A&C 6. An A&C 6

would take on a management role within the project. In addition to co¬

ordinating shifts an A&C 6 would key work up to four people. They
would also allocate tasks to the support staff. A&C 6 members of staff
were referred to as seniors.

The next grade down was A&C 5. A&C 5 presupposed some

management experience and could key work two people at any one time.
I was the only A&C 5. More importantly however, I was the only

project worker who was there in a research capacity. Everyone on A&C
4 was a support worker, a junior.

A key worker was the main point of contact with regard to a woman

who was in the project. It was the name of the key worker that would go

on to the person's file. If any agencies or external staff, nursing staff,

wards, people from the social work department, from housing called
about that woman, the key worker was the person who would liase with
them.

Every day, the key worker would meet with the woman for one-to-one

sessions, in which her progress was discussed. When the key worker felt
that the woman who was to be discharged did not have a support team, a

case conference was held and the woman's case was discussed with a

multidisciplinary team including a social worker, a psychiatrist, the GPs,

nursing staff, an occupational therapist, counsellors and therapist.
While there was one particular (male) GP that covered Miles Terrace, no

set psychiatrist had been allocated to the project, because it was felt that
this would feed into the medical hospital model.
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Many of the women who were serial mental health patients, with a

history of repeat referrals to Miles Terrace crisis service, had a

psychiatrist in the community or in a hospital. In those cases, we would
work with those existing contacts.

Miles Terrace had been designed as a single sex service that offered a

safe space for women in mental health crisis. While all project workers
were women, it could not be guaranteed that all external staff were

female. Every effort was made to hire female massage therapists,
survivor's poetry workshop facilitators, social workers, etc, but there
were cases and time where it was not possible to recruit a woman. The

GP, for instance, who came to Miles Terrace twice a week, was a man.

On admission, every woman was allocated two named workers with
whom she would plan her care. Some women were already known to

mental health services and many of them had a history of repeat

admissions into Miles Terrace. Generally, such service users were

referred to as revolving door patients, which was a term that clearly
stems from a hospital ward setting. The staff at Miles Terrace were very

sensitive to any colonialist connotations that would come with a certain

terminology and would never use the word patient when speaking about
the women that were in the project. The revolving door women often
had community-based key workers who remained involved with their
care.
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With regard to women that were new to the service, a decision was made
as to whether a community based key worker needed to be allocated. If
it was decided that there was a high likelihood the woman would require

ongoing case input from psychiatric services, a referral was then made to

the sector community mental health team.

Many problems in mental health care stem from the fact that the care

cannot be easily accessed, either because the people who would need it

simply don't know about it, or because the pathways to care are

lumbered with stumbling blocks. Miles Terrace had been conceived with

easy access in mind.

Admission to Miles Terrace was a two step procedure. The first step into
the project was the referral. As stated in the pamphlet, the women can

refer themselves. It has been shown that women are more likely to

recognize a psychiatric problem in themselves than men (see Horowitz
1977: 169-178).Also, as women are also more likely than men to see

their GPs with psychological and emotional problems (see Briscoe 1982;
and Comey 1990: 365-368. the pathway to Miles Terrace is an easy one.

If the staff decided that a referral warrants an assessment, it would pass

on to the next stage. Miles Terrace operated its own assessment

procedure. As stated in the pamphlet, one important criterion was that
the acute problems experienced by the women were so severe that in¬

patient admission would otherwise be indicated. Another crucial factor
was risk assessment. Women who were thought to be at risk of violent

behaviour, who appeared to need constant supervision because of a high
level of risk, and women who were misusing drugs and alcohol to such
an extent such that they needed detoxification under medical

supervision, were not admitted.
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THE SYSTEMIC APPROACH

One main difference between the residential care offered by the
alternative crisis service of Miles Terrace and a hospital was that an

assessment at Miles Terrace did not involve labelling the woman with a

medical diagnosis. Instead, an assessment would explore the woman's
current situation using a systemic model. The staff at Miles Terrace were

well aware of the fact that approaching the women's mental ill health
from the angle of the social networks around them is markedly different
from a traditional medical line of attack, which locates a pathology in
some 'essentialist', innate aspect of the person (see Haw 2000). Also see

Kohen (ed.) 2000). A systemic approach places the emphasis on

examining the current situation and focuses on identifying and resolving
the triggers to crisis and perpetuating factors. A variety of interventions
are used and can involve group and individual work, medication and

variety of complementary therapies including homeopathy, acupuncture

and massage. Particular efforts are made to maintain supportive

community links where they exist and to identify and strengthen the
woman's own coping strategies. In doing so, throughout the woman's

stay at the project she is encouraged to take an active part in resolving
her own situation, which includes self-medication as soon as possible.
The ethos of the project was to reduce the 'unnecessary' reliance on

staff.

System theory was first proposed in the 1940's by the biologist Ludwig
von Bertalanffy13. Rather than reducing an entity (e.g. the human body)
to the properties of its parts or elements (e.g. organs or cells), systems

theory focuses on the arrangement of and relations between the parts

which connect them into a whole. This particular organization
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determines a system, which is independent of the concrete substance of
the elements. Thus, the same concepts and principles of organization
underlie the different disciplines (physics, biology, technology,

sociology, etc.), providing a basis for their unification. By focusing on

the overall system, Von Bertalanffy hoped to reinspire a unity of
science, which had split into isolated disciplines and counter

reductionism. This systemic approach took hold in fields all across the

board, from cybernetics through mathematical modelling to family

psychotherapy.

Until the systemic approach hit family psychotherapy, the field had been
dominated by what can be called a psycho-educational approach. With

regard to approaching schizophrenia this meant educating the family
members about certain aspects of the disease as to improve the

management of the disorder. Such an 'intramural' treatment might work
in chronic cases, where the disorder can be controlled by organising a

miniature lunatic asylum within the surroundings of the family (Boscolo
1996: 81). In acute cases, in particular with first time schizophrenic

episodes and hospital admission, such an approach could have a very

negative influence insofar as the labelling as schizophrenic introduces

powerful ideas regarding diagnosis and prognosis of the illness.

According to the systems therapists, it was the labelling of the disturbed

person as schizophrenic that called an irreversible and chronic disease
into reality: introducing an authoritative diagnosis of schizophrenia
creates dangerous expectations and resignation.

Systems theory is now well utilised in family therapy, social services
and child and adolescent services and has its revolutionary roots in the
Milan school of family therapy. In the early 1970s, the Milan based

analysts and psychiatrists Mara Selvini Palazzoli, Luigi Boscolo,
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Gianfranco Cecchin and Giuliana Prata were dissatisfied with the limits

posed by psychoanalysis. Psychoanalytic thinking did not locate things

firmly enough in their contexts. Palazzoli & Co were studying the actual
communication patterns of families with schizophrenic members.

Thoroughly bored with looking at families in a Freudian kind of oedipal
sort of way, they began looking outwards. Rather than in the psyche,

they were interested in the structural games that families played and in
their reluctance to change behaviours. By looking outwards, the Milan

group effectively brought about a paradigm shift from an intrapsychic to

a structural focus with regard to family therapy. The heyday of ego, id
and superego was drawing to a close. Instead , communication which
can never be separated from the cognitive and the emotional was

beginning to receive therapeutic recognition. And as communication
within a family is of particular importance for most people, the Milan

'gang' started off with developing family therapeutic methods. No more

talk about mother, father, sister, brother; instead the whole family was

put into a room, together with the therapist, and had to actually talk to

the latter and to each other. The goal of therapeutic interventions was no

longer to get the individual and their psyche to change, but rather to

influence their communication patterns. In 1978 the original Milan

group published Paradox and Counterparadox: A New Model in the

Therapy of the Family in Schizophrenic Transaction14. Two years later,
in 1980, Luigi Boscolo and Gianfranco Cecchin left the team. Another
two years later, Mara Selvini Palazzoli together with Guiliana Prata
founded the "Nuovo Centra per lo Studio della Famiglia", the new

centre for family research, which was joined later by Stefano Cirillo,
Matteo Selvini and Anna Maria Sorrentino. 1985 Guiliana Prata left the

group to found the "Centra di Terapia Sistemica e di Ricerca", Centre
for Systems Therapy and Research.
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Systems therapy had been inspired by the groundbreaking work of the
Palo Alto group under Gregory Bateson in the 1950s and 1960s. But the
Palo Alto focus on actual communication was no more than an outsider

interest until it was taken up and developed further by the Milan group

around Mara Selvini-Palazzoli in the 1970s Palazzoli, Boscolo, Cecchin,

& Prata (1978). The ideas of the Milan Associates have in turn been

developed further in family therapy and social work, but they have also
been fed back into the communication theories that originally gave rise
to them, and were taken up by constructionists and the post-modem
movement (see Burr 1995). Notions of power, culture and the use of

language are central to all these ideas, and also a matter central to the
discussions of this thesis

One therapist who has offered some relatively recent contributions to

systems therapy is Evan Imber-Black (1987: 5). In her consultation
model for dealing with families and larger systems who have become
embroiled with one another, she offers models for longer term work with
those families who must engage with larger systems across significant

portions of their life cycle. This also addresses problems of labelling,

stigma, and secrecy in families.

At Miles Terrace, the staff team were fully aware of the importance their
social systems played for the women who had come into the project in
acute crisis. But a crisis project with a maximum stay of 28 days offers
limited scope for an exploration as to how to restructure those systems in
a way in which the women would not come back before too long. My
case histories will explore this issue.

Systemic thinking encourages a more expansive and inclusive
exploration of what might be useful to offer as a service provider. It also
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allows professionals to develop awareness of the discourses operating,
which are impacting on the presenting individual. If we think in terms of
the family as a metaphor for the organisation then we have a role in

creating changes not just with the family but 'playing an expansive

function, one that challenges a status quo supportive of economic and
social suffering for a significant portion of the population' (Imber-Black
1987: 5). It allows for the focus to be on the relationships that exist
between people, the relationship to work of class, race, and the potential
climate and power, culture, politics etc. It encourages us to work with

people and take into account the multiple contexts the person is

operating within and the context created by our relationship (i.e., we

cannot be objective but can take a different stance, (curiosity) and look
at how we as part of that context are going to impact on them.

It encourages the workers to think creatively and not become stuck

fighting for the truth of a situation and who the 'expert' is. Everyone has
different accounts (stories) to tell and all the stories can enrich the

possibilities for moving through a situation. As workers we are there to

connect with the person and assist them to create new possibilities and
stories for themselves in order to go on.

In crisis work, there are often stories of stuckness, negativity and truths
which limit the views of all concerned about how to move forward.

Systematic theory encourages the professional to take a 'curious' stance

(see Cecchin 1987: 405-413) to allow them to think creatively and ask
new and interesting questions which may lead to fruitful places. The
belief is that life is constantly changing and reconstructing each moment

in relationships. Therefore everyone has opportunities to change and
learn, the idea being to find the ways to allow this to happen. Social
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constructionists would argue that to 'not change' is not possible because
life is occurring all around you and in relation to you.

The crisis project aimed to incorporate the useful aspects of most

existing models of service, maximising the benefits of different service

options without excluding others. There are important methods and tools
within this theory of system such as the 'reflecting team' (see Andersen
1987: 415-428). This encourages conversations to be held in front of
others and then the others talk about the conversation they have heard. It

provides new perspective and voices to be heard. At Miles Terrace this
method is adapted during the assessment session. The team aims to work
in twos or threes and all times to bring different 'perspective voices'.

They work together to create an hypothesis about what is happening and
what might be best to offer the person. It important not to 'fall in love'
with our own ideas which we then fight for instead of sharing our ideas
to be used or not.

The systemic approach used at Miles Terrace focused primarily on

social factors of the illness. According to Groddeck, who wrote more

than half a century ago, there are two essentially different causes [of
illness], an inner one, causa interna, which the man contributes to

himself, and an outer one, causa externa, which springs from his
environment. And accepting this clear distinction, we have thrown
ourselves with raging force upon external causes... And the causa

interna, we have forgotten. Why? Because it is not pleasant to look
within ourselves (Groddeck 1949).

In my investigation of manifestations of mental health I will explore
later more fully Groddeck's internal causes. They were hiding in an

unexpected place. I was only able to see them when the need for
reflective practice forced me to examine these connections.
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ACCOMMODATING ME

I started my fieldwork December the 6th, 1999. Having worked at the

project before made it easy to settle into a daily routine. I liked the early
shifts, because that way I finished before 3 o'clock and I could write my

notes up.

I stayed with a friend for a couple of weeks before I got my own

accommodation sorted out. I moved into a nurses' residence which was

in an old Victorian building with about 35 rooms. Appropriately, the
residence was attached to a psychiatric hospital. On the outside, the
residence looked very impressive. On the inside, it had long narrow

corridors, high ceilings and stone floors and it felt very quiet and cold.
At the end of each corridor there was a kitchen, and there were

communal bathrooms.

The rooms were very bare, with little wardrobes and a table and sink,
and it had the institutionalised feel I knew well from university
accommodation. It felt very transient. None of my colleagues were in
the residence. I had just come down for a limited amount of time,
whereas they were local, in various stages of buying a property, getting
married and various other processes, but most of them lived nearby.
Miles Terrace was only about 20 minutes by bus.

The house was predominantly full of male nursing staff, who often came

back in the evenings, opened a can of beer and sat in the lounge and
watched the telly. Most evenings the atmosphere was quite pleasant and

jokey. I found it quite hard to engage though, as two or three people on

my floor worked in the same hospital and knew each other. After it had
been established that I was not a nurse but a research project worker, the
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nurses lost any initial interest they might have had in me and I ended up

feeling very exluded in that accommodation. Over the months I found
out that quite a few of the people who stayed in the hospital
accommodation had been there for more than a year, mostly because flat

prices were so expensive, and it was the cheapest staying in a residence.
Even though I came from the institutionalised setting of university

accommodation, I found living in the nurses' residence quite difficult.
To be fair, my warden's flat at St Andrews was a long way from my

room in the nurses' residence. With its plastic mattresses, small rooms

and furniture from the 1950s, the nurses residence did not seem all that

different from a secure ward.

It didn't help that I was getting blotches on my skin. One of the staff
members at Miles Terrace, Lee, the 'feisty-in-your-face' African
Caribbean woman, said she thought I had bed bugs and suggested I
should call the manager to fumigate the room.

The residence manager did come and the room was fumigated while I
was staying at a friend's place for a few days. The blotches never

returned. But it didn't help to make the residence feel more like a home.

I always had a little transistor radio, which I would listen to while the
nurses would hang out together and cook, watch soap operas, drink beer.

Coming from a sheltered Muslim background, I would try to avoid

bumping into people on my way to the shower, and would time my

shower visits so that I knew no one else was around. I also began to

avoid getting into casual conversations with the other residents, after
some of the conversations had become quite argumentative; particularly
the male staff living there were quite challenging of what I was doing,
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not challenging as in engaging my knowledge, but rather in so far as

they looked down on anthropology. And after doing exhausting shifts at

Miles Terrace, I did not want to get into verbal fights. But with me

running across the hallway to the shower, quickly getting changed,

running back, making a conscious effort not to have breakfast in my

accommodation and instead picking up something on the way to Miles

Terrace, I slowly realised that I was impoverishing the social dimensions
of my life, that I was losing something. Over the months that I spent

working at the crisis project and living in the nurses accommodation, I

spend a lot of time 'in my head'.
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CHAPTER II: REFLEXIVE RESEARCH REFLEXIVE
PRACTICE EMPATHIC UNDERSTANDING

The notes I handle no better than many pianists.
But the pauses between the notes -

ah, that is where the art resides.
Artur Schnabel, pianist

It is not our purpose to become each other;
it is to recognize each other,

to leam to see the other
and honor him for what he is.

Hermann Hesse

It takes two to tell the truth
— one to speak and another to hear.

Henry Thoreau

I know what I have given you.
I do not know what you have received.

Antonio Porchia

I always ask my clients what they think I said.
More often than not, it is not what I said.

Liz Wilson, Solictor family Law (Scotland) specialist.
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"Anthropology [...] is the most fascinating, bizarre, disturbing, and

necessary form of witnessing left to us at the end of the twentieth

century. As a mode of knowing that depends on the particular

relationship formed by a particular anthropologist with a particular set of

people in a particular time and place, anthropology has always been
vexed about the question of vulnerability" (Geertz 1995). As Clifford
Geertz says (1995), "You don't exactly penetrate another culture, as the
masculinist image would have it. You put yourself in its way and it
bodies forth and enmeshes you." Yes, indeed. But just how far do you

let that other culture enmesh you? As Behar suggests (1996), our

intellectual mission is deeply paradoxical: get the "native point of view",

pero por favour without actually "going native". Our methodology,
defined by the oxymoron "participant observation", is split at the root:

act as a participant, but don't forget to keep your eyes open. Lay down
in the mud in Colombia. Put your arms around Omaira Sanchez. But
when the grant money runs out, or the summer vacation is over, please
stand up, dust yourself off, go to your desk, and write down what you

saw and heard. Relate it to something you've read by Marx, Weber,

Gramsci, or Geertz and you're on your way to doing

anthropology15..."Nothing is stranger than this business of humans

observing other humans in order to write about them" (Behar 1996).

In this chapter, I explore my own bewilderment during the fieldwork

process, and the development of my slow awareness of the 'disturbing'

impact of my own personal engagement with the 'subjects' of my

research to both the 'data' I collected and my initial interpretations of it.
The main point that I wish to make is that fieldwork can never be a

'disengaged' , purely 'objective' process: rather, the nature of personal

engagement must be understood as a crucial aspect of our research
observations. Thus, after fieldwork, to run to the nearest social theorist
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that takes your fancy for 'methodological' guidance is to distort at the

very start of writing up your material the results of the 'data gathering',
observational process of the research project. The researcher must first
of all understand the relationship of 'self to the process of her or his

research, and its results. This presence of 'self and its effects are in
themselves not a matter of 'good' or 'bad', but rather something that must

first be recognised and then well understood, for reasons both personal
and academic. The process may well be painful.

DISENGAGEMENT IS IMPOSSIBLE.

There I was at the acute crisis service where I had been working as an

agency worker for four summers. But now, my contract said 'research

project worker', which set me apart - it set me apart from myself in the

past when I was an agency worker, and it set me apart from the other

staff, as I was the only one with researcher in front of her name. It also

put me into a category of my own administration-wise, as I was the only

person with A&C grade 5.

But even though now I had been elevated to the level of research

worker, the same work I had been doing for four summers as an agency

worker still needed to be done.

The results of this was that I constantly found myself torn between the
two roles of researcher and health worker. As a newly minted

postgraduate student, the role of researcher was very much the one that I
identified with most, it was a role that filled me with pride, a role from
which I derived an academic identity, and it certainly was a role I used
to present myself.
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It was also a role that the other staff were quick to comment on,

especially at those times when I was shocked at some thing or another,
and my sheltered background was compared in stark contrast to their
more streetwise ways.

The acute mental health crisis setting of Miles Terrace provided me with

plenty of opportunity to be shocked.

It started on the first day, in fact.

On my first day as a research project worker, I was told quite causally
about the death of a woman who used to come into Miles Terrace. I had

worked with Idi on a number of occasions in the recent past, and now

she had been found dead on her doorstep.

In a matter of fact way I was informed that Idi's funeral was the

following day and that any staff member was free to attend during
handover. During the half hour of handover, the staff of the previous
shift briefed the staff of the shift that was just about to begin about any

issues. Handover was typically abrupt, but to me the information about
admission and discharge of new women was insignificant compared to

the fact that Idi, who I'd been working with only recently, had died. I
made a comment about how I was beginning my time as a research

project worker with a baptism of fire. 'Shit happens' was all that came

back.

Over the following weeks, information would dribble in about her death;
Idi had died as a consequence of a heart attack. I remember her as a

colourful, charismatic character, who even at her lowest point of
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confusion and frustration, had an amazing ability to pick up the threads
of a conversation with the people she had encountered in her last stay at

the project. I had been assigned Idi to work with fairly often in the past,

as the other workers found her 'too needy'. I remember thinking how
difficult I found it to be with the staff at those times, how unfairly I

thought they were on Idi, just feeding into her inferiority complex by

dumping her. And now she was dead and I was appalled with how
indifferent the staff were, how they had shut down to cope with the

situation, how desensitized they had become.

Those were my thoughts at that time.

So there I was, back at the crisis project, in my special category of
research project worker. Seeing the other project workers deal so

casually with something so big as the death of a woman who had stayed
at the project on several occasions in the past adjusted the lens through
which I would see them much of the time of my fieldwork. And the lens
I used was an anthropological one I was at Miles Terrace to find out

about mental health from the women who had been admitted to the

project in a state of acute mental health crisis, but on day one I had

managed to turn my lens on my colleagues as well. And my lens was not

on eye-level. I was looking at an angle. And I was not looking upward.
To use Clifford Geertz's cute little phrase, I was straining to read their
culture "over their shoulders."

So there I was, in my special category. I was a member of staff, but I

really had come to Miles Terrace to conduct research on the women in
crisis, and sometimes I would find myself siding with the women. Other
times I would side with the staff. In terms of institutional power my
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position was of course always on the side of the staff. And yet, I often
found myself between camps.

SUBJECTIVITY AND THE BETWEENNESS OF OURSELVES
AND OTHERS.

This was in fact not something that was new to me; it was not the first
time I had found myself in an in-between place. As Kirsten Hastrup has

argued(1987:52-4), "Fieldwork is situated between autobiography and

anthropology. It connects an important personal experience with a

general field of knowledge. The connection itself is of generative impact

upon the reality of anthropology. Like other individuals, anthropologists
are also continuous with the space they constitute (Ardener (1987:39-

40)." The subject of autobiography is crucial to my own story about

understanding my own subjective status within the fieldwork situation.

At my very white middle class university, I had always been the only
Black person, visibly black person, particularly in a discipline with a

colonialist history as anthropology (See, for instance, Asad (1975)on the
colonial gaze of anthropology).. Also, I was a vegetarian. This might not

sound like it's such a big deal, but growing up in an Asian family of 6 as

the only kid that does not eat meat did set me apart, and certainly

provided me with quite some unpleasant memories of having to sit at the
table until I'd finished, my father throwing little chunks of chicken at

me. Also, me the fact that I was gay did not go down too well with my

traditional Muslim family. These were just some of the in-between

places I had found myself in so far.

Moreover, it struck me that the place where I was doing my fieldwork
was an in-between place par excellence: not only was it a crisis service
for women in acute mental health crisis, but it was also a cutting edge,
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state of the art alternative to hospitalisation, the first of its kind in this

country. There seemed to be too many of these 'in-betweens' all at once!

The most important in-between place I found myself in was in between

my role as a project worker and my role as a researcher. Most other
differences had been levelled, specific effort had been made to ensure

that the staff at the crisis service reflected the population of the
multicultural and otherwise diverse catchment area in terms of ethnicity
and other factors. I did not stand out in terms of ethnicity or sexual
orientation. And as far as I was aware, no-one had expressed any interest
as to whether I was a vegetarian or not.

Kirsten Hastrup notes (1987:52-4) another in-between: "Due to the
fundamental simultaneity between discovery and definition in

anthropology, the reality experienced in the field is of a particular
nature" (Hastrup 1990: 5 (1). As Tedlock remarks (1983:323), it is not

the unmediated world of the Others, but the world between ourselves

and the others that is experienced. Our results are deeply marked by this
betweenness and there is no way, epistemologically, to overcome its

implications. The ethnographer in the field is the locus of a drama which
is the source of her anthropological reflection (see Dumont: 1978, and

Hastrup 1992).As Rabinow states (1977:5) (also see Hastrup 1987,

1992), "to eliminate the experiential nature of fieldwork is to stick to a

radically inappropriate view of the anthropological practice - with which
we have been all too familiar in the modernist era (See Rabinow 1977,
and Hastrup 1987, 1992).

Fabian (1985) has stated that the condition of fieldwork is

fundamentally confrontational and only superficially observational; self
and other are inextricably involved in a dialectical process. In fact, and
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quite contrary to positivist wisdom, the main lesson of anthropology in

general is that the absolute distinction between subject and object is an

artefact of Enlightenment and modernist thought, a distinction generally
denied within non-modern societies traditionally studied by

anthropologists(see, for instance, Dumont 1986).

While I was theoretically aware of this modernist artefact of

subject/object divide, I would not get an opportunity to really cross it
until I started writing up. I am hardly the first ethnographer to realise
that it is not the act of fieldwork, but the writing up of ethnography
where it professionally at. Quite apart from personal career-making, the
inducement to produce ethnographic texts actually stems from the fact
that they are not mere records of experience, they are means to it. In

Tyler's words (1986:138) 'experience became experience only in the

writing of ethnography'. It was not until I had started writing up that I
would begin to see some very profound parallels between

anthropological research and mental health practice, i.e., both are highly

subjective enterprises. Moreover the importance of understanding the
nature of such subjectivity, and its importance to results, often remains

unrecognised by both researcher and practitioner.

As Behar notes (1996) such parallels were highlighted by Devereux

(1967:86), an ethnopsychiatrist, who "believed that observers in the
social sciences had not yet learned how to make the most of their own

emotional involvement with their material". Devereux insists (as

Tedlock (1979,1983) also has for the anthropological fieldworker , that
what within happens within the observer must be made known, , if the
nature ofwhat has been observed is to be understood. The subjectivity of
the observer, Devereux notes (1967:84), "influences the course of the
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observed event as radically as 'inspection' influences ('disturbs') the
behaviour of an electron.". The problem is that the observer has great

difficulty in 'observing' the 'self, and its effect. As Devereux suggests,

observers tend to develop 'methods', which might be better labelled as

'defences', ones that reduces observer anxiety. Behar argues (1996:6)
that even saying, "I am an anthropologist, this is fieldwork", becomes a

good means for draining anxiety from situations where we might feel,
for instance, complicitous with structures of power. In other words, this

subjectivity of the anthropological observer and of the health practitioner
is important: especially, as it allows, when not recognised, for the denial
of self engagement, or effect. As Devereux suggests for both mental
health practice and anthropological research that there is a tendency to

push inter-active experience away from the self, and certainly not be
reflexive about it, in case doing so might be slightly uncomfortable. In
such cases, both observer and practitioner are denying their own

responsibility in their obvious acts of engagement - with either

indigenous person or mental patient, whichever the case may be. I
hadn't realised that that was what I was doing until a few months ago.

AN AUTOBIOGRAPHICAL NOTE.

On the morning of the 5th December 2004,1 have spent a number of

years working within various mental health settings. I had facilitated a

group that was looking at involving service users in education and their
role in supporting and developing mental health as a subject in higher
education. This was something I cared strongly about, and everybody
said it was brilliant and I knew I had done a good job. I went back to my

office to find two emails from my boss. For months and months, my

boss had ignored me and I felt not supported in my job, certainly not by
him. In fact, I felt actively undermined. He called me 'you ethnics'. In
the first e-mail, he said xyz was going to happen, and these were the
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approaches they were going to take. XYZ was completely contrary to

the work I had been doing for months and months. In the second email
he announced that he had appointed an independent consultant, but the
information he sent out in his name was my work. I broke down crying.
And once I had started, I couldn't stop. I did manage to call my boss to

say I was coming over, I had to speak to him, but I was still crying. I am

not someone who cries easily, certainly not in public. But that day, I

simply couldn't stop, and eventually the secretary said, look I
understand what you're going through, you're not dealing very well with
this and you need to go home. She gave me a hug and sent me to the

railway station. On the train from home to the office I phoned the doctor
whilst I was still on the train and got an appointment for later that day.
The doctor was an old fashioned, well spoken locum Doctor, and when I
said I didn't feel very well, I needed a sick note he asked what he should

put on the sick note. I told him I was having real difficulty, personality

problems with my boss and I didn't want to be at work. He said 'I won't

put stress down, I'll put debility. Debility is a beautiful word, it means so

many things to so many people. By the time they figure it out you'll be
back on the road to good health. You don't want to get a black mark

against your name, those Human Resources people are a bugger, they
remember those things like stress".

The following Wednesday I went back for another sick note. This time I
saw another doctor, a woman who was in fact a lecturer in mental

health, and I found it really difficult, because she didn't just want to

renew my sick note, she wanted a conversation. 'Debility - what is

actually going on for you? I see you work in mental health.' I told her
how I had broken down and burst into tears in my office, and that I
found this really humiliating and shaming. And that I thought it would
be really damaging for my career if she put stress on my note.
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At which point she said 'I'm quite shocked, I would expect such a lack
of insight from somebody who didn't have the experience and

knowledge that you have. Looking at your record and going by what

you've told me that you've worked in various mental health settings,

you're in a very stressed and distressed state. What is it that's stopping

you from owning this experience. I don't even hear you acknowledging
it'. I was just gobsmacked. She was right. I had never realised this. I had
never acknowledged when something was really getting to me. And true

to form, I made a joke of it, saying this was enough to send me into an

existential crisis. 'Would you know what it meant if it happened?' was

her reply.

I did know. It made me question my whole vocation and discipline,

being an anthropologist, working in the field of mental health. In one

breath, she'd managed to shatter the image I had of myself, the illusions
I had of myself. I had come to her with a problem of how someone else
was seeing me, how my boss kept undermining me by not

acknowledging my work and using it in his own name. And now she
was telling me that it was how I see myself that was the fundamental
issue. I had to think about all this. She wanted me to come back in a

fortnight and have a hard look at myself. 'Before you can be with other

people in a similar situation, you need to be with yourself first.'

I went home and couldn't sleep that night. There I was, looking out at

the world as if it was some underground aquatic thing, with me in the

capsule.

I thought about the time when I was four years old, growing up in

Birmingham. We lived in this place called Stanmore, with terraces of
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predominantly different mixes of Asian and Black people with a few
white people, of the poorer sort. Every night, around 11pm a dull noise
would wake me up, and I was quite a frightened child anyway. Only
later on reflection did I realise what everybody knew but nobody ever

talked about, namely that the Hindu guy next door was coming home
drunk and beating up his wife, you could hear him shouting or hitting
her. One Saturday, I was four or five, looking out of the window, I saw

one of her twin children walking along the street, and the mother was

sitting in the middle of the road, crying, using the end of her sari that
was thrown over her arm to catch her sobs. She was just sitting, sobbing
in the middle of the street and all these Asian people were walking
backwards and forwards, just carrying on with their business. I told my

mother and she went out and brought that woman back into our house,
where she and her twins spent the night on the couch. The next morning
her husband came. Nothing was said, my mum just exchanged looks
with him and my father said don't let this happen again. A few months

later, they moved.

I was still in shock, in my bed. That's how I'd always existed. Things
have happened to me, and I saw them happen, but that was as far as it
went. I saw things happen, but never really took them on board. Months
or years later, I would comment on them at dinner parties or other social
occasions. But I've always worn these experiences as outer clothing,
I've never let them become part of me of the fabric of my self.

The experience of standing in the doctor's surgery made me question
whether I was understanding any of the things around me. What I had
understood up to now. Over the next month that I was off sick, I did a lot
of thinking about my fieldwork. Out of my piles and piles of books,
three in particular popped into my mind: How to get your PhD (Phillips
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& Pugh 1998), Doing research projects (Bell 1996), Ethnography step

by step (Fetterman 1989).

I had so many post-its in the book about doing your research projects,

drawing attention to the finer points about how to keep a diary, critical

incidents, problem portfolios, recording and analysing, audio-recording,
interaction process analysis, selecting a method, observation study
checklist... Many of these things had worked out very differently from
how I had planned, with my field notes ending up being eaten by a

woman in acute mental health crisis.

But now, lying in my bed, unable to sleep, my heart racing, my head

pounding, I realised that even the most perfectly planned project, the
most detailed field notes, the highest stack of audio recordings of
interviews - it doesn't mean shit if you can't say I'm a part of this. I am

here, participating, making it and unmaking it. If you stand outside of

your fieldwork, it's like paying five dollars and looking through a little

peephole, getting instant gratification. And as I was lying in my bed, I
saw large parts of my life I had lived this way pass by. The life of Salma

Siddique. A $5 peepshow.

I was off sick for more than a month, and in that time I started revisiting

things in my mind, looking over my notes, and I began to see how

judgmental I had been16.

That first day when I went into Miles Terrace as a research worker, the
staff team had been sitting in a little circle for the handover from one

shift to another, and as we were going over what had happened in

previous shift, quite casually, one of the staff members had dropped into
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the conversation that one of the previous residents had died, had been
found dead on her doorstep.

I remember what I thought at the time when it happened, namely what a

cold, heartless bunch of bastards. Quite clearly they didn't care,

undecided as they were about who was going to the funeral. But if I felt
so strongly about Idi's death, I now realised, what was it that kept me

from going myself; After all I had worked with her the most in my pre-

field research times at Miles Terrace. But I hadn't gone. I had excused

myself with more important work.

What I saw now, looking back, was that the staff at Miles Terrace had to

deal with a lot of deaths, a lot of trauma. When Idi had been found dead

on her doorstep, the staff were not uninvolved. They discussed whether
to have a collection and tried to include all the team in the decision;

rather than one person commanding who should go to the funeral, the
staff were free to go or not to go. After the decision was made that the
staff at Miles Terrace did want to be represented at the funeral; two

members attended, the manager and a senior member of team. I

suddenly saw that to a certain degree, everybody was grieving, or was

shocked or traumatised. I saw the way they tried to work was to include

everybody in the process of their collective grief. I saw how such a

collective understanding of the situation enabled everybody to play a

part, a role they chose for themselves - if they wanted to go to the

funeral, they could nominate themselves; if they didn't, nobody thought
less of them, no assumption was made, no judgment made about how
much a person had to contribute or not.

What years ago, I had experienced as harsh, cold and uncaring, now

struck me as a very healthy environment. I'm not saying they were
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saintly, but my perspective has lost its harsh edge. And now that I had
been forced to acknowledge sides in myself that I had despised when

seeing them in others, now I could begin to allow others to be human
too.

I felt such a failure. It went very deep and I can't find the words to

translate this feeling on to the page, but it went very deep and was

horrible. I must have done poor research, I was devastated. Suddenly I
realised that I had always conducted my fieldwork a la Colin Tumbull

(1972) who watched the Mountain People from the safety and comfort
of his Jeep. This was exactly what I had been doing at Miles Terrace. I
had kept these women, the service users as well as my colleagues, at

arm's length, with both arms. I was observing life from my aquatic
bubble. There I was, in the safety of my aquatic bubble, pitying the life
forms I was observing in the aquarium.

Pitying these life forms because in them I could see the very thing that I
couldn't see in myself, couldn't acknowledge in myself, because they
were wearing their experiences on their sleeves, while I did everything I

possibly could in order to deny to myself that I had similar experiences.
I rejected or couldn't bear in others what I couldn't own in myself.

Stress is a commentary on one's environment, and I had been working in
an environment that gave lots of cause for such commentary. But while I
was there, not one member of staff had asked me personally about my

stress. And nor had I asked them about theirs. And my field notes ended

up being a commentary on the commentary, rather than a commentary

on the real thing. Up to that point in my ethnography, I had been

describing the world starting from the tip of my nose outwards. Now it
struck me that what I should be doing was to start from behind my ears.
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According to Kundera (1988)"In the Unbearable Lightness of Being
Tereza is staring at herself in the mirror. She wonders what would

happen if her nose were to grow a millimetre longer each day. How
much time would it take for her face to become unrecognizable. And if
her face no longer looked like Tereza, would Tereza still be Tereza.

Where does the self begin and end. You see: not wonder at the
immensurable infinity of the soul, rather wonder at the uncertain nature

of the soul and of its identity."

'From behind my ears'. Even though I knew I could not go back to

before that moment in the doctor's surgery, I wasn't quite sure about
what exactly were the practical implications of doing ethnography from
behind our ears. As an ethnographer, I always had to position myself,

because, as Harding suggests (1987), "the beliefs and behaviours of the
researcher are part of the empirical evidence for (or against) the claims
advanced in the results of research. This evidence too must be open to

critical scrutiny no less than what is traditionally defined as relevant
evidence." I've kind of done that now, in my haste to share with the
reader what has pushed me into this direction rather than into another
one.

ON THE USE OF AUTOBIOGRAPHY AS METHODOLOGY:

ANOTHER NOTE ON SUBJECTIVITY.

Ruth Behar notes (1996:12) that no one objects to autobiography as

such, as a genre in its own right. What bothers the critics is the insertion
of personal stories into what we have been taught to think of as the

analysis of impersonal social facts. But personal stories are the only

way to insert that subjectivity that Devereux determined was so crucial
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in order to make science more 'objective'. Although he acknowledged
the subjective nature of all social knowledge, for Devereux self-

reflexivity was not an end in itself. Recognizing subjectivity in social
observation was a means to a more important end - achieving significant
forms of objectivity and therefore truly "true" science(see Devereux

1967:84).

Devereux's premise about relentless subjectivity of all social
observation still leaves us with a practical problem - How do you write

subjectivity into ethnography in such a way that you can continue to call
what you are doing ethnography? Should we be worried that a smoke
alarm will blare in our ears when the ethnography grows perilously hot
and not "too personal"? This is a question that Behar asks.

If ethnography has to be written to make sense, so does autobiography

too, if it is to make any sense. 'Writing up' is 'making out' - which is
different from 'making up' (Geertz 1988:140). And yet, until fairly

recently, and especially this side of the Atlantic, some people were

indeed respectful of Behar's smoke alarms and stayed well clear of

anything that would even remotely resemble unauthorised

autobiographies (see Okely 1992:1-2) on this topic). As late as the late

1980s, Ernest Gellner wrote (1988) against a reflexivity of even the
mildest and least personal form, such as might be found in Geertz's

book, Work and Lives (1988). Yet in the early 1970s, David Pocock had

suggested a reflexive examination of anthropologists' texts in the light of
their biography. He gave examples from his own work. The details
remain unpublished, although the notion of a personal anthropology is
used imaginatively in his forward looking introduction to the discipline

(see Okely 1992:2).
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According to Okely (1992:2), a popular critique has been that reflexivity
or autobiography is 'mere navel gazing', as if anthropology could ever

involve only the practitioner. The concern for an autobiographical
element in anthropology is to work through the specificity of the

anthropologist's self in order to contextualise and transcend it. Lobera

notes (1987:101-118) that autobiography or reflexivity in anthropology
has also been labelled narcissism. Okely (1992) points out that harsh
critics of autobiographical procedures tended to embarrassingly mixed
their metaphors: self-adoration, she notes, is quite different from self-
awareness and a critical scrutiny of the self. Indeed, as Babcock points
out (1980:1-14), those who protect the self from scrutiny could as well
be labelled self-satisfied and arrogant in presuming their presence and
relations with others to be unproblematic.

Aware as he is that in anthropology everything depends on the
emotional and intellectual baggage the anthropologist takes on the

voyage, Geertz, like Devereux, embraces the cause of inter-subjectivity
with one arm only. In Work and Lives (1988), Geertz suggests

ethnographies are a strange cross between author-saturated and author-
evacuated texts, neither romance nor lab report, but something in
between.

While Devereux wants to make anthropology into a better science by

using subjectivity, Geertz's concern, according to Behar (1996:7), goes

beyond the ethnographic process and pertains to its reception: with the

power of the narrative that then constitutes some of the points at which
we anchor our spider's web of meaning, with the result that if we don't
see the Evans-Pritchard's complex theory of passion, knowledge and
causation in action we are more likely to doubt our own perceptual

powers rather than his..

78



Behar also points out (Behar 1996:28-29)that Devereux' dream of doing
social science more subjectively so it will be more objective is greatly
aided by feminist writers following the motto 'the personal is political'
in the sciences, among them Evelyn Fox Keller, Sandra Harding, Donna

Haraway and Hillary Rose. Particularly Donna Haraway's assertion

points into the very direction that Devereux had taken with regard to the

parallel Behar (1996:29) had begun to notice between ethnography and
health practice: "Location is about vulnerability; location resists the

politics of closure, finality" (Haraway 1991:196). Haraway's location

goes way beyond saying where one is from, it is the sort of location that
looks the Other in the eye - at eye level. Only at eye level can one see

into the window on other people's souls. But it takes guts. It requires

making oneself vulnerable.

Ruth Behar was one of the first to go where no one had gone before. She
likens it to opening a Pandora's box (see Behar 1996:19). Who can say

what will come flying out? Behar notes: "When I began, nine years ago,

to make my emotions part of my ethnography, I had no idea where this
work would take me or whether it would be accepted within

anthropology and the academy. I began with a sense of urgency, a desire
to embed a diary of my life within the accounts of the lives of others that
I was being required to produce as an anthropologist. As a student I was

taught to maintain the same strict boundary Malinowski had kept
between his ethnography and his autobiography. But I'd reached a point
where these forms of knowing were no longer so easily separated. And I
came to realize that in much contemporary writing, these genres seemed
to have exchange places, ethnography becoming more autobiographical
while autobiography had become more ethnographic" Behar 1996:21)
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Behar continues, but on her gendered role as an anthropologist. "As I

wrote, the ethnographer in me wanted to know: Who is this woman who
is writing about others, making others vulnerable? What does she want

from others? What do the others want from her? The feminist in me

wanted to know: What kind of fulfilment does she get - or not get -

from the power she has? The novelist in me wanted to know: What, as

she blithely goes about the privilege of doing research, is the story she
isn't willing to tell" (Behar 1996:19)" She notes further (ibid.) that, after

all, the genres of autobiography, ethnography and novel are just as

arbitrary discourses as science and arts, none of which can be

automatically privileged anymore in these postmodernist time". We can

also note that Kundera, writing on the novel and Europe (1984), raises
the question whether it was an accident that the novel and the hegemony
of scientific rationality emerged at one and the same time?

Whichever way one tries to get at it, it is no longer difference that gets

us where we want to go, but sameness. It was the exotic Other of
colonialist times that anthropology owes its existence to as a discipline,
but focusing on difference only gets you so far if you're trying to

understand someone else. Away from difference, a fundamental shift has

happened towards viewing identification as the key defining image of

anthropological theory - and practice (see Behar 1996:28). And this can

only be achieved subjectively, or reflexively. This can be done only

through owning up to one's experience. In this regard, what lifts

anthropological practice on to a whole new level does the very same

thing for health practice. Making use of the fact of subjectivity makes

possible not having to resort to hiding behind one's position when trying
to know, understand someone, be it in anthropological or in health

practice.
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REFLEXIVITY IN HEALTH CARE METHODOLOGY.

As I said, it wasn't that I had never heard about reflexivity before, it was

there, somewhere in the back of my mind, but until I was in the doctor's

office, I had no concept of its magnitude. Because anthropology has
been dealing with the other in relation with the self (albeit often

unconsciously) since its inception as a discipline, it was here that this
kind of thinking first featured. Regardless of whether, who, or to what

degree it was taken up is another matter. In health work, reflexivity hit
the scene somewhat later, but it definitely had come to stay.

Taylor and White examine (2000: vi) how professionals in the health
and welfare setting make sense of and process cases. They note that in
the present policy climate, "with its emphasis on performance indicators,
clinical audit and evidence-based practice, practitioners across the range

of health and welfare agencies have become accustomed to evaluating
and justifying how they make use of knowledge (Taylor & White (2000:

vi). Such methods tend, they say (ibid), to leave the muddled business of

categorization or 'diagnosis' unexplored. The process of screening and
assessment is assumed to follow unproblematically from "eligibility

criteria", or from "procedural or clinical guidelines". Taylor and White
do suggest that although "practitioners may know they should be
reflective...in their decision making, ...they often have few ideas about
how they may accomplish this, or even what it means " (ibid). So-called

anti-oppressive practice they suggest (ibid.), tends to emerge as a rather

empty exercise: practitioners might "assert their knowledge about
various forms of 'oppression' or 'disadvantage', or simply gloss people
into categories as 'oppressors' and oppressed without understanding or

interrogating how 'oppression is brought about by practitioners in their
encounters". It appears from this analysis that practitioners know they
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should be reflective or reflexive: let's look at what people might
understand by reflexive.

According to Etherington (2004:15), "reflexivity is a skill we develop as

counsellors, and I would like to include all sorts of other health workers

in that definition: an ability to notice our responses to the world around

us, other people and events, and to use that knowledge to inform our

actions, communications and understandings. To be reflexive we need to

be aware of our personal responses and to be able to make choices about
how to use them. We also need to be aware of the personal, social and
cultural contexts in which we live and work and to understand how these

impact on the ways we interpret our world" (see Etherington 2004:15).

More importantly, reflexivity can never be static, "becoming" is a

process, it implies movement, agency and continuity, there is no one

state at which we have become. As Etherington says (2004:15), we are

constantly changing and developing our identities, which are never

fixed. As we grow in our professional lives, we make different choices
at different times, and likewise, this thesis would be a different one had I

written it any different time, it would have turned out very different, had
I written it right after working at Miles Terrace.

One of the first UK books that forecast the course of reflexivity in health
• 17and social work was John McLeod's Doing Counselling Research . In

1994, in the first edition he states that "research findings would make
more sense to readers if they were truly reflexive (1994:185)." McLeod
mentions six emerging strands in counselling research: a greater

awareness of the relationship between research and practice, permission
to be reflexive, openness to new methods of inquiry, the researcher

being oriented to discovery rather than verification, appreciation of the
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power relationship between researcher and researched, and displacement
of an over-psychological concept of the person (McLeod 1994:189-199).
Much of this was preceded in anthropology. For those who cared like in

anthropology, in health work too, reflexivity had to fight off
connotations of solipsism and navel-gazing. Researcher reflexivity, the

way Etherington sees it, is the capacity of the researcher to acknowledge
how their own experiences and contexts (fluid and changing as they

might be) inform the process and outcomes of inquiry. By using

reflexivity in research we close the illusory gap between researcher and
researched and between knower and what is known.

Reflexivity, it is interesting to point out, is not necessarily the same as

self-awareness. As one of the participants in Etherington's study puts it:

Self awareness is a term that tends to be used by people who think of
themselves as a constant, in some way, or who will talk about getting to

the 'real me'. Whereas for me, another dimension of reflexivity implies
a reciprocity between what you experience out there and changing

1 8

yourself in response to it."

In the late 1980s, Woolgar coined the term "benign introspection"

(Woolgar 1988) to refer to a form of reflection, a process of looking

inwards, and thinking about how our own experiences may have
influenced our thinking. According to Taylor and White (2000:6), such

benign introspection lies at the basis of practising reflexivity19.

The word reflexivity is used in social science literature, whereas in
health work, especially in nursing and social work, the term reflective

practice is where it's at. At one level, both terms are interchangeably,
namely at the level of what Woolgar calls "benign introspection", it is a
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kind of reflexivity - perhaps more accurately designated 'reflection',
that entails loose injunctions to 'think about what we are doing

(Woolgar 1988:22).Such reflection has produced add-on pieces to

research reports that give the "inside story" about how research was

conducted in the social sciences. In health work, it has led to a focus on

the learning process and the keeping of learning diaries to document
how particular aspects of practice have been dealt with See Taylor &
White 2000: 34). More about that later.

Such learning diaries, or add-on texts can at times have a confessional
nature. Taylor and White argue (2000:35) that it has to be taken further,
to an epistemic reflexivity that subjects our own knowledge claims to

critical analysis.

Traditionally, knowledge was passed from generation to generation

through storytelling, myths and legends. And now we have returned to

valuing local stories and lived experience. By positioning ourselves
within the text, by deconstructing dominant discourses and taken-for-

granted assumptions about the world (see Derrida 1981), by refusing to

privilege one story over another, and by allowing new stories to emerge,

we have come to a 'narrative turn' in the world.

As well as gathering local stories, narrative research encourages the
inclusion of the researcher's story, thus making transparent the values
and beliefs that are held, which almost certainly influence the research

process and its outcomes. Etherington calls this reflexivity, while others
have also referred to it as 'critical reflexivity' or 'critical subjectivity'

(see Etherington 2000:27).
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Etherington argues (2000:28) that before it is possible for practitioners
to develop theories as they reflect on practices that are based on the

knowledge from earlier actions or experiences, we need to understand
the internal and external forces that propel us towards the actions we

take, and how we make sense of our experiences. He goes to suggest

that due to postmodernism-induced crises of confidence, our internal,
tacit knowing, our intuition does not necessarily conform to rationality
or rules, yet is equally important for our interpretations and decisions we

make about our practice (Etherinton 2004:28-29). For these reasons,

Etherington makes a strong argument that practitioners not only need to

understand themselves at this deeper level, they also need to make their

understandings explicit in order to go beyond and learn from them

(Etherington 2004:29).

When we are able to communicate explicit knowledge of our total

experiences, 'we can allow our perspectives to be transformed by
discussion'. Being open to including others' views that might extend,

challenge or validate our own allows us to co-construct new meanings in

response to their critical reflections and our own. This critical, external

reflecting allows us to check for distortions in our interpretations that

might be based on past experiences held outside our full awareness, or

based on indoctrination within our personal or social cultures that we

may have accepted without question since early childhood.

When another person mirrors, reflects or paraphrases our words, we can

notice - sometimes for the first time - what we are really thinking or

feeling. When they summarize what we have been telling them we

might begin to create links between ideas, stories, experiences, and

relationships of which we had been hitherto unaware. When others ask
us curious questions as they listen to our stories and notice our physical
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presence, our body language, our inconsistent behaviours (for example

laughing, when talking of painful issues) this can lead us to reflect more

deeply and become more aware of lesser known aspects of our selves.
Another person can reflect back to us what they can see, and so often,

they see more than we can see ourselves, offering us a less conscious

aspects of our selves (see Etherington 2004:29). This process was used

by the reflecting team at Miles Terrace in the process of engaging in
narrative therapy, but more about that later too.

So reflexivity is two-fold, it involves engaging with everything while

actively working towards opening oneself to the contributions of others.

Etherington pointed out the processual aspect when talking about

becoming reflexive, Taylor and White (2000) use the verb 'practising'

(reflexivity) over the noun (reflexive) 'practice'. They suggest that

reflexivity never simply exists. Reflexivity always has to be done. Again
and again and again. It is when active engagement with what's

happening ceases that emotional blunting kicks in.

The exposure of self, who is also a spectator, has to take us somewhere
we couldn't otherwise get to, Behar emphasizes (1996). It has to be
essential to the argument, not a decorative flourish, not exposure for its
own sake.

For me, making first steps on the road to reflexivity, has lifted me to a

whole new level. I went into my fieldwork, both anthropologically as

well as on the health worker front, armed with my theory, but not much
more. This was a matter that everybody at Miles Terrace, colleagues and
residents alike, picked up on.
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Only years later did a doctor push me on to the path to a place where the

very understanding I sought before, is possible. Only through allowing
to admit my own reactions to myself, reactions that went beyond cartoon

emotions of 'I'm so shocked', but rather reactions that allow me to own

my experience. This insight coincided with the ethnographic process - in

my case, it was not entirely kicked off through the act of writing, but it
was certainly supported by it.

Call it reflexivity, call it anthropology that breaks your heart, the term

that for me captures best the basis of any possible understanding is that
of empathy. Like many other words, this one too means different things
to different people. Karla Poewe (1996:3-4) contents that:

"empathy is the faculty that allows us to experience the happening.

Broadly speaking, empathy is the ability to share in another's emotions
and feelings. It is not, however, as it tends to be defined in Webster's

dictionary, a matter of projecting one's own personality into the

personality of another in order to understand him or her better. More

frequently, the reverse is the case. Empathy has to do with the

projection, in the sense of impact, of the other's personality and culture
on one's own. The other's personality and culture create a happening in
the open-minded or receptive researcher that requires thoughtful

exploration (see Halstrup 1987:52; Also inPoewe 1996: 3-4). The
result may be an increased illumination of both the other's and one's
own personality and culture. Clearly, if an ethnographer wants to give

expression to this increased illumination, the ethnographer is

compelled to write a different kind of work from the kind that Evans-
Pritchard made famous without, however, denying the important and

essential, if separate role played by the latter (Schultz & Lavenda 1987:

46)."20
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In the early 1900s, Lipps (1902; also in Poewe 1996 vol.3- 4, note 5)
based his concept of empathy on the assumption of a common humanity.
This assumption, Poewe points out, is quite the opposite of that of

reflexivity which depends on cultural differences and distance (even
when none exist or are of minor importance) and is concerned with
intersubjective meaning. By empathy, Lipps also refers to a projection of
our feelings into the other, an understanding of the word that was taken

up by Zweig (1997).21

For Karla Poewe (1996: 177-206) however, empathy has nothing to do
with reproducing someone's psychological state. For her, "empathy

implies reflection upon the experiences and thoughts of self and other.
As for reflexivity, the conjoining of self and other through

intersubjective meaning, its limitations are obvious in, for example,
South Africa where black and white Christians believe themselves to

have arrived at common intersubjective meaning only to discover that
there is no agreement between them in action or experience to which the

99
common meaning seemingly referred."(Poewe 1993) That may be, and
such differences are not unlike finding myself reinforcing a different
course of action from the one that one of the women at Miles Terrace

would have taken. And yet, I would like to reclaim empathy as the key
to understanding, as the levelling factor, that allows you to look the
Other in the eye at eye level.

My ethnography has a touch of Peter Carey's Wrong about Japan. It
turned out to be about some of the things I was too blind to see, or rather
blinkered. But this is not necessarily a bad thing. Not when at some

point you realise that you don't have that 360° anthropological vision

you might have thought you had.
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How else could Peter Carey have written a bestseller based on the same

principle, in his recent Wrong about Japan, where his son turns out to be
more streetwise than he, despite the heavy duty research he dived into
around kabuki. He is however remarkably relaxed with regard to not

speaking Japanese, but then, he is not a serious ethnographer, but a

literary dabbler in anthropology. And like many an honest ethnographer,

Carey soon notes that he knew more about Japan before he actually went

there. At the same time he takes delight at the perceptiveness of his son,

which had inspired the whole trip, which takes place during a school

holiday after all.

In the end, he does of course get quite a few things right. But this in
itself is not what makes us want to read it. What makes it the little

masterpiece that I think it is, is the process. Carey returned form Japan,
whereas I still work in the mental health field. So I will have plenty of

opportunity to practice reflexively through empathy in the future. Which
is why I highlight some of those approaches in other sections.
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CHAPTER III:PARENTAL PANICS AND OTHER CRISES

What a child doesn't receive he can seldom later give.
P.D. James

Too many parents make life hard for their children by trying, too
zealously, to make it easy for them.

Johann Wolfgang von Goethe

The most important thing a father can do for his children is to love their
mother.

Theodore M. Hesburgh

Information Given to residents with children on admission:

Guidelines for parents and staff regarding children staving or visiting
Miles Terrace.

Staff are obliged to contact children and families social work department
to inform them of any child staying here. You will be told this when
offered a place here.

1) Four children can stay with their mothers in the project at any

one time. Children staying for only one or two nights will be
included in this number.

2) Children are welcome to visit the project but must be

accompanied at all times by their parent or carer. They are not

allowed to play on their own in the creche without creche
workers present.

3) Children must not be left unaccompanied in the project at any

time. The only exclusion to this is when the child is asleep in

90



their room and the intercom/baby monitor is in use. Mothers

must, however, regularly check on the child throughout this

period. Staff will not take responsibility if you leave your child
in the care of another resident.

4) Recognising this is stressful, creche workers can be offered at a

maximum of three sessions a week. Also in emergency situations
staff will assist mothers in supervising their children for short

periods.

5) If any of the above feels unmanageable, please talk with your

named workers to look at your options for childcare if staff feel
these guidelines are not being adhered to. They may ask you to

consider a review of your child's stay here.

6) Children are not allowed in the main sitting room after 8pm. This
is to allow for example other women a quieter period, to discuss
issues that may not be appropriate for children and to watch

programmes that are not suitable for children. Children can use

the quiet room as a sitting room after this time.

7) We can accommodate children over six months and under
sixteen for girls and twelve for boys. This is in line with the

guidance for children staying in a refuge.

8) All these guidelines are set to maintain the safety of your child
whilst they are staying in a new environment with people they do
not know. We cannot guarantee or assume that all who enter the
house would have your child's best interest at heart.
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ATTACHMENT THEORY

One of the main factors that motivated my liberal excursion into some

aspects of attachment theory, is the fact that many of the women that
were granted refuge at Miles Terrace had been crippled by issues that
could be traced back to incidents in their own early childhood, incidents,
be it one big one, or a series of little events, that had caused their own

development to go awry.

Separating women in crisis from their children often causes the women

additional distress. Likewise, separating children from their parents can

have an equally detrimental effect. And given that many of the problems
of the women at Miles were caused in childhood, such effects were not

only detrimental, but also circular. Before going into some of the
observations I made at Miles Terrace, bearing in mind that it was a

women centred rather than a child centred crisis project, let me outline
the theory that informs this issue, namely Bowlby's attachment theory

(See Bowlby 1960). Looking at personality development in the 1950s,

Bowlby focused on separation. Compared to psychoanalytical

approaches of the time, notable Bowlby's supervisor Melanie Klein,
who looked at the child's separation from the breast rather than the
whole parent, Bowlby's focus on separation had clear-cut observational
advantages: either their was separation, or there wasn't. Trying to get to

the bottom of the dramatic responses of children to separation, Bowlby,

together with his colleague Robertson, identified three phases of

separation response: protest, which they related to separation anxiety,
followed by despair, attributed to issues around grief and mourning, and
denial, which Bowlby and Robertson saw as a defence mechanism. All
three stages proved a crucial point, namely that separation anxiety is

experienced when attachment behaviour is activated and cannot be
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terminated unless reunion is restored. This contradicted current Kleinian

thought.

In contrast to other analysts, Bowlby saw excessive separation anxiety as

being rooted in the social environment of children, such as abandonment
or rejections by parents, or parents' or siblings' illnesses or death for
which the child feels responsible. Having revolutionised the thinking
about a child's tie to the mother and its disruption through separation,

deprivation and bereavement, in his paper Grief and Mourning in

infancy and early childhood, Bowlby (1960) took his environmentalist
view one step further by challenging the prevailing view that infantile
narcissism was an obstacle to the experience of grief upon loss of a love

object. Bowlby's theories were informed by careful and comprehensive

observation, unlike those of above mentioned Anna Freud (see

especially her assumptions about the lack of ego development in infants

1923)23and those of the Kleinians who took little interest in the
interaction patterns that he had found so crucial to childhood

development, (see Klein 1988a: 1921-1945)

In 1948, having set up his own research unit, Bowlby hired James
Robertson to observe children that had been separated from their mother
in a hospital setting. Bowlby would have been hard pushed to find a

better observer than Robertson; a conscientious objector during World
War II, he worked as a boiler man in Anna Freud's Hampstead
residential nursery for homeless children. Regardless of their training or

background, all staff had to write notes on cards about the children's
behaviour, which were then used as a basis for weekly group

discussions. This way Anna Freud made a lasting contribution to the

development of attachment theory, even though she didn't think too
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much of it (see Bretherton 1992:759-775 on the origins of attachment

theory).

After two years' of collecting data, Robertson found that he still had no

audience as a theoretical scientist.. Had he been an anthropologist

studying the Yanomami, there would have been no more ardent
advocate fighting for their land rights. As a medical researcher,
Robertson had to discover another way to shake the world of children's

therapy with regard to the horrors that unaccompanied children suffered
in hospital. Robertson had to shout much louder to reach the child caring

community than was possible through the traditional route of

publications in academic journals24. The medium that he found most

useful in for communicating the horrid reality of child separation in all
its piercing poignancy was film. In true student fashion, with no money,

no film training and no artificial light, Robertson captured authenticity at

its most moving in the 1952 film A Two-Year Old Goes To Hospital
which depicted the plight of the child , Laura, who had to spend eight

days in hospital to have a minor operation. At two years old, Laura was

obviously too young to understand her mother's absence. Because her
mother was not there and the nurses frequently changed, she was obliged
to face all the fears, frights and pain of her hospital experience without a

single familiar person to cling to. She was extremely upset by a rectal
anaesthetic. Then she became quiet and was said 'to settle'! But by the
end of her stay she had withdrawn from her mother, being totally shaken
in her trust. Anticipating the impact the filmic portrayal of little Laura
would have, Bowlby ensured that utmost care was taken to eliminate any

bias, and the potential for accusations. The target child was randomly
selected, and the hospital clock on the wall was in the picture frame at

all times, this way serving as proof that time sampling had taken place at
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regular periods of the day and the film segments had not been specially
selected (Bretherton 1992: 759-775).

Now a classic, this first film study of the typical emotional deterioration
in an unaccompanied young patient caused ripples in two directions,
three in fact, when one counts the controversy it initially caused among

the medical establishment. Beyond that, A Two Year Old played a

crucial role in the development and popularisation of Attachment

Theory, and together with Spitz's 1947 film Grief: A Peril in Infancy,

Robertson's first film helped improve the fate of children in hospitals all
over the Western world, at a time when visiting times were severely
restricted (see Bretherton 1992:759-775). The powerful medium of the

moving image drove home the message that if going to hospital means

losing the care of the mother, the young child will fret for her - no matter
• • 9 f\

how kind the doctors, nurses, and play ladies .

James Robertson had been hooked on the issue and together with Joyce

Robertson, who had also been working at the Tavistock clinic that was

the backdrop to the filmic portrayal of Laura, pursued it further: How
was it possible that what the importance of meeting the emotional needs
of children that he and Bowlby had demonstrated in the 1950s was not

well attended in to in child-care practice? Why was it that although we

know it to be imperative that young children have stable relationships,
we still fragment their care among many people when they come into

hospital or other such residential settings Robertson & Roberson 1989)?

In her paper on The Roots and Growing Points of Attachment Theory,

Inge Bretherton (1991) came up with the answer that explains how

things had come full circle, almost all the way back to Freud:
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"The time has come when the psychoanalytical origins of attachment

theory are coming into sharper focus. Thus attachment theory can now

more clearly be seen as a theory of interpersonal relationships in the

lineage of object relations theory incorporating much of ethology, but
also shedding new light on and reworking from a new and more rigorous

perspective the issues in which Melanie Klein, Douglas Fairnbairn, and
Donald Winnicott had also been wrestling." (Bretherton 1991)

Robertson and Robertson located an answer in the practical realities of

care; Staff shortages and a short working week caused problems. A more

important factor was however that while it was endeavoured to provide

play and education, no attempt was made to meet the much greater need
for mothering-type care, and child-care was disastrously fractioned.

According to Robertson, this stemmed from the fact that through the

everyday issues that came with distressed children, any sense of urgency

and alarm in staff went either missing or dampened down. In the words
of the Robertsons':

"There is a tendency for even the best-educated and the best-motivated
of people working with young children to become to some extent

habituated to the states of distress and deviant behaviour that are

commonly found in young people in hospitals and other residential

settings. Thus the medical or nursing student, who in the beginning

may be seriously affected by the distress of the young patients

separated from home, will in time develop a 'second skin' against being

upset by these painful sights and sounds. Later encounters with similar
distress make less and less impact than did the first, and to some extent

sensitivity is blunted. Similarly, at more senior levels those who are all

96



the time associated with situations of stress for young children - the
executive officer with absorbing administrative responsibilities, the
child-care officer with a heavy case load - may become distanced from
the problem and lose the sense or urgency which goes with full
awareness." (Robertson & Robertson 1989)

What the Robertsons really are getting at is a mind/heart split that is
almost as deeply ingrained in Western culture as the Cartesian cogito:

"Intellectually there may be good understanding of the typical distress

responses in newly separated toddlers and of the personality

impoverishment that results from lengthy experience of discontinuous

relationships common in residential care and in long-stay hospitals; but
because concern is blunted the reality situation has a certain

psychological distance even for those working within it. Paediatricians,
child care officers, policy-makers and administrators may understand

very well that the behaviour of bright and disarming, deprived young

children is unsatisfactory development, yet take comfort from the bland
behaviour just because it is superficially reassuring and fits into the
need for peace of mind (Robertson & Roberson 1989)."

It is the health workers' defence that causes them unwittingly to avert

from the newly admitted child whose extreme distress is painful to see.

Such a defence is by no means confined to health professions, but is a

universal feature of human interactions, whenever those get too close for
comfort. It is at the same time ironic and no wonder, that it is precisely
in professions that have sprung from the very need to respond to distress
where such defences are up and kicking, blunting emotions in a way that
enables the health worker to carry on. While such defences reduce stress

in an immediate way, they compound and complicate issues later on.
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Robertson and Robertson acknowledge how Bowlby's language of

protest and despair, their use of words that were so evocative when first
encountered during training, worked in time as barriers working against
the empathic pain they once aroused. Once again, Robertson had arrived
at a point where the power of the written word had been exhausted, and

journal articles once again became ineffective.

"Without a sufficient degree of anxiety in the professions there can be
little improvement, no matter how much knowledge is available. The

problem is how to bring pain and anxiety back into the experience of

professional workers, but in such a way that these are put to

constructive use instead of being defensively sealed off by the constant

pressure in all of us to escape hurt. Our way of focusing attention on

the problem was to turn to narrative film." (Robertson & Robertson

(1989)

So roughly two decades after the effects of the gripping portrayal of the
child Laura's ordeal in hospital in 1952 had worn off, the Robertsons
decided to return to their camera work. To be fair, they had continued to

use it all along it after their film on Laura, and in so doing producing a

series of equally powerful and significant films27. Their portrayal of 17
98

months old John in a residential nursery was their most famous . John
was placed in a residential nursery for 9 days while his mother gave

birth to his younger sibling and his father was kept by an insurmountable
circumstance from staying home with him. Like Laura, John's emotional
needs were not met, and having exhausted his 17 months old coping

strategies, John withdrew from the busy life around him into apathy, and
screams and struggles against his mother's attempts to hold him on the
9th day.
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Both stories, Laura's and John's , were nothing out of the ordinary,
there was nothing mysterious about them, nor anything surprising. And

yet, their central issue failed to be adequately addressed in care settings.
As so often, implementation is a completely different 'issues' from

theorisation, regardless of however wholeheartedly the latter legitimates
the former.

With regard to depression within the context of attachment theory, one

of the main mental health menaces in Western society, it has been
shown time and time again that a large proportion of clinically depressed

long term users of medication have recurrent or unremitting depression,
whereas research into the long term effects of therapy, particularly

cognitive behavioural therapy, has shown that psychological treatment

effects are more long-lasting and wide-ranging than those associated
• "30

with drug therapies . Without going too much into the issue at this

point, this suggests that behavioural patterns that most often originate in
a significant childhood moment, are at the root of a great proportion of
mental health issues. And yet, more often than not, children's emotional
needs are not met by mature adults. Little wonder that mental health
issues that respond to cognitive therapy, and by extension could be

prevented in the first place, haven't gone out of fashion since. This is
how places like Miles Terrace are kept in business.

In order to keep history from repeating itself, Miles Terrace crisis project
was designed with the fact in mind that there are situations or life stages

where women simply come as a package deal with their children, and

declining two for the price of one would run counter the whole concept

that inspired the crisis project.
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Being able to bring one's children into the project was one of the main

selling points of Miles Terrace. It was the first and only crisis centre for
women that offered such a facility in the UK. While it was possible to

bring children, many of the women had made alternative child care

arrangement during the time of their stay at Miles Terrace.

Given that the women themselves were in crisis, taking their children
with them, does not allow the mother any break. Sometimes it was

difficult to reconcile the burden based upon the woman to adhere to the
maternal role. Most often women would come in a very distressed state,

confused, and not able to cope, and she would say I can't cope. And yet

we would leave them with equally distressed screaming kids competing
for attention. Other times it was an anchor for the women: life would

continue, things would continue. To have their children with them

helped them with the transition into the crisis centre. They were able to

see the crisis as transition rather than as a breakdown. Interesting, they
often use the term 'break-up' to signify such a positive transition. They
had more hope of putting pieces back together, with lots of positive

language around, helping them to bring the fragments back together.

Seeing the children, relating to the children is that anchor in the past as

much in the future of their lives, they often spoke about little Jimmy or

Katie, helping them through a difficult time. Most often, the children
were the main witnesses of the women's episodes of crisis or distress,
and in a way the children held a complete narrative, like a photo album.
And as much as the parent is in every photo, the child is in every photo
and if the parents are very mistrusting of what they see they ask the child
how they experience. The children did of course know their mothers

well, and were much more tuned into their needs than was possible for
31

the project workers, who spent much less time with the women .
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In a crisis it is often difficult to see other beings, the world may well
seem turned upside down, with pink trees and orange grass, flying ships

(not all that dissimilar to a Beatles album). It can be like a journey into a

mythical place. And often, so the women tell me, it is their children who
have an access to that world that might allow them to interpret it.

The anthropologist Van Gennep's famous ritualised rites of passage for
individuals (Van Gennep 1909) have three stages, beginning with

separation of a person from their group or previous status ending with

reincorporation into society in a new identity or new status. The
transitional period in between, the liminal state, must be as short as

possible, since it is widely perceived as dangerous, people lose their

bearings as to where rules collide, overlap and new contradictions are

created. Any prolongation of this transition phase puts the person at risk
of losing touch with the guiding principles of the society into which they
are about to be reintegrated. For the children, the time at the project was

such a liminal stage - a period 'in-between'.

The experience of children who have been separated from their parents

is not unlike the experience of refuges. In her article about Somali

refugees, Cecile Rousseau (see Rousseau, Said, Gagne, & Bibeau

1998:385) goes into the effects of the long pre-migration waits before

reaching the final destination in a foreign country. During these passages

the refugees create a mythology and to a great degree, it is the ensuing

story-telling that helps them to manage the high measure of uncertainty
and distress that comes with such a situation.

At Miles Terrace, for women who would stay at the project for the
maximum period of 28 days, the situation would become frustrating. If
their departure plans fell through, both Rousseau's Somali refugees
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being delayed or the women at Miles Terrace becoming too unwell to

leave on the set discharge day, or were about to be moved to a hospital

stay, the "dream trip" often becomes "dream madness".
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ON THE DEFINITION OF "CRISIS' IN THE MENTAL
HEALTH LITERATURE, AND ITS AMBIGUITIES

According to Alison Cobb,

"a crisis associated with acute distress can take different forms but

essentially means reaching a point where your feelings, and possibly

behaviour, are beyond control and you can no longer cope with the
demands on you. The person in crisis may be despairing, or

experiencing extreme sorrow, grief, fear or anger. They may think of

harming themselves or fear harming someone else. They may be worn

down by the pestering of voices they cannot control, or see

frightening and persecutory visions. They may be convinced that they
have superhuman powers, or that they are in the grip of a hostile
external force. Their racing thoughts or agitation may prevent sleep,

leading to physical and mental exhaustion. Or they may be
immobilised by deep depression (Cobb 1994)."

Such a crisis, - a problem that could not be dealt with by a person's
usual coping skills, along with the distress that came about because of
this - was at the basis of Gerald Caplan's 'crisis approach' to mental
health in the sixties. Gerald Caplan (Caplan 1964, 1974) was the first to

introduce the word crisis into psychiatry. He had developed his concept

of crisis on the basis of evidence such as Lindemann's study (Lindemann

1944:141-148) of the 1942 "Coconut Grove" nightclub fire in Boston,
that people who had suffered severe trauma had much better outcomes if

they received immediate psychiatric help. He defined crisis in the

following way:
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"A crisis is provoked when a person faces an obstacle to important life

goals that is, for a time, insurmountable through the utilization of

customary methods of problem solving. A period of disorganisation
ensues, a period of upset, during which many different abortive

attempts at solution are made. Eventually some kind of adaptation is

achieved, which may or may not be in the best interests of that person

and others." (Gerald Caplan)

A crisis was seen as a brief non-illness response to severe stress, and
crisis intervention emerged to detect maladaptive responses to crises and
to convert them into effective coping and learning experiences. Caplan's

concept of crisis was in line with, and limited by the theories of the day,
a model of disease rather than health and mechanistic theories

popularised by Freud and General Systems Theory regarding
"homeostasis" and "equilibrium". These limitations were however far

outweighed by Caplan's contribution in emphasising the importance of

preventive care, achieving mastery of the crisis, the social, cultural and
material "supplies" necessary to avoid or resolve a crisis, and his

pioneering advocacy of a community mental health approach ( Hoff

1984, in Rosen 1997: 633-638).

By taking a word out of the everyday and applying it to psychiatry,

Caplan had inserted an element of 'can do' into the field. Everyone has
crises, they are part of everyday life, and most people will recover from
them without professional intervention. Like the "Coconut Grove" Night
Club Fire however, there are crises outside the bounds of a person's

everyday experience or coping resources, and it is to achieve recovery

from those crises, that requires expert help.
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Alan Rosen identifies 3 main types of crises (Rosen 1997:633-638):

Developmental crises, situational crises and complex crises.

Developmental crises have abundantly been object of anthropological

investigation (e.g., the work aforementioned by Van Gennep (1909);

they occur at the time of transition between life stages, and are often

culturally marked by specific rites of passage at clearly defined

moments, i.e. those surrounding being born, becoming adult, getting

married, becoming an elder or dying. While transition can be

straightforward, developmental crises can be periods of severe and
"39 • • • •

prolonged stress , particularly if there is insufficient guidance and

support to prevent getting stuck while in transit. In small-scale cultures,
there is a sense of continuity and retained value in transiting from before
birth to beyond death (e.g., becoming an ancestral resource). In Western

societies, rites of passage between these stages have become blurred, the
extended kinship networks they depend upon for clear expression have
become scattered, the cultural value ascribed to such transitions varies

with occupational and economic status, and events surrounding birth and
death tend to be experienced as clinical termini (Rosen 1985).

Situational crises are equally intrinsic part of the fabric of life, but in a

less ritualised way. Sometimes referred to as accidental crises,
situational crises are more culture- and situation-specific, examples

being loss of job, income, home, an accident or burglary, separation or

divorce. Situational crises are often framed as loss.

Complex crises are the hardest to cope with, they go beyond normal

everyday experience or shared accumulated knowledge. Complex crises
include severe trauma, such as violent personal assault, natural or man-

made disasters. Complex crises often reach beyond the individual and
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involve and affect their immediate and extended support network,
observers and helpers (Raphael 1986).

So far so good. However it is now that complex crises become

interesting for psychiatry, for complex crises also refer to crises
associated with severe mental illness. A presence of mental illness can

increase both the number of crises a person experiences and their

sensitivity to a crisis. Reciprocally, the stress of crises can precipitate

episodes of mental illness in those who are already vulnerable. People

coming out of emergency treatment of acute episodes of mental illness
can experience post-traumatic stress syndromes similar to those resulting
from a disaster (McGorry, Rosen, Carr & Pantelis 1994).

Developmental, situational and complex crises can overlap and cause

each other. Caplan had pointed out that the crisis resolution may or may

not be ultimately favourable. This is illustrated nicely by Rosen's four

subsequent crisis stages:

The first Stage is characterised by mounting tension, as a person steps

their habitual problem solving responses up a gear in an attempt to

maintain the usual steady state. This goes up until a plateau of

disorganisation has been reached in stage two, where the person in crisis
is feeling anxious and ineffectual, and indeed is ineffectual and does not

quite carry through any attempts to solve whatever is the problem.

Stereotypical experiences of this stage include hitting your head against
a brick wall. At this stage dependence on others increases, as do
ventilation needs. At the third stage, all internal and external resources

are mobilised leading to maximum arousal, heightened suggestibility,

increasing vulnerability to good or poor advice. Emergency methods or

creative, novel solutions may be attempted, resulting in a range of

possible outcomes in the next stage.
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In the fourth stage the crisis can subside in a number of ways: the crisis
can be resolved if the person adapts to new circumstances, which
restores stability and steady state at an equal or higher level. This is the
ideal outcome.

Somewhat sub-ideal is a maladaptative response which brings about

superficial closure or reactivation of past crises (see Scott 1980: 66-68)
or leads to recurrent medical symptoms and treatments (see Bassuk &
Gerson 1980: 1513-1517). The worst kind of crisis outcome takes the
form of major disorganisation, which may precipitate psychotic episodes
or affective disorders in the case of an existent vulnerability (see
Szmuckler 1987:24-34).

The time that can pass from pre-crisis steady state to a re-establishment
of a new steady state, which ideally is at an equal or higher level of

organisation, often lasts several weeks and usually subsides within a

month or two in the case of successful resolution.

Crises are by definition short-lived experiences. A crisis is a fluid period
of destabilisation which will resolve with or without help: either

adaptive or mal-adaptive strategies will be learned or reinforced. Crises

provide an opportunity for personal growth because the individual,

highly anxious in a state of flux and confusion, is more motivated than at

other stable periods to confront problems and to use help to bring about
desired change or new learning.

This element of opportunity is particularly relevant to the establishment
and running of mental health crisis services, as pointed out by Allan

(1999):
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"While the Latin meaning of the term is dividing-line, in Chinese the
word is represented by two symbols one of which means danger and the

• ^ • •

other opportunity For many service providers and users the term has
also come to be used in the context of its Chinese meaning to refer to a

'turning point'. In this way, rather than viewing a 'crisis' within the

negative contextual view of a disordered state with no meaning mental
health service users and providers are able to contextualise crisis

experiences in what is considered to be a positive, meaningful and
therefore helpful way." (Allan 1999)

It is for this reason, that the term 'crisis' is preferred by many mental
health service users to describe what was previously known as a

'breakdown' or 'mental illness'.

Despite the widespread use of the term crisis in mental health literature,
the concept of crisis is a controversial one; just as the term itself defies
consistent definition, so does the theory around it, theory, which in Alan
Rosen's words is "mainly theoretical speculation based on descriptive
accounts, with the cultural and clinical concepts of crisis deriving from

seemingly different fields of inquiry" (Rosen 1997:33)

Having come a long way since Caplan introduced the term into

psychiatry which was based on a model of illness, modern thinking
seeks to integrate illness into life, so that a crisis might be seen to

encompass life events as well as the 'symptoms' of mental health

problems (Wakelingl999: 547-550). A crisis in itself is not a clinical
disorder. It may however lead to one, if the response is severe or

protracted; a common example is major depression, or, more commonly,
an adjustment disorder34, which is defined as the development of
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clinically significant emotional or behavioural symptoms in response to

an identifiable psychosocial stressor. Adjustment disorder should be

distinguished from bereavement and other non-pathological reactions to

crises which do not lead to marked distress in excess of what is

expected, and which do not cause significant or lasting impairment in
social or occupational functioning.

Stress is not a synonym for crisis (see Parad & Parad 1992) as all people
face stress as part of the human condition. The same stressor cannot

shake one person and cause a crisis or even a clinical disorder in
another.

In contrast to crisis theory, some crisis interventions have been subjected
to rigorous empirical study, demonstrating their effectiveness with

specific problems (e.g., individuals and families seriously affected by
mental illness) (see Hoult &Rosen 1984: 1005-1010).

Crisis intervention can no longer be seen as a unified strategy for care,

as many divergent practices in different settings have developed since its

origin, from walk-in clinics to mobile home intervention, but Waldron
has identified a number of common features (Waldron 1984:4283-4287).
These include rapid service, intense work in the short term, and a

practical here-and-now therapeutic focus.
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CHAPTER IV: ADMISSION TO CARE

Gaining admission into a care setting in a state of acute crisis is the

biggest hurdle to overcome. Whether admission is sought into a

psychiatric ward or into a more relaxed setting like Miles Terrace did
not make a difference with the women at Miles Terrace. Both processes

represented phases in the crisis that were connected with feelings of

being scared, anxious, nervous, intimidated, daunted and vulnerable.

If anything, women, especially women who had not been admitted to

Miles Terrace before would be particularly anxious and scared of the

possibility of being rejected. Even if the process of admission shoved
their crisis right into their face, as it involved presenting it in detail to the
staff who would take the assessment, this was the lesser evil. First timers

would wrestle their way into a place at Miles Terrace with great energy.

Revolving door patients who were seeking repeat admission tended to

be calmer as they had become slightly more worldly wise with regard to

procedures.

ROSENHAN'S 'THUD' EXPERIMENT.

At this point it is relevant to say something about how much has

changed in terms of admission to hospital since the early 1970s, when
David Rosenhan, a newly minted psychologist with a joint degree in law
conducted his "thud" study (1996).

One day, in 1972, Rosenhan called eight friends and asked them whether

they were busy the next month and fancied faking their way into a

mental hospital, just to see what would happen. All eight, three

psychologists, one grad student, a paediatrician, a psychiatrist, a painter
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and a housewife, were free and up for his little experiment. After a

careful briefing, one week before the official start of the study,
Rosenhan's people went into preparatory mode, which involved

abandoning most basic body maintenance tasks such as shaving,

showering and dental hygiene. Once they were sufficiently scruffy, they

dispersed to present themselves at various psychiatric emergency rooms

in different parts of the United States. Rosenhan had picked the hospitals
to cover the whole range, his choice included the McLean type red and
white brick number as well as the somewhat more shoddy state-run

affairs that sported urine-scented corridors and graffiti. Once the
Rosenhan gang had reached their respective destinations, their task was

fairly straight forward: all it involved was presenting themselves saying
"I am hearing a voice. It is saying thud." The word thud had been chosen
on the basis that such obvious cartoon angst had never been previously
recorded in the body of psychiatric literature Rosenhan had sifted

through. Apart from their name and occupation, all questions on the part

of the admissions staff were to be answered in all honesty. No more

symptoms were to be feigned. Once admitted, the Rosenhan people were

instructed to say immediately that the thud had disappeared and they felt
now fine. Rosenhan did not report on any reaction of the part of the

psychiatrist at Pennsylvania's state hospital where he presented himself,
nor any of the other hospitals. But everybody was admitted. And kept
for a while. Everyone was given some therapy and medication.
Rosenhan had briefed his gang as to how to avoid eating the medication.
As it turned out, the other in-patients were also privy to the slip-pill-

under-tongue and spit into toilet procedure. None of the Rosenhan

people were believed to have any mental ill health issue by any of the
other in-patients, rather they were thought of as psychologists, or

investigative journalists. All diagnoses they received by the psychiatrists
all over the US, were structured around the cartoonish 'thud', which
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provided the lens through which their past was viewed and reconfigured
as pathological, as schizophrenic. Eventually, all were discharged, for
reasons as arbitrary as their admission. But this was the point Rosenhan
had wanted to drive home to the psychiatric community, this was what
had inspired his motivation, this was what he felt most strongly about,
and this is also what many members of the psychiatric community never

forgave him for, all of his people had been given a diagnosis, a label, a

price tag that certified them as faulty stock. This was an experiment and
the details were fake and any records consequently worthless, but the

diagnosis itself remained indelible.

Thirty years later, psychologist Lauren Slater decided to repeat the

experiment: she wanted to see whether it would produce the same results
as earlier. Following a similar preparatory procedure of going low on

body hygiene, Slater turned up at a number of hospitals seeking
admission.

"How do I look?" I (Slater) say. "The same" my husband says. I drive
there. I have chosen a hospital miles out of town with an emergency

room set up specifically for psychiatric issues. I have also chosen a

hospital with an excellent reputation, so factor that in. It is on a hill. It
has a winding drive. In order to enter the psych ER, you must stand in
front of a formidable bank of doors, in a bustling white hallway and

press a buzzer, at which point a voice over an intercom calls out "Can I

help you?"
I say, "Yes."

The doors open. They appear to part without any evidence of human

effort, to reveal a trio of policemen sitting in the shadows, their silver

badges tossing light. On a TV mounted high in one corner, someone
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shoots a horse - bang! - and the bullet explodes a star in the fine

forehead, blood on black fur. "Name?" a nurse says, bringing me to a

registration desk. "Lucy Shellman" I say . "And how do you spell
Shellman?" she asks. I am a terrible speller and I hadn't counted on this
little hurdle; I do my best. "S-H-E-L-M-E-N", I say. The nurse writes it

down, studying the idiosyncratic spelling. "That's an odd name," she

says. "It's plural." "Well", I say, "it was an Ellis Island thing. It

happened at Ellis Island." She looks up at me and then scribbles

something I cannot see on the paper. I'm worried she's going to think I
have a delusion that involves Ellis Island so I say, "I've never been to

Ellis Island - it's a family story." "Race", she says. "Jewish" I say. I
wonder if I should have said protestant. The fact is, I am Jewish, but I'm
also paranoid - not as a general rule, of course, but at this particular

point - and I don't want the Jewish thing used against me. Of what am I
so scared? No one can commit me. Since Rosenhan's study - in part

because of Rosenhan's study - commitment laws are far more stringent,
and so long as I deny homicidal or suicidal urges, I'm a free woman. I'm
in control.

I don't feel in control though. At any moment someone might recognise

my gig. As soon as I say, "Thud", any well-read psychiatrist could say,

"You're a trickster. I know the experiment". I pray the psychiatrists are

not well-read." (Slater 2004:17-19)"

They were not. But not one of the altogether nine times that Slater

presented a "Thud" at a psychiatric hospital, admitted her to the ward.
But let me carry on with Slater's first attempt at admission:

"I am brought to a small room that has a stretcher with black straps

attached to it. "Sit," the ER nurse tells me, and then in walks a man,
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closing the door behind him - click, click. "I'm Mr Graver", he says, "a
clinical nurse specialist, and I'm going to take your pulse." A hundred

per minute "That's a little fast," says Mr Graver. "I'd say it's on the very

high side of normal. But, of course, who wouldn't be nervous, given
where you are and all. I mean, it's a psych ER. That would make anyone

nervous." And he shoots me a kind, soft smile. "Say," he says, "can I
offer you a glass of spring water?" And before I can answer, he's

jumped up, disappeared only to re-emerge with a tall, flared glass,
almost elegant, and a single lemon slice of the palest white-yellow. The
lemon slice seems suddenly so beautiful to me, the way it flirts with
colour but cannot quite assume it. He hands me the glass. This, also, I
had not expected - such kindness, such service. Rosenhan writes about

being dehumanised. So far, if anyone's dehumanised here, it's Mr

Graver, who is fast becoming my own personal butler. I take a sip.
"Thank you so much," I say. "Anything else I can get you? Are you

hungry?" "Oh, no no," I say. "I'm fine, really." "Well, no offence but

you're obviously not fine," says Mr Graver, "or you wouldn't be here.
So what's going on, Lucy?" he asks. "I'm hearing a voice." I say. He
writes that down on his intake sheet, nods knowingly. "And the voice is

saying?" "Thud".

While the assessment procedure, like the whole of Miles Terrace, was

designed to be a safe environment for women seeking admission, it was

not nearly as kindly as what Lauren Slater describes. Slater has, on the
other hand, been criticised for merging fiction with reality. And what is

interesting to note, is that her critics who demand that there be a clear
cut line separating fiction from memoir do not only come from the
scientific community. Nor are the people who are full of praise for her

exclusively from the fields of literature and art. Looking back at my time
at Miles Terrace from different vantage points, has also brought both
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genres closer together, creating an overlap that I had not realised until I,

myself, hit the computer.

I quote Slater to illustrate the big shift that had happened since the

1970s, when admission to and a stay at a psychiatric facility was

predicated on the hierarchy between psychiatrist and patient in a much
more dichotomous and polar way than is now the case. Certainly more

oppositional than the way things were designed to operate at Miles
Terrace. But even at Miles Terrace, ultimately, the power was still

lodged in the staff who would take the assessment. And it was up to the
women themselves who either offered themselves up to that power, or

manipulated it in a way that would get them what they wanted, that
would be admitted.

What is especially interesting, and also disturbing in Slater's research
results on present day assessment procedures is the rapidity with which
assessments were made - the total lack of attention to personal and social
context with the emphasis being instead upon pharmaceutical

possibilities: the quick solution to whatever. Slater's Mr Graver goes

with the Slater's "Thud", and having detailed its hows, how oftens,

whens, jumps at the first possible why that is offered to him in the form
of a third grade neighbour who drowned in the swimming pool, latching
on to it, doing everything he can to stretch it to fit into a diagnosis for
Posttraumatic Stress Disorder. The psychiatrist who is called in at that

point does not necessarily want to go along with the PTSD the
assessment nurse had latched on to, and instead admits, sadly, that "there
is a lot we don't know in psychiatry." Indeed there is. But Slater is

sitting in front of him, presenting him with the sole symptom of a voice
that is bothering her.
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"I'm giving you an antipsychotic" he says, and as soon as he says this
the sadness goes away. His voice assumes an authoritative tone; there
is something he can do. "I'm going to give you Risperdal", he says.

That should quiet the auditory centres in our brain".

"So you think I'm psychotic?" I ask. "I think you have a touch of

psychosis," he says, but I get the feeling he has to say this, now that
he's prescribing Risperdal. It becomes fairly clear to me that
medication drives the decisions, and not the other way around. In

Rosenhan's day, it was pre-existing psychoanalytic schema that
determined what was wrong; in our days, it's the pre-existing

pharmacological schema, the pill. Either way, Rosenhan's point that

diagnosis does not reside in the person seems to stand.
"But do I appear psychotic?" I ask.

He looks at me. He looks for a long, long time. "A little," he finally

says. "You're kidding me," I say, reaching up to adjust my hat. "You

look," he says, "a little psychotic and quite depressed. And depression
can have psychotic features, so I'm going to prescribe you an

antidepressant as well."

"I look depressed?" I echo. This actually worries me, because

depression hits closer to home. I've had it before and, who knows,

maybe I'm getting it again and he sees it before I do. He writes out my

prescriptions. The entire interview takes less than 10 minutes."

Through thorough self-inventory and with help from medically

knowledgeable friends and family, Slater determined that she was not

depressed. Nonetheless, this is the diagnosis she was given every time
she presented to a new ER, depression with psychotic features. As she
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points out, a psychotic depression is never mild, the DSM, the

Diagnostic and Statistical Manual of Mental Disorders, which is at the
source of all her diagnoses, lists it in the severe category which comes

along with gross and unmistakable motor and intellectual impairments.

Altogether, Slater was prescribed a total of 25 antipsychotics and 60

depressants. None of her 9 interviews lasted longer than 12 and a half

minutes, although at most places she had spent an average of two an a

half hours in the waiting room. Beyond a cursory religious-orientation

question, no interest was expressed in her cultural background; no one

cared whether the voice was of the same gender as her; no full mental
status exam was given, including more detailed and easily administered
tests to indicate the gross disorganisation of thinking that almost always

accompanies psychosis. Everyone, however, Slater notes took her pulse.
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BACK AT MILES TERRACE

Assessment at Miles Terrace was not based on the medical model.

While medication was by no means banned at Miles Terrace, the

underlying idea of the crisis project was the importance given to the
women's environment during their time of crisis. The pathway into
acute crisis care at Miles Terrace was straight forward: there was a clear

roadmap for the women to follow. During assessment, the women

seeking to be admitted into the crisis service had to locate themselves in
their world, in their relationships, they had to situate themselves on

many axes that worked together to create the context of their disease.

Compared with Slater's non-admission into 9 US hospitals, there were

of course further obvious differences. Slater confirmed that admission

into a psychiatric ward was no longer that easy to gain. Within the thirty

years since Rosenhan, the primary way of dealing with mental ill health,
had shifted from institutionalisation towards medicalisation. And this, as

noted above, was not the case at Miles Terrace.

.Many of the women who were admitted to Miles Terrace had on

previous occasions been in a psychiatric ward. And it would be wrong to

assume that there was an automatic preference by them for Miles
Terrace. The food was better, it was kitted out in Ikea, but some

conversations I overheard highlighted some definite plus points, from
the point of view of the patient, with regard to psychiatric hospitals. But
before those conversations could be had, the women first had to be

assessed, so back to the assessment.
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Assessment itself could prove to be traumatic for the patient. Thus we

can see that what might be crystal clear in theory does not necessarily
translate that way into practice. How did the women rate the assessment

process at Miles Terrace? One factor that was rated highly was the
friendliness of staff, the relaxed atmosphere at the assessment interview
and the simplicity of being able to make self -referrals. There were

however a number of drawbacks that were pointed out again and again.
For one, the fact that initial referrals were only taken over the phone did

pose the first stumbling block for many of the women. Many did not

have a space where they could feel safe to phone from. Also, at the time
when I was a project worker at Miles Terrace, mobiles were not as

widely used as they are now. The problem of finding a safe space to

make that call, was however a logistic one and as such could and would

eventually be overcome. What many women found more challenging
was the expectation to dive into a comprehensive discussion of their

problems the first time they would phone in for a referral. Having gone

through whatever they had to go through to refer themselves, which

might have required waiting for an undisturbed moment in which to

phone from home, or finding a phone box, having to explain their crisis
in all its detail caused further stress for many of the women, and this at a

time when they were very vulnerable, very upset and very, very low

already. It was especially those women who found it difficult to talk to

people at the best of times that found having to go into what was wrong

almost straight away exceedingly difficult. While many women who
noted this point acknowledged the logistic necessity for this, they
nevertheless kept stressing the trauma of the experience. In addition to

having to go right into their crisis on an anonymous phone, many

women, given their difficulty in finding the safe space and time to

phone, felt rushed at the time of phoning to provide all the details of
their private circumstances.
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This can be contextualised by the fact that the opportunity to talk things

through at length was valued very highly by the women, regardless of
whether they were in hospital or at Miles Terrace. Compared to hospital

staff, the project workers at Miles Terrace were seen as more

approachable and informal in their interactions, and overall rated as

accessible and supportive. In general, the women at Miles Terrace felt
that the project workers had more time to give than the health workers in
a ward setting, a situation that they highly valued. In addition, the Miles
Terrace staff received praise for making the women residents feel

accepted and not stigmatised or judged because of their mental health
issues. One woman said:

"When I was speaking to a member of staff, they understood. I wasn't
a bad dirty thing. They understood. You were able to let go a little bit
of our feelings and the longer you were there, you were able to let go a

little bit more of what you were thinking, inside all the time."

After the first hurdle of the referral had been taken, many women

commented on the fact that, once they had metaphorically stripped
naked while phoning in for a referral, they were now hastening to pick
themselves up, trying to fit into the precise situation of illness required
to warrant admission to the crisis project: while they definitely wanted to

seem ill enough to get into Miles Terrace, they were acutely aware that

they would not be admitted if they seemed too ill to be manageable. One
woman noted that:

"I thought they probably won't think I'm bad enough. They won't take
me. The one thing that did put me off when I first went in for the
interview, why I thought they wouldn't take me, was because the girl
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said to me You're dressed very well and you look very smart. And I

thought Oh my God, she ain't going to take me. I thought she wants me

to look scruffy and look like a down and out."

"It's almost like at Miles Terrace you're worst of being assessed to

see if you can enter this exclusive club, and see if you measure up to

their, you know, criteria. Whereas if you're in A&E you know if you

need to be in hospital, you're going to be in hospital, you know, there
is a difference because, you know, I think if you are unwell hospital
will always take you, you know, whereas Miles Terrace won't."

The awareness of the fact that they could be turned away was very

strong in the women seeking admission. When admission had been

gained once, the women would develop explicit strategies to ensure they
would fit exactly into the perceptual admission range. On more than one

occasion I was witness to these strategies being passed on, with the
women sitting in a little group in the living group, the more experienced
ones advising the first timers on clothing choices, on how to do or undo
their hair, how to strategise their way into the project.

In this way, the process of admission required the women to engage

actively with the dynamics of an identity politics. Keith and Pile (1993)
write in their introductory chapter to the Place and Politics of Identity:

"The problem of spatiality is that when a gaze from nowhere becomes
a gaze from somewhere, it is possible to forget at times quite how

problematic that somewhere actually might be. As a modesty suit

constraining epistemological boasting, this is a fine act of public

humility. But unless the sorts of spatiality that are being evoked are

examined more closely, we have to ask whether it is more than
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rhetorical gesture. A proliferation of sites of difference begets a Babel¬
like world where truth claims, ethical claims, and assertions of desire

all offer no external criteria of refutation. There is an almost sensual

challenge to 'the order of things', a danger that in articulating

complexity we celebrate incoherence." (Keith & Piles 1993:31-32)

It was awareness of the gaze as being localised that had prompted the
creation of Miles Terrace as an alternative service in the first place.

Every effort had been made to create a safe space at the project, from
admission to discharge. But as soon as the women presented in a way

whose truth claims, whose ethical claims, offer no external criteria of

refutation, the danger of celebrating incoherence becomes as acute as the

complexity has become difficult to compute.

Jane Gallop (1992) was not the only one to argue that identity must be

continually assumed and immediately called into question. This is very

much the case, particularly with regard to members of any minority

group, and the women of Miles Terrace were such a minority group.

And the women seeking admission to Miles Terrace even more so.

Miles Terrace was designed in a way that was assumed to minimise the
intersection of any axes of power that would force certain identities into
existence or into continuation, and in doing so trap the individuals where
certain axes of power would collide. Keith and Pile see all spatialities as

political, because they are the (covert) medium and (disguised)

expression of asymmetrical relations of power (Keith & Pile 1993:38).
And even though it tried real hard, Miles Terrace was no exception.

As mentioned, the women seeking admittance into Miles Terrace had to

locate themselves in the world. This way, the authority of their position
remained dependent on their spatial location. The staff were well aware
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that such spatial location was never an absolute affair, especially in
times of crisis. But for the identity location of the women to be tangible

enough for the staff to work with, they just had to start somewhere.
Clothes are changeable, but more so, at the time of presentation they
have the advantage of being tangible. At this point I would like to point
out that while there were women who feared they were dressed too well,
there were also women who commented on the fact that they had not

been able to go and get new clothes.

Identity alignments are forever shifting, they are never static at the best
of times, and any crisis sends those alignments into ever faster twirling

motion, losing touch with some of their fixed points. An acute mental
health crisis, and as far as I'm concerned, an acute mental health crisis is

the mother of all crises, can dislocate such seemingly stable axes,

resulting in conditions such as gender dysmorphia, which leads people
to believe themselves to be of another gender than what everyone else
sees them as; or distorted ethnic identity in the case of Tessa, a black

model, who came to Miles Terrace thinking she was white during a

psychotic episode.

And yet, the construct of identity is useful. Here is Jane Gallop again,
this time with the whole quote:

"I do not believe in some 'new identity' which would be adequate and
authentic. But I do not seek some sort of liberation from identity. That
would lead only to another form of paralysis - the oceanic passivity of
undifferentiation. Identity must be continually assumed and

immediately called into question." (Gallop 1982: xii)
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With regard to a mental health setting, in the face of such constant

chaotic negotiation, what is often left out of the equation is the identity
of the people taking the assessment. While looking for clues to work
with in the person they are sitting opposite to, they themselves might be

shifting around, their own identity arrangements informing their

perception.

Looking back over my time at Miles Terrace, I see that my perception
had certainly been influenced by my own shifting axes. One important
axis was a relational one. Back in the seventies, Nancy Chodorow

(1978) had drawn attention to the fact that women constitute themselves
in a relational way to a much higher degree than men do. Men, on the
other hand, were more likely to orient themselves using the guiding

principles of law and justice. Miles Terrace was set up as an all female

project with this factor in mind. But looking at myself, I see that there
were times when I overdid it with the relationality. When the quality
control of the care I was giving was skewed by my desire to create a

relationship with the women at Miles Terrace in a way that was more

informed by my need to underline my identity as warm, fuzzy, caring
Salma rather than by the need of the women to be provided with fixtures
that were more stable than the ones they themselves could provide,
fixtures on which they could hang their own axes.

Chuang Tzu said that human beings cannot see their reflection in

running water, but only in still water. And Miles Terrace was conceived
as a refuge from the storm, as a canal on which the women could avert

being crushed down Niagara Falls.

But such stillness can only be found in a designated place. This is

captured by Liz Bondi (1993: 99) quoting Donna Haraway: "The point
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is that if they are to retain their potency, the geographical metaphors of
contemporary politics must be informed by conceptions of space that
recognize place position, location and so on as created, as produced
(Haraway (1990); also see Lefebvre 1991)". Then, the positionality of
identities can be deployed imaginatively and creatively to construct a

politics that, in Donna Haraway's words, can 'embrace partial,
contradictory permanently unclosed constructions of personal and
collective selves and still be faithful [and] effective (Haraway 1990, and
reprinted in Nicholson (ed.) 1990: 199).

CRISIS AND IDENTIFICATORY AXES

A crisis occurs when something kicks you off one of the axes along
which you negotiate your identity. This new perspective relocates the
fixed points in the perception of the identity negotiator. These fixed
points never are fixed anywhere but in one's perception, but when things
are going dandy, the frame of reference is largely stable. Then
something occurs, and I hasten to say that it in no way has to be an event
external to oneself. But something happens that reshuffles the identity
axes like Mikado sticks, and one axis which previously was the source

of another one, has fallen off the frame. Some axes are more stable than

others. Identificatory axes are endless and come in shifting categories,
even though generally some are seen as more primary than others. The
axes that are often seen as primary ones are those of gender, ethnicity
and, and already it gets somewhat more shifty, sexual orientation. Other
axes can be just as important, even more so, depending on the
requirements of the moment, but it is those axes that are generally
regarded as stable. The dualities that enable the perception of the
Western world have long been unmasked as factitious, and gender is not
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always as clear cut as Vogue and Playboy would have it, nor is ethnicity
with the many mixed race individuals or people like me who grew up bi-

culturally, and always have at least two fixed points to align with. And

yet, in the face of much more volatile axes such as being the person who
did not return the book to the library, or being the host who prepared a

meal for someone, these axes are stable.

To return to the assessment process at Miles Terrace. Having to present

themselves to a team for assessment, was a daunting experience for

many of the women seeking admission. Many found the process very

long, which is hardly surprising given they were in acute crisis. Others
did not understand everything that was going on. Some women were

quite clear they were in crisis, and they were prepared to do anything it
would take to wrestle their way into the project: if their understanding
was that they had to look shabbier than they normally would, they would

adjust their appearance. Some women would take it one step further, and
as one commented: "I think - I didn't' think it through at the time - but I
think it was like saying I've got to be in here, but it's supposed to be
because I self-harm, so I'll self harm so that I can accept in my head that
I've got to be here."

That women are prepared to harm themselves on top of being in crisis
does indicate just how much they have slid off their identificatory axes.

But more so, it points to the basis on which I am using this very picture,
this very metaphor of the Mikado sticks collapsing, it points to the fact
that Western society has constructed mental health along the lines that
have the Mikado sticks support each other in the perfectly protective

shape of some wigwam, of a tent that keeps the bad weather at bay.
Mental health is a very strong construct that supports itself, separated by
a clear-cut line from mental ill health, from insanity, from madness,
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which needs to be kept at bay at all costs. This perceived need has

shaped the mental health system. In Tom Heller's words:

"The current mental health system has been shaped by white, upper-

class male-dominated medical establishment. This group of people has
been bullied and cajoled into becoming terrified of their and other

people's feelings, and desperate to be in control. If the mental health

system was taken away from that influence, how would it change?".

(Heller 1996: 367-369).

Miles Terrace is an attempt to change things around, to shift mental
health care away from the justice and rule oriented identificatory model
of the policy makers towards a relational and systemic model that

responds to the needs not only of the women but also of the carers.

Heller goes on to say (1996:367-369):

There is a continual philosophical problem that health workers struggle
with. In the world of mental health this is to do with notions of

continuity or discontinuity. Are there some people who are 'well', who
are in positions of authority and who can make judgments over those
with a 'disease'? Or is 'mental health' a spectrum along which we are all

arranged according to certain factors? Some people, when sufficiently

stressed, may find themselves at the other end, and be labelled as

suffering from a mental disorder. Either we are all in this human soup

together, sculling around for answers to the meaning of our existence, or

'we' are here to help 'them'. Flawed and imperfect, 'they' need to be
examined, diagnosed, categorised and treated. 'We', of course, need
none of those things; we just need to get better at diagnosing and finding
out more about brain biochemistry and the categorisation of diseases.
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A middle position might recognise that it doesn't help if the people who
are given the status and facilities to do health care work feel too guilty
about the "medical model" and their own sins. There are skills to be

leamt in this work and it is important to develop some understanding
about the things, including physical types of treatment that may be
effective (Heller 1996: 366)

At Miles Terrace, an attempt to incorporate the notion of continuity into
the day to day running of the project had been made in so far as some of
the workers had slid down on that continuum of positive mental health
and mental ill health. Also, there are certainly skills to be learnt in this

work, and it is important to develop an understanding about them. But
even more important than an understanding of the physical types of
treatment that Heller lists, is the fact that the staff needs to know who

they themselves are in relation to the person they are giving care to (are

you feeling guilty, or superior, for instance?).

A COMMENT ON MY OWN IDENTITY NEGOTIATIONS.

While I was working at Miles Terrace, I negotiated my identity in
relation to the women I provided care to in a way that maybe did not

provide them with enough fixtures to get better. Maybe I was one of the

people who felt too guilty about the 'medical model'. And it was only
when I myself was confronted with the fact that mental health was not

something that I had, was not a given, that it indeed occurred along the
lines of continuity, that I felt I was gaining an appreciation of what
mental health was that allows me now to provide care on a much higher
level.

128



It is only when a mental health worker can go beyond conceiving of
mental health and ill health in terms of identity and make the shift to

reflexivity that they can improve the care they provide. It is only through
such steps close to the grassroots that a system that is predicated on a

very static identity can possibly be transformed.

I would like to finish this section with a comment from the English

Patient, a film I have seen countless times, and that to me, more than any

other film, illustrates that an identity can never serve as substitute for an

inner compass on a mapless journey.

"And the names of the tribes, the nomads of faith who walked in the

monotone of the desert and saw brightness and faith and colour. The

way a stone or found metal box or bone can become loved and turn

eternal in a prayer. Such glory of this country she enters now and
becomes part of. We die containing a richness of lovers and tribes,
tastes we have swallowed, bodies we have plunged into and swum up

as if rivers of wisdom, characters we have climbed into as if trees, fears

we may have hidden in as if caves. I wish for all this to be marked on

my body when I am dead. I believe in such cartography to be marked

by nature, not just to label ourselves on a map like the names of rich
men and women on buildings. We are communal histories, communal
books. We are now owned or monogamous in our taste or experience.
All I desired was to walk upon such an earth that had no maps."

(Ondaatje 1993:261)

Ondaatje used cartography in the novel as a metaphor for people and

history in the same way we at Miles terrace use case notes, medicine
charts and diagnosis of territory, his long exploration of the past, the

complicated threads of family experience, cultural syncretism, and
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national ideologies that construct all our subjectivities and the myriad
identities illness produces.
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PART II: EXPERIENCES OF MILES TERRACE
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CHAPTER V: NEGRESCENCE AND OTHER POWER

Everyone's A Little Bit Racist
You're a little bit racist.

Well, you're a little bit too.
I guess we're both a little bit racist.

Admitting it is not an easy thing to do...
But I guess it's true.

Between me and you,
I think everyone's a little bit racist

Sometimes.
Doesn't mean we go around committing

hate crimes.
Look around and you will find

No one's really color blind.
Maybe it's a fact we all should face

Everyone makes judgments based on race.
AVENUE Q

If we were to wake up some morning and find that everyone was the
same race, creed and color, we would find some other cause for

prejudice by noon.
George D. Aiken, US senator (1892-1984)

One of the first theorists to look into the development of Black racial

identity in the Western World was the psychologist William Cross. In
the seventies he developed a model that captured the different

experiential phases African Americans go through in their development
of a racial identity. Cross initially created this model of nigrescence36 in
the seventies (see Cross & Helms 1991), and through it identified five

stages of identity development for African Americans, namely pre-

encounter, encounter, immersion-emmersion, internalization, and

internalization-commitment. In the 1990's he further developed it (see
Cross &Fhagen-Smith 1996). In the words of Evans, Forney and Guido-

Dibrito, Cross's concept of psychological nigrescence describes the

process that defines the resocializing experience in which the healthy
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individual's identity is transformed from one of non-Afrocentrism to

Afrocentrism to multiculturalism (Evans, Forney, & Guido-Dibrito

1998).

Without going any deeper into this, 1 would like to mention that this has
been done in blue, yellow and red as well, amongst many others there is
the work of Sue and Sue on Chinese-American children (Sue & Sue

1983), as well as the research of Kondana, Lee, Liang and McEwen

(1002) who also look at Asian American identity development,
while Johnson and Lashley (1989) conducted research among Native
Americans. Shortly after Cross's Nigrescence, Vivienne Cass (1979)

compared minority group identity formation with that of homosexuals.
Cass suggested six stages to be involved through which the course of

*5 1

gay identity is formed .

While different theorists chop whatever identity formation they look at

into slightly different developmental stages, the resulting theories are

generally characterised by an ideal outcome in the final stage. A high

degree of mental health issues, however minor they might be, can be
traced back to an unresolved early developmental stage. To some degree
this is the case for everyone, and it often is a matter of degree, magnified

through other factors. With regard to Cross' last stage of black identity
that is no longer Black for the sake of it but has transcended boundaries,
it is quite possible for people to die before they even get a chance to

reach this stage. This does not mean that people who do not reach this

stage have any mental health issues. People who are well past

adolescence do. We had one of them at Miles Terrace.
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TESSA

Tessa was a 28 year old black model. Tessa was tall, beautiful, had a

wide circle of friends and acquaintances in the world of fashion and

beauty. She led a very middle-class life and had very middle class

interests, and although Britain sports a considerable Black middle class,
Tessa was completely white-identified. She was surrounded by white

people, had a white boyfriend, and as we later found out, she had been

adopted and raised by white parents. Tessa had been referred to the

project because of psychotic episodes, in which she believed she was

white. At the time of my fieldwork, Tessa was 28 years old, but her
white episodes had started when she was 19, and by that time she would
have had six episodes. Psychotic episodes are often described as

disruptions from reality, and can last from a few hours up to months.
Tessa's white episodes would last up to three months, and she would

gradually slip into the delusion that she was white.

I myself grew up in Birmingham, in a visibly Black, predominantly
Asian part of town, and never found myself in a position comparable to

Tessa's adolescence in a white family, and a white middle class world.

But, to understand Tessa, I find the experience of a Black friend of mine

very helpful . Jai is of Sri Lankan descent, but grew up in Canada and
the US before coming to the very white university of St Andrews. In the
States, she went to a very posh high school where she really was the

only black person around, and sometimes in the bathroom, she would
see her black arms and hands under the tap, and it would take her a

second to realise that those were her arms, that she was black, because

every single face she'd see day in and day out was white. This
realisation would only take a second to kick in, but still, there was a

second of wonder, of disbelief. These suspended seconds wouldn't hold
her back in anyway, as she charged through a succession of friend,
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boyfriends, husbands, white, black, white, and as far as I can see she

operates no quality control with regard to colour.

For Tessa, this was different. Just like Jai, Tessa would also see her long
slender black arms and wonder who they belonged to. But unlike Jai,
Tessa would fail to make the connection that they were hers.. She

would, most of the time. But whenever she had another psychotic

episode coming on, gradually, she would lose touch with her skin

colour, until in her mind she was as white as could be. When she was at

Miles Terrace, Tessa exhibited the exact pro-white/anti-black behaviour
that Cross had detailed in the initial Encounter stage of his six-phase
model of Nigrescence. As a model, Tessa's whole world revolved
around the very white and Western aesthetic that fed into her wholesale

denigration of Blackness, not only her personal Blackness, but
Blackness as such.

This fits into the context of Cross' nigrescence, dominant white

aesthetic, where Black individuals at the pre-encounter stage devalue
their own racial identity and aesthetics. Contributing factors are

miseducation, race image anxiety, and assimilation-

integration. Miseducation is a result of the Eurocentric perspective,
which, by emphasizing white accomplishments and downplaying black
achievements provides Black people with little grounds for positive
racial self-identification. Race image anxiety refers to a hyper sensitivity
towards issues of race which causes some African Americans to be

constantly on the look out for situations where blackness is portrayed in
little favourable and demeaning ways. While the heightened awareness

that comes with race-image anxiety often creates a self-self-fulfilling

prophecy that turns Black people away from Black culture, assimilation-

integration cannot be left behind.
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These 'minority' developmental theories sit on the back of Erik
Erikson's general model (1968:22), according to which everyone

traverses eight developmental stages. Each of those stages offers a

different polarity which to overcome is the game to be able to move on

to the next level. The stages are as follows: 1) trust vs mistrust, 2)

autonomy vs shame and doubt, 3) initiative vs guilt, 4) industry vs

inferiority, 5) identity vs identity confusion, 6) intimacy vs isolation, 7)

generativity vs stagnation and lastly integrity, with the alternative option
of despair.

Erikson proposes that the definition of identity in the face of identity
confusion typically occurs in adolescence. His concept of identity is of
course much less multiplicitous than that of Donna Haraway's, but as a

theoretical backbone and focus it does have its validity, and does in no

way preclude countless further identity negotiations that are at the very

core of human social life. However, with regard to Erikson's fifth stage,

identity vs identity confusion , not many people would debate that a

major developmental process that takes place during the years of

adolescence, when individuals strive to discover who they are as a

person through their personal characteristics, interests, through their

relationships with family, friends and first lovers, as well as whether

they feel a calling towards a certain vocation. In Santrock's words, this

exploration of identity in the face of identity confusion takes place when
adolescents are exploring who they are, what they are about, and where

they are going in life .

It is important to note that in addition to the aforementioned issues that
adolescents explore during this identity stage, adolescents from ethnic

minority groups explore their cultural identity. One may argue that white
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adolescents also explore their cultural identity. However, the racism,

discrimination, and oppression that ethnic minority individuals

encounter, as a result of living in a society dominated by the standards
and norms of the white society, has an impact on their identity

development. Ethnic minorities not only explore their cultural identity,
but also explore their identity as a person from a culture who's "way of

being" (i.e., physical appearance, style of dress, manner of speech, etc.)
are different from that which society has proposed to be the superior or

best "way of being". Thus, adolescents from ethnic minority

backgrounds progress through the same identity stage, as proposed by

Erikson, that white adolescents do, but they undoubtedly progress

through an additional stage of development, that being their individual
cultural identity within a dominant culture that often devalues or does
not support their "way of being".

White adolescents are one thing, but white adult health workers in a

multicultural context are another. In any context where different cultures

collide, cultural competency is where it's at. We had one of those sheets

kicking about in the office, a sheet that listed the product of strategies
which white people use to deny, ignore and minimize the presence of
racism in their own institutions, culture and personal behaviour. Such

strategies include denial strategies, colour-blind strategies, patronizing

strategies, omission strategies, decontextualization strategies, and
avoidance strategies.

Interestingly, the theorist who went beyond such strategies, and
constructed a whole white identity development is herself Black. Janet

Helms, who heads the Institute for the Study and Promotion of Race and
Culture at Boston College, had studied black racial identity, and went on

to look at the wider context of the dominant white culture, developing a
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theory of majority member cultural awareness. This developmental

theory looks at how the majority group, by virtue of its control of the
economic and cultural dimensions of our society, directly and adversely
affects minority groups - and itself indirectly.

Helm's theory comprises five stages: contact stage, disintegration stage,

reintegration stage, pseudo-independent stage and autonomy stage.

In the contact stage, members of the majority group are aware of the
existence of minority groups, but do not perceive themselves as racial

beings, much like Cross' pre-encounter stage, racial and cultural
differences are seen as unimportant. In the following disintegration stage

majority group members acknowledge that prejudice and discrimination
exist. The realisation of racial and cultural differences may cause guilt in
the majority group members; two ways emerge for the majority, a retreat

to the contact stage, or over-identification with the minority. The next

stage is one of reintegration, which sees majority group members turn
the minority members into scapegoats for their own problems,

disparaging the very minority problems that they found so sore in the

previous stage, and perceive themselves as victims of reverse

discrimination. The ego-centric reversal of the reintegration stage leads
to majority group members accepting minority group members at a

conceptual level, thereby developing an interest in understanding racial
and cultural differences. At this stage, the majority group members seek
out those minority group members who they perceive to be similar to
themselves. The final phase is what Helms calls the autonomy stage. In
this phase, the majority group members become not only knowledgeable
about racial and cultural similarities but also accepting, respecting, and

appreciating of both, members of the minority group as well as

themselves (Helms 1992).
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RELEVANCE OF MODELS OF DEVELOPMENT SUCH
MODELS OF DEVELOPMENT TO STAFF RELATIONS AT
MILES TERRACE.

So there we were, our staff team, some black, some white, with clearly
delineated rules to follow. As we were all women, it was indeed skin

colour which especially divided the staff team into different camps,

depending on overall numbers of staff and women at the project. An
additional factor was sexual orientation, or rather promiscuousness I
should say. All staff were fascinated with the sexual experiences of

especially Dinah, who'd happily share them the next day, and some of
the black staff where shocked at times that Dinah had one night stands,
but she'd just go 'whatever' or 'its your stuff and not mine'. Apart from

Sarah, the pansexual polyamorist, all the white members of staff were in
settled relationships, so there was nothing to comment about.

There were times when we had a lot of Black, primarily Nigerian,

agency staff, but the thing with them was not their colour, but their

religion, Charismatic Christians and Jehovah's witnesses would talk to

the residents about how their distress was due to their rejecting or not

finding God. At the back of the duty book, we had a list of agency

workers who where banned from working at the project; most of them
had confronted some of the women and called them sinners.

Dinah was the member of staff I connected with most. She was a feisty
black woman with an Afro Caribbean background in her early 30s. She
was very black identified and very much into black politics. She was not

only outspoken about politics, but was very 'get go' in other ways too;

she was very into sex, she was gay, and not wanting a long-term
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relationship, she always got into short term relationships. Dinah's family

rejected homosexuality as unnatural. She also smoked a lot of pot.

Dinah had had a psychotic breakdown in her late teens when she was at

university and because of her own experience with the mental health
services she was very out there and felt it was important to say exactly
what she felt. While I often struggled with her outspokenness, I kind of
admired Dinah for the fact that she wouldn't let go of issues that were

important to her. The word that captured Dinah best was feisty, and her
feistiness caused a lot of friction with other members of staff who were

not as owning of their place as Dinah. During the time I was at Miles
Terrace as a project worker (over the past 10 years), Dinah was

promoted to the rank of senior member of staff. It had taken three years

for her to get there. On average, three years was a very long time to

reach senior status, some people turned up and became seniors in no

time at all, but those people tended to be less controversial.

To me in particular, her outspokenness caused a lot of embarrassment,
after she'd lost no time setting the tone on my first as research worker
when she called me pussy. Once you've been in hospital, you're crazy.

She always used the word crazy. It's a very silencing existence, your

power is taken away form you, it's very important to never get into that
situation again with anybody. We never really touched on why she had
that episode and I didn't want to intrude.

But back to the different types of power strategies that we had lying
around in the office for the white members of staff. They didn't really
care. Not that they didn't care, they were just all sufficiently aware not

to need such sheets.
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And so the identity alignments would keep shifting according to the
overall number of staff and women in the project and ethnicity would

always be a fairly important one. Tessa and her psychotic episodes did

bring out one difference in the approach that the white and black staff
took to her. Having trailed through all the developmental theories, pretty

much everyone on the staff team saw Tessa's episodes as a

developmental 'psychopathology' - we weren't really into diagnosis at

Miles Terrace, the thing with psychiatric diagnosis is that you are likely
to get as many diagnoses as consultants, but also, the systemic approach
did not look to explain the episodes, were not interested in codifying or

reifying them. Instead they wanted her to get on the road as quickly as

possible. Tessa's case would outlast the duration of the project.

So the difference that Tessa brought out in the staff was that the black
staff were all for giving her a black worker, who she'd be very

derogatory to, very despising of, and the black staff saw this as the

opportunity to give her a reality check, whereas the white staff were

whatever, they didn't see much significance in who was going to be

assigned to Tessa, black or white.

MDEMBIE - MY SUPERVISOR

I was always told by the other staff how white-identified I was, which is
not really all that surprising thinking about my small, medieval, white

university, where I often was the only black person. At Miles Terrace, I
had however asked for a black supervisor, and Mdembie was very cool.
She spoke Xhosa39 taking great pleasure of trying to teach me rude

words, particularly when I was at fault. Mdembie was always pointing
out that "colonial anthropology can't teach you culture - you are it or

not. But you, my friend, are lost to the white's fancy ways". My

141



readings in postcolonial subaltern theory (e.g. see, for example, Asad 19

1975, and Bauman 1995 perhaps, came in handy here .

My supervisor Mdembie was very outspoken, and she would tell me to

stop this negotiating bullshit, stop telling her I was facilitating things.
"You're a strong Asian woman, intelligent and successful, you're a role

model, if you don't do things properly and take charge of a situation,
what sort of message you're sending. Next time they won't employ an

Asian woman again if you mess this up."

I became very aware of black politics, a lot of talk of black politics, and

people rights, suddenly I became conscious of all these Jamaican
restaurants. Caribbean dance nights, very strong black presence in South
East England. They always said to me I was very white identified, doing

anthropology, a very colonialist subject, I was just feeding in the whole
colonialist ... whenever I got into a conflict why I'm doing

anthropology, I just want an easy life, I just want to do my fieldwork,
and I should leave.

Whenever members of the staff team were on holiday or off sick, the
shifts were covered by agency staff. Many of the agency staff were

black. There was a fair proportion of black staff members on the normal
staff team at Miles Terrace, but they were Black British, most of the

agency workers were Black African, with very African points of
reference that would uphold their cultural framework. There were many

instances, where the cultural framework of the agency staff was

incompatible with the systemic and inclusive way in which Miles
Terrace had been designed as an alternative to a hospital admission.

Especially the Nigerian nurses at Miles Terrace would at times be fearful
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of the women patients, as in Nigerian culture, mental illness is

contagious (see: http://anthro.palomar.edu/religion/rel_5.htm).

Mdembie was a Black South African woman, who had been in the UK

for more than a decade, and she would say stuff like the reason that there
is a lot of mental illness in England is because they have too much time
at their hands; if people had to cut firewood and could not eat TV

dinners, there wouldn't be any mental illness. They should go to South
Africa where you can't afford to be sick and lie on your bed. She was

harsh, but there was a truth to what she was saying.

In my culture, physical activity has always been thought to help mental

processes, a thought not alien to Western culture. A more important

point was the emphasis that many Asian cultures place on working to

contribute physically to the family or the larger community.

Every winter Mdembie would take her three children, who were

between the ages of 10 and 14, to her hometown in South Africa. There
she would show them Black people driving a Mercedes, living in houses
with big iron gates. This is what she wanted her children to aspire to. In

England, Mdembie would say, Black people have the spirit knocked out

of them, they're not aspirational. All they wanted from life in the UK
was a giro cheque or a BMW, a fridge, a flat. In South Africa it was a

mansion with a swimming pool40.

I thought this was amazing. When I was younger, every summer, we

would go to Pakistan, because otherwise we wouldn't learn our culture.
In England we were quite invisible, existed in pockets, and my father
was quite conscious of the marginality of this existence. He wanted us to

know and understand our culture, and more importantly. And while he
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wanted us to be proud of being Pakistani, he didn't really make a point
of showing us mansion houses with swimming pools. I thought
Mdembie was amazing.
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MENTAL HEALTH IN A BRITISH PAKISTANI COMMUNITY

Most people working in the mental health field have an innate interest in
the subject matter as they are sufferers themselves. Anthropology is a lot
like that, and more so these days with its emphasis on reflexivity (for

example see Marcus & Clifford 1986, and Marcus & Fischer 1986)

Being born into a Pakistani Muslim family in Birmingham, much like
most Asian families, we had this overwhelming sort of voice in the back
of our heads constantly saying that you're only in England and that

you're not a part of sort of the local community; your community lies

elsewhere, and elsewhere was always Pakistan, and every summer we

were packaged up, and the entire family went for the summer holidays
to Pakistan, and the more rural, the better. For some reason my father
felt that the only way we would get a true sense of our culture was to

live amongst other Pakistani people in a rural setting for the entire
summer. During this time, we lived in a part of a family compound and
we ended up taking on tasks, fitting in with the usual family dynamics.
On one occasion I remember, when I was around 5 years old, all the

children, particularly female children, were bundled up and sent away to

the neighbouring village, and somehow, with a couple of other girls and
a boy, we decided to hide on the roof of one of the compound roofs.

We used to sleep on sort of rope beds, and that day it was really hot and
we just sat on the roof and just watched, as people started gathering. It
was people from the local village, and mostly they were all men that
were gathering on this compound.

One man who had arrived earlier in the day was given such lavish

treatment, an Iman, a priest, all dressed in white, with a white turban. He
came to the forefront at the head of the compound bearing a clay pot,
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which he put on the floor. As dusk began to fall it was quite mystical.
The Iman started reading verses from the Koran, and as he was reading
we noticed the pot that had been placed on the floor, I think it was more

like a cooking pot that had a clay plate over it. He lifted up the plate and

put a piece of muslin over the top of it, and suddenly, as he started citing
from the Koran, the pot moved, as if it started to vibrate, and a girl was

brought to the fore by her mother and her father. This girl was someone

who had brought shame on the village, who had been caught with her

boyfriend in some sort of compromising position, I think the

compromising position being kissing. And to stop her from getting a

severe punishment, she said, she didn't know what had come over her, a

sort of possession, and so the family thought she was mad and it was so

out of character to behave that way. So they decided to have an

exorcism, and this Iman, the priest, put his hand on her head and started

chanting, and as he chanted, the pot was moving, sort of rotating, and
she started to shake quite violently. It was quite frightening, it was dusk
and getting darker, and it brought a more mystical quality over the

procedure - for a 5 year old child it was very frightening. And after this
violent sort of shuddering, the girl stopped, and the pot stopped, and

quickly, the clay plate was put on top of the pot, and somebody carried it
out of the compound. Everybody dispersed, the priest was paid and

everybody left the courtyard and as if nothing had happened, everything
went back to normality.

The next day I asked one of the older boys what went on, and the boy
said the girl's behaviour was really bad, because she was possessed by a

djinn, a spirit which lived out in the woods. There was this

understanding that you never went out in the midday sun, you kept to the
woods for the shade, because there were all these different kinds of

spirits which were good spirits and bad spirits, and the bad spirits were
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jumping on you, and then you'd become possessed and your behaviour,

you'd do things that you would not normally do. Particularly girls were

advised not to go out in the midday sun. So as the boy explained, the pot

was taken out into the woods and buried under the trees and it held a

spirit. So if you disturbed the spirit it would get released. This was the

only way of healing this woman who was possessed, and clear enough,
the next day she was functioning normal and was her old self and

nobody said anything more about the fact that she got caught kissing this

boy in one of the barns. Everything went back to normal. This sort of

ritual, this communal kind of cleansing, this way of making sense of

things has always sort of fascinated me. It inspired and informed my

interest in mental health, and in many settings that I've gone to for work,
I came across black men, Asian women, older people, basically people
who didn't fit the norm of society. The people in these sort of peripheral

spaces, because there was no ritual and no sense of recovery or of a

journey that they could take for healing, they felt really stuck it seemed
to me. This is what motivated me to look at this area of mental health,

what mental illness is, and how it becomes a journey, either the journey
of the patient who recovers - and equally a journey for the healer, who

gains some sort of enlightenment or knowledge.

I had found it quite frightening, and at the same time very beautiful.
These early childhood experiences had found their way into my sense-

making mechanism; not so much that I was going around the outer

reaches of Scotland and the inner reaches of South East England looking
out for djinns, but more that I was profoundly aware that it was the
whole village that was a part of the experience, that nothing ever was

situated in any one individual, everything was community based. So
when someone was depressed, it was the whole family that was asked
what was wrong with them, not just the person struck by depression.
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This way, I had come to see mental health as a profoundly communal

process, and any psychiatric issues as very social, rather than individual,

pharmaceutical, biological, or any other way.

This communal view of mental health was shared by many of the Black

agency staff that were drafted in to fill the shifts at the crisis project.

Especially the Nigerian staff however, saw mental health issues as

something bad, as something that had been sent as some sort of

punishment. Something so bad you could catch it by sharing a glass or

touching the person, which is not really an ideal set-up in an alternative
to acute hospital admission.

One of the rationales on which the project was based was the diversity of
the mental health workers, and there was a healthy mix of colours,
sexual orientation and personal experience of mental health problems.
And yet I stood out like a sore thumb. And I don't mean because of the

position I occupied between the senior staff and the other workers. It
wasn't because I was black or gay or that I was at university. Rather it
was that I came from a very sheltered Muslim background, I didn't

drink, I didn't swear, and I went red at every available opportunity. It

might not have shown through my brown skin, but it never escaped the
blush radar of the staff and even some of the residents, who had soon

turned it into a sport to embarrass me.

I had gone into the project with armed with my team building Tuckman

theory41, expecting my therapeutic community to form, norm and storm

in a straightforward way. I had it all mapped out, but my therapeutic
team had none of it, they didn't conform. Where I expected to be

included, the staff would continue to challenge me, when we went out to

the pub, many of my co-workers would down their pints with the best of
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them, while I, sheltered vegetarian non-drinking Muslim that I was, was

working hard on the upper layer of a very light shandy. On one occasion
I had half a lager and was so sick, I had to cry, because I felt so lonely
and humiliated. Sooner or later you have to include me, I said. Do we?,
said Dinah.

It was like I had gone into the field bearing beads and other gifts, and

got nothing in return. Sure enough, it was a very challenging

environment, and looking back, I was very under-equipped in dealing
with those challenges. Or rather, I arrived at the project armed with

theory, but very little experience, which the staff as well as residents did
not fail to pick up on.

So once again, I found myself on the margins. At my very white

university, I was usually the only black, or visibly black, person in my

anthropology class, a discipline that had very colonialist origins anyway.

When I started tutoring, and the students were using terminology like
"Third World" and "developing countries" when referring to places like

Pakistan, I started feeling quite self-conscious.

At Miles Terrace there was a fair proportion of black people, and it was

precisely the black workers who challenged my whole notion of

anthropology (with its stress upon 'culture', and 'types of culture'), which

they referred to as tribalism, primitivism and exoticism. And they had a

point, this was exactly what I had set out to do: I wanted to study
Western culture through Asian eyes. And it never occurred to me that
the theory I had come equipped with was rather 'white'. It was Dinah,
who lost no time making me aware of the fact that I was simply not

sufficiently aware of Black issues. I realised that there was more to
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feeling black than having dark skin and having read Alex Haley's
Roots42 and the Invisible Man43

The other staff did not see me as black either, what they saw in me was

shades of grey and whenever the team split around some conflict along
colour lines, I was the last person to be picked by the black team, but I
nevertheless was always pulled over by the Black team to make up

numbers. I was very conscious of those colour lines and made sure I
never found myself pulled over by the white team, because I knew, if
that had happened once that would be it with me and the black members
of staff.

Looking back also made me realise that I was watching out for a clean-
cut manifestation of my cleanly delineated theory. The term liminal is
derived from the Latin word limen, which means threshold, and this was

indeed an image that fitted into how I saw things, I was looking for a

clear-cut threshold, the last step towards a portal that would lead into a

mental health sesame setting where I could move freely and be fully

accepted by everyone. I wouldn't go as far to say that I expected
someone to pick me up and carry me across the threshold, but I expected
it to be a clearly delineated step I would take, right foot first, left one

following, and there I was. It is only in retrospect that I see that for all
their teasing and calling me pussy, and other names that would not sit

very comfortably with me, whenever the shit hit the fan and things got

really heavy, the other members of staff were very supportive. Looking
back now, maybe it wasn't they who were not accepting me as an

integral part of the team. Other than the sheet about institutionalized
white privilege power, we had another one, that was also kicking about
in the office.

150



DIFFERENT TYPES OF POWER

Coming into a psychiatric setting is very regimented. Regimens were

very important: obeying, respecting, acknowledging and simply being
aware of boundaries were very important. And there were many times
when those boundaries had to be reinforced, starting in the mornings,
when the project workers had to make sure the women were up in time
for breakfast, which was prepared at a certain time, the same for lunch
and dinner, and that they were in bed by a certain time, that they took
their medicine, etc. The day to day running of Miles Terrace gave

plentiful opportunity to wield one's power as a member of staff. Back in
the 1960s, French and Raven (I960)44 came up with six different types

of power, and a sheet listing those six types was on show in the office:

(the six different types of power are legitimate, reward, coercive, expert,

and referent). Everyone on the staff team was familiar with French and
Raven's six types of power, and they would often come up in
conversation, staff would even use these terms of power, while gesturing

quotation marks in the air with their fingers.

I had a concept to aim for, I wanted to have legitimate power at the

project. But what I really wanted was to be liked. Only I didn't realise
that at the time.

One occasion to use power was to get the women to go to bed at a

certain time. The women were meant to go to bed by a certain time so

they had enough sleep by the time breakfast came along, so they could
be part of the social life at the Miles Terrace. Many of the women,

particularly in the plateau phase of their crisis, would have very sleep

deprived patterns of working, and it took them a long time to break out

of these patterns. Whenever it was my turn to send the women who were
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still up in the living room to bed, I would tell them they needed to break
their cycle of not sleeping. What I would also say was "You're gonna

get me into trouble if you don't go to bed".

And generally speaking, they did not want to get me into trouble. The
women would go to bed, task done, but somewhere I knew that this was

not the most powerful way of dealing with the situation. My unease with

regard to power did not escape the other members of staff, and when

they didn't call me pussy, they called me the negotiator. "Okay Salma,

go and do your negotiating."

I realised that the way I dealt with these situations, I was not using

power - in fact, the way I was dealing with them, it was almost like I
saw the power lodged with the women. I was uncomfortable wielding
the power that came with the position of staff. But the thing was that
while the position of a staff member was one of power, this power

would not automatically ooze out of every pore of the individual that
filled the position. You had to fill the position in a way that there was no

air between you and the role, it had to be a perfect fit for the power of
the position to be transported into the way the women at the project

perceived you.

I'm not sure whether I ever managed to get a tight fit during my time as

a research project worker. I certainly remember times when there were

quite a few air bubbles in between me and my mould.
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ASSERTING POWER: ALCOHOL AND OTHER SUBSTANCE
ABUSE

There were times when the staff really had to assert their power, and one

such time was when any of the women drank alcohol.

A place at Miles Terrace was available to all women in acute crisis in
the catchment area who had been referred and offered a place upon

assessment. It was not available for women in crisis who were

alcoholics. Miles Terrace Crisis Project was dry. A dual diagnosis of
mental ill health along with alcohol abuse was deemed beyond the scope

of the project, it was felt that addictions interfered with the approach of
the project, with the way the staff were working with the women.

The way this dry rule translated into practice was that as soon as a

woman drank, she was out of the project. Or rather, as soon as a member
of staff caught on to the fact that she was drinking, she was given one

night's reprieve and was discharged the following day. Only after six
months had passed could she seek admission to the crisis project again,
and at the referral she would be grilled about whether she had done any

detox.

Alcohol had not been part of my sheltered Muslim background, and I
didn't see these issues in the same ways as the other project workers. For

me, the women who drank had that 'je ne sais quoi', there was a tinge of

glamour about them. I would not have turned them away. They always
seemed to find themselves in such intriguing scenarios, they were drunk
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and had ended up at this and that party, meeting that and that person;

there was a dimension to the stories they told that was unmatched by the
accounts of the other women. The other women' stories told of physical
and sexual abuse, of self-harm, etc...

But the bottom line was that I was much more nai've about anything to

do with alcohol than the other project workers. When women who had
been drinking before, wanted to go out for a few hours, staff would
make a big fuss about alcohol and I remember many scenes of women

pleading in the most colourful ways how they would stay away from it.
But when they'd come back, their bottles of coke or orange juice would
be laced with vodka. Only I was completely oblivious to this. It was not

until the other members of staff made a point of tasting whatever drinks
certain women brought back into the project that I realised they had been

drinking all along. I was in fact quite impressed with their

ingeniousness, with how creative they were to keep their addiction

going. I thought we should acknowledge ingenious, quite creative. The
other members of staff didn't think so.
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JENNY JONES

Jenny Jones was a 35 year old white woman who had been brought up in
Manchester. She was the first in her family to go to university, obtaining
a double first in maths and computer science from Oxford. Jenny talked
lots about succeeding in a man's world as a programmer and theorist in
a research unit. She spoke a lot about having a very uneventful life. One

day, at work, one of her male colleagues started making advances
towards her, asking her on a date. Jenny had never related to anyone on

that level before; she was never reflected upon relationships, and was

very much a loner. She had come to South East England for her job, and
was happy with her routine. From Monday to Friday she would be en

route to work by 8 am, buying a coffee before boarding the tube,
sometimes with a newspaper. She was not very prone to reading novels
as it took too much time, and on the weekends she would sleep in and go

and sit in the park, read the Saturday papers and on the way home have
fish and chips for her dinner. She was quite happy with that, in her mind

working on some sort of maths problem. So as the advances of this guy

started getting more intense, Jenny rejected them. Quite often she'd
work late, till about 10pm, and on one occasion she was raped by this

guy-

The classic thing you do in a scenario is to ask 'have you informed the

police', but you have to fight it, because it could be taken as a criticism,

you never know the capacity of the person to deal with the situation. It is
a judgment to think a person is going to deal with things in the same

way as yourself. Jenny tried to talk with someone at work but no one

believed her. She became depressed and withdrawn, got sacked, began

drifting, lost her flat and became homeless for two years. During those
two years she developed a drink and drug problem, she'd been to the

project on two visits previously, and her way to deal with the pain she
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felt when she had to come off the drink and the drugs, was to begin to

self-harm. This was her third admission. Somehow through the other

women, she thought I was a historian, so she often talked about the

history of maths, and always wanted me to be her worker. I quite

enjoyed her company, but she never really wanted to talk about her

problems. After her previous discharge from the project she'd been

given a flat, but in 6 months she was back on the streets, where she said
she felt safer. At least she knew what was coming.

On this occasion at the project, she had come into the project and
seemed to be quite sleepy and swaying, and automatically, Kali, who
was co-ordinating the shift at that time, said she'd been drinking or

taking drugs. I had to take her into one of the interview rooms, asking
her whether she had taken drugs. If she had done so, we'd have to cancel
her stay at the project. But I talked to her about how things were. In the
room she never sat opposite you; she found this too confrontational and

preferred sitting side by side with you. If she liked you, she was

forthcoming with information, but if she didn't, she was very

monosyllabic. While we were talking, Kali, who was in charge of the

shift, barged in, went up to Jenny and said 'Jenny, you've been taking

drugs and you're going to be discharged'. Jenny became very distressed.
I tried to intervene, telling Kali we were having a conversation, that we

were discussing what had happened and what we were going to do. Kali
was very curt, I'm in charge today, it's my responsibility today. I felt
that it was my responsibility -the way I saw it, Jenny was in a crisis and
if there ever was a time she needed support, it was now. Being on the
street was no punishment for her, as she was used to it, but not being
allowed into the project would mean being rejected. I felt that Jenny had

gotten herself into a cycle of rejection, and as soon as things began to get

better for her, she would sabotage the work/relationship to prove that she
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wasn't worth it, with people always rejecting her in the end. And I was

angry that Kali was about to prove her right. If only we could see her

through this time. Then Jenny could maybe realise that there is no

punishment. It was punishment that Jenny knew and created often. It
was only outside of that cycle that she could, even had to, take on her
issues and feelings of suffering, anger, distress and loneliness. I felt very

strongly about this and Kali and I were getting into a heated argument

about the situation. As we were shouting at each other, Jenny walked
over to the basement window and stuck both hands right through the

glass. A mighty crash, no screams, just silence and Kali and I looked
around and saw her. I felt very guilty. We managed to get her arms out

of the window and Kali helped Jenny on to a chair. I went to get the first
aid kit. Jenny refused to make eye contact with Kali.

Since my days as an agency worker, Miles Terrace had instituted a very

strict policy with regard to self-harm. If a woman self-harmed, the staff
wouldn't help her with her injuries directly, but simply pass her the first
aid kit so she could bandage herself. It was felt that by helping her, one

fed into the whole cycle of manipulation, playing an active part in this
ritualised behaviour. I couldn't bear this, because I felt that such a policy
of objectified care provided care in the most punishing way.

All that Jenny did was extend her arms, and I thought, damn the

consequences. The glass had cut quite deep, and blood was dripping

through the bandages as I was wrapping them around Jenny's arms. I
felt resentful towards Kali who I saw as the catalyst for Jenny doing this.

Jenny had become more distressed as Kali got at her about how drinking
was 'unsafe' and broke the policy and that she couldn't stay at the project
that night. Also, the dynamic had shifted from the nice engaging, soft
conversation with me to quite a confrontational tone, with Kali being the
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challenging team leader. On top of that I felt resentful being ordered

about, being told to go away and call an ambulance, when I had been in
the middle of a conversation with Jenny before Kali barged in. I told

Jenny to sit on the floor and stick her arms up for circulation, and she
asked me 'would you hold my hand', extending her arms. Kali looked at

me quite puzzled, I actually made eye contact with her. I had all this
blood on me already, I thought to myself, it doesn't make a difference,
there can be no harm in showing care. And I took hold of Jenny's hand
and sat down next to her until the ambulance came and she was sent off

to hospital. She was detained for several weeks.

On reflection, I realised that I was constantly pulled to one side or the

other; one time I was an advocate for the patient against the staff, or I
was a member of the staff team, showing comradeship towards my

colleagues. I thought I'd gone there to show some sort of neutrality, but
instead I had to question my own values and principles and felt I had to

choose what I felt was right. Now, as a result, regardless of the

positioning I chose, my behaviour was seen as a direct critique of the

way the project worked, and that brought me into other conflicts. Staff
started to withhold information, not information necessary to the running
of the project, but personal sharing. So did the women in the project. On

occasions, I would stumble over some of the women in the lounge and
find them gossiping about the staff. Sometimes I was privy to their

gossip, other times I was sent away. Each time that I wasn't allowed to

stay, I felt very excluded, punished. I felt very lonely.

Each camp thought I didn't behave appropriately, supportive enough.

They wouldn't let me into their lives, to share what they were feeling,

thinking, they would just clam up. I guess some of my loneliest
moments in my life have been at that project.
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Kali said I needed to be more supportive of her. I said it was

inappropriate for her to walk in, when I was just getting into why Jenny
was behaving the way she behaved. But Kali was the shift's senior

although she was a junior really, but in times of staff shortage, she
would often head shifts. As would I for that matter, and I was did not

have the grade of a senior either.

For Kali, there was no point in just observing Jenny and me through the

glass pane in the door of the interview room. She was crystal clear that
the rules prohibited Jenny's admission to the project, which is why she
lost no time charging into the room before Jenny and I could get further
in our conversation.

'There is no T in team', Kali told me in response to my decision to step

over the rules and administer care. In my defence I said this project was

about being innovative, it's about taking the lead from the women,

hearing what they said, deciding upon the care around that, otherwise it

just became more claustrophobic, like a hospital ward with all those

protocols, policies and guidelines.

But I did feel guilty. And I realised that having institutions without rules
did not work. I had been trying to get Jenny to own her demons. It was

clear that the trauma of her rape was unresolved and constantly re-

enacted through the relationships and the interactions she had. If only we

could get back to that point where the trauma itself had started.

It started dawning on me that maybe I was reaching beyond by own

capabilities of organisational and limited life experience.
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The women at the project might not have experienced unconditional

love, only conditional love, and so recreated conditional relationships. If
I'd had their lifestyles or experiences I don't think I would get out of bed
in the morning. But they were managing to get out of bed and to exist.
These were women who had been abused, raped, who had unresolved
issues of loss and separation; they might have children, might live in one

room, might have abusive boyfriends. For the workers it was temptingly

easy to measure up the women's existence against an ideal, which they
could never reach. Sorry, no alcohol, out you are. I thought this was very

judgmental on the part of the workers, whose lives were not saintly
either by any standard. And I still think that Miles Terrace, of all places,
should not turn those women away.

A year later, I found out that Jenny had died living on the streets.

Recently, I was told a story that captured the nature of substance abuse
so beautifully, so lucidly, without passing judgment, that I would like to

repeat it here. The story was in fact told to me in a different context, but
it fits all the same.

During the time that I was off sick, I visited a friend, Sonya. That
moment in the doctor's surgery had been very powerful for me. She had
forced me to see a side of myself I had not been aware of previously,
had not wanted to know about. And even though now I had seen, or

rather was beginning to see, how I had been floating through life in an

aquatic bubble, I couldn't just open that door and leave that bubble.
After all, I had not trained my muscles to swim.

Sonya had been a very successful management consultant. But she had
reached a point, when she had become very disillusioned with the
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spiritual poverty of what she was doing. It was then that she decided to

retrain as a story teller. And now she was going around prisons and all
sorts of places, telling people stories, passing on messages through
narratives that would reach people in very powerful ways. Sonya's
stories would always touch on something crucial, something that would

deeply move her listeners.

I told Sonya that I was off sick, and how ashamed I was. Even though
I'd had that moment in the doctor's surgery, even though I had started to

see that the path I had been on was only ever going so far. Sometimes
it's not that easy to change tracks. So I told her how ashamed I was.

Why, she asked. And then she told me a story by Alice Walker. Sonya
used many stories by Alice Walker in her work, she found her very

spiritual, and very accessible. And the story she told me was exactly
what I needed to hear, what there was for me to absorb, to understand, to

take in. I've trailed the bookshops high and low as I knew paraphrasing
was not going to do its serene beauty justice.
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ALICE WALKER: TO KILL OR TO THAW THE ANACONDA

She dreamed she was emptying her freezer and there among the

forgotten leftovers lay an alive but perfectly frozen anaconda. A huge

orange and spotted snake, ashen, until she poured water on it and its ice

sheeting began to melt; the colour of the sun. She felt she must kill it
before it thawed. She ran to others for help. None could help her; they
were busy with their own lives. Their own anacondas. She cried out to

one person after another: Necesito ayunda! Puedo? I need help! Can I

help? She thought she was saying, Can you help? But she wasn't. Only
on waking, all outside help refused her, did she realize dealing with the
anaconda was an inside job. Whether to kill it or let it thaw and live was

entirely up to her.

And wasn't she always saying what Grandmother Yage had taught her:
We are all on the back of a giant anaconda. It is slithering and sliding,

darting and diving, like anacondas do. That is the reality of the world.

She woke up remembering a story from her days in the Black Freedom
Movement. When she and her companions sought to encourage voting
in a population that had been terrorized all their lives for trying to do so.

An old woman had said to them, as they walked their weary miles across

Alabama and Georgia and other outposts of the soon to be dubbed 'New

South', Le me tell you a story about a man and a snake. They put down
their notepads and melting-in-their-hands pens, the heat was so intense,
and hiked up their jeans, took a seat on a stump in her yard, and listened.
She was so old she smelled like greens. And so real a number of them
swooned. There was this man walking down the road, you see. And she

pointed to the long dirt road down which they had trudged, looking for
her house. And it was a very, very cold day. They looked into one

another's profusely perspiring faces and couldn't begin to imagine it.
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And what do you think he saw just ahead of him on the road? Well, she
carried on, without waiting for them to guess, there right in his path was

a snake. Kinda cute snake. You know, probably had hair like most

people want and long eyelashes. Her audience smiled. It was frozen
solid though, it was. But still, some part of it could talk to the man. You
know how that is. They chuckled. And it said: Please, Mr. Man. I'm just
a poor little ole snake nearly 'bout froze to death out here in this
weather! Please take pity on me and warm me by putting me in your

bosom. Now, the man wasn't usually no fool. But you know how it
sometimes be. That one day, well. He thought about it. And he was after
all a Christian kind of a man. He stood there thinking how amazing it
was that such a cute snake could talk. And then he stood there a good
five or ten minutes thinking about what Christ would do. If I was to pick

you up, he said, leaning over the snake so that his own shadow became a

part of it, and he being a sensitive soul, started to feel a connection, If I
was to pick you up, how do I know you wouldn't bite me? Oh, no, Mr.

Man, if you would be so kind as to warm me up and let me live, why, it
would be a horrible thing for me to repay your kindness by biting you! I
wouldn't dream of such a thing.

So after a while, the snake looking at him so pitiful, he picked the little
ole thing up, and he put it in his bosom, in the pocket of his overalls. Just
behind his package of Brown Mule chewing tobacco and right next to

his chest, close to his heart, which was beating warming blood all

through his sympathetic body. And they walked on. The man thinking
real good things about himself and the snake beginning to feel like him
or her self again. Pretty soon the snake was warmed clear through. The
man could feel it slowly uncoiling, slithering behind his hansker pocket

just a tiny bit. It make him smile, to tell you the truth. It tickled him to

think that something as humble as himself could bring something frozen
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almost dead practically back to life. He reached up to pat the snake. And
the snake bit him.

He bit him on the jaw. And the man knew he was in the middle of
Alabama or Mississippi or Georgia or north Florida or somewhere there
wasn't likely to be no speedy help. He fell down in the middle of the

road, just a cussin'. Why you do me like that? He asked the snake, who
was now sliding nimbly across his pants leg. And the snake looked up at

him and said, kind of shrugging his shoulders like those folks in France
do: You knowed I was a snake when you picked me up. And the man

started to die.

The old woman looked at the young people who had disturbed her peace

to ask her to join their crusade. She had learned to live without picking

up any snakes. She killed every one she saw, no hesitation and no

questions asked. She did have a different ending for the story though,
that she felt might do them good; for she could see they were

understanding her to say what they were attempting was an exercise in

futility.

She cleared her throat, which had as many wrinkles as the ocean has
waves. Now listen, though, she said, most people stop that story right
there. They act like the man was just a total fool, outsmarted one more

time, like ole Adam. But when you think more about the story, about the
man and the weather and the snake, you understand it differently.

How's that? Someone from the group asked dejectedly. They had
walked all morning in the broiling sun just to be told they were picking

up something whose bite would eventually kill them.
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Well, said the old woman, think about the weather. It was still real cold.

That snake, he was gonna freeze again. Once he froze again, he'd be

helpless again. No kind of protection for a snake too froze to bite.

So? asked the same person.

So, said the old woman, this is an endless kind of a thing. Do we kill it
or do we let it live? Do we ever believe its true nature and does that true

nature ever change? And does ours?

She had given them some grapes that grew out behind her house. And
some water from her spring. Bye, she'd waved to them, as contented as a

girl.

(Alice Walker, from "To kill or to thaw the Anaconda. Now is the time
to open your heart" 2004)
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Sonya had in fact only told me the part about the snake. In her telling,
she had done without the frame. Hearing that some things are just the

way they are filled me with tremendous peace. With regard to alcohol or

other substance abuse, it's so easy to see people as snakes. And when
snakes are presented like that, you can't be angry with them.

I have to admit, that even despite the way I glamorise alcohol, there
were times when I had really lost any faith I might have had in people.
The times when women came back with vodka in their juice bottle for
the nth time. After I'd had undergone a lengthy negotiation process to

try to prevent it happening again.

And this brings to mind another story, anticipating the next chapter on

medical narratives. It is a classic doctor's story, which explores power,

applied forcefully, in the name of the greater good, but against the will
of the patient. This is a side I never explored in myself. If I has, maybe I
would have understood more at the time.
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CARLOS WILLIAMS: (1984) "THE DOCTOR STORIES": ON
THE USE OF FORCE.

They were new patients to me, all I had was the name, Olson. Please
come down as soon as you can, my daughter is very sick.

When I arrived I was met by the mother, a big startled looking woman,

very clean and apologetic who merely said, Is this the doctor? and let me

in. In the back, she added. You must excuse us, doctor, we have her in

the kitchen where it is warm. It is very damp here sometimes.

The child was fully dressed and sitting on her father's lap near the
kitchen table. He tried to get up, but I motioned for him not to bother,
took off my overcoat and started to look things over. I could see that

they were all very nervous, eyeing me up and down distrustfully. As

often, in such cases, they weren't telling me more than they had to, it was

up to me to tell them; that's why they were spending three dollars on me.

The child was fairly eating me up with her cold, steady eyes, and no

expression to her face whatever. She did not move and seemed,

inwardly, quiet; an unusually attractive little thing, and as strong as a

heifer in appearance. But her face was flushed, she was breathing

rapidly, and I realized that she had a high fever. She had magnificent
blonde hair, in profusion. One of those picture children often reproduced
in advertising leaflets and the photogravure sections of the Sunday

papers.

She's had a fever for three days, began the father and we don't know
what it comes from. My wife has given her things, you know, like

people do, but it don't do no good. And there's been a lot of sickness
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around. So we tho't you'd better look her over and tell us what is the

matter.

As doctors often do I took a trial shot at it as a point of departure. Has
she had a sore throat?

Both parents answered me together, "No . . . No, she says her throat
don't hurt her.

Does your throat hurt you? added the mother to the child. But the little

girl's expression didn't change nor did she move her eyes from my face.

Have you looked?
I tried to, said the mother, but I couldn't see.

As it happens we had been having a number of cases of diphtheria in the
school to which this child went during that month and we were all, quite

apparently, thinking of that, though no one had as yet spoken of the

thing.

Well, I said, suppose we take a look at the throat first. I smiled in my

best professional manner and asking for the child's first name I said,
come on, Mathilda, open your mouth and let's take a look at your throat.

Nothing doing.

Aw, come on, I coaxed, just open your mouth wide and let me take a

look. Look, I said opening both hands wide, I haven't anything in my

hands. Just open up and let me see.
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Such a nice man, put in the mother. Look how kind he is to you. Come

on, do what he tells you to. He won't hurt you.

At that I ground my teeth in disgust. If only they wouldn't use the word
"hurt" I might be able to get somewhere. But I did not allow myself to

be hurried or disturbed but speaking quietly and slowly I approached the
child again.

As I moved my chair a little nearer suddenly with one catlike movement

both her hands clawed instinctively for my eyes and she almost reached
them too. In fact she knocked my glasses flying and they fell, though

unbroken, several feet away from me on the kitchen floor.

Both the mother and father almost turned themselves inside out in

embarrassment and apology. You bad girl, said the mother, taking her
and shaking her by one arm. Look what you've done. The nice man ...

For heaven's sake, I broke in. Don't call me a nice man to her. I'm here to

look at her throat on the chance that she might have diphtheria and

possibly die of it. But that's nothing to her. Look here, I said to the child,
we're going to look at your throat. You're old enough to understand what
I'm saying. Will you open it now by yourself or shall we have to open it
for you)

Not a move. Even her expression hadn't changed. Her breaths however
were coming faster and faster. Then the battle began. I had to do it. I had
to have a throat culture for her own protection. But first I told the parents

that it was entirely up to them. I explained the danger but said that I
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would not insist on a throat examination so long as they would take the

responsibility.

If you don't do what the doctor says you'll have to go to the hospital, the
mother admonished her severely.

Oh yeah? I had to smile to myself. After all, I had already fallen in love
with the savage brat, the parents were contemptible to me. In the ensuing

struggle they grew more and more abject, crushed, exhausted while she

surely rose to magnificent heights of insane fury of effort bred of her
terror of me.

The father tried his best, and he was a big man but the fact that she was

his daughter, his shame at her behaviour and his dread of hurting her
made him release her just at the critical times when I had almost
achieved success, till I wanted to kill him. But his dread also that she

might have diphtheria made him tell me to go on, go on though he
himself was almost fainting, while the mother moved back and forth
behind us raising and lowering her hands in an agony of apprehension.

Put her in front of you on your lap, I ordered, and hold both her wrists.

But as soon as he did the child let out a scream. Don't, you're hurting me.

Let go of my hands. Let them go I tell you. Then she shrieked

terrifyingly, hysterically. Stop it! Stop it! You're killing me!

Do you think she can stand it, doctor! said the mother.

You get out, said the husband to his wife. Do you want her to die of

diphtheria?
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Come on now, hold her, I said.

Then I grasped the child's head with my left hand and tried to get the
wooden tongue depressor between her teeth. She fought, with clenched

teeth, desperately! But now I also had grown furious--at a child. I tried
to hold myself down but I couldn't. I know how to expose a throat for

inspection. And I did my best. When finally I got the wooden spatula
behind the last teeth and just the point of it into the mouth cavity, she

opened up for an instant but before I could see anything she came down

again and gripping the wooden blade between her molars she reduced it
to splinters before I could get it out again.

Aren't you ashamed, the mother yelled at her. Aren't you ashamed to act

like that in front of the doctor?

Get me a smooth-handled spoon of some sort, I told the mother. We're

going through with this. The child's mouth was already bleeding. Her

tongue was cut and she was screaming in wild hysterical shrieks.

Perhaps I should have desisted and come back in an hour or more. No
doubt it would have been better. But I have seen at least two children

lying dead in bed of neglect in such cases, and feeling that I must get a

diagnosis now or never I went at it again. But the worst of it was that I
too had got beyond reason. I could have torn the child apart in my own

fury and enjoyed it. It was a pleasure to attack her. My face was burning
with it.

The damned little brat must be protected against her own idiocy, one

says to one's self at such times. Others must be protected against her. It
is a social necessity. And all these things are true. But a blind fury, a
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feeling of adult shame, bred of a longing for muscular release are the

operatives. One goes on to the end.

In a final unreasoning assault I overpowered the child's neck and jaws. I
forced the heavy silver spoon back of her teeth and down her throat till
she gagged. And there it was—both tonsils covered with membrane. She
had fought valiantly to keep me from knowing her secret. She had been

hiding that sore throat for three days at least and lying to her parents in
order to escape just such an outcome as this.

Now truly she was furious. She had been on the defensive before but
now she attacked. Tried to get off her father's lap and fly at me while
tears of defeat blinded her eyes.

(Carlos Williams 1984, "the doctor stories". Also see website:

http//mbhs.bergtraum, kl2.ny.us/cybereng/shorts/force.html)
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First published in 1938, Williams' The Use of Force is a classic that
has been used for teaching medical students in the US. Whatever one

thinks about Williams' use of force, it evokes with great immediacy a

number of important issues about doctoring, which becomes relevant
to the following two chapters, VI and VII:: there is the predicament of

having quickly to assess a medical/social situation in an unfamiliar,
even hostile environment; there are the doctor's impressive powers of

observation, and concern to do the right thing medically; there is the

anxiety of the sick child's parents; and most importantly, there is the
doctor's power, and more specifically the dark side of human nature

which can take such power into various directions, well out of the

professional encounter. And whichever direction people would tend to

take that power in a similar situation, it is the opposite direction this

story allows them to explore. Maybe Kali did have a point.
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CHAPTER VI: THE RITUAL OF HARMING THE SELF.

CLARISSA

Clarissa was a 25-year old English woman, born and bred in South East

England, and a notorious 'cutter', i.e. self-harmer. The day before she
came to the project, the staff would encircle the cooler fan with their
swivel chairs, as if they were creating a corral, like in those black and
white cowboy movies when the cowboy trains fell under siege and they
would get all the horse-drawn wagons and put them in a closed circle
and sit behind waiting for the enemy. Every time I chanced upon such a

formation, it made me feel quite anxious, like they didn't tell me the full

story. Maybe they weren't even aware of their own angst. Or maybe

comfortably sitting in a circle was the easiest way to confer with each
other.

Clarissa had a history of severe self-harm, and she was known to the
services in the local area, who had referred her to Miles Terrace. When

Clarissa arrived, I was asked to work solely with her. This basically
involved checking on her regularly, seeing that she wasn't in any

distress or harming mode. One day when I wasn't working with her, I
noticed I hadn't seen her around. Unlike some of the staff I spent a lot of
time talking to most residents in the lounge, which gave me a fair idea of
their patterns, their comings and goings. And I realised she hadn't been
around for a while, so I went up and knocked on her door. Conscious of
her privacy, I was desperately thinking of something I could develop
into a conversation to distract her or rather deflect from my own anxiety.
I knocked on the door, calling 'Clarissa, Clarissa', but there was no

response. I waited a few seconds, wondering what excuse I could charge
into the room with, tried the door handle, but it was locked. I could feel

my heart pounding in my ears, beads of perspiration forming on my
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forehead, and with my clammy hand I searched for my master key in my

pockets. I made sure I completed the whole process in the noisiest

fashion, which got the other residents out of their rooms, but still no

response from the door. After I had encouraged the other residents back
into their rooms I turned the key, and my anxiety made me fall on the
door handle and the door flew open, stretching out the wiry chord on

which my key was attached to my belt. Because the door was on the

spring it rebounded into my face which was so painful I was going to

cry. And even all this noise did not create a response. I went into the
room calling out Clarissa's name and the bathroom door flung open and
she was standing there, just a bath towel around her. I said 'why are you

having a shower in the middle of the day', and she just smiled 'no
reason'. I asked 'have you done something, has something happened',
and she said 'look at this', dropping her towel, getting out four fingers
and inserting them into her stomach. She had cut right across her
stomach. She brought her hand back covered in some fleshy tissue and
blood.

She held the towel in a way so it was not actually touching her body,
and I became transfixed by the amazing grin on her face, she was in a

state of ecstasy. But I can remember how lucid I was myself, 'I'll be
back in a minute, don't move', I managed to free those keys out of the
door and started walking the two flights of stairs, thinking how to best

convey the urgency and the shock of the situation to the staff without

panicking myself or creating quite a furore around this person. So I got

to the office door, where a few members of staff were sitting at their
desk writing up their notes, I went into the office and said 'excuse me,

do we have a first aid kit', and without turning around the woman

sitting with her back to me just pointed somewhere, and another woman

asked 'have you cut your finger or something'. 'Clarissa, she's just cut
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her stomach and I think we need some latex gloves as well, and an

ambulance', at which point everybody turned around and looked at me.

'What did you just say?' 'Clarissa's in her room, in a towel, she has

quite severely cut into her stomach and I think we need an ambulance.
Could one of you call an ambulance, and would one of you like to come

with me.' So I went back up with the team leader of that shift, and
Clarissa was still standing in exactly the same position with her towel

open, and I thanked her for not moving 'this is Geraldine, she is in

charge of the shift today, so I've asked her to come and see what first aid

you need". Geraldine went up to her and confirmed that we needed an

ambulance, asking me to call it, at which point I went downstairs and
fell into a chair and could not get back up. I could hear the sirens

approaching.

Geraldine had applied some pressure bandage to the cut, and the

paramedics helped Clarissa to get dressed and rushed her to A&E. After
she'd left the building, the rest of the staff gathered around me, and

congratulated me on my resolve of the situation, how a proper member
of staff couldn't have dealt with it as well as I had. They asked me if I
was okay, did I want to go home. And I thought to myself, this situation
could be the making of me, as part of initiation to be a part of the team -

if I could witness something so awful and get myself through it; they all
had their war wounds and war stories, and there was mine, and if I could

just see this day through, maybe they would accept me more, even

though my legs were wobbling underneath me and the blood had been
drained from my face and hands- a classic symptom of shock.

People were telling me she had used her scissors, and I kept seeing the
bits of flesh she had gouged out of herself. I was constantly reliving the
scenario with ever more detail, what they were wearing, the pieces of
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flesh on the floor, the way she had been holding the towel so it did not

actually touch her body, everything from the hairbrush on the table to

the colour of the toilet paper. I think that is how trauma starts. You try to

re-see things again and gain, evoking them to be real45.

I tried to see it in so many different combinations if my reaction was

appropriate, meaningful. I tried to adopt different perspectives. For
months after Clarissa had cut her stomach open, I was interrogating

everyone how they felt at a specific point, during a specific action,

trying to fathom the phenomenon that is appropriate response. We are

always trained to respond in an appropriate way; we are told not to let
our emotions get into the way, that we are there for the other person. But

your emotions do get into the way. Distress fragments the self. So much
so that one is getting beside oneself.
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MY REASONS

'Twas the night before Christmas and all through the house
not a creature was stirring; not even a mouse....

Parents in bed, they're snoring away,
Brother in pub and sister in room.

Silently laying with nowhere to play
I should be excited and not full of gloom
Blade in my hand - I escape it all now,
Just one little cut and it all goes away.

Hearing my heartbeat I draw a deep breath
As my blood trickles down the black melts to grey.

So calm and so peaceful, I'm feeling relaxed
Perhaps I'm a freak who's insane?

But either way, for now I don't care-

Strawberry gashes release all my pain.
I know this is wrong, and it's only short-term

But I feel so much better already.
Just a few hours ago I was shaking like mad

And now I can hold my hand steady.
This euphoria's good - I'm escaping this world

I wonder how long it will last.
With each cut I make and with each drop of blood

I escape all the pain of the past.
Now I get scared - don't think I can stop

My metal is just so compelling.
I feel safe when I hold it - nothing can get me

My eyes fill as I watch my skin swelling.
I must make more cuts, let out more blood

Let all the bad in me, flow away.
Content with my work, and even more tired

I stop, as my head starts to sway.
The "process" is finished; I clean up, get dressed.

My arms sting and no-one else sees.
What I do on the outside's what I feel on the inside

Though I doubt anyone else would believe.
I stare at my wrist - still not healed from before

Should I just end all of it now?
No, I won't, I can't, it's wrong and I know it

I just can't see another way out.
It's not fair to feel like this - not on me, not on Greg

Nor on anyone else I've let in.
But I really can't help it - it just sort of happens

And I conceal it all with my grin.
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Would it be better for everyone if I were not here?
I'd be missed but I'm sure they'd move on.

(This is just random thinking, I couldn't just die
but why me? What have I done so wrong?)

As deeply as I love him, that's how I hate me;
So passionately, madly, so sure.

He's such a good person, deserves better than me
Someone innocent, perfect, and pure.

Why am I like this? Messed up in the head
Why's it all come flooding back?

It must be my fault (so I'll hate myself more)
How long left before I'm gonna crack?

This big hole appears - dark, cold, and empty
It just comes from nowhere at all.

I'm surrounded by people yet I still feel so lonely
I'd shout-but who'd hear me call?

It completely engulfs me - suffocates, strangles
Sometimes so bad I just want to die.

If I could do something else, then I would and not cut;
Maybe I really should cry.

Still, crying's not easy - it used to be though
Now it just makes me all scared.

(it lets down my guards and me makes me more vulnerable;
especially if I'm not prepared).

But cutting is different - it causes me pain.
Pain which I feel I deserve.

For letting it happen, for being controlled
By an evil 15 year old perve.

And if I feel numb, if I can't feel a thing
If I've taken a total nose-dive,

Then I think of a lyric that's SO real to me...
"...yeah you bleed just to know you're alive".

So it seems at the moment its my way of coping
And until all my anger is gone.

'til I leave all my pain; all my guilt; all my past
My Crimson Tears will go on.

elle 24/12/03

http://www.madnotbad.co.uk/poetry/poetryhome.htm
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I do not claim to fully understand the phenomenon of self-harm, but I
can hardly leave it uncommented upon in the face of its heavy
occurrence at Miles Terrace.

In the midst of all those cutters, I had to find the means for explaining
them to myself. However, whichever way I attempted to make the deep
cuts more intelligible to myself never lasted long; nor did it drain the
shock and also disgust over such self-harm. I do not know whether the
scars were motivated by a deep sense of guilt over some event in the

past, that needed to be quenched through punishment, or whether they
were a way of making the experience of the world actually felt, by

creating a tangible sensation of the life that had been numbed and
blunted through scars in the past.

An overall epidemiological assessment of self-harm poses logistical

problems. For instance, different UK hospitals have different coding

systems for self-laceration. Moreover the case-mix of other forms of

self-harm, such as self poisoning, the most popular form of self-harm,

appeared roughly similar (see Kapur, House, Creed, Feldman, Friedman
& Guthrie 1999 171). Research suggests that up to 60% of individuals
who harm themselves do so in the context of a psychiatric disorder (see

Ennis, Barnes, Kennedy, & Trachtenberg 1989:41-47).. Thus, as Kapur,

House, Creed, Feldman, Friedman and Guthrie suggest, patients who

present to hospital with self-harm should be assessed by someone with

appropriate psychiatric training. In research on the comparison of
doctors and nurses in assessment of deliberate self-poisoning patients, it
has been found that it is not only psychiatrists who can make adequate

assessments, but, as has been demonstrated almost 30 years ago,

adequately trained psychiatric nurses, social workers, junior doctors,
clinical psychologists, occupational therapists and A&E staff are also
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capable of making adequate assessments (see Catalan, Marsack, &
Hawton 1980; Newson-Smith & Hirsch 1979; and Gardner, Hanka,7

O'Brien 1977). As so often with psychiatric care, it is a multidisciplinary

approach that goes furthest. Ann interdisciplinary team offers the

advantage of the development of special expertise. Whatever the

procedures Kapur, House, Creed, Feldman, Friedman and Guthrie

(1999:171) point out, to work exclusively with such a patient group is

demanding, and thus considerable staff support is necessary to prevent

burn-out. In addition to multidisciplinary, especially trained carers,

another important factor in the successful care of deliberate self-harmers
is the provision of follow-ups. The need for this was only too evident in
the revolving door patients we saw at Miles Terrace.

The self-harm we come across in psychiatric care in the Western World
can be put within a global and cultural context, as does Armando
Favazza, the founder of cultural psychiatry (Favazza 1996), Accounts of
a contemporary Moroccan group of mystical Islamic healers who work
themselves into a ritual frenzy and slash open their heads, and serve

bread and sugar cubes dipped in their blood for the sick to eat, and Karl

Menninger's (1935) contention that some acts of self-mutilation serve to

avert suicide, prompted Favazza to pursue the question that if ritual self-
mutilation serves a therapeutic purpose for some cultural groups, then
can it serve a similar purpose for a mentally ill person (Favazza 1996:

xi)

If self-harm represents an attempt at self-healing, some individuals cry

out for help louder than others, displaying a combination of self-harm
and eating disorders. Such a co-occurrence was definitely visible at

Miles Terrace. Most cutters as well as people with eating disorders are

women. Both self-harm and eating disorders has been found to have a
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much wider occurrence than expected, a that has generated a wide body
of literature (see Favazza, Derosear & Conterio 1989:352-361).Brenda
and William Parry-Jones (1993:394-402) located the earliest literary
reference in a bizarre story about Erysichthon in Ovid's Metamorphoses.
It seems that after scorning the Gods and violating the sacred groves of

Ceres, Erysichthon was punished by an insatiable craving for food,
which prompted him to cannibalise his own limbs45. The Parry-Jones
also provide the case of Dr Samuel Johnson, who appears to have been
a lifelong bulimic and ruminator given to melancholy, tormenting

scruples, obsessive-compulsive rituals and hypochondriasis. His

companion and biographer James Boswell describes Johnson in the

following way: "such was the heat and insatiability of his blood that not

only did he pare his nails to the quick; but scraped the joints of his

fingers with a pen-knife, till they seemed quite red and raw" (see Parry-

Jones, B & Parry-Jones, W.L. (1993:394-402). However, although the
above two cases refer to men, what is striking in the literature, is that the
connection of skin-cutting and eating disorders is more present in
women than in men. And even though Miles Terrace did not offer any

comparative observation with regard to gender differences, this
connection of self-harm and eating disorders was visible.

Cross (1993:41-68; cited in Favazza 1996:40) related the connection
between self-harm and eating disorders in women to the fact that women

(according to him) perceive their own bodies as mysterious and

uncontrollable, The control that is made possible through food intake
and self-harm represent, he suggests, attempts of the woman to own her
own body, to perceive it as self rather than as a mysterious other. Such
'self-control' over the body allows the woman to know something that
would otherwise be for her uncharted and unpredictable. Thus, for
Cross, the self-harm and eating disorders of a woman become her way
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of coming to terms with the element of ambiguity, paradox and

discontinuity in her experience of her body!

While Cross notes that self-harm occurs right across the board of
different levels of functional backgrounds, he states that a further wedge
is driven into the mind/body split in those women who grew up in an

environment of severe physical pain, sexual abuse, or parenting that

strongly lacked empathy. In Cross's perspective, self-harming behaviour
can be explained as a developmental deficit, a situation where a

"psychological chasm between body and self' has been erected. For

Cross, it is not so much the level of abuse, but the fact that the

connection between the parent and the child's needs has been severed.
Thus in his view, since different individuals have different thresholds

with regard to pain, the important point is how pain, what ever the level

felt, is incorporated into the developmental journey that paves the path
to self-harm. According to Cross, self-harming behaviour allows

bridging that chasm between body and self in a kind of internal

projection which transforms psychological problems into concrete,

physical ones. This way, the body serves as whipping boy as well as

solace. In his words, "the metaphorical destruction between body and
self collapses: thinness is self-sufficiency, bleeding emotional catharsis,

bingeing I the assuaging of loneliness and purging is the moral

purification of the self' (Cross 1993:: 41-68)' According to Cross, this

process is doomed to fail because the body comes to resent its task

master; "it escapes control and inflicts its own persecution, as body and
self constantly shift roles of victim and victimiser, master and slave"

(ibid.) which hints at powers that are forever at play as long as there are

more than two people around.
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Favazza, in considering the topic of cannibalism, puts these

developmental insights into the larger context of society. If anything, the
fact that Western societies see cannibalism as the ultimate ghastly
antisocial act of aggression, makes it more interesting from an

anthropological perspective. In the 1930s, Malcove (1933:557-561)
arrived at a theory according to which childhood fear of mutilation
resulted from the practical experience of learning to eat, as children

identify with food. Initially, the act of eating is rewarding, hunger is

satisfied, albeit temporarily. Later in life, self-mutilation offers other

primary gain in the temporary respite from unpleasant experiences such
as anxiety, tension, depersonalization, and racing thoughts. Similar to

Cross's theory, food and self-mutilation present a source of solace.
Much psychoanalytic thought has gone into the various ways children
exert control over their environment, their parents, through exercising
control over their bowel movements. If one goes with an identification
of child with food and child with bowels, maybe more apparent to some

than to others, such behaviour can be seen, as prototype of self-

mutilation, as a retaliation against an abusive adult. For this reason,

Malcove (1933: 557-561) sees eating as a cannibalistic procedure.

Setting out to research self-harm, Favazza was disturbed by the bad

press given to self-mutilators in the mental health literature. Portraying
self harmers as exasperating patients who demanded enormous amounts

of professional attention, a large part of this body of literature does in
fact focus on the therapist's struggles to maintain a sense of equilibrium
in dealing with the idea of the cannibalistic violence of these patients
rather than the experience of the self-harmers themselves (Favazza
1996:: xiv). According to Favazza, cutting is most directly related to

relief of psychological distress. It is also symbolically associated with

healing and salvation. Skin cutting is much more prominent in women
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than men. It is also the most common type of pathological self-
mutilation by adolescents. He explains mutilative acts of mentally
disturbed adolescents as attempts to escape feelings of loneliness and
abandonment and to attain the heightened self-awareness that often leads
to change and maturity. "They are desperate, primitive attempts to

achieve social acceptance and integration into the adult world. They are

pacts, unconscious and sealed with blood, indicating the adolescent's
desire to be reconciled with society" (Favazza 1996:281-282).

I certainly do not claim to understand self-harming fully. If anything,

facing incidents of self-harming behaviour while on the staff team at

Miles Terrace gave me an opportunity to experience myself, not so

much my reaction to the harm done, that came much later, but rather my

own ability to function in the face of shock, and my helplessness in the
face of my preferred course of action being obstructed by the rules and
structure of the crisis service.

The social environment can play an important role in the onset, course

and spread of any form of mental ill health, and Miles Terrace was

designed with the importance of the environment in mind, even though
in practice, the ideals of the systemic approach were maybe less than
ideal. With regard to self-harming behaviour, literature exists as to the

identity that comes with it. Podvoll (1969: 313-221) observed a

distinctive identity that cutters or slashers develop on hospital wards, an

identity that does not only situate the self-harmer in the ward setting, but
also creates and feeds into the pillars that support it: self-harming
behaviour is seen as a pathological symptom and must be controlled,
which casts the carer in the role of reinforcer of rules. On the flipside of
the coin, such behaviour can be seen as 'something seemingly more

honest, pure, or disciplined' than other behaviours', as something which
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demands respect, envy and collusion. In this way, the reaction of the
staff to the self-harming behaviour can be a considerable influence as to

whether the cutter continues or ceases.

The policy at Miles Terrace was not to encourage such behaviour.
Rather than giving first aid, the staff were meant to pass the first aid box
and have the woman do it themselves. Like much of the pathological
behaviour at Miles Terrace, much of the self-cutting was part and parcel
of the maladaptive behaviour of recurring cycles of crisis. The reality
was that many of the women that came to Miles Terrace came again and

again, their crisis never resolving in ways that would allow them to step

out of the cycle. And confronting the woman with the reality of the self-
harm by having her bandage herself up, was part of a strategy to break
that cycle.
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SLIGHT WELTS47

slight welts,

red, mounded ridges

rising
to that slender

ribbon split of skin,

ruby-red bleeding,
but not quite.

dancing down the base
of thumb and wrist,

delicately cascading,
but stopping short

as though
some invisible dam

had cut them off,

from reaching

that perfection
of repetition and rhythm;

decorating my thin
and densely scarred arm.

Lady Gish
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Like any psychiatric construct, attempts to understand self-harming
behaviour as a DSM (Diagnostic and Statistical Manual for Mental

Disorders) sanctified pathology have been criticized, but by definition of

being a conceptual classification, a nosology can only ever get so close
to actually treating diseases, to understanding them48, and to

appreciating the fact that part of any disease or illness exists or is created
in the eye of the beholder that perceives it as such, thereby granting it
status and street cred. This ill health creating gaze does not necessarily
have to come from the outside; with regard to the identity that is given

by an illness and filled by a patient, an aspect of this gaze is internalized,
in the form of the anticipated behaviour of the surrounds, the family, the

care-givers. Temple and Harris make an interesting point: although there
are epidemics of self-harm, usually in hospital settings, self-harm is

generally defined as evidence of mental illness and as such, as an

individual problem. This has consequences for treatment. Re-defining
self-harm as a social act as well as an individual one has implications for
how people who self-harm are seen and treated (Temple & Harris

2000).Going back to the gaze, in addition to changing how self-harmers
are seen, it would also effect a shift in how self-harmers perceive
themselves.

The identity a self-harmer constructs in an institutional setting is

underpinned by a multiplicity of factors that feed into it. Certain
circumstances might give more explanatory clout to some factors over

others: psychodynamic and developmental approaches, which in the

great scheme of medical science, are not rated very highly, may best

explain cutting and burning, and many types of stereotypic acts of self-
harm seem to make most sense through the lens of behaviourism, which,
based as it is on the quantitative measurement of observable facts, is
rated highly (see Favazza 1996:282).

188



SOCIAL FACTORS LEADING TO SELF-HARM:

Social factors can clearly feature strongly, as in explaining the self harm
in prisoners, or in those in similarly institutionalised circumstances. One

important example relates to a locked adolescent psychiatric unit
discussed by Crabtree and Grossman (1974:350-359) in the mid-
seventies49. The locked unit had a high incidence of self-mutilation,

patients ran away from the hospital as far and as often as they could, and
other disruptive factors featured. Conditions were so bad that for
Crabtree and Grossman the locked doors overshadowed any positive

effects, such as the provision of containment, safety and security in

dealing with acutely psychotic, suicidal and impulsive behaviour.
Locked doors instead evoked "the breeding of institutional mistrust, the

development of staff mistrust and rigidity, and the promotion of

regressive behaviours" (Crabtree & Grossman 1974: 350). Things were

so bad that the decision was made to open the doors, not without

comprehensive preparation of both parties, staff as well as impulsive

patients. The results were astounding. The first month saw a decrease in
self-mutilation by 94%, along with a 73% decrease in elopements in
addition to a 69% decrease in disruptive incidents. At the end of the

year, the self-mutilative episodes had not only decreased by 67%

overall, but were also more spaced out with a considerably lower
occurrence of 'epidemics' of self-mutilation. According to Crabtree and

Grossman, the open doors represented an increased sense of security and

safety for a majority of patients and staff alike.

Another example that highlights the importance of understanding social
factors is Ross and McKay's 'carving study' at a Canadian correctional

facility for girls in the late 1970s (Ross & McKay 1979). There were

136 girls at the correctional facility, and of them . 86 had carved their
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bodies. Having gone through all traditional approaches including

solitary confinement, medications, lectures, threats, counselling and
increased recreational activities, the administration of the correctional

facility was at a loss and brought in Ross and McKay. Ross and

McKay's initial increase of intensive psychotherapy was not on for a

winner either, and instead produced a tenfold increase of carving.
Various other behaviour modification programmes also failed to yield

any decrease in carving, at least initially. Ross and McKay instituted a

reward-based economy programme, in which the girls earned poker

chips for good behaviour which enabled them to purchase goods and

privileges. Such rewarding of good behaviour was paired with the

withholding, on the part of the staff, of a negative or corrective response

to carving. When this basic economy-model failed to produce a

reduction in carving, an additional factor was introduced: girls in the
token economy were provided with specific training in reinforcement

therapy principles and encouraged to utilize these principles in

attempting to modify the behaviour of their peers (Ross & McDay 1979:

315)50.The introduction of this feature into the economy programme did
reduce the total number of carving incidents slightly, but the behaviour

persisted in half of the girls. The situation completely changed when a

view of carving was presented as "the epitome of personal freedom by
which they could reassure themselves that they had some mastery over

their fate" {ibid.). This understanding was the basis of a strategy of co-

opting. Co-opting presupposed the girls' embracing the above

understanding of their carving as a free use of their personal freedom as

their personal business - couched within the context that by

demonstrating the mastery they had over their own fate. Thus, by

actually carving, the girls came to understand that they played into the
hands of the staff at the correctional facility, whose control they

opposed. According to this logic, carving benefited the staff as it created
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more excitement. Ross and McKay managed to convince the girls that
while it was entirely up to them how they chose to use their freedom
whichever way they wanted, claiming their autonomy by refusing to

carve was even better than to carve. This way, the girls moved up in the

perceived hierarchy from research objects to research assistants; the girls
with the most influence were made paraprofessional therapists and,

eventually, programme directors for a cadre of girls. Immediately after

girls were proclaimed 'therapists', their adjustment to the institution

improved markedly. The use of this approach on one troubled and
troublesome girl is instructive. Her pathology was relabelled by referring
to "her manipulativeness as social skill, her unreliability as flexibility,
her domineering as leadership, her histrionics as creativity, her
callousness as pragmatism, her suspiciousness as insight (ibidOnce a

'therapist', the girl manipulated her friends into working for her and

picked several assistants, whom she trained in simple behavioural

techniques. Those techniques were not only for use with girls whose
behaviour caused withdrawal of privileges for the group, but also with
staff whose behaviour was not to their satisfaction. Not a single incident
of carving occurred among the girls who acted as therapists for the
duration of the five months that the co-opting programme was up and

running. Notwithstanding the considerable reduction of carving
incidents, the co-opting programme did come to a stop. Ross and

McKay explained this with a disgruntlement on the part of the
institutional staff, who were not only forced to abandon traditional roles,
but who also had their power reduced which went along with diminished
status. McKay and Ross saw the staff as miffed at their conclusion that
clinicians were not needed. As soon as the old programme of individual
and group psychotherapy and behaviour modification were reinstated,

supplemented with a side order of some new programmes, a resurgence
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of carving followed. "We should have co-opted our colleagues,"
commented McKay and Ross.

It is worth drawing attention to the fact that this experiment was

conducted in the seventies, the late seventies, but the seventies

nonetheless, which were characterized by a climate of experimentation
that finally gave in to the power-crazy 1980s. How happily McKay and
Ross would have surrendered their own power, from which stemmed
their satisfaction at the reduction in carving incidences, is left to our

imagination.

Both studies, the McKay and Ross's Canadian correctional facility and
Crabree and Grossman's locked adolescent psychiatric have one factor
in common: the primary line of attack with regard to reducing the self-

harming behaviour is an administrative one. Favazza calls this
administrative therapy. There are some areas of overlap between such
administrative angles and the systemic approach taken at Miles Terrace,

although Miles Terrace aims to incorporate systems that pre-exist the
women's stay at the crisis project. This is where the parallel runs out as

Miles Terrace was conceived as a temporary reprieve from the outside

world, as a liminal place in which the outside order could be restored, or

rather, in which the individual could deal with their upheaval in a way

that would allow them to re-enter the world outside the crisis house.

McKay and Ross's girls in the Canadian correctional facility and
Crabtree and Grossman's adolescents in the locked ward were in there

for longer than Miles Terrace's maximum target time of 28 days. As
with most other forms of mental ill health, the most troublesome of all

self-harmers are the career patients who have spent most of their lives in
various mental institutions and whose problems often started in
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childhood. Some people have become wised up and have perfected

strategies that allow them to resist all attempts to be deinstitutionalised.

To me, highlighting ways of dealing with, of treating self-harm is more

important than erecting theories with regard to their aetiology, while

ultimately, one will lead to the other. Other than what Favazza calls
administrative therapy, he lists a number of other approaches. Biological

approaches in the form of SSRIs, selective serotonin reuptake inhibitors,
have been successful not only as the antidepressants, as they are

marketed, but also in the treatment of panic disorder, obsessive

compulsive disorder, eating disorders as well as self-mutilation (Favazza

1996:290). While medication can be enormously effective, at times there
can be an inbuilt expiry date, when its effects diminish or cease

altogether, at which point the self-harming behaviour can resurface,

although not necessarily as strong as it was initially51.

Other lines of attack are psychological and alternatives of social
treatments. The following treatment principles for repetitive self-
mutilators were defined by Tantam and Whittaker (1992: 451-464): First
and foremost is the relationship between carer and patient, with the carer

being calm, refraining self-mutilation as an expression of feeling,

avoiding threats or promises, sticking to limits, leaving the responsibility
with the patient while sticking with the patient. This certainly
characterized the policy at Miles Terrace. It can however be tricky, and

presupposes great maturity on the part of the carer. Trying to save the
self-harmer from themselves or from their families can easily backfire. If
a special need is met, the cutter will recognize this, but involuntary
commitment or home visits can lead to a feeling of rejection on the part

of the patient as their real need has been unrecognized or cheated
because the caregiver has been unable to trust them to sort out the
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situation for themselves. Furthermore, Tantam and Whitaker list the

importance of breaking the habit, which involves coping with
withdrawal symptoms and increasing the determination to change. And

lastly, the maintaining of change, which is achieved through rewards for
new behaviour, minimizing medicalisation, resolving emotional

conflicts, tackling coercion and training in intimacy. Hawton (1990)
identifies further principles with regard to management, and in line with
Tantam and Whitaker's last point, in-patient time should be brief.

In addition to drug based, cognitive, psychological and social

approaches to treatment, Favazza also mentions psychodynamic therapy,
which is probably the most common long-term treatment for moderate
and mild self-harm. Especially expressive forms of psychodynamic

therapy that depends on the verbal articulation of the behaviour in
transference. Furthermore, cognitive therapy aims to change

maladaptive thoughts that underlie self-harming behaviour (1985: 119-

120)53. Behavioural therapy has also been used a lot with regard to self-
harm, albeit primarily with mentally retarded patients, and self-harm is
viewed as a learned behaviour that is maintained by positive and social
reinforcement.

As my experience of the women at Miles Terrace was largely informed

through my dual role as researcher and care provider, looking into the

therapies currently available was the most valuable approach to self-
harm. Favazza's administrative therapy is the last in a long line of

therapeutic approaches, but nevertheless one that can have a profound
effect. As a result, it is nevertheless limited to the institution in which it

occurs. But, as I already mentioned, there are cases, where certain
institutional surroundings cause self-harm to surface.
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There is something in self-harm that makes it hard to deal with. Suicide,
while shocking, can be assuaged by contextualizing it with fate and even

the relief that the victim is dead. Self-mutilation, as Favazza points out

(Favazza 1996:289), is horrific and seemingly senseless, but more so,

the victim is very much alive and able to haunt us in the flesh. The

power of self-mutilation to mystify and horrify even seasoned therapists
seems to derive from more than what are generally considered to be the
sources of countertransference. The physician's horror goes so far that
some A&E doctors make no attempt to distinguish the two (see Solomon
& Farrand 1996: vol.19, 111-119). People who do distinguish often
refer to such behaviour as 'deliberate' self-harm. Using the qualifier of

intentionality, effectively creates a label that implies premeditation and

wilfulness, which many self-harmers object to (Pembroke 1996).

The issue of intentionality is called into question when looking at first
incidents of self-harm. Researchers were surprised to find self-harming
behaviour in children. This raises the following question: at which point
can children know the consequences of their own behaviour. For

example, should a baby ever be in the data of a self-harm study?
Different researchers have decided on different answers. Scott and

Powell and Hawton and Goldacre (1982: vol.141, 166-170), for instance,
choose 12 as the minimum age of inclusion for their studies. However,

personal accounts by people who self-harm suggest that they began
when they were under 12 (Solomon & Farrand 1996: vol. 19, 111-119).
As Temple and Harris54 point out, there is no one age at which a

definition, a diagnosis of self-harm is more right than at another. "Even
if we leave them out", Temple and Harris (2000:) state, "the problem
still remains of establishing at what age someone can be said to know
the consequences of their actions."
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This question of definition is of little interest to Favazza. He would

probably say that such definitions are a way of escaping from the real

issue, that hiding within such questions offers a means of protecting
oneself from the horror of self-harm. Favazza believes that in addition to

the standard reasons, self-mutilation challenges our equanimity because
"its bloody tendrils reach out to the sacred", the sacred that has been
sanitized and rendered palatable in the Christian rite of
transubstantiation, the sacred that releases a powerful energy which was

noted by Frazer, Tyler and Smith in the early days of anthropology when
there were no fashion constraints to talking about energies.

"In sum, even though deviant self-mutilators are not liminal beings,
even though their acts have no real transcendence, even though their
use of religious symbolism is based on private rather than public
delusions, they open a window on to the turbulent, bloody space of the
Sacred. It is a space that truly great shamans can visit briefly, although
the voyage is dangerous and fearful. So can adepts of Tantric
Buddhism who have achieved the great liberation through hearing in
the bardo mediations. For most of us, however, it is a space in the
cosmos and in ourselves that remains hidden. When self-mutilators

draw us to this space, we resist and feel "helpless, horrified, guilty,
furious, betrayed, disgusted, and sad (Favazza 1996:289-290; also see

Rinpoche 1975 on the Tibetan Book of the Dead)

Few people want to be drawn into this space. Most resist, and instead go

into over-drive to offer help and care. If help is rejected, how easy is it to

be hurt, to take this rejection personally. Sheer helplessness on the part

of the carer is one of the most difficult situations to be in, provided the
carer is not in an emotionally blunted space that does not leave any

capacity for real care, care that is anything more than perfunctory.
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Severe self-harm demands a high degree of composure on the part of the
carer. Babiker and Arnold found that patients who are suspected of

having harmed themselves are sometimes seen as less deserving of

sympathy and treatment than patients who are classified as having

injured themselves accidentally (Babiker & Arnold 1997).
Favazza states this in a more comprehensive way:

"Self-mutilators have a difficult life. There is significant physical

morbidity when an irreplaceable body part such as an eye, hand, or

penis is destroyed. Chronic self-mutilators often require medical
attention for their cuts and burns. Hair pullers and others who interfere
with wound healing may endure repeated infections. Many will make
bona fide suicide attempts in desperation over their inability to control
their behaviour. Social morbidity also may be great. In addition to

disfiguring scars, most chronic self-mutilators usually feel empty

inside, misunderstood by all, a burden to others, and scared when close
to anyone. Put simply, no one loves self-mutilators. Their very

presence seems to threaten the sense of mental and physical integrity of
those around them. Even surgical personnel who are used to

amputating limbs and treating mangled accident victims may display
uncharacteristic poor judgment when confronted with these patients;
for example, only a half-hearted (or no) attempt may be made to

reattach a severed genital. Not a few chronic cutters have recounted

that, because of the brutish treatment they have sometimes received in

emergency rooms, they will falsely admit to a suicide attempt in order
to facilitate a warmer reception. (Favazza 1996:246)"

According to clinical practice wisdom, there are few therapists who can

deal intensely with more than two cutters and burners at any one time.

During my time at Miles Terrace, my own composure was challenged. I
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was torn between the compulsion to give care, to help, and the
frustration that they would just go and cut again, that my help was futile.
After my compassion had been stretched to the limit, without producing

any results that were apparent to me, and exposure to all sorts of self-
harm, fairly 'harm'less to laceration of genitals made my equanimity
wear thin, to use the word that Favazza favours, even though I'm not

sure equanimity captured my approach to self-harm. What enabled me to

uphold any measure of equanimity was the vision of what lay beyond

my time at Miles Terrace.

What struck me was the different contexts that produced parallels
between the self-harming body of the individual with the body of society
that can only go on after a ritual passage which implied some sort of
chaos, and when writing this chapter, I never expected to retrieve Carlyn
Marvin and David Ingle's totem of American patriotism from the back
of my memory. But maybe it is not so surprising, given my

undergraduate diet of Gennep, Turner and Douglas, all of whom talked
about transition in some way, and more specifically about rites of

passage. Mary Douglas (1992) emphasizes the danger that is associated
with all social transition, as temporarily, people in transit have no place
in society and their status is undefined. Such transitional danger does
indeed resonate with the field of self-harm, as self-harmers indeed are

perceived as dangerous, not only as the threat to themselves that they

pose, but on a more gut kind of level, the danger they pose to what we

have to face in our reaction to them. It is remarkable, that something that

poses such a fundamental challenge to human empathy, something so

defying of easy comprehension attracts the structuralist model van

Gennep55 devised a century ago. Or maybe it is precisely the fact that
van Gennep's categories of the sacred and the profane are on the one

hand easy to grasp, precisely because they represent a conceptual model
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describing the sacred, which cannot be fully known, while the sacred, as

elaborated by Douglas, is dangerous, and yet its shimmer is luring.

Van Gennep had theorized about the restitution of whole societies at the

turn of the 20th century, but thanks to the Anglo-centric publishing

industry of the English speaking world, Turner developed the concept of
the liminal just at a time when the notion of the 'individual' was all the

rage, and hastened to apply it to status changes of an individual within a

community. A concept that yields certain parallels, is Bakhtin's notion
of the carnivalesque. Writing some two decades after van Gennep, the
Russian theorist talks about the scatological writing of the French
Renaissance writer Rabelais. Looking at Rabelais and His World,
Bakhtin uncovers the peculiar language and practices of the carnival

environment, which is very different from any contemporary version
that pales in comparison to the unbridled lusting, crazed bingeing,

primordial gaiety that did involve physical mutilation that occurred in
the carnival environment of days past. Rabelais' Renaissance carnival
culture involves the "temporary suspension of all hierarchic distinctions
and barriers among men ... and of the prohibitions of usual life (Bakhtin

1984:15)". While Renaissance Carnival is perceived the real thing,
involved primordial gaiety, the term "carnivalesque" refers to the

camivalizing of normal life. This can take one of three forms: ritual

spectacles, comic verbal compositions, and various genres of

billingsgate or abusive language.

Carnivalisation "makes it possible to extend the narrow sense of

life(Bakhtin 1984:177) ", or, in Foucault's words (1975), it helps to

extend our participation in the present system. Underlying the desire of
the carnivalesque to uncover, undermine, to destroy even, the hegemony
of any ideology that seeks to have the final word about the world, and
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also to renew, to shed light upon life, the meanings it harbours, to

elucidate potentials; projecting, as it does an alternate conceptualisation
of reality. In this sense, dialogism is a fundamental aspect of the carnival
- a plurality of 'fully valid consciousnesses' (Bakhtin 1984: 9) 'Two
voices is the minimum for life, the minimum for existence, Bakhtin says

(1984:252), if dialogism ends, 'everything ends.' While there is a

dialogic dimension to self-harm, I am not sure whether it is the element
that stands out most. Likewise, even though the concept of the

carnivalesque takes its roots in a deeply physical experience, it is one of

baudiness, that sits uneasy with the sacred or sacrificial element of some

forms of liminality. For me, despite its aspects of bodily roots and

dialogic communication, the camivalesque fits more awkwardly with
self-harm than other liminalities.

In whichever way the liminal is conceived, it has been a very powerful

concept for theorizing self harm, one that grants us explanatory power

by letting us impose a structural order on a phenomenon that can be

challenging to understand conceptually and emphatically exhausting.
But more so than any explanatory powers that liminality might grant us

as part of a developmental model that posits the regeneration of
individuals and societies, it is the connection it throws up with

something that otherwise exhausts our perceptual and emphatic
boundaries. When Turner talks about anti-structure to describe both

liminality and what he calls communitas, he does not mean it as a

structural reversal, but rather as the liberation of human capacities of

cognition, affect, volition, creativity, etc., from the normative constraints
incumbent upon occupying a sequence of social statuses (Turnerl977).

The liminal is dangerous, and as our human experience is an embodied
one by default, any threat to this immediate level of existence and
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experience resonates in a very raw way. Experience can be fuzzy and
inchoate at normal times; for people with mental ill health it may be
even more so than for others. But an embodied experience poses very

clear cut limitations in the environment in which it occurs.
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FAKIR MUSAFAR

I cannot finish a discussion of self-harm without a mention of Fakir

Musafar, a professional piercer, and the founder of the modern primitive
movement of body-modification. Musafar met Favazza in 1990, when

they both appeared on a television talk show in San Francisco,
Musafar's stomping ground. The programme was on self-mutilation,

primarily that of young women who locked themselves in a private

space and slashed themselves with razor blades. In addition to Favazza
and Musafar, another guest was Raelyn Gallina, who is renowned for
and openly does cutting on others in a socialized ritual. A less illustrious

guest was a young woman cutter from Los Angeles who had a long

history of isolated cutting and psychiatric treatment. As Musafar says "I
felt sorry for Dr Favazza. Favazza did not get much of a chance to

present his side of the story on the program. Raelyn and I (Fakir) had
filled the audience with highly modified people, all of whom were

pierced, tattooed, or cut with intricate patterns - and were very vocal and

positive about their experiences.

Musafar tells us (1996) that after the programme, the young woman

cutter from Los Angeles connected with other women in the audience
whose urge to express feelings by body acts had been more social and
sanctioned than hers. In listening to their conversation, Musafar had the

feeling that if this woman had been in the San Francisco area and had
connected sooner with a supportive peer group like this one, her shame
and negative experiences as an isolated cutter might have taken a

different turn. Who knows (Musafar 1996:329-330)?"

In the early 1990, as the Modern Primitives movement had come into
full bloom, Musafar worked as a professional piercer. Monthly tattoo

and piercing parties held in backrooms of restaurants in Los Angeles in
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the 1970s had never produced more than ten to fourteen people. Musafar
recalls one meeting in 1975, when they tried to list everyone they knew
of in the subcultures of Western society who had pierced nipples. There
were only seven people - all males except for one woman who had been

pierced in 1965 (Musafar 1996: 326). These days, even the hunky
baseball boy in safe southern set US teenage soap One Tree Hill56 sports

a nipple piercing.

Favazza has done extensive research on body-piercing, marking and
modification rites in so-called primitive tribal societies, about a dozen
reasons kept cropping up. It is hardly surprising that the first reason was

rites of passage. It followed creation of lifelong peer bonding; a sign of

respect or honor for elders and ancestors; a symbol of status, belonging,

bravery or courage; an initiation into greater mysteries or unseen world;
a protection from evil spirits/energies; opening for beneficial

spirits/energies; a rebalancing of body and /or spirit energies; a healing
of diseased body, self and others; a healing of wounded psyche, of self
and others; a healing of tribal disorder and creation of tribal bonding; a

tribal/community connection to greater forces, especially in times of
chaos or disaster.

When Musafar asked his clients about their motivation he was surprised
that most of them responded. Their reasons were largely the same as the
ones he had already identified, headed by rites of passage or memorial.
But there were some that were never or seldom heard in the tribal

cultures. It was particularly rape victims who cited a sad commentary on

the abusiveness and disregard for other's sacred space in our society, as

they underwent the ritual of getting pierced to claim their body back as

their own after it had been taken by another without their consent

(Musafar 1996: 32).
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With the aftertaste of the repugnance that self-harm can inspire in the
carers still lingering, I will end on Musafar's words on the other side of
the fine and mythical line, on the other side of what can be explained by
structural and functional theories with regard to transformation.

"Why have people through all ages and most cultures sought

expression of life through the body, through its sensations and
modification? I've felt the 'urge' myself and have come to terms with
it. I've investigated this phenomenon for almost fifty years, and I've
found it to be a significant part of human development. The more I

look, the more convinced I am that the phenomenon wells up from
some deep inner source - perhaps a behavioural archetype that may be
encoded in our genes. This past year, I had the opportunity to explore
the phenomenon's universality. As a young man, I was emotionally
moved by the body worship of the Savite Tamil Hindus in such cultural
rites as the Thaipusam Festival. As a teenager, I had seen photographs
of these Hindu in old National Geographic magazines - on the streets

in Southern India with hundreds of limes or other objects suspended
from their bodies by hooks pierced through the skin, in huge arched
frameworks supported by long iron spears embedded in the chest and

back, with long spikes pierced through their tongues and cheeks. The

glazed look in the eyes, their seeming indifference to pain, said

something.

I vowed to witness this event some day, to soak in and understand
firsthand what was happening inside these people whom I had only
observed externally in pictures. So after waiting nearly fifty years, I

finally had my chance to attend the Thaipusam in Penang, Malaysia. I
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was not disappointed. Over 200.000 people had gathered in Penang,
500.000 in Kuala Lumpur, and another 250.000 in Singapore. These
were not tourists but devotees with their priests, family, and friends
assembled for openly sanctioned public worship through the body. In

Penang, the procession streets were purified by smashing over two

million coconuts; the milk was believed to clear the way for the passing
of the image of Lord Muruga (also known to the Tamils as Murugan,

Subramanya, Velan, Kumara, and many other names, each indicating
an aspect of an unseen deity.)

The atmosphere on the morning of the body-piercing and procession
ritual was intoxicating. As I watched group after group of Tamil
Hindus get pierced to cries of 'vel, vel' and let themselves enter deep
trance states, I began to feel the utter reality of the deities whom they
were invoking. Murugan was there. Lord Siva was there. Goddess Kali
was there. All welling up from somewhere deep inside the devotees. I
had felt this before in my own rituals and in the ones I had conducted
for others in California But never of this magnitude. What I felt in

C'l

Penang was not sickness, but rather a state of grace." (Musafar
1996: 333-334)

205



CHAPTER VIIrNARRATIVE

All else is means; dialogue is the end.
A single voice ends nothing and resolves nothing.

Two voices is the minimum for life.
Mikhail Bakhtin

Even at its scientific best, medicine is always a social act58.
F. Davidoff

"What else could underline so neatly that it is literature which59
communicates the complex truths?"

FROM EVIDENCE BASED TO NARRATIVE BASED
MEDICINE

Someone once made a comment to the famous landscape photographer
Ansel Adams, that there were no people in his photos. In any photo,
there are always two people, Adams replied: the photographer and the
viewer. Likewise, an illness rarely occurs in isolation, there is always
someone with a symptom and another one who perceives it. This is the
case for all types of illness, not only for mental health issues. As

psychiatry is firmly located in the medical model, I feel that my

discussion of mental health benefits from looking at some of the

questions that preoccupy medicine in general and feed into the ways

health or ill health is perceived.

Any perception of illness can only be one of many, it can be a societal

perception, that of a family, a carer's perception. Let us start with the
medical encounter, where one party is trying to make sense of the other

person's symptom in order to be able to give effective care. At the basis
of such care, according to the medical perspective , lies the diagnosis,
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and there are different ways to arrive at a diagnosis. However, according
to the dominant medical model, which is governed by scientific

discourse, the way forward is based on evidence based medicine.

Sacket (1996) explains and promotes this such a medical model in the

following manner:

"Evidence based medicine is the conscientious, explicit, and judicious
use of current best evidence in making decisions about the care of
individual patients. The practice of evidence based medicine means

integrating individual clinical expertise with the best available external
clinical evidence from systematic research. By individual clinical

expertise we mean the proficiency and judgment that individual
clinicians acquire through clinical experience and clinical practice.
Increased expertise is reflected in many ways, but especially in more

effective and efficient diagnosis and in the more thoughtful
identification and compassionate use of individual patients'

predicaments, rights, and preferences in making clinical decisions
about their care. By best available external clinical evidence we mean

clinically relevant research, often from the basic sciences of medicine,
but especially from patient centred clinical research into the accuracy

and precision of diagnostic tests (including the clinical examination),
the power of prognostic markers, and the efficacy and safety of

therapeutic, rehabilitative, and preventive regimens. External clinical
evidence both invalidates previously accepted diagnostic tests and
treatments and replaces them with new ones that are more powerful,
more accurate, more efficacious, and safer." (Sackett in: Sackett,

Rosenberg, Gray, Haynes & Richardson 1996: 71-72)
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Greenhalgh (1998), one of the strong critics of such a position, points
out that evidence based medicine is often incorrectly seen as resting on

the assumption that clinical observation is totally objective and should,
like all scientific measurements, be reproducible. He goes on to note

(ibid.) that evidence based clinical decision making involves the
somewhat counterintuitive practice of reifying the individual patient by

assessing the clinical problem at hand in the light of epidemiology and

Bayesian statistics, the aggregated results of hundreds or thousands of

'comparable' cases in a distant population sample, expressed in the

language of probability and risk.

In Western medicine, a medical encounter takes place in a highly
structured transactional space, in which the behaviour of both parties is
determined by socialised expectations. The American philosopher Leder

(1990: 9-24) saw a diagnostic encounter as a "text", a text that he

distinguished from other human narratives or modes of communication
in so far as it was a story about a "person as ill". Such a text leads to four

separate secondary texts: an experiential text, a narrative text, a physical
or perceptual text and an instrumental text.

The experiential text refers to the meaning the patient assigns to the
various symptoms, deliberations and lay consultations in the run up to

the clinical encounter. The narrative text is the doctor's interpretation of
'the problem' from the story the patient tells about his or her illness. The

physical or perceptual text is gleaned by the doctor from a physical
examination of the patient. And the instrumental text is what the blood
tests and x rays 'say'. X-rays or MRI scans involve complicated

technology that determines evidence which would otherwise evade
human perception. In this sense, according to Heath "machines are

employed to "co-author a fuller story" (Heath 1995: 17-21).60 Such
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supplementation can however never substitute the real thing of the
clinician's attention. For Leder, insisting on an "objective" analysis of

diagnostic tests is pointless, it is a flight from interpretation, and one that
is doomed to fail Leder 1990: 9-24).

And, as Greenhalgh points out, the frustration physicians experience
when trying to apply evidence based research findings to real life case

scenarios is well documented and occurs most commonly when the

interpretive framework is abandoned and physicians attempt to get by on

evidence alone (Greenhalgh 1998; also see Grimley Evans 1998 460-

464; and Asch 1995:846-850)61. In their critique of evidence-based

medicine, Williams & Garner (2002: 8-12) conclude that it "must be

underpinned by the need to understand and respond empathically to the
illness in accord with the patient's experiential perspective", and they go

on to underline the importance of engaging with the humanities as part

of professional development. Similarly, rather than abandoning the

interpretive dimension of the medical encounter, Greenhalgh argues

(1998) that appreciating the narrative nature of illness experience and
the intuitive and subjective aspects of clinical method does not require
the physician to reject the principles of evidence based medicine. Nor
does such an approach demand an inversion of the hierarchy of evidence
so that personal anecdote carries more weight in decision making than
the randomised controlled trial. In fact, genuine evidence based
medicine presupposes an interpretive (and textual) paradigm in which
the patient experiences illness in a unique and contextual way. It is only
within such an interpretive paradigm that a clinician can meaningfully
draw on all aspects of evidence to reach, including their own case based

experience, the patient's individual and cultural perspectives as well as

results of rigorous clinical research trials and observational studies, to

reach an integrated clinical judgment.
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The need for such integrated judgment prompted Arthur Kleinman to

develop his patient mini-ethnographies (1988:230-251) in the 1980s,
which emphasized the fact that when doctors take a medical history they

inevitably act as ethnographers, historians and biographers, required to

understand aspects of personhood, personality, social and psychological

functioning, and biological and physical phenomena (see Hunter

1996:303-320) and Greenhalgh & Hurwitz 1999:48-50). This multi¬

factorial, multi-levelled view has however only partly filtered through
into medical practice, as Jones points out, even the most pompous

professors have been known to warn their students, "Listen to the

patient: he or she is telling you the diagnosis .Jones 1999:253-256) "
Kleinman, however, was well aware of the fact, that it was not the

diagnosis his patients were telling him. He also knew that no patient ever

talks about isolated symptoms. Any symptoms that are presented by

patients inevitably occur within an Interactional framework. The more

about this framework the doctor understands, the easier for him to get to

the heart of the matter. Kleinman called it the patient's explanatory
model of his or her illness. He devised eight questions designed to elicit
such an explanatory model:

■ What do you call the problem?
■ What do you think has caused the problem?
■ Why do you think it started when it did?
■ What do you think the sickness does? How does it work?
■ How severe is the sickness? Will it have a short or long course?
■ What kind of treatment do you think the patient should receive?

What are the most important results you hope he/she receives
from this treatment?
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■ What are the chief problems the sickness has caused?
■ What do you fear most about the sickness?

But not all doctors were as sophisticated as Kleinman, who also
understood the importance of the relationship of illness to cultural
factors. A biographical note on Kleinman allows a little glimpse on to

the epistemic groundwork that underpins his notions about good medical

diagnoses: Kleinman, an American married to a China scholar, has
conducted considerable of cross cultural research, particularly on

depression both in China and the US, and was an important figure in the
current edition (DSM IV) of the Diagnostic and Statistical Manual of
Mental Disorders published by the American Psychiatric Association,
the psychiatric bible of the profession. This last edition is the first to

make an explicit attempt to include cultural factors

The use by the physician of "cultural considerations' and 'interpretation'
in the diagnosis of illness is big step away from the dominant medical
model as described by Greenhalgh, and certainly a long way from the
conclusions arrived at within earlier editions of the Diagnostic and
Statistical Manual of Mental Disorders. As Norman Sartorius notes

about categories of mental illness, such a classification is a way of

seeing the world at a particular point in time (Sartorius, The
International Classification of Diseases-10, Preface vii, Chapter V)64,
and regardless of whether or not culture has been included in such a

nosology that physicians might use for their diagnoses, the issue of

interpretation remains. While interpretation has been a central concern

of philosophers and linguists, interpretation is a concept with which
doctors and other scientists are often unfamiliar, and hence

uncomfortable (see Greenhalgh & Hurwitz 1999:48-50).
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With regard to clinical medicine, Kathryn Montgomery Hunter, a

professor of literature who has a strong involvement in medical

education, has made the argument that clinical medicine "shares its
methods of knowing with history, law, economics, anthropology, and
other human sciences less certain and more concerned with meaning
than the physical sciences. But unlike those disciplines, it does not

explicitly recognise its interpretive character or the rules it uses to

negotiate meaning (Hunter 1996: 225-241)." Puzzled by the medical

profession's preoccupation with the gold standard of science in clinical

practice, Hunter believes to the contrary that medicine is better
characterised as a "moral knowing, a narrative, interpretive, practical

reasoning" (Hunter 1991).

The core clinical skills of listening, questioning, delineating,

marshalling, explaining, and interpreting may provide the most powerful

way of mediating between the very different worlds of patients and
health professionals. Whether these tasks are performed well or badly is

likely to have as much influence on the outcome of the illness from the

patient's point of view as the more scientific and technical aspects of

diagnosis or treatment (Greenhalgh & Hurwitz 1999:48-50). And it is
the narrative dimension of the medical encounter, where above meaning
is created. As Leder noted already, a patient never offers isolated

symptoms, he or she always offers their own interpretation. There is

always a tension between the complex narrative that a patient brings into
the consulting room and a doctor's understanding of what is really going
on as formulated in a diagnosis or an idea about pathology. Which
account of reality is "truer", the patient's or the doctor's? Can both be
true? If so, how? This dynamic is part of every patient-physician
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encounter, but it is particularly relevant in mental health care for a

number of reasons. The most important reason for the importance of the
narrative dimension in the clinician patient encounter is the fact that

psychiatry is the only area of specialist medicine in which talking and

listening are explicitly understood to be therapeutic (see Brown, Nolan,
Crawford & Lewis 1996:1569-1578).

It is then understandable then that psychiatry, more than any other
medical field, has been identified as peculiarly culture bound by

ethnography and sociology (Kleinman 1980, and Lupton 1994).

Moreover, psychiatry lies in an uncomfortable no man's land between
conventional medical science and the search for meaning which may

extend into political and religious domains (see Stevens on evolutionary

psychiatry, 1996).Also, mental health professionals often describe their
observations using apparently confusing and contradictory language. As
Masson (1992), former keeper of the Freud's archives has argued, when

put under close scrutiny, the explanatory models used by medics often
seem to cancel each other out, which leads him to think that they may be
a way of asserting the therapist's power more than anything else. It is his

argument that compared to the professional version, the patient's own

story often seems saner.

One important impulse that nudged clinicians from different schools to

move away from the search for a normative explanation of a problem
came from systems therapy. Instead of such 'normative explanations'

Papadopoulos and Byng-Hall (1997), writing on the psychiatric
condition of multiple voices and the use of narratives and family therapy
in its treatment, pointed therapists towards the search for an appropriate
new story for each patient. Another set of systemic thinkers, Anderson
and Goolishian (1992), have made strong arguments for the need to
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abandon those paradigmatic models that test the patient's experience

against some predetermined view of normality. In their view, it is the

acknowledgement of the client as an expert that facilitates any possible
account of reality, provided that it makes sense in the client's eyes.

Along similar lines, Burck (1997), amongst others, proposes a concept

of selfhood as something that is produced rather than discovered.

The encounter then between clinician and client no longer serves as a

tool to identify hidden truths, but instead is seen as a means of creating

previously unformulated truths. Such a new approach is however not

entirely unproblematic, and Hoffman (1992) and Frosh (1995:175-190)
were not the only therapists to ask questions about the place of

professional expertise in such a postmodernist encounter. Patients who
come to see psychiatrists looking for certainties, not for deconstructions,
are psychiatrists not alienating their; how do professionals retain their

professional knowledge, their theories and beliefs, while at the same

time allowing the patient's story its full opportunity to evolve, even if it
does so in directions the professional might neither expect nor wish?

Many practitioners found an answer in the medical narrative. Launer

(1999:117-119) identifies three aspects of the narrative in the client-
clinician encounter: firstly, the narrative he takes in the form of a

traditional medical history; secondly, the narrative that occurs in

counselling as something that needs to be listened to, to allow patients to

give coherence to their own history also see Shapiro 1993: 47-53); and

thirdly, narrative as a therapeutic stance which involves questioning the

patient in a way that explores new meanings which may make a

difference to the patient (Launer 1995: 379-389). The last point is of

particular interest, and to illustrate it, Launer cites the example of Helen
in the 1995 case study.
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Helen is a woman in her mid-70s, who sees him every month for her

high blood pressure. The blood pressure is however dealt with quickly
because Launer and his patient have other important things to talk about:
Helen was widowed about 10 years ago and immediately offered to

share her home with an elder sister. Tragically, the elder sister began to

develop Alzheimer's disease. In the years that followed, Helen was torn

between her sense of responsibility and an awareness that her sister's
needs could break her own health. She battled to keep the situation

afloat, and sometimes we fought together for resources against an

inadequate welfare system. Eventually, two years ago, Helen's sister
went into a nursing home; recently, she died. She had become mute,

doubly incontinent, and unable to recognise anyone, although Helen

always visited her daily. So after the blood pressure is measured, they
talk about Helen's grief and also her relief, she still has some unresolved

guilt about putting her sister in a home; also, she has a terrible sense of
waste concerning the seemingly meaningless end of her sister's life as

well as the fact that she spent her own widowhood toiling away which
now leaves her facing her own old age exhausted and quite depressed.

Is Helen suffering from depression? How does the predetermined, quasi-
scientific template of psychiatric diagnosis hold up against the
clinician's personal reading of Helen's story? General practitioners, like
all clinicians, are under pressure to make a diagnosis. Under pressure

from training, from managers, from the medical literature, and from
institutions like the royal colleges which exhort us to "defeat

depression." Indeed, the depression sound bite of NAMI, the US
National Alliance for Mental Illness, goes TREAT IT- DEFEATIT.
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But a diagnosis, certainly from a hermeneutics point of view, is actually

nothing more than a linguistic construct. Although it is often designed
for the needs of one profession, it may well serve others' needs

inadequately or not at all (see Armstrong 1996: 119-122). Used

thoughtfully, a diagnosis can be a convention that helps the doctor to

help the patient. Used without thought, it can become a tool for fending
off a doctor's anxiety. It may also distract attention from parts of the

patient's story that might create cognitive dissonance for the doctor.

Launer sees one solution to this challenge in looking at his work not just
as listening to Helen, nor just as formulating diagnoses, but to see it as

asking questions which explore a better story: the story of Helen not as a

person in decline who has failed and thus become a psychiatric case but
of a conscientious sister who did her best when faced with a terrible

dilemma. This type of exploration does not preclude offering Helen the

diagnosis of reactive depression or even suggesting treatment with

antidepressant drugs, but not without trying to find out if such

suggestions fit Helen's view of her story even when she expressly
concedes authority to the doctor (Launer 1986: 255-268).

Attempts to reframe mental health issues as stories are hardly ever

straight-forward, especially not for clinicians who have been trained in
the medical model of objective facts. For those clinicians, a story telling

approach may collide rather violently with the concepts of positivist,

objective viewpoints. Narratives are not necessarily about categorisation,
in fact, they may be about a lack of boundaries. Clinicians who stand at

the intersection between the world of stories and the world of

categorisation, between the role of interpreter and the ICD-10, the 10th
revision of the World Health Organisation's international classification
of diseases, may well feel that they are in an impossible position.
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Social constructionism does of course offer a way out of this dilemma,
and the social sciences and arts have been rife with literature about it for

nearly half a century now. It took however a while for the concept of
social constructionism to make the leap across disciplinary boundaries.
Often cited for introducing social constructionism into the medical
world are Burr (1995) and the therapists McNamee and Gergen (1992).
Pure social constructionism that sees all types of knowledge, including

professional knowledge, as stories that are negotiated as agreed versions
of reality, often as a means of exerting power, the sort that has been a

tremendous inspiration to anthropological and literary thought, was too

radical to be take hold in medical thought. But according to modified
versions of social constructionism, some stories may approximate to a

testable scientific reality, although they can never quite reach it. Used in
this way, social constructionism does not reject medical activity in the
name of (some idealised) interpretive purity but rather creates an

acceptance of the partnership between patient and doctor in exploring,

creating, and testing the efficacy of new stories.

When seen in this light, the medical consultation becomes an

opportunity for dialogue between different stories: the patient's

biographical one and the doctor's professional one. The doctor's
contributions may come in different forms, including interpretations
about the family origins of a problem or a conventional biomedical story

(e.g. an account of the genetics and biochemistry of schizophrenia).

Indeed, if mind and body are seen as interactive, then all medical

interventions, including even psychopharmacology, can be seen as an

agreed intervention into patients' "storying" of themselves. The doctor's
contribution to the story is valuable not as a truth which has prior and

superior validity to the patient's truth, but only if the patient finds the
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doctor's contributions to the plot useful (which would be Launer's view:

1999:117-119).

To give doctors more cause for worry about the chasm that lies between
the dominant medical and social constructionist perspectives on

diagnosis and treatment, research by Louis-Courvoisier and Mauron

(1002: 9-13) that compares the quality of doctor/patient relationships of
the 18th with those of the 21st century suggests that not much has

changed.. In both cases, the patient feels misunderstood. For instance,
the patient's pain (an experiential, personal story) cannot be translated
into the anonymous language of medical theory. Very briefly, it is the

argument of Louis-Courvoisier and Mauron that the patient and the
doctor not only vary in their respective social constructions of the

illness, but they also have different perceptual frames of the suffering
and pain of the patient: the personal pain of the patient is non-sharable

(also see Le Breton 2001). This fundamental chasm is therefore a

permanent feature of the patient-physician relationship. As such it

predates the advent of scientific medicine, and is also reinforced by the
latter (Louis-Courvoisier & Mauron 2002:9-13).

The phenomenologist, German Plessner (1970), has made a similar

argument as that of Louis-Courvoisier and Mauron about physical

suffering in the West. The way Plessner saw it, the experience of illness
in the West led people to recognise that they 'are' their body, as well as

'having', i.e. experiencing, a body. While being the sick body, the ill

person realises that they also 'have' a sick body - a sick body that is
distinct from their self. It is distinct insofar as it can be observed as if it

were someone else. As a result, the sick both are their illness and at the

same time are distanced, even alienated, from the illness (also see

Kleinman (1988:27) who notes the export of this western experience of
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the body-self dichotomy throughout this century to the rest of the world
as a psychological component of modernisation). As Hick notes (1999:

129-140), this classification of diseases based on mind-body split "must
be seen as a mutilation of what is perceivable in the individual patient -

'a loss of reality'".

So in addition to different perceptual models between doctor and patient,
Louis-Courvoisier and Mauron determined an 'understanding' that a

'real' understanding of another person's illness and pain is not possible,
as that illness is unshareable. These are some of the thoughts that float
around with regard to why it is so damn difficult to come up with a

correct diagnosis or rather an understanding that satisfies both patient
and physician. But regardless of how uncomfortable many clinicians are

with social constructionism, they are all aware of the trickiness of

making a diagnosis.

The narrative dimension of the physician-patient encounter is obviously

important. It is also multifaceted, and can be approached at all sorts of
levels. Unfortunately most conventional studies of the doctor-patient
consultation have tended to focus on structure rather than content and

therefore tend to be relatively superficial. Studies of the consultation

process, most of which have been conducted in primary care, have
focused on the structure of the encounter from greeting to closure (see

Byrne & Long 1976, and Pendleton, Schofield, Tate & Havelock 1984),
and played particular attention to concepts of doctor centeredness or

patient centeredness. Such concepts have been examined following the
medical tradition: they have been described (see Levenstein 1984:276-

282) and measured (see Stewart, Brown, Weston, McWhinney,
McWilliam & Freeman 1995),and discussed in terms of their influence
on professional practice (see Laine & Davidoff 1996: 152-156).
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What is particularly interesting for my purposes is that they have also

prompted an ongoing exploration into communication styles with regard
to patient satisfaction as well as clinical outcome. In recent years we

now have a number of discourse-centred studies that pay attention to the
stories of the patients, and which have produced valuable findings in

language use in different contexts (see Edwards & Potter 1992). Wodak,
for instance identified previously hidden patterns and perspectives in

outpatient clinics (Wodak 1996); Drew and Heritage (1992) looked at

health visitors, while Silverman analysed transcripts of interviews
conducted by HIV counsellors (Silverman 1997). Discourse analysis has
roots in linguistics, sociology, and psychology, and can be pitched at

very different epistemic levels. Regardless of the context, discourse

analysis follows the text, which, in most cases, is a piece of talk.

I wish to dwell upon the studies of Elwyn and Gwyn (1999) who
examined the processes of naturally occurring talk within the context of
clinical practice. In this case the patient was suffering depression, partly
as a result of the death of her son. Among the questions these
researchers asked of this example were: how is one version of events

selected over any other? How is a familiar reality described in such a

way as to lend it an unquestionable authority. Elwyn and Gwyn
understand that for all the science that underpins clinical practice,

practitioners and patients make sense of the world by way of stories65.
Even the most evidence crazed doctors have to translate their perception
of "biostatistical truths" into accounts that make sense to others. It was

Elwyn and Gwyn's conclusion that through the detailed study of
discourse in context, clinicians might learn to listen more constructively
to their patients' stories. So in order to define some principles for
clinicians to follow, Elwyn and Gwyn's textual analysis of patient-
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doctor interactions in clinical practice used detailed transcripts. In their

paper, 'Stories we hear and stories we tell' (1991: 186-188), they expose

the variety of Interactional perspectives that may occur within the
clinical encounter using techniques of microanalysis that take account of

text, tone, pauses, interruptions, and non-verbal communication-

Such information is critical to the understanding of patient-doctor

interaction, and other studies have emphasised such factors. For

instance, Copeland, Robinson & Copeland (1994) have noted that during

patient-doctor talk a cough might function as a discourse marker

signalling the speaker's wish not to terminate the interaction. Coulthard
& Ashby (1976) have found that the phrase "Anything else?" is
characteristic of doctors' preclosing moves in interactions with patients,
which however leaves it to the patient to go with it and allow closure, or

shift to a new topic. Brown & Levenson (1978) note that using the past

tense ("I wanted") for a request in the present allows the speaker to

remove herself from the here and now, which constitutes a common

feature of "negative politeness", a form of speaking that tends to be used

by people reluctant to be too pushy or demanding. The pace of the
conversation" is also important to note. As Elwyn and Gwyn say, "the
ritual of correct timing is necessary to maintain the necessary gravity
accorded to the ceremony of consultation and prescription" (Elwyn &

Gwyn 1999).

In addition to the pace, time can be used in a number of different ways:

while the doctor uses linear time in phrasing his questions: "How long
have you been taking those?", the patient, on the other hand, might

respond in event time: "Well my son was killed", as in the case studied

by Elwyn and Gwyn (1999). For the patient, linear time was only
relevant in relation to event time, i.e. her son's death, which is the event
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that initially led to her being prescribed antidepressants. Mishler (1984),
on the dialectics of medical interviews, made the relevant distinction of

the "voice of medicine" and the "voice of the lifeworld." By insisting on

a real time scale over a personal one (the one more meaningful to the

patient), the practitioner subordinates the voice of the patient's "life
world" to the voice of medicine. On the other hand, as Elwyn and Gwyn
discovered in the case of the depressed mother, when the doctor allowed
for the voice of the life world to take some precedence, the patient was

provided with the opportunity to fill in the kinds of linear detail which
she thought might be relevant: "well my son was killed" - lengthy pause

- "five years ago"). For the patient, "life meaning" comes before "time

meaning". Bearing this in mind, biographical detail helps establish the
narrative basis of the patient's condition, in this case, depression. It also

legitimises anything that might arise as a result of it, such as the patient's
continued use of antidepressant drugs. The patient's autobiographical
account gives insight into what Hillman (1983) called "sustaining

fiction", i.e. the explanatory causes that underlie the patient's story.

What is important to note is that ever new elements are added, other
ones renewed, reconstructed or abandoned. The patient's

autobiographical account is a processual matter.
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In Elwyn and Gwyn's patient-doctor interaction example, the patient's

biographical detail didn't stop at the death of her son. To illustrate how

Elwyn and Gwyn proceeded with their textual analysis, I quote the

following paragraph:

"We find that the patient's son did not simply "die." He was "killed",
that is died as the victim of a particular agent or set of circumstances.

Implicit in the pauses is an opportunity for the doctor to ask how her
son was killed, an opportunity that he chooses not to take. The pauses

act as a rhetorical device allowing the gravity of her loss to sink in and

gives an accounting for the prescribed drugs. But that is not all. Seeing
that the doctor does not request further information about the
circumstances of her son's death (a request which Elwyn and Gwyn see

as highly threatening to both doctor and patient), the patient then
enumerates two other losses in her family: the death of a baby

granddaughter from meningitis and the death of a son in law from a

heart complaint. The fact that the causes of death and the ages of the
dead are enumerated in both these other cases only draws attention to

the lack of explanation regarding the killing of her son".

"By emphasising the extent of her losses within a short space of time,
the patient avoids the possibility of being categorised as somebody

requesting antidepressant drugs without good cause. Hanging over

every patient is the potential accusation of malingering66 resulting in an

obligation to prove that a malady is not contrived and to express a wish
to get well. Moreover, in this transcript, the patient insists that it was

her doctor who "wanted her" to take the tablets (reinforcing her own

passivity in this decision despite their effectiveness). Then (as if further
evidence of her good intentions were needed) she states her wish to

reduce the dose, thus maintaining her contractual responsibilities to
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recovery. This wish to lower the dose is shown as her choice, a choice
unaided (indeed hindered) by her practitioner ("but doctor Y said she
still wanted me to take those antidepressants"), which strengthens the

representation of herself as a responsible member of society; she states

later in the consultation: "I wouldn't like the thought of being on them
forever (Elwyn & Gwyn 1999: 186-188)

For the doctor in Elwyn and Gwyn's example, this narrative appeared
out of the blue. He records:

"I hadn't expected this: three deaths and a request to withdraw from

antidepressants during a routine repeat prescription. Would that be all

right? To participate in a shared decision about the end of grief, about a

symbolic farewell to a son, killed five years ago. I attempted to give her

autonomy over her decision, hoping not to abandon her. But it wasn't

enough. How could I tell her that I didn't know. That if I had lost a son

I can't imagine surviving at all, never mind coming off tablets (Elwyn
& Gwyn 1999: 186-188)

It is reassuring that he was aware of the devastating effects that

physicians' abandonment can have on patients (Quill & Cassesl 1995:

368-374), and consequently this doctor was adjusting his response to an

anticipated arrival of what he said. Elwyn and Gwyn maintain that the
consultation gains a whole new dimension through the ways in which
the patient continuously engages in their own sustaining fictions that are

central to the individual's presentation of self and sense of personal

identity. Elwyn and Gwyn acknowledge that this sustained fiction is not

unique to the patient, that we all do it67. I am however not sure, just how
aware they were of the extent to which their textual analysis was
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saturated with their own interpretation; like emotikons68 on e-mail,

transcripts without the tone of voice are not the whole story.

Through their transcripts of doctor-patient interaction, Elwyn and Gwyn
reveal intricate communication strategies. An awareness of those can

reveal much to the physician about how patients construct their roles
within consultations, and open up a new way of listening to the signals
which so often pass unnoticed. Elwyn and Gwyn (1999:186-188) go on

to rejoice over the possibilities opened up by such an analysis, namely to

get that step nearer to reconstructing "the imaginative universe in which
human acts are signs". This might well include some signals acquiring

meaning in the doctor's mind that they never had when they left the

patient's mouth. And this will always be a feature of human interaction.
And going beyond the mere medical model of blood pressure and linear
time is certainly a step in the right direction.

There is another dimension to the type of discourse analysis that Elwyn
and Gwyn conducted: regardless of whether one refers to such efforts as

sense-making, meaning production, explanatory model, sustained fiction
or narrative, more and more medical studies have shown that the

patients' perceptions of what happens within consultations are more

valid than measures based on coding structures can be (see Tuckett,

Boulton, Olson, & Williams 1985; Margalith & Shapiro 1997: 419-427);

Stewart, Brown, Weston, McWhinne, McWilliam, & Freeman (1995).

These examples indicate that the limits of medical measurement and the

importance of the way patients perceive medical consultations are

important, but even more important is the acknowledgement of the bias
or sustained fiction on the part of the health care provider, which turns

the interaction into "finding common ground" from both angles. But
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even more important than the mere acknowledgement of meaning,

beyond the blood pressure, involves the patient in the decision making

process, an important factor that is known to reduce costs for the health

service, which underlines how critical a role the patient-doctor
interaction plays in the use of health resources (Redelmeier, Molin &

Tibshirani (1995): 1131-1134). Going beyond a superficial assessment

of the consultation allows physicians to examine the perceived messages

that patients take away into the longitudinal discourse of their own lives

(Charles, Gafni, Whelan (1997: 681-692).. By becoming interested in

talk, clinicians might be able to listen more constructively to their

patients' stories, as Kleinman does, and might be able to allow what
Silverman (1987)calls a more "democratic arrangement of voices"69.
And lest we forget, Elwyn and Gwyn sigh, "for countless patients it is
the telling of their stories that helps to make them well".

This observation has been made by countless physicians, and it has

particular relevance for mental health issues. Not for nothing is

psychotherapy often referred to as the talking cure. There are two

dimensions in which telling their stories makes the patient feel well: on

one level it is the fact that someone listens, which allows the patient to

create themselves within the social, rather than a medical encounter. In

this regard, whether the listener is the practitioner or not is often of
subordinate importance. This urge to tell their story to someone, the
basic human need to be understood, to be known, is what brought many

women to Miles Terrace. The fact that at Miles Terrace the staff was

more easily available to talk their stories through with the women, or

rather to listen to the women talk their stories through, was one aspect

that was much appreciated about the set up of the crisis project. Those
women with experience of both, hospitalisation as well as experience of
the residential care in the setting of the crisis project, rated Miles Terrace

226



much higher in this respect, as it provided a favourable, more or less

non-judgmental listening in which they could make sense of what had

happened to them, what was happening with them. And this brings us to

the other dimension of a patient's need to tell a story which

complements the need to be heard, with the need to make sense, the

quest for meaning, which lies at the basis of social constructionism.

RECONSTRUCTING ILLNESS AND LITERARY GENRES.

The ground work for such use of narratives in the healing process had of
course been laid by Arthur Kleinman in the late 1980s. It was his

publication (1988)of the Illness Narratives that had greatly enriched the

patient-physician encounter by looking at the patient in the changing
context of illness and care. It was Kleinman who had introduced the

narrative element into diagnosis and care by drawing up mini-

ethnographies of his chronic pain patients (1988) But Kleinman's illness
narratives focused on the spoken narrative and the wider context of the

physician patient encounter.

Instead of the immediate medical encounter, Anne Hunsaker Hawkins

looked at illness from further a field; instead of analysing the way

information was coded in a diagnostic context and a care setting,
Hawkins attempted to reconstruct illness by looking at written illness

narratives, at autobiographical and biographical accounts of illness that
she calls pathographies70. Her book Reconstructing Illness: Studies in

Pathography, was first published in 1993. With a background in
medieval literature, the constrains of the medical model in

conceptualising illness did not apply to Anne Hunsaker Hawkins and her

specialist knowledge of John Donne had her see illness writing as deeply

pervaded by mythic thinking. Looking at examples of pathographies
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primarily from the 20th century, she locates stories of illness within a

larger framework of medical discourse and cultural practice.

Mythic constructs, she argues, organize the way patients understand
their illness, and influence how they interact with the institution of
medicine. According to Hawkins, myths are at the basis of how patients
write their narratives. These myths are formulative in that they attempt

to create order out of the disorientation of illness. Hawkins identifies

archetypal myths that transcend cultures and occur all throughout

history, examples are myths of journey, of battle, myths of death and
rebirth. Since the first edition, she has added more myths, e.g.

ideological myth, which stand in contrast to the archetypal ones in that

they are fixed to a particular point in time and place. An example for
such an ideological myth is the myth of healthy mindedness, a way of

thinking that Hawkins had called merely "mythos" in the earlier edition.
Hawkins proposes two additional ideological myths, the Gaia myth
which links illness with environmental problems as well as the myth of

narrativity. In specific cases, Hawkins identifies how the myths function,

differentiating between those that are enabling or disabling, and whether

they are medically syntonic or dystonic, coherent with the self or not.

Myths that have an enabling function are adaptive, useful, help recovery

or adjustment, ameliorate suffering. They are often medically syntonic—

compatible with the belief system of Western medicine. A notable

exception is the myth of healthy-mindedness, which, when it is enabled,
often controverts traditional medical practices.

Hawkins' focus on written pathographies was taken up further by Arthur
Frank and Thomas Couser; it was the theories of those three scholars, all

couching their explanatory models of the narratives of ill people into a

larger developmental context, that effectively launched the study of
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pathography as a new literary genre, a genre that would have a

tremendous impact on the way illness is perceived.

In 1995, two years after Hawkins' publication of the centrality of myths
in pathography, Canadian sociologist Arthur Frank published The
Wounded Storyteller. Frank (1991) based his concept of an ill person's
narrative on his own experience of cancer and heart disease. , six years

before the wounded storyteller and one year before Anne Hunsaker
Hawkins introduced the concept of myths. In a meaning-making move

that transcends the picture he had painted of a picture of illness that

begins where medicines leave off, a picture of a remission society,
whose members all live in some state of illness or disability, Frank
reclaims the power he had lodged in the physical body and instead
recasts it in the ill person's narrative of their illness.

Arthur Frank (1991) writes as a wounded healer himself and rejects the
term pathography on the basis that no ill person would use it. His use of
the concept of the wounded healer draws attention to the fact that, in
contrast to the way the western medical model would usually have it,
illness is not always exclusively on the side of the ill person, and nor is
all health on the side of the healer. It is the healer's own wounds that are

the source of his healing power. Likewise, telling the story of one's own

illness allows ill people to access their own healing powers. In fact,
Frank's wounded healer does not only access his own healing power

through his story, but rather he reclaims it from the modernist

conception of illness; this conception had been colonized in so far as the

body of the ill person, and with it its life narrative, had been taken away

from the ill person and handed over to the biomedical expertise of
medicine. When wounded, people may be cared for, but as storytellers,

they can care for others. The ill and all those who suffer, are not
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confined to being ill, they can also be healers. Their injuries become the
source of all the potency of their stories. The healing takes place on both
levels that I mentioned earlier: by claiming the life narrative back from

medicine, authority over one's own fate is reclaimed and through

sharing the illness stories, the ill create empathic bonds between
themselves and their listeners. As the stories are retold over and over

again, these bonds expand and are reinforced. Those who listen need
then tell theirs, and the circle of shared experience widens. Frank
identifies four dimensions by which one's relationship to the body may

be understood: control versus contingency, self-versus other-relatedness,
dissociation versus association with the body, and desire versus lack of
desire.

In Frank's model of the Wounded Storyteller, serious illness destroys
the destination and map that had previously guided the ill person's life.
At the moment when the illness kicks in, all order is turned upside
down and all previous meaning is drained away, and thus ill people
have to learn to think differently. They learn by hearing themselves tell
their stories, absorbing others' reactions and experiencing their stories

being shared. According to Frank, this story is told through the
wounded body.

Frank defines three ways the upheaval of the illness can take. A
restitution narrative, refers to a gee whiz type of a remarkable recovery,

that reintegrates the person back into society pretty much the way it was

before. Illness is seen as transitory, the narrative itself is a modernist one

that response to an interruption, while being above the interruption. The

body returns to its former image of itself, the illness has been managed.
Illness in a restitution narrative is transitory, but offers no dimension of

spiritual growth; rather it's like a broken car that's fixed.
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In Frank's second narrative, illness is not transitory and the chaos
introduced through illness is not resolved. Life is never going to get any

better, the ill person has thrown away all narrative meaning making

power, it is in fact an anti narrative.

Frank's third type of narrative comes closest to the spiritual moment of
van Gennep's liminality, and involves transformation. A quest narrative
meets suffering head on. In contrast to the chaos model, illness is

accepted and ways to use it are sought. Illness is the occasion of a

journey that becomes a quest. Quest narratives talk about what it's like to

be in pain; they involve a person's hopes and fears, his or her sense (or
lack of sense) of the meaning of suffering and the possibility of death.
Rather than telling others what they should do in order to return to their
former state, quest narratives bear witness to the experience and shared
wisdom. By writing to his younger self before illness, Frank enters into a

quest narrative:

"For all you lose, you have an opportunity to gain: closer relationships,
more poignant appreciations, clarified values. Your are entitled to mourn

what you can no longer be, but do not let this mourning obscure your

sense of what you can become. You are embarking on a dangerous

opportunity. Do not curse your fate; count your possibilities." (Frank

1991:23)

The medium through which Frank's narratives are told is the body, and I
would like to remind the reader that mental health is never divorced

from the body. Despite the way the mind/body split still informs
Western society, social and psychological factors in all illnesses are

recognised, and from this point of view, the World Health Organisation
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argued in 1963 that every illness is psychosomatic, there are no

psychosomatic illnesses per se.

In sum, Anne Hunsaker Hawkins introduced the concept of myths for

making meaning of illness, while Arthur Frank lodged the narrative

power in the teller of the story, and in the narrative itself. Two years

after Frank's Wounded Storyteller had hit the scene, Thomas Couser

(1997) added the element of authorship to the so-called pathographies, a

term that, I have to agree with Frank, is rather grating. With a

background in autobiography and other forms of life writing, Couser
was primarily interested in the issue of narrative authority. Other than

Frank, who locates the issue of narrative authority primarily as

reclaiming power over the body, which had been colonised by the
medical model, In his book Reclaiming Bodies (1997), Couser further
explores such discourses of dominance; he is interested in the ways

autopathography can be counterdiscursive to the prevailing biomedical
narrative of western medicine, and in particular, how autopathography,
as the literary expression of the self-determined life, is counterdiscursive

to the cultural stigmatization and marginalization that often accompany

illness or disability. Couser {ibid,^explores these issues of

marginalisation by focusing on four illnesses and disabilities that have
been particularly associated with stigma, namely breast cancer, AIDS,

paralysis and deafness. Both issues, marginalisation and stigma, are also

very high on the mental health agenda (see Sayce 1000); in many ways,

the questions are the same. For an example writing of the lived

experience from the perspective of 'the deaf voice': Is deafness

represented through a biomedical model, as a pathology; through a

social model, as an impairment made into a disability by an indifferent
or hostile hearing culture; or through a cultural model, as a legitimate

way of living and being" (Couser 1997: 230). By analyzing how
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"embodied difference" is culturally constructed, Couser also
deconstructs "discriminatory or marginalizing cultural hierarchies"

(Couser 1997: 179). To what extent, Couser asks, do authors integrate
illness narrative into a larger life narrative? Can only the autobiographer
narrate illness, how about the biographer? How exactly are the stories

constructed, do they achieve a "comic plot" and narrative closure. He

looks into the ways subjectivity is instrumental in forming narrative

authority, representation, and resistance to a dominant medical or

cultural narrative.

Underlying Couser's argument is the strong belief that the boundaries of
normal/disabled are blurred and can be contested, that society treats

disability as foreign when in fact, sooner or later, it is part of every life.
Couser's final point is the other side that comes with stigmatisation,

namely how by privileging self sufficiency, the profound ways in which
we are all interdependent are ignored. I cannot emphasise this point

enough, as it was at the very heart of the systemic model, on which
Miles Terrace was founded71.

As a note on the concept of pathography, Peter W Graham coined the
term metapathography after he had looked at three writers with a health

problem, Norman Cousins, Reynolds Price, and Raymond Carver, and
saw a correlation between the ill person's gift as a writer and the

strength of their own pathographic healing power, along the lines of the
better you write, the better you heal Graham 1997: 70-87), or, stated

differently, illness develops differently in writers than in less gifted

people.

At this point, I would like to provide a narrative given us by Carol
Thomas which she entitles "Living in the Borderlands of Disability", and
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through which explores aspects of the issue of marginalisation and

stigma. Her narrative (1999) refers to a physical disability, but the issue
at heart remains in many ways the same, whether it be deafness, AIDS
or schizophrenia.

CAROL THOMAS: LIVING IN THE BORDERLANDS OF
DISABILITY

I was born without a left hand, an impairment which I began to conceal
at some point in my childhood (probably around 9 or 10 years of age).
This childhood concealment strategy has left a long legacy: I still

struggle with the 'reveal or not to reveal' dilemma, and more often than
not will hide my 'hand' and 'pass' as normal. But concealment carried,
and continues to carry, considerable psychological and emotional costs

and has real social consequences. This hiding strategy was partly bound

up with school life, but looking back I think a key influence was my

association with the 'Roehampton Limb Fitting Hospital'. Once a year

from a very young age I was taken by my parents to this hospital. My

parents felt it was their duty to do this for my sake: to seek the advice of

'experts'. On these annual visits, my 'hand' was examined by a doctor
who I remember as being very kind, and questions were asked about
how I was 'managing'. As a result of these visits I was kitted out with a

number of 'aides' like a strap which went around my left 'wrist' in
which a fork could be inserted so that I could eat with 'two hands' like

everyone else! The main 'prize' of these visits, however, was a series of
artificial, or 'cosmetic' hands. These were ghastly, heavy and
uncomfortable objects which I invariably relegated to the drawer soon

after receipt. By the middle of my teenage years I had a gruesome

collection of hands in the drawer. It was only some years later that I

finally threw them away I remember standing in front of a full-length
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mirror gazing at myself with the latest cosmetic hand on - how strange

and unnatural it looked. Fortunately my parents never pressed me to

wear these hands - leaving it up to me to make the decision. You could
count the number of times I wore these on the fingers of one hand!
However they did their work indirectly because the underlying message

was clear. The experts were saying that my 'hand' was something to be

hidden, disguised. I had to appear as 'normal' as possible. I found the
easiest solution was to hide my 'hand' in a pocket, and I became very

skilled at this concealment. Thereafter I always had to have clothes with
a strategically placed pocket. So it was, and so it is.

Doctors and others in 'caring' positions were conduits of the "conceal
that which is 'bad' or shameful, make things appear to be 'normal'"
narrative which was embedded in their professional and personal

identity narratives. My own on tological narrative, like those of the
others discussed, has been retold through and in the new public
narratives associated with the disabled people's movement. However,
one of the difficulties in sustaining it, or rather in 'acting it out', is that
the long history of 'hiding' my impairment has meant that it is 'second
nature' to me now. There is thus a disjuncture between my sense of
'who I am' (a disabled woman) and the sense of 'who she is' held by
most other people who know me.

This means much of the time I feel that I am in the 'borderlands'

between the disabled and non-disabled worlds, and I suspect that this is a

very common experience for people like me who have impairments
which, for one reason or another, are not obvious." (Carol Thomas

1999:11-12)
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CHAPTER VIIURELATIONAL ETHIC THROUGH
NARRATIVE COMPETENCE

FROM PRINCIPLE BASED TO RELATIONAL ETHIC

Arthur Frank would call Carol Thomas a wounded storyteller, Couser
would refer to the account as an autopathography, but regardless of
what name they go by, stories like this one can communicate certain
issues in ways more powerful and that reach further than textbooks.
The recognition that certain issues that are central to the field of
medicine and medical care, are better communicated in non-scientific

ways led to the development of medical humanities. The US were

leading the way, and the first medical humanities programmes were

established in American medical schools in the 1970s and '80s.

Literature in medical humanities programmes was seen as making a

particular contribution to teaching medical ethics (Jones 1990).

Some theoreticians have distinguished between an "additive" and an

"integrated" application of narrative to medicine (Evans & Greaves

1999:1216). The former sees the arts as adding on to an existing
biomedical knowledge base, whereas the latter attempts to refocus the
whole of medicine to an understanding of what it is to be fully human.
Richard Smith has observed, 'The additive view is that medicine can be

"softened" by exposing its practitioners to the humanities; the integrated
view is more ambitious, aiming to shape the nature, goals and

knowledge base itself (Smith 1999: 319)'.

LITERATURE AND MEDICAL NARRATIVES.

On an additive level, literary stories were understood to be useful in

"fleshing out" issues or dilemmas in medical ethics, encouraging them to

be seen as embedded in particularised human contexts, complicated by
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powerful emotions and complex interpersonal dynamics. Writings by

physician-writers have become staples of such teaching, and the short
stories of the physicians Williams (The Doctor Stories 1984) and Selzer

(Letters to a Young Doctor, 1982) have become especially well known
and frequently taught. Initially, discussions of stories such as Selzer's
"Brute" and William's "The Use Of Force", served to explore standard
ethical principles such as autonomy or respect for persons, beneficence
and non-maleficence, and social justice" (Bell 1984:143-151). In both
"The use of force" and "Brute," a doctor physically assaults a patient in
order to diagnose or provide treatment. Such stories as these obviously
allow an exploration of the ethical issue about whether such powerful
medical paternalism can be justified by claiming that what the doctor did
was for the patient's own good.

The use of such stories as literary cases to complement the teaching of

principle based ethics, is the most basic way in which narrative has
become important to medical ethics. In addition to principlism, an ethics

exclusively based on principles which has been the dominant form of
medical ethics in the Western world, literary narratives were used to

illustrate two further dimensions in the early days of ethical humanities:
narratives were used as moral guides for living the good life, not just in
the practice of medicine but in all aspects of life. Furthermore,

autobiographical accounts of either patients or their friends and family
were useful as witness accounts, as their experiential truth and passion

compelled re-examination of accepted medical practices and ethical

precepts (Jones 1999: 253-256).

In the past decade, medical narratives have been used more and more to

replace the emphasis upon the principlism of medical ethics with a
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paradigmatically different practice (Hudson Jones 1999: 253-256).
Harold Bloom, a distinguished literary critic, asserts that reading does
not make us better, more-caring people, but rather, reading is essentially
a selfish activity (Bloom 2000). While reading can expand an

individual's intellectual horizons, it does not automatically engender
altruism or increased sensitivity to others. In the same vein, the

physician Raymond Tallis (1005_, in his book Newton's Sleep, goes to

great lengths to argue that an acquaintance with the arts does not make
individuals more caring; in fact, it might make them less so. He quotes

Tolstoy's tale of an aristocratic woman weeping in the theatre at the

imaginary tragedy enacted on the stage, while outside a real tragedy is

taking place as her faithful coachman freezes to death. Here art serves to

deceive the woman that she is sensitive, when she is actually
inconsiderate. As Proust wrote, "reading is on the threshold of the

spiritual life; it can introduce us to it: it does not constitute it (as quoted
in De Botom 1997: How Proust Can change Your Life)"

It is, however, precisely this inducement that feeds the claims that
books about illness and suffering help doctors better understand the
inner experience of their patients and, as a consequence, develop greater

empathy. It is considered that a medical culture that takes a positive

approach to the humanities will greatly encourage such explorations

(See Beveridge 2003: 385-387). Several canons have in fact been

proposed (see Greenhalgh & Hurwitz 1999:385-387 on reasons for the
medical .use of narratives).

However, if the aim of using literary narratives in medical training is to

develop interpretive skills, this can be achieved no matter what books
are read; they do not have to be about medicine, psychiatry or mental
illness. This leads to another function of medical narrative in medicine,
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and that is of its form, the emphasis upon which has led to the

development of the field of narrative medicine. The techniques involved
in understanding and analysing a novel can be applied to the

understanding of patient discourse. This allows the practitioner to

become more sensitive to the nuances and subtexts of a patient's
communication. Such an approach leads to a development of complex

interpretive skills. Several literary devices have clinical resonances. For

example, the concept of the 'unreliable narrator' is especially applicable
to the understanding of a patient's history. This refers to the situation
where the character telling the story might give, either by design or

unwittingly, a misleading or distorted account of events. For example, in
The Diary of a Nobody by George and Weedon Grossmith, the narrator,

Charles Pooter, attempts to present himself as a man of dignity, but his
account of himself and his encounters with others reveals that he is

instead a figure of fun. A similar phenomenon can occur clinically when
a patient's story suggests to the psychiatrist a different picture than the

patient intended (Beveridge 2003:385-387).

Familiarity with and knowledge of the principles of narrative fosters
awareness of how those principles are at work in narratives - or rather
how we apply them ourselves in our readings and consequently how

they shape our understanding. The questions that are asked about a

literary text - who is the narrator? is the narrator reliable? from which

angle of vision does the narrator tell the story? what has been left out of
the narrative? whose voice is not being heard and why? what kind of

language and images does the narrator use? and what effect does that
kind of language have in creating patterns of meaning that emerge from
the text? - can also be used in the examination of ethical texts and

practices (see Chambers 1994:60-78).72
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As already mentioned (see Chapter VII), Hunter's work on the narrative
structure of medical knowledge has helped clarify some of the mental

processes involved in medical education and practice; and Brody has
described a narrative ethics in which the doctor must work as co-author

with the patient to construct a joint narrative of illness and medical care

(Brody 1994: 79-92).This co-authoring involves more than simply

recognising the patient's autonomy as author. Brody calls it a relational
ethic {ibid.), and it is such a relational ethic that Kleinman (1988) has

written about from the doctor's perspective, and Frank {The Wounded

Storyteller...1995) from that of the patient. Both, the doctor and the

patient, agree that such a narrative practice is relational and requires the
doctor to be an empathic witness of the patient's suffering. Ideally,
narrative ethics recognises the primacy of the patient's story while still

encouraging multiple voices to be heard and multiple stories to be

brought forth by those who are involved in the resolution of a case (see
Jones 1999: 153-256).

FROM NARRATIVE ETHIC TO NARRATIVE COMPETENCE

As I already mentioned in Chapter VII, North American medicine was

much quicker than the UK to incorporate what the humanities had to

offer for medical curricula, with the result that every self-respecting
North American university runs a faculty, a department, or at least a

journal with a focus on the medical humanities. The medical profession
in the UK was somewhat slower to engage with the humanities. It was

not until 1993 that the General Medical Council of Tomorrow's Doctors

recommended the inclusion of medical humanities in the required
curriculum for undergraduate medical education in the UK. The British
Medical Journal, which represents the most important medical
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discussion forum on the basis of its excellent website and because every

doctor in the country gets it for free, only launched its journal, Medical

Humanities, in 2000. It was the same year that a national conference on

"The Healing Arts: The Role of the Humanities in Medical Education"
was held. There was also the creation of an Arts and Medicine faculty at

Durham University and a faculty of Medical Humanities in Wales.

NARRATIVE MEDICINE

The term narrative medicine was invented by Rita Charon, a subject on

which she has written widely since the late eighties (see Charon 1989,

1992, 1993a, 1993b, 1994a, 1995b, 2001a, 2001b, 2004) . She is a

general internist, and also the director of the programme in narrative
medicine at Columbia University, NY. In a website of LitSite Alaska,
she recently explains the reasons for her developing Columbia

University's programme of narrative medicine (see

Http://litsite.alaska.edu/uaa/healing/medicine.html). She notes that after
a several years of general internist practice, she realized that what

patients paid her to do was "to listen very expertly and attentively to

extraordinarily complicated narratives". These narratives, she says, were

told not only in words, but also through gestures, silences, tracings,

images, and physical findings. It was her job to provide coherence to

such (often contradictory) narratives. She was at the very least obliged to

give them provisional sense, enough sense to be acted on. She came to

understand herself as the interpreter of a myriad accounts of events -

those telling of pain, suffering, worry, anguish, or the sense of

something just not being right. She tells us that she came to the
realisation that patients have these very demanding "telling" tasks to do,
while doctors are responsible for the very demanding "listening" tasks.

Wanting improve her listening skills, Charon began postgraduate
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studies in the English Department at Columbia University, where in time
she completed her Doctorate. It is her position that the narrative skills
she learned in her English studies made her a much better doctor: she
became capable of following the narrative thread of her patients' stories,

recognizing their governing images and metaphors. She became able to

adopt the patients' or family members' points of view, and to identify
the sub-texts present in all stories. She became able to interpret one story

in the light of others told by the same teller. She also found that the
better she was as "reader" of what her patients told her, the more deeply
moved she became by their predicament. She tells us that she then made
herself more available to patients in her daily practice of medicine. She
concludes that the conceptual frameworks of literary studies, especially

narratology, "give us theoretical means to understand why acts of

doctoring are not unlike acts of reading, interpreting, and writing and
how such things... [as the latter] ...make us better doctors"

(http:/litsite.alaska.edu/uaa/healing/medicine.html). She notes that "by

examining medical practices in the light of robust narrative theories, we

begin to be able to make new sense of the genres of medicine", and
ethics (e.g. the role of empathy) attached to them, (ibid.)

However, narrative medicine is not only about a much improved

understanding of the patient's story, but also about the therapeutic

listening of practitioners across the range of oral history, trauma studies,

autobiography and psychoanalysis. In addition to the patient's story,

Charon paid attention to the doctor's own story (2001:84). She noticed
how many medical school memoirs were being published, examples

being Dr X (INTERN 1965), Shem's House of God (Shem:1995),
Mullan's White Coat, Clenched Fist: The Political Education of an

American Physician (Mullan 1976), Konner's Becoming a Doctor: A

Journey of Initiation in Medical School (Konner 1987), Perri Klass' A
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Not Entirely Benign Procedure: Four Years as a Medical Student (Klass

1987), (unusual in that she got pregnant), and her subsequent Baby
Doctor (Klass 1992), Takakuwa, Rubashkin and Herzig's anthology

(2003), What I Learned in Medical School - Personal Stories of Young

Doctors, and even Ramsdell's (1994), My First Year as a Doctor: Real
World Stories from America's MD's. Many of those memoirs were told
in sadness, rage and contrition, which Charon attributed to an urge, or

rather need to tell them: "The width of the alienating discontinuity

opened by medical training suits physicians particularly well for writing

autobiographies and even suggests that they, more than other

professionals, need to write them" (Charon 2001b: 84).

When doctors write down their own narrative of themselves in relation

to the patient's story, focusing upon an aspect of their care, they often
render whole that which they observe and undergo, revealing
transcendental truths about ordinary life, truths that are exposed in the
course of illness. So Charon began coaching her medical students and

colleagues in writing reflectively about their practices in what she
labelled as 'Parallel Charts' to more accurately understand what their

patients experience and also what they themselves endure in the course

of caring for the sick. She tells us about encouraging her students to

document "their own anguish in caring for patients as well as their

victory when things go well, their rage and mourning and dread, their
fear of mistakes, their inability to know what to do, their sense of loss as

patients sicken, no matter what they do" (Sharon 2005:

http://litsite.alaska.edu).

While narrative was once considered a civilizing veneer for the

gentleman physician, narrative understood as reading literature, studying
humanities, writing in literary ways about practice, narrative competence
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is now being recognized as central to medical training for empathy and
reflection. Narrative competence improves many capacities that
medicine sometimes lacks, such as attunement to patients' individuality,

sensitivity to emotional or cultural dimensions of care, ethical
commitment to patients despite fragmentation and sub specialization,

acknowledgment and then prevention of error (Charon 2004: 862-864).

Between 1989 and 1995, Annals of Internal Medicine conducted

workshops entitled "Meaningful Experiences in Medicine" at annual

meetings of the American College of Physicians and the Society of
General Internal Medicine. Most of the stories involved one of three

major themes: a fundamental change in the doctor's perspective, a

connection with patients, and a difference made in someone's life (see

Horowitz, Suchman, Branch, & Frankel 2003: 772).. They could have
recounted tales of diagnostic or therapeutic triumphs, but they uniformly
told stories about crossing from the world of biomedicine into their

patients' world, and more so, they described how relationships deepened

through the process of recognizing the common ground of each person's

humanity. More than vehicles for medicine or surgery these doctors
discovered and were deeply gratified by the intrinsic healing capacity of

simply being present. The writing process stimulated clarification of

personal values and priorities, created a context for peer support and
fostered recognition of opportunities to make constructive changes in
their professional lives - all in line with Charon's vision of narrative
medicine (see Horowitz, Suchman, Branch, & Frankel 2003: 774).

Likewise, in line with Charon's observation of the surge of medical
school memoirs, Brady, Corbie-Smith and Branch (2002: 220-223)
tracked their primary care residents through three years of their training.
The first year had everyone search for professional identity and core
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values, while the narratives produced during the second year were

characterised by despair, disillusionment and detachment, with most

residents lost in the depths of agonizing experiences. It was as if second

year was a liminal period again, leading to a transformation in third year,

which reenergized the house staff, leading them to theme their narratives
around hope and reconciliation.

Gillie Bolton, who has made a case for reflexive practice through the use

of narrative in the UK (see Bolton 2001),73 points out that any such
reflexive exercise involves a risk of 'uncovering things they don't want

to know about themselves (Bolton 2001: 51)'. Especially with sensitive
and competent facilitators, both, Bolton and Brady, Corbie-Smith and
Branch have had the experience that, generally, people participating in
such exercises will intuitively go only to the point at which they are

psychologically comfortable.

Doctor's narratives are now mainstream, and many medical journals
have inaugurated narrative features such as Annals of Internal
Medicine's "On Being a Doctor", The Journal of the American Medical
Association's "A Piece of My Mind", and Health Affair's Narrative
Matters.

There is so much more to say about medical narratives, let me introduce
to you Michael Foxton:

For two years, Michael Foxton wrote the Bedside Stories column in the
Guardian (see Foxton 2003) - about the hell, the horror and the humour
of being a junior doctor. In 2003, when he qualified as a psychiatrist, he
decided it was time to put away the pen and take the day job seriously.
He says the following:
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"...There are some doctors who put me to shame. When I talk to my

girlfriend I am mortally embarrassed by how truly caring she is. There
are doctors like this in the world. But then I remember that when she

first started as a house officer she was just as much of a misery guts as

I was. Medicine toughens you up. Maybe that is why they make you

work those hours, to separate you off from the pain. Once you stop

being incompetent and you forget what it was like to go to bed, you can

turn into a nice guy again.

I stopped writing my column in this paper because I started to love my

job, and there is nothing more tedious than reading about a requited
love affair. I was starting to be an all-right psychiatrist in a nice job.
You can't write about that in 800-word anecdotes, and I didn't want to

carry on just talking about the horrible stuff. That is the trite answer.

. ..For six months, we drank until we vomited, and then gave each other

drips, anti-emetics, painkillers and ulcer drugs to get through the next

day without collapsing. I never saw any of these people again more

than twice in the next two years.

These were the things that kept me sane, and made me happy. Now, the

things that make me happy are my girlfriend who will soon be my

wife, and the babies I plan to have, and the chance that I might one day

get better at being a shrink. I don't want to make my work into funny

stories, and I don't need to any more.

I'm a psychiatrist. Not a journalist. And I hope I will be an all-right
one." (Foxton 2003: The Guardian. 17 November)

By the sounds of it, Foxton, while he might not be a wounded

storyteller, did eventually graduate to stage three of Brady, Corbie-Smith
and Branch's (2002: 220-223) primary care residents, by which time
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their professional identity and core values had been defined, they had

gone through a second year of destitution and despair, only to emerge

reenergized by themes of hope and reconciliation.
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ASHA : MY NARRATIVE FROM MILES TERRACE.

Asha was a 23-year-old woman of dual heritage, her father was white
and her mother Afro-Caribbean. Asha's father wasn't very present when
she grew up, and as she put it herself, she'd find herself faced with a

stream of temporary uncle Bobs, her shorthand for a series of substitute

fathers, the succession of her mother's flames. "It was one of these

flames which burnt down my childhood. These bastards Mom brought
home were either ignoring me or trying to suck up to me in a way to

impress my mother. Maybe they were trying to demonstrate that they
were father material, in an attempt to extend the shelf life of their

relationship with my mother".

"I just hated all this false attention, these men showed me, and as I

grew older, their attention became sexual - which was always
unwanted. On one such occasion I was at home alone with Max, the

flame of the day, and he molested me. He said that this would be the

making of me, but instead it was the unmaking. Since I was seven I
have been in and out of some institution or other for head stuff, you

know. I have this uncontrollable rage, which is getting me into trouble,
a tendency to lose it over the simplest thing, you know what I mean,

just lose it bad. It's usually when I feel that people aren't respecting me,

they're just ignoring me, you know me Salma."

Over the years that I was working at Miles Terrace, I got to know Asha

very well - She was what is referred to as a 'revolving door patient', a

resident who came back regularly. Each summer I was working at the

project, our paths crossed, she was either leaving when I arrived or

arriving when I was leaving to return to St Andrews. So we often had a
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conversation, usually about who had let her down or who had messed
with her head - which usually meant a relationship break-up.

The thing I found really curious was that no matter how unwell or

distressed Asha felt, she always found the energy or desire to turn up

each night at her job in the city as a pole dancer. I remember the first
time she told me about her job, when she laughed at my shock. "How do

you think you can work with me when you have such a sheltered

upbringing?" asked Asha. "What do you mean... I just thought that if

you're in the project, you can't really be up to going to work" I replied.
"What you're really shocked about, is the fact that I am an exotic
dancer... I should not be doing this, particularly with my history of
sexual abuse and all the other abuse that must be in that file of mine in

the office".

"Okay I seem such a stereotype caught in a cycle of sexual

exploitation, yeah... being abused as a kid, then becoming a dancer.
The club I dance at is for women only... no way would 1 dance for any

slimey bloke fiddling with himself under his dirty raincoat whilst

watching me wriggling on a stage where you couldn't swing a cat. No

way man... I'm not that stupid".

I just laughed nervously and said "How is dancing for women any

different from dancing for blokes?"

"It's very different - you are in control, the women watching are less
about penetrative sex, but more about love and sensuality, dancing
makes me feel alive, good about myself. There's many ways to skin a

cat."
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During my fieldwork year at the project, Asha was one of the main

people I had worked with on and off. I remember a particularly chaotic

discharge of Asha. She had been admitted for excessive drug-taking and
not sleeping, which made her feel chaotic and out of control, which

spiralled into anti-social behaviour, with her knocking on people's doors,

shouting through their letter boxes, etc. in her local neighbourhood.
Asha's social worker felt that her mother should take in Asha's ten year

old daughter Clara, so that Asha could come to Miles Terrace for a

break, so things would not deteriorate any further. Her time at the

project was quite uneventful and passed without incident. The staff

helped Asha with the three large carrier bags which contained a

collection of colourful jumble, heaps of clothes that Asha had just
thrown together. All residents were aware at the point that entry into the

project had a maximum stay of twenty eight days. So by the end of the
third week and the beginning of the fourth, residents are preparing to

leave by packing their bags in advance. Asha always left the throwing of

clothing and make up into a bag to the moment she knew the taxi had
been called.

I helped her throw her things into bags whilst the taxi was en route... in

fact, I found it quite amusing. We would laugh about Asha's belongings
and she would recall which lover had given her which 'sexy top or pair
of pants'.

She liked to embarrass me, and rarely missed out an occasion to see

whether she could shock me with some comment. Embarrassing me had
become a sport for her. On each admission I thought she would tire of it,
but she never did.
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Another interesting phenomenon which would occur was that on the day
of discharge the staff in the project would pull out all stops to help the
woman physically leave the project. Every effort was made to be helpful
and supportive of this transition from the project to the pavement

outside.

Asha was waved out of the project and into the street. The staff usually
stood at the front door or peered through the office window. They
needed to make sure and see with their own eyes that the woman had left
the project. This particular time she left on a Saturday, the day of a big
match at the local football stadium, and her taxi had been caught in the
traffic. Asha was very conscious of the staff watching, and keen to get

away from their gaze; she started to walk towards the taxi, walking in
the middle of the road, finding her way through the stationary cars,

dragging her bags behind her. Suddenly, she must have caught sight of
someone in a car. Asha suddenly dropped the bags, lunged forwards and

grabbed a man out of a white van, screaming, punching and kicking him.
I am ashamed to say that I moved away from the office window and
busied myself with the trivial task of collecting all the empty coffee

mugs in the office.

The project manager flew out of the door, down the street, in the
direction of the screaming. I replaced two handfuls of mugs on one of
the desks and rushed back to the window, but viewing positions had
been filled. So I resigned myself to standing on tiptoes, looking over the
shoulders of a shorter member of the staff team. I could make out the

project manager, pulling Asha back to the project by the wrist, clutching
on to her bags with the other hand.
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On arriving back at the project, Asha was in a flood of tears and Jane

(the Project Manager) was really red in the face. She brought Asha into
the quiet room which was opposite the staff room and sat her down on

the couch. This was a rare occasion for Jane to assert her authority by

commanding one of the staff to bring Asha a cup of tea, and two

members of staff headed towards the kitchen. I continued to look out of

the window and saw the young man picking himself off the road and
while he got back into his van the other cars uncharitably tooted at him
to get a move on. That signalled the end of the show, and as he

approached he slowed down at the door of the project, which I found

quite threatening, it was as if he was telling us that he knew the woman

had come back into the project. I had noticed that he had a young

woman as a passenger and I was surprised that during the whole incident
the woman did not leave the protection of the van to help him.

I went back to my mugs and took them into the little kitchen in the
corridor and washed them. Very slowly. Very methodically. By the time
I reached the final mug, I heard the front door slam. I went back into the
office to find that Jane had sufficiently calmed Asha down, found out

about her reasons for her violent reaction and put her into the waiting
taxi headed for her home. Times like this, post-event, were some of the
most seductive moments, because you heard the most lavish stories and

interesting facts about the women's lives. Jane recounted that Asha, on

seeing her ex-partner, the father of her child, who she hadn't seen for 10

years, sitting in the van with another woman, got into a rage and dragged
him out of the van and felt able to readdress all the violence and abuse

she had suffered at his hands. When telling this to Jane she said the only

regret she had that there was no staircase available from which she could
have pushed him down, like he had pushed her when she was pregnant. I
was quite curious to know how Jane had managed to sufficiently
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reassure her and get her into that waiting taxi, because once the staff had
decided that it was time for somebody to go home, neither hell or high
water could prevent it. So I was quite suspicious of how she had

managed to do this. Jane had told her to look at it as a positive

experience insofar as you had the strength to stand up to him. It's

unlikely that he will ever behave that way to you again. So you're in a

good space to continue with your life, your taxi's waiting. And do feel
free to come back to the support groups.

ASHA - THE NARRATIVE OF THE DUTY BOOK

Texts become crystallized when we treat them as authoritative

representations of stable objective realities. Texts might be said to

'encourage' such treatment because they are made up of written words,
numbers and visual images that objectify the events, objects or issues
that they purport to represent. The words, numbers and images 'freeze'
the ongoing events of life, making it impossible for us to return to them
from time to time in order to verify our remembrances of, and others;
claims about them Miller 1997: 72):

With regard to health care texts, at the most basic level, there are records
of work undertaken and to be undertaken, records as an aide-memoire,

and as such, case notes have obvious uses for health professionals. Also,

they are often evaluated, to check whether they are sufficiently detailed
or up to date. Or, they are examined for evidence to have followed the

procedure, or failed to have done so, or to have recorded having done so.

They are scrutinised for evidence, or at least indications of professional

evidence, and in this respect, records are a medium for organizational
and public accountability.
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Hak analysed psychiatric records (Hak 1992: 138-139). Well aware of
the issues of psychiatric labelling, he treated his records neither as

descriptions of the patient's condition nor as a distortion produced by the

pernicious and controlling activity of psychiatrists, but as 'a

phenomenon intrinsic to social practice itself (ibid: 139.). This way,

Hak treats the records as part of psychiatric practice as a social activity
which orders phenomena in particular expected ways and his records
allow insights as to how occupational groups order 'reality', and thus it
is an important component of a reflexive approach to our work (See

Taylor & White 2000).

Taylor and White argue (2000) that by undertaking periodic analysis of
their working documents, practitioners can become more aware of the
kinds of ideas they take for granted or use unconsciously in their work,
as well as of the institutional frameworks in which they are located

(Taylor & White: 143). Their main concern is not with the 'reality' or

the accuracy of the records, but instead with what the records can reveal
about what Taylor and White call 'background expectancies', those

aspects that are taken for granted in health practice. After all, one cannot

be reflexive about what is taken for granted (Taylor & White 2000:144).
There are people out there, in whose eyes such examination of records is

self-indulgent, completely missing the goal of the very proper activity of

monitoring outcomes and ensuring the best possible 'evidence-based'
service delivery.

According to Garret (1999), the idea that health workers should simply

get on with the concrete, pragmatic task of form-filling in the name of

improved services and measurable outcomes and ignore the assumptions
embedded in these forms, "reflects a wariness and impatience with
critical inquiry" (Garret 1999: 28; also in Taylor & White 2000: 144)).
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Unwittingly, writers of case records use strategies to ascribe
blameworthiness and creditworthiness. This can be seen with regard to

the duty book entries referring to Asha. I reproduce them here without
much further comment, an alternative narrative that reflects on the

workers more so than on Asha.
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ASHA - ACCORDING TO THE DUTY BOOK

Monday 6th March 2000 Night Shift
moving in tomorrow

Tuesday 7th March 2000 morning
arrived for admission

Tuesday 7th March 2000
night staff to read agreement plan. Negotiate checks in the night.

Tuesday 7th March 2000 Nightshift
expressed that she didn't want to be checked during the night.

Wednesday 8th March 2000 Night
Distressed + unsettled in early evening. Compulsions to clean her
bathroom. Spoke of feeling 'High' due to medication.

Thursday 9th March 2000
Verbally abusive & shouting in the house meeting this am. Addition to
A.P. done, needs to be discussed with her + Incident with cleaner

Thursday 9th March 2000
Out to meet a friend, due back 11:30pm

Thursday 9th March 2000 (Night)
Returned around midnight

Friday 10th March 2000 (am Shift)
out until 6:30pm

Friday 10th March 2000 PM Shift
out of the Project, due to return at 8:30ish

Friday 10th March 2000 (Night)
left the building just after handover and returned at 12:20am

Saturday 11th March 2000 PM
had various visitors

Saturday 11th March 2000 Night
left the unit and went to the shops with her two visitors. She returned at
10:45pm and appeared distressed She advised staff that she witnessed an
incident in McDonalds, She and her friends said that a man had gone in
with a knife or machete behind the counter and demanded money, the
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women came back and calmed down, a cab was called and the visitors
left. Asha was very distressed and crying she spoke to staff and calmed
down she then took her meds and went to bed. Also needs a wake-up
call at 8:45

Sunday 12th March 2000 (am Shift)
left the project at 10:30am to meet friends due to return at 6pm

Sunday 12th March 2000 Night
Returned to the Project at 23:00, Mood appeared stabled.

Monday 13th March 2000 Night Shift
I spoke to Asha regarding Tarot Card reading and expressed my
concerns of the effect giving any of the lady's bad news, she became
very upset and expressed that I am the only one who has a problem, the
other workers never said anything also about the incense that was
burning downstairs and then the alarm going off due to the smoke in her
bedroom. The women that took part said they were fine, but the others
said the smell of the incense made them feel sick and they were

frightened.

Tuesday 14th March 2000 (pm Shift)
Out of project, due back 2:30am

Night Shift 14-15 March, 2000
returned at 2am

Wednesday 15 March 2000 - pm Shift
out due back at 10pm

Thursday 15 March 2000 - Night Shift
did not return to the Project as planned at 10pm. Contacted the Project at
12:05 am and 12:20am stating she would return in 10 min. Returned at
1:10am. Contact from Asha's mum at 10:40pm stating Asha would be
late back to the Project.

Thursday 16 March 2000 - pm
returned around 18:30 with her daughter. Appeared 'stoned' possibly -

raised with her and she denied it. Later talked about wanting to leave
project. Advised to stay tonight + discuss tomorrow. Agreed to this.

Thursday 16th March 2000 Night
reported that her green filofax has gone missing last seen in her bag
yesterday afternoon, to be brought up in H.M.
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17th March 2000 AM
House meeting - missing items (sunglasses, money, filofax) were
discussed, but few attendees.

will go on leave tonight & return tomorrow. Mood wired since last
night, (gone by 3pm)

17th March 2000 pm
remains on leave due back in project to collect 20pliclone.

Friday 17th March 2000 (Night)
due back sometime Saturday

Saturday 18th March 2000 AM
has not returned from overnight leave

Saturday 18th March 00 pm Shift
Returned from leave.

Sunday 19th March 00 am
asked to turn her music down as it was very loud. Asha was then heard
to be kicking her door. She denied this but agreed to not do it.

Sunday 19th March 00 pm
Handover Issues: prompt with St. John Wort

Monday 20th March 2000
going out at 8pm aprox. is due back at Sam

Monday 20th March 2000 (PM)
Plans to be out until 03:00. Will phone or return to project if unsafe or
distressed. Left at 20:45.
Handover Issue: prompt with St. John's Wort

Monday 20th March Night
Handover Issue: prompt with St. John's Wort

Tuesday 21st March. AM.
Handover Issue: prompt with St John's Wort

Tuesday March 21 PM
Enquired about a man coming to repair her shower. Since yesterday
nobody has turned up.

Tuesday 21st March 2000 Night
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returned to the project at 2:35am. Staff unable to contact Dr Miller
Maxine's appointment, could not locate her umber. AM staff to keep
trying
Handover Issue:

prompt with St Johns Wort

Wednesday March 22nd 00pm
Handover issue:

prompt with St. John's Wort.

Wednesday 22nd March Night
Handover Issue: prompt with St Johns Wort

Thursday 23rd March 2000 (AM)
expressing anger + distress re mother + mother's boyfriend. Working
with staff.

Thursday 23rd March 00pm Shift
on leave due back midday tomorrow, will ring night staff between
11:30pm - 12 midnight.

Thursday 23rd 2000 Night Shift
was contacted to see, how she was doing. Stays with a friend at home.

Friday 24th March 2000
has not returned from overnight leave as yet. Telephoned by staff and
stated she was fine.
Handover Issue: prompt with St. John Wort

Friday 24th March 2000 00pm
Asha's mother called to say that Asha had been abusive to her and she
couldn't deal with it. Staff have spoken to Asha re 3 way meeting Sun
4:30. Asha has agreed not to phone her mum, and wait until Sunday
'verbal agreement'.
Handover Issue: prompt with St Johns' Wort

Friday 24th March Night
Returned to the project 9:55

Saturday 25th March 2000 Early Shift
strong urges to harm herself but managed to resist this.

25th Saturday 2000

Saturday 25th March 00 pm Shift
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Massage:
Handover Issue: prompt with St. Johns Wort.

26-03-00 Morning Shift Sunday
Handover Issue: prompt with St. Johns Wart

Sunday 26 March 2000 PM
Expressing thoughts of harming self+suicidalisation. Distressed
following meeting with mum. Out of project - Due back by 22:00
having made agreement with mother.

Monday 27th March 2000 AM
Attended therapy. Met with staff as due to leave today. Stay extended to
be renewed on wed 29th March, with aim of completing referrals +
woubaet?? with CMHT

Tuesday March 28th Night Shift
Handover Issue: Prompt with St John's Wort

Wednesday March 29th PM Shift
Said she cut herself superficially 2 a few days ago and told staff couple
of days ago?
Asha has agreed to approach staff if having urges to harm herself.

Wednesday March 29th Night
Handover Issue: Prompt with St. John's Work.

Thursday 28th March Nights
Handover Issue: Prompt with St. John's Wart
Friday 31st March 2000 am shift
out for lunch, due back 4:30

Friday 31st March PM
Night staff to meet with Asha please.

Saturday April 1st 00
Handover Issue: prompt with medication - St Johns Wort.

Saturday April 1st pm
Handover issue: prompt with medication - St Johns Wort.

Sunday 2nd April 00
Handover Issue: prompt with medication, St Johns Wart

Monday 3rd April 00 AM
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Due to leave by 4pm today but bed to be kept until tomorrow now. Is
still leaving today.
Added: Ex-partner went past outside Miles Terrace as she was leaving,
incident occurred.

Monday 3rd April pm
on leave tonight - bed will be closed tomorrow, staff tried to contact her
over the phone, no reply.

Monday 3rd April Night
O/L. She called to confirm that she was fine

Tuesday 4th April 00 AM
contacted by staff, 12-lpm, had overdosed last night, no treatment
sought, will come in 2-3pm to see assoc worker.

Tuesday 4 April 2000 PM
came to project. Met with staff. The Royal Vic Poison Unit contacted.
Asha agreed to attend A+E for blood test + medical clearance.
Contacted project several times - unhappy with wait - advised she must
be medically cleared before she can return to the project and be given
any meds Asha stating she does not plan to return to the project,
further entry
Asha discussed at H/over re need to access medical assessment via

Royal Vic / A&E / GP plan & inform workers this pm once Asha seen

Tuesday 4th April 2000 Night
read previous page - we have had no contact.

Wednesday 5th April 2000 Morning
Phone contact, does not want to return May want day-care however
advised needs to be checked out by GP first. Did not see anyone in A&E
yesterday. Discharged. GP informed. Manage left for Dr. Advant to call
us for update. Community assessment planned for Friday.

5th April 2000 Late Shift
contacted the project, agitated + crying requesting some meds had just
seen her GP? who'd refused to give her meds. Agreed with GP to give
her 2 Zopiclone+2 Mellerill for tonight this is in the medication cabinet.

5th April 2000 Night Shift
Came to the project 9pm for her medications.

Thursday 6th April 2000 PM
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Attended for day-care and left the project around 18:45 pm for home.
Given 2 x Zopiclane

7th April 2000 FRI PM
Just given meds for tonight + will collect others tomorrow - Clive made
?? Melleril

Saturday 8th April 2000
Rang saying she would be here sometime around 1:30, came in 2:30pm

Saturday 8th April PM
Asha attended D/C. Was very agitated. Talked with staff seemed calmer.
Night staff to contact Asha.

Saturday 8th April 00 night
telephone contact with her she is ok.

Sunday 9th April 2000 (am shift)
contacted at home at 12noon, will come in later, no concerns.

Tuesday 11th April 2000 AM
attended for day-care

Thursday 13th April 2000
attended for day-care. She's returning later to be discharged.

13th April pm Shift
Handover Issue: now discharged from day care - can have phone
contact for next few days.
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REFLECTING TEAM AS IT COULD HAVE BEEN

The concept of a reflecting team was pioneered by Tom Anderson

(1987: 415-428). The Norwegian therapist knew a stuck system when he
saw one. He knew that once you were stuck in on the treadmill of one's

mind, asking oneself the same questions over and over again was not

going to do the trick. It's the very same situation as being trapped in the

spider's web of one's own imagined meaning. What was needed to

overcome such stuckness is by generating alternative knowledge's that
would redefine the premises of the context that kept a person or a family
from moving on in their lives. Such a fresh perspective can not come

from a stuck person. And this is where the reflecting team comes in. In
Anderson's approach, the reflecting team operates in the following way:

a team behind a one-way screen watches and listens to an interviewer's
conversation with the family members. The interviewer, with the

permission of the family, then asks the team members about their

perceptions of what went on in the interview. The family and the
interviewer watch and listen to the team discussion. The interviewer then

asks the family to comment on what they have heard. This may happen
once or several times during an interview.

The way Anderson envisaged reflecting teams to operate, they do not

come to a consensus. Nor do they speak in the voice of the professional.

According to Lynn Hoffman, a systems therapist who uses reflecting

groups, this can be quite an unusual experience for the therapist.

Shedding that professional persona, refraining from making suggestions
or being supervisors, or teaching, or being useful in any of the ways they
had been taught, to Hoffmann felt like they had to keep in mind the

saying: "Don't be mad at me, I'm not trying to help you" (Hoffman

1999:85).
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There is no emphasis on solution in a reflecting team. And quite

possibly, it is for this very reason that there is no need for a structured,
causal narrative to emerge, that an answer of some kind will so often fall
out of the air, even though there is no attempt to answer any question or

to reach any goal (Hoffman 1999: 103).

As Pare suggests (1999: 293-306):

"Reflecting teams do not strive to capture or crystallize clients'

purported true identities. Rather, they generate multiple descriptions -

and especially descriptions that highlight qualities which help the
clients resist the influence of the problems in their lives."

Reflecting Teams are not a kind of like therapeutic brainstorming, they
are nothing like an old grand round of professionals discussing the

patient on a ward visit. Instead, whoever came in for help is themselves
asked to be a critical audience. The family or person with whatever

problem would first listen in on the conversation between
the professionals, before they were then asked about what they heard.

Regardless of what, how much or whether they said anything at all, this

put them in the novel position of being consultants to their consultants.

One very important factor in a reflecting team is that the conversation
between the professionals does not centre around their own reactions,
but deliberately focuses on the strengths of the individuals or family
under discussion, through imagination, a reflecting team searches for

multiple perspectives on troubling situations.
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To Hoffman, working with, or being a part of, a reflecting team gives

shape to many more of her understandings of narrative ways of working
than would otherwise possible. The reflecting team process provides a

very obvious forum of preferred versions of the self, so much so, that to

Hoffman, consulting without a team can at times be disappointing.

The fact that the individual or the family with the problem are asked to

contribute in a critical way makes the therapeutic process much more

democratic. But it really is the constant commentary of either side, the

family telling their story, the team speaking about the family's story, the

family speaking about the team's ideas about their story, that introduces
a new realm of possibility. In Hoffman's words, such a layering process

seemed to open a window through which the most interesting ideas
would stream, as well as creating a sense of trust and shared optimism.

Since Anderson created the concept in 1978 (see Anderson 1987: 415-

428) the use of reflecting teams has been enthusiastically embraced in a

wide variety of fields, going beyond the initial field of family, and also

marriage counselling (Brecher & Friedman 1993). Particularly

interesting in this context is the use of reflecting teams in clinical

training and counsellor education (see Landis & Young 1994: 210-218,
and Pare: 1999: Vol.33, 293-306), and in the education of nurses and

family practice residents in medical schools (see Griffith, Griffith,

Krejmas, McLain, Mittal, Rains & Tingle (1992: vol. 10, 53-58; also see

Lebensohn-Chialvo, Crago, & Shisslak 2000: vol. 32 (8), 556-560).

Although there is little systematic investigation of its use in educational

systems, reflecting teams have also been used in a course on clinical

supervision (Caldwell, Becvar, Bertolino, & Diamond (1997: vol.19 (2),

269-287).
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Anderson's prototype from the seventies had been adapted in manifold

ways by the different people to the different fields in which it was used,
and while the use of therapeutic teams and one way screens is well
established in family therapy, the reflecting that Anderson himself

engages in nowadays is much more an open conversation than it was

before.

One important example is Michael White (1995, also see 1990), the
father of narrative therapy. White adapted Andersen's format using

anthropologist Barbara Myerhoffis notion (1986) of definitional
ceremonies. While he promoted the generation of alternative

Knowledges, White had a number of reservations (see 1995, chapter. 7).
For one, he was not sure about whether the openness that resulted from
the one-way screen was exclusively beneficial for the patient. He had
witnessed one too many traditional ward-rounds in psychiatric hospitals,
whose honesty had left the patient devastated. Furthermore, White saw

that the jargon of the discourse of pathology could not only alienate but
also objectify and marginalise the very people that had come to seek

help.

Also, we being human beings, it is a very easy and slippery road from
alternative knowledge to expert truth status, especially given the

penchant of many family therapists for structuralist and functionalist

analyses. And given the degree to which psychotherapy is part of
mainstream culture, how could a reflecting team refrain from being

complicitous in the cultural reproduction of especially negative aspects

of society.

White was also aware of one issue, which has been imprinted on my

mind long after I left Miles Terrace, namely that trusting the
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intuitiveness of team members was not necessarily the way forward.
White did take inspiration from Foucault's critique of the notion of an

ideal speech community:

"The thought that there could be a state of communication which

would be such that the games of truth could circulate freely, without

obstacles, without constraint and without coercive effects, seems to me

to be Utopia. It is being blind to the fact that relations of power are not

something bad in themselves, from which one must free one's self. I
don't believe there can be a society without relations of power, if you

understand them as means by which individuals try to conduct, to

determine the behaviour of others. The problem is not of trying to

dissolve them in the Utopia of a perfectly transparent communication,
but to give one's self the rules of law, the techniques of management,

and also the ethics, the ethos, the practice of self, which would allow
these games of power to be played with a minimum of domination."

(Foucault 1988:18, also in White 1995, Chapter. 7)

Drawing up a set of rules of law, techniques of management, ethics,

ethos, and practice of self, which would allow power games to be played
with a minimum of domination, was quite challenging, and White was

the first one to acknowledge this. Fie was also well aware that his

attempt to develop a method of reflecting teamwork did not entirely
mute his above concerns. White found a suitable metaphor in Barbara

Myerhoff s definitional ceremonies (1986), a notion that centers around
the acknowledgement and authentication of people's claim about their
histories and identities through outsider-witnesses. Myerhoff had used
this metaphor to describe some of the activities of an elderly, poor, and

neglected Jewish community in Venice, Los Angeles. Through these
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ceremonies, the Jewish people countered the risk of becoming invisible
to themselves, the risk of doubting their very existence. These

ceremonies provided for these people an "arena for appearing" and for

"opportunities for self - and collective proclamations of being":

"Definitional ceremonies deal with the problems of invisibility and

marginality; they are strategies that provide opportunities for being
seen and in one's own terms, garnering witnesses to one's worth,

vitality and being." (Myerhoff 1986:267)

"Winning outsider-witnesses through the public performance of
definitional ceremonies, also contributes a context for reflexive self-

consciousness, in which people become more conscious of themselves
as they see themselves, and more conscious of their participation in the

production of their productions of their lives". (Myerhoff 1986:267).

Myerhoff s old Jews perform their definitional ceremonies at Venice
Beach "separating the curtains between the real and unreal, imagined
and actual, to step across the threshold and draw with them, pulling
behind them, witnesses who find, often to their surprise, that they are

somehow participating in someone else's drama ... Having stepped over

the threshold, they become the "fifth business", witnesses who push a

plot forward almost unwittingly; their story is not wholly their own but
lives on, woven into the stuff of other people's lives (Myerhoff

1986:284)."

A similar sentiment has been reported in the person in therapy by a

number of therapists who use reflecting teams, usually with regard to the

emphasis on the strengths people exhibit within their systems - which is

entirely different from being positive for the sake of being positive,
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which is strongly discouraged. Anecdotal evidence abounds with regard
to families leaving the reflecting team process saying that nobody had
ever before pointed out strengths about them. But the side benefits are

not exclusively on the side of the people in therapy; there are equally
abundant anecdotal reports of therapists who have made "quantum

leaps" in their level of insight about the therapeutic needs and life
direction of the client (Dawson, Lees, Sutherland, Kerr, & Geurtsen

2003).

Back to White, who asks his reflecting team to reflect as "outsider
witnesses" to a person's story. This happens in a four part meeting: first,
the reflecting team follow the interview with the people in question from
behind a one-way screen, via closed circuit television, or even from the
back of the interviewing room. The source from which the team's
reflections flow is of course the interview that is conducted with the

individual or family behind the screen. It goes without saying that the
more competent the interviewing therapist, the more fruitful the process.

People are given the option of meeting the team members either before
the first interview or prior to offering their reflections in the second

part, when the interviewer and the people seeking consultation switch

places with the team to become themselves the audience, as the team

members reflect on, and actively interview each other about their

experiences of the preceding interview. Not every member of the
reflective team finds grilling each other easy, as the idea of having a

conversation about the lives of others in their presence breaks most of
the rules about therapeutic encounters. Reflecting team members who

might first be tempted to direct their comments directly to the observer
tend to become more relaxed with these third-party conversations after

positive feedback. Following this, sides are switched again for the
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people seeking consultation to be interviewed about their experiences
in the first and second interviews. Lastly, all parties, interviewer,

reflecting team members and people seeking consultation get together
to debrief and engage in a deconstruction of the therapy itself.

Rather than just pointing out positives, the reflecting team process is
one in which team members actively interview each other, i.e. I picked

up on this, what do you think about it, do you reckon there is any

importance in there? which then steers the reflecting interview into a

communal direction.

It is not based on the tradition of behaviourism. In White's words:

"Reflecting teamwork based on the notion of positive reinforcement
can so easily degenerate into a barrage of disconnected comments

which can be confusing and disorientating for people. As well, under
these circumstances, reflecting team members can be experienced as

patronising and out of touch with the realities of people's lives.

Further, it is not at all difficult for people to think that team members
are not genuine, just trying to be positive in order to 'jolly them

along'. And as well as all of these hazards, team members usually
find it tedious to be operating in this way. In their reflections they

frequently find themselves 'reinventing the wheel', and that their
conversations are reduced to a level of banality, in which one

superlative is exchanged for another." (White 1995, Chapter 7)

This trap is open to everyone who has donned a warm, fuzzy feeling do

goody identity, and I am sure I fell into it at Miles Terrace. This trap is

particularly luring if you are overly conscious of the inherent power

hierarchy that places the practitioner on top in the therapeutic context.

With regard to the reflecting team, potentially negative effects of such
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power can be counteracted by the reflecting team explaining what had
motivated some of their comments, and situating it in their own

experience, in a way that is not gratuitous or indulgent.

In addition to keeping a check on the power imbalance inherent in such

contexts, the use of reflecting teams also allows therapists to break free
from the discourse of pathology, and being forced to de-jargonise and
talk straight minimises or counteracts the marginalisation that the

patients experience by fitting them into an analytic superstructure.

Hand in hand with this comes a challenge of the supremacy of expert

knowledges, along with privileging alternative knowledge systems.

Based on David Epston's study of the value of therapeutic documents,
White undertook an informal study that asked the question: How many

sessions worth of good therapy is a good reflecting team discussion?
At 4.7 sessions of good therapy, White's number is similar to David

Epstein's figure of 4.5.

This evaluation referred to the above structured approach to reflecting

teamwork, which casts the team members and the people seeking
consultation as audiences to each other's conversations without

directly engaging in discussion with each other until the last stage. In

comparison to unstructured discussions between the people seeking
consultation and reflecting team members, people who have

experienced both arrangements, their preference is invariably for the
more structured approach. The following reasons were given:

■ getting into a discussion with the team deprives you of the

option of standing outside of your life and experiencing it from
a different perspective.
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■ Sitting back from one's life as an audience to the team is more

helpful than sitting in my life in direct discussion with the team.

■ Interacting with the team in the second part didn't yield the
same experience. One possible reason for this may be that
attention is drained by editing, and at times censoring of what

people said.

■ Talking to the team and listening to the team is not the same.

Listening to the team evoked the feeling of being someone else,
not with the problem, i.e. it was possible to see that one didn't
have to be with the problem. This didn't happen when talking
with the team.

■ There is something that is so much more powerful about

listening to a conversation about your life that is

acknowledging and respectful of who you are.
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This is what a reflecting team could have been like. The version we

operated at Miles Terrace went like this:

REFLECTING TEAM AS IT WAS

While gender was not a factor and sexual orientation only moderately

so, according to the forever fluctuating environment, the power

dynamics that were created along the lines of ethnicity were more

pronounced. Similar to the way along which gay and 'hettf camps

would wax and wane according to the overall population during a

particular shift, black and white camps would form. Whenever there
were more black women in crisis, the black staff would be more critical

of the white staff. Sensitive to prevailing power patterns, the white staff
as a group would however never be critical of the black staff.

There is in fact one incident when the senior staff were unhappy with a

black member of staff; Dinah had just acquired senior status, and the
other senior staff found her quite lazy. One Sunday afternoon I had

swapped my shift with her. When I arrived at Miles Terrace, Pat and

Nat, both senior members of staff, were on shift, and they were not

happy with me turning up in Dinah's stead. This is Dinah's shift, she
should be doing it, you go home, Salma, Pat the Spanish senior told me

in her usual brash manner. I had just spent a good hour on the South East

England Underground, and there was no way I was going. I was going to

do the shift I had swapped for, and do at least some tasks, no matter how

junior they were. Pat was not happy with the situation and it came up in
the next session of our monthly support group.

Once a month all the staff would meet for two hours, while agency staff
covered the shifts. Jane, the manager felt it was important that everyone
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could offload as freely as possibly, and to that end an external

psychotherapist who I always called Daphne du Maurier came in as a

facilitator. That month, the issue of my turning up instead of Dinah was

raised and Pat, who felt Dinah was defying the other seniors worked

herself into a bit of a lather. My side of the story wasn't really reaching

her, and she said "Salma disobeyed me" and stomped out of the meeting.
In order to conclude the issue, the concept of an empty chair was put

into action: after Pat had run off, I was asked to address her empty

chair74 with whatever I had to say. I got as far as I am sorry you feel this

way, and I think you shouldn't have left, before bursting into laughter. I
can't believe I'm talking to an empty chair. Everyone else on the team

could relate to this point, and after a chuckle things moved on to the next

issue.

Pat later said she felt even because I had been embarrassed to talk to an

empty chair.
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CONCLUSION - THE LONG VIEW: ALONG WITH
ANOTHER AUTOBIOGRAPHICAL NOTE

My fieldwork took place in Britain's first all female crisis centre. I had
been working at Miles Terrace for the past years, but only for the
duration of the summer and winter term breaks. As I have said, my

fieldwork lasted from December 1999 to October 2000, during which
time I had a contract as a research project worker, rather than as an

agency worker, the role of my earlier work there. Since Miles Terrace
had been conceived as an alternative to acute hospital admission, it was

more comfortable than the hospital setting: with their own en-suite

bathrooms, for example, the women had considerably more freedom
than they would have if within a hospital. There was a genuine idealism

underlying the structure of care at Miles Terrace. The care was to be
more forward looking, subtle, more effective and kinder than that of a

hospital environment. And in many respects such goals were reached -

and in some respects not. As would be the case with any institution, not

all could be perfect. There are always pros and cons.

For instance, let us consider the policy of Miles Terrace regarding the
children of patients. One of the unique selling points of Miles Terrace
was that it provided space to cater for the children of the patients. Given
the evidence of the trauma experienced by children isolated from their

parents, as Robertson's research on the distress of unaccompanied
children in hospital made clear (see Chapter II: Parental Panics and
Other Crises), this would seem to be a very beneficial policy, for parent

and child alike. While I did not have massively much to do with any of
the children who stayed at Miles Terrace75, the presence of children
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there warrants a look at Robertson's attachment theory as it might have
relevance for children whose parents are in the situation of crisis.

As I have already noted, it was through film that Robertson powerfully

captured the children's distress. His films also spoke to the necessity of
the strong empathy that would be crucial to the children's well being..
Robertson's films capture this point much better than words could ever

do. It was, for instance, empathy that the children were conspicuously
not being given, and they were indeed deeply distressed. It was my

understanding of the importance of Robertson's work on the origin of
'attachment theory', with his communication to the world about the
distress of small, unaccompanied children in hospital, that became the
central theme for me while writing the ethnography of Miles Terrace. It
was understanding that empathy is so crucial to the success of the
medical encounter, and to any human encounter for that matter. The
medium of film, in Roberson's hands, delivered this lesson far better

than words could do.

It has also been my aim to unfold the limitations of the teaching power

of grand theory, particularly in the teaching of the merits of using
medical narratives in the clinical situation. I have stressed the fact that

use of medical narrative has been necessarily interlinked with the
medical humanities, and thus largely inspired by the empathy that
underlies the work of practitioners involved in mental health, as well as

in health at large. Indeed, without such empathy social life itself would
be much poorer, and the personal experience more detrimental to the
health of patients than engendering of it (see recent work (e.g. Overing
& Passes (eds.) 2000) on the social philosophies of native Amazonian

peoples, who are deeply aware of the dire dangers to the health of those
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social relations that are not acted out through convivial and empathetic

intentions).

The decision of the Miles Terrace crisis project to accommodate the

children of patients was clearly based on Robertson's research on early
childhood attachment. This project is unique in its policy to include the
children of patients, the intent being to provide an environment that

actively works against the damage that can spring from early childhood

separation. However, there are subtleties to this situation of acute crisis
that the theory of childhood attachment cannot really handle. The theory
aimed at providing practices that would work toward undercutting

history repeating itself does have its feet of clay, as the very reason the
women are at Miles Terrace is because they are in acute mental health

crisis, which compromises their ability to provide mature parental care

that is responsive to the children's emotional needs.

In addition to providing space for children, Miles Terrace caters for
other gender-specific needs of women, specifically designed as the all
female place that it is. In my ethnography I looked at the interactions of
the women users of the service as well as interactions between the staff.

Inspired by Behar's 'anthropology that breaks your heart', I have come

to realise how blinkered I was with regard to mental health crises at the
time of my fieldwork. A recent crisis which occurred while writing up

my thesis placed me in the position of understanding the uncomfortable

point that during my research sojourn at Miles Terrace, I had not only
been blind to the experience of suffering a mental health crisis, but more

importantly I was also emotionally closed to the understanding of it.

Only when personally experiencing a breakdown at the job I was

recently doing was I able to see how far I had distanced myself from the

understanding of pain and distress. I only began to have insight into such
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distancing when the doctor, who gave me my sick note, questioned me

about why I could not own up to my own experience of stress, given that
I had such a lengthy experience in mental health. It was getting that
sicknote for my own breakdown at work that triggered an entirely new

direction for my ethnography to develop. I began to see that the topic of

'empathy' was really crucial to these discussions about the Miles Terrace

crisis project. I finally understood that empathy is much easier
communicated through art, literature, film or any other media that might

grant the receiver the room for their own experience to unfold in the

ways that it has to in order to lodge itself in their own memory and reach
their core - it is only then, when one can make use of one's own

memories of suffering, that the practitioner can experience (have

empathy for) the pain and suffering of others. I also discovered that the

struggle to wring an ethnography from notes and memories of the field
is parallel to the ways in which empathy must enter the depths of the

practitioner's emotional experience in medical and mental health

settings. The more the practitioner is aware and reflexive about such

experience the more able he or she will be in understanding the

experience of others.

I was comprehensively equipped with all the propaganda material that

praised Miles Terrace as close to the perfection that mental health

services were going to get in this country. During my work there, I had
also lived through it and seen the principles put to action in a multitude
of ways. Yet it was only recently, as I came to understand my own

mental health situation better than I ever had before, that I was able to

see that I hadn't really taken in much at all. I began to realise that I had

kept whatever happened at Miles Terrace, be it with regard to the
women users of the service or the staff, at arm's length. I began to

realise how I was wearing my experiences of the crisis centre as my
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outermost outer clothing: I was in my own aquatic bubble, watching the

goldfish. Only now could I see how uncomfortable I had been to allow

myself to engage emotionally with understanding other peoples'

experiences of the world, especially experiences that might be painful,
or exhilarating. Only recently have I realised that the reason that I kept
others' at arm's length was because I could not bear my own distress.
These realisations finally pushed me into the route of reflexivity.

However, this reflexivity road is long, leading directly into the horizon
of my interactions with the world at large as well as with myself. Given
the short amount of time that I have been on this course, the

autobiographic aspect of my ethnographic insights only reaches so far.
And my sheltered Muslim background is hardly the easiest of stomping

grounds for openly reflexive steps within an ethnography. Only a few
months ago I had seen my thesis as firmly located in the mentally ill
Other: I had not dreamed of how far I would have to reach within myself
to arrive at a higher level of appreciation of that Other. For a full

appreciation of that otherness, I did of course have to look at how it was

contextualised in society at large, how mental ill health had been othered

by the DSM, the Diagnostic and Statistical Manual of Mental Disorders,
and how societal approaches to managing society as well as to managing
care had contributed to shape how mental illness is perceived.

Looking back at my time as a research project worker in an acute mental
health crisis setting, I now see in many instances completely different

things from what I saw then. And it is such contradictions that have

inspired my argument. I had called my master's thesis 'Mind the Gap'.
While it was also about mental health, I had concentrated on the gaps in

understanding that were caused culturally. In this thesis, my focus

emerged to be the Mind, or rather the benefits of mindfulness in mental
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health practice and medical practice at large in fact. Where previously it
was the cultural gaps that had stood out to me, those gaps that required
careful investigation and codification so they could be passed on to

professionals and other interested parties to absorb, transform and apply,
the understanding I am now beginning to gain reaches far beyond such
'cultural' gaps. Without meaning to make light of their existence and

importance in bringing about understanding, and a greater appreciation
of mental health issues, I feel I have now begun to tap into a territory
that is more transcendent (e.g. of cultural matters in certain respects).
This new territory grants a more profound access to understanding as it
does not shy away from or rather begins where all understanding begins,

namely the self - in its relations with others. I am acutely aware of the
fact that I am by no means the first person to arrive at this place. Indeed
I have been so concerned - on a theoretical level - since at least the

second year of my undergraduate studies. It is, however, precisely this

gap between theory and practice, between theory and application, that
will continue to fuel misunderstandings, and when bridged, even if only

temporarily, call forth epiphanies.

My understanding and appreciation of mental health at Miles Terrace
crisis centre was shifted light years by my GP pointing out that I myself
had experienced a crisis. The fact that my crisis was nowhere near the
same level of the women at Miles Terrace is not the point. What
mattered was the mere acknowledgment of it on my part. I began to

understand that on some level, I was on the exact same level as they.
That in some weird way, I was at eye-level with the women in the

precise territory that I had gone out to explore, armed with my

anthropological theories and superiority. The fact that my personal
situation was much less conducive to a crisis than theirs was irrelevant.

Even though the conditions of the job I was in made me feel caged , I
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did have a job, and beyond that, an application for a job that I now love
was in the pipeline. I had social recognition for the work I had done, I
was in the mental health field and that mattered to me, I had a car, I

owned a home and I was a part of a strong community network which
would support me through any crisis I would go through. Most of the
women at Miles Terrace had very few or none of these things. But while
these things cushion you, they don't make you look at yourself in a way

that allows you to look people in the eye on eye-level. It was only when
I acknowledged a part of me in myself that I had never allowed myself
to truly see in others, that understanding was possible.

I am by no means the first person to realise the importance of such a

personal journey. But this is something you cannot read in text books.

Although every age has a Zeitgeist that builds on advances of previous

eras, a person has to actively discover these realisations in their own

lifetime. And this is just as well.

Whatever it is that you're tuned into, it is that which you will find.
There's a story of an American walking down the street with his native
American friend in Manhattan. At one street corner, the Native

American says, I hear a grasshopper. No way can you hear a

grasshopper with all this traffic around you. The Native American takes
a dime out of his wallet and drops it on the sidewalk. And people turned
around. At the beginning of my fieldwork, if anything I turned away

from mental health. Now I'm beginning to turn to myself asking why I
hear what I hear. And this opens my eyes and ears to many other things
that previously I was blind and deaf to.

Whatever your mind it set on, will stand out to you from all the other

things that are also there. And it is the things that slipped below our
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threshold of consciousness that guide our vision most powerfully. It's

easy to say I'm Pakistani Muslim, dyslexic woman . But it is the little

things that might not strike you as important, or the ones you don't want

to admit, maybe not even to yourself that perhaps are more important
than such cultural labels. But it is not until you put those things to peace,

that one is truly able to see what is important to the Other. Buddhist

therapy has long been aware of this important point, actively urging their

practitioners to look inward, with therapists having to undergo therapy
themselves before they can work with other people.

A Sri Lankan anthropologist Sumi whom I met at a conference two

years ago, had 'broken down' over her own thesis and had to go into

therapy for four years before she could continue with it. Her

understanding of that experience was that the anthropological gaze, her

being a black woman, as she was writing up her fieldwork, through her

writing of culture she was re-colonialising herself and creating the
Other, with the people she identified with. Sumi blamed this on writing
the thesis in English, the language of the oppressor, her being the
informant's pen and disclosing secrets of the oppressed. "Looking at

myself through therapy, gave me an opportunity to make a breakthrough
and break this unhealthy dynamic, and I was able to write a thesis which
I was proud to own, and the people I was writing about were equally

proud to own." Maybe less eloquently, I too have been on a similar

journey, being an Asian Other for so long in my white anthropology
class.

Marius Romme, a Dutch psychiatrist, who, together with the journalist
Sandra Esher founded the "accepting voices" network (Romme &
Escher 1994). It is believed that there are many people who hear voices.
But not all voice hearers mind their inner voices. It is the others that
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mind. In the film, The Gods Must Be Crazy, one character asks another
one whether the voices in his head are bothering him. It is acceptance of
these voices, or any other mental health matters, that matters, not the

issues in themselves. In Romme's opinion, voice-hearers don't need to

be freed from their voices. Rather than being cured, like homosexuals of
the 1950s (it was only in 1973 that the American Psychiatric Association
decided that homosexuality was not a mental illness and took it off the
DSM (Spiegel 2002)), what voice-hearers need is to be liberated

(Bentall 2004):23). And this can only happen in conjunction with

liberating the Others, and this includes therapists, doctors, carers and

family as well as the general public. And I wrote this thesis from a

multiple of positions which I occupied simultaneously. It was in this

spirit that the narrative of my thesis moved from a person-centred

ethnography to a practitioner-centred practice across disciplinary
divides. Attaining such an understanding is thrilling, but, like fieldwork,
it cannot be taught.

Carl Rogers realised this a long time ago, as he wrote in the introduction
to Client-Centered Therapy:

"This book is about the highly personal experiences of each one of us.

It is about a client in my office who sits there by the corner of the desk,

struggling to be himself, yet deathly afraid of being himself - striving
to see his experience as it is, wanting to be that experience, and yet

deeply fearful of the prospect. This book is about me, as I sit there with
that client, facing him, participating in that struggle as deeply and

sensitively as I am able. It is about me as I try to perceive his

experience, and the meaning and the feeling and the taste and the
flavour that it has for him. It is about me as I bemoan my very human

fallibility in understanding that client, and the occasional failures to see
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life as it appears to him, failures which fall like heavy objects across

the intricate, delicate web of growth which is taking place. It is about
me as I rejoice at the privilege of being a midwife to a new personality
- as I stand by with awe at the emergence of a self, a person, as I see a

birth process in which I have had an important and facilitating part. It is
about both the client and me as we regard with wonder the potent and

orderly forces which are evident in this whole experience, forces which
seem deeply rooted in the universe as a whole." (Carl Rogers, 1990,

Introduction, 3-4: Kirschenbaum & Henderson, The Carl Rogers
Reader.

During my time at Miles Terrace I gathered experiences, on the basis of
which I managed to gain understanding in my own time. This is how
mental well being is achieved- it is created and understood in a person's
own time and way. The joke I often use to communicate this

phenomenon to my students is: How many therapists does it take to

change a light bulb? The answer is none - the bulb needs to want to

change.

The same is true of teaching: You can drag a student to the class, but

you cannot make them understand it. All you can ever do is facilitate in
an enabling environment - maybe that is what humane anthropology
strives for. Or, in Rogers' words: "My experience has been that I cannot

teach another person how to teach. To attempt it is for me, in the long
run, futile (1990:301, in Kirshenbaum & Henderson)."

As the Sri Lankan anthropologist said to me when she completed her
thesis, "I feel things aren't as complete for me and I'm going to spend
time writing and rewriting. Once I spoke about this to a friend76 and she
said, every point of change in your life comes from some destroying of
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something and rebuilding it. A few days later, she send me this postcard
about the Grand Opera House in Belfast by night. That again made me

aware of key narrative themes of creation, preservation, destruction,
delusion within my work and life - Lord Shiva's dance from Hindu

cosmology which leaves us between cultures trying to get even, to find
one's own balance.
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Grand Opera House by night, Belfast, N.I.
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ENDNOTES

1 Drinking an excessive surplus of water can lead to over-hydration or hyponatremia. Hyponatremia, also known as water

intoxication, is defined as an abnormally low concentration of sodium in the blood. Sodium (salt and chloride) is an

electrolyte, which helps the body distribute water. This is essential for water balance and for muscles and organs to fiinction

effectively. Electrolytes are lost through sweat, which is compounded through excessive intake ofwater. Then, the body's salts

are diluted and washed. When the blood has too much water and too little sodium, brain cells absorb too much water and the

brain swells, pushing against the skull (hyponatraemic encephalopathy).

The symptoms of hyponatremia are very similar to the symptoms of heat illness, and include fatigue, lightheadedness,

weakness, cramping, weight gain, nausea, bloating and/or swelling, dizziness, headache, confusion, fainting, disorientation,
and in severe cases seizures, coma and even death.

Hyponatremia is rare and seen primarily in serious endurance athletes, such as marathon runners, who have overdone the

dehydration prevention. The death of a female athlete at the 2002 Boston Marathon was caused by hyponatraemic

encephalopathy. She had reportedly ingested excessive amounts of fluids before and during the race.

The world-famous South African exercise physiologist Professor Tim Noakes made the provocative claim that current

guidelines on hydration, which have been in existence for the past 30 years, do not take into account athlete's individual needs,
and have led to the over-consumption of fluids during exercise as a result of being biased by sports drink sponsorship.
NOAKES, T. D. (2003) Overconsumption of fluids by athletes. BMJ, 327, 113-114

1 Between its opening in 1995 and 2002,44 children stayed in the project - alongside 620 adults.
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DAVISON, S., JOHNSON, S. & STAPLES, E. (Eds.) Planning Community Mental Health Services for Women. London,

Routledge.

HENDERSON, C. & REVELEY, A. (1996) Is there a case for single sex wards? Psychiatric Bulletin, 20, 513-515.
7 ROYAL COLLEGE OF PSYCHIATRISTS (1992) Report of the General Psychiatry Section Working Party on Post-Natal
Mental Illness. Psychiatric Bulletin, 6, 519-522 IN KOHEN, D. (2001) Psychiatric services for women. Advances in
Psychiatric Treatment, 7, 328-334.

8The seven projects supported in the programme were:

Anam Cara - a four-bed crisis house plus drop-in day support, which also runs crisis sponsor homes in Birmingham.
Nile Centre - a nine-bed crisis house plus home-based support for African Caribbean adults in Hackney, London.

9.the Nile Centre and Anam Cara

lOHighbury Grove, which was not part ofthe Crisis Programme.

1IMENTAL HEALTH FOUNDATION AND SAINSBURY CENTRE FOR MENTAL HEALTH (2002) Being There in a

Crisis.

12MELTZER, H., GILL, B. & PETTICREW, M. (1995) The Prevalence of Psychiatric Morbidity among Adults Living in
Private Households. London, HMSO, OPCS (Office of Population Censuses and Surveys) of Psychiatric Morbidity in
Great Britain. Report 1.

13HEYLIGHEN, F. & JOSLYN, C. in the Cambridge Dictionary of Philosophy



14 PALAZZOLI, M. S., BOSCOLO, L., CECCHIN, G. & PRATA, G. (1978) Paradox and Counterparadox: A New Model in
the Therapy of the Family in Schizophrenic Transaction, New York, Jason Aronson, Inc.

15BEHAR, R. (1996) The Vulnerable Observer: Anthropology That Breaks Your Heart, Boston, Beacon Press, 5.

16 How judgmental I was, and still am, as I am still in the process ofdiscovering how my own biases have shaped my view.

17 MCLEOD, J. (1994) Doing Counselling Research, London, Sage.

18 Tim, research participant of ETHERINGTON, K. (2004) Becoming a Reflexive Researcher - Using Our Selves in
Research, London, Jessica Kingsley Publishers, 30.

19TAYLOR, C. & WHITE, S. (2000) Practising reflexivity in health and welfare. Making knowledge, Buckingham/
Philadelphia, Open University Press, 6.

20 Schultz and have eliminated empathy from their anthropological vocabulary on the grounds that "recognizing the humanity
of one's informants has nothing to do with trying to empathize [sic] with and reproduce their inner psychological states. It
is concerned with intersubjective meanings..." SCHULTZ, E. & LAVENDA, R. (1987) Cultural Anthropology, St. Paul,
West Publ. Co, 46.

21 ZWEIG, A. (1967) Lipps, Theodor. IN EDWARDS, P. (Ed.) The Encyclopaedia of Philosophy. New York, Macmillan IN
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Ethnographies. Ethnos, 3-4, note 5.
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African Studies, 27(1), 43-65. IN POEWE, K. (1996) Writing Culture and Writing Fieldwork: The Proliferation of
Experimental and Experiential Ethnographies. Ethnos, 3-4, note 4

23who thought that infants did not have a sufficiently developed ego to mourn when a parent died; provided an adequate
substitute caregiver was available, the way Freud saw it, bereaved infants experienced nothing more than brief bouts of
separation anxiety provided

24Such traditional publications in academic journals did of course follow, but their job was to supplement and underline the
message they had packaged into the more powerful medium of the film. BOWLBY, J., ROBERTSON, J. &
ROSENBLUTH, D. (1952) A two-year old goes to hospital. Psychoanalytic Study of the Child, 7, 82-94.

25http://www.concordvideo.co.uk/ch45 m240.html

26 I have to point out that while Bowlby, in line with the era he was working in, emphasised the mother over the father, he had
no problem with well-run day care whatsoever. It was the fact that his work was used to support governments eager to

encourage women to return to the home and leave the workplace after World War II that gave him a bad press and inspired
feminist anthropologists to quote research from all over the shop that showed that exclusive mothercare was a recent
Western invention.

27Five Complementary Films are available from Concord Video and Films Council:

28. JOHN, 17 months, for 9 days in a residential nursery.

29. KATE, 2 years 5 months, in foster care for 27 days and JANE, 17 months, in foster care for 10 days.

30 Draft of Chapter Five How Society Responds IN ROWE, D. (2002) Beyond Fear, London, HarperCollins.

31 One example that illustrates one child's innate access to the mother's moods is Julianne Moore's LA housewife of the
1950s in The Hours, which portrays different facets of Virginia Woolf s bipolar disorder through narratives that interlink

33. The Liverpool Mental Health Crisis Service Operational policy by Liverpool City Council, Liverpool City Social Services
Directorate/Liverpool Health Authority, Liverpool, 1995.

34 AMERICAN PSYCHIATRIC ASSOCIATION (1994) Diagnostic and Statistical Manual for Mental Disorders. (DSM IV)
4th ed., American Psychiatric Association.

35 Slater had asked a friend with a psychiatric record to use her name as to be able to later retrieve the hospital records

36 The word nigrescence is derived from French and refers to the process of becoming Black Taken up widely in theoretical
circles, nigrescence is sometimes referred to under the alternative spelling of negrescence.



37 The six stages of homosexual identity formation are differentiated on the basis of a person's perceptions of his or her own

behaviour and actions that arise as a consequence of their perception as a homosexual: Identity Confusion (Who am I?) is
followed by Identity Comparison (Maybe this is just temporary, or I am the only one in the world like this.). The sense of
alienation and non-belonging then leads to Identity Tolerance (I probably am a homosexual), which, similar to Cross'

Nigrescence seeks out homosexual subculture, only that the markers of this culture-club are somewhat less palpable than
those of Black culture. Tolerance finally leads to the point where the individual can say "I am a homosexual". Identity
Acceptance (Homosexuality is OK) leads to Identity Pride (These are my people) and Identity Synthesis (I am

Homosexual., and). Similar to Cross' final stage of internalisation-commitment to society at large, Cass' last stage realizes
that the "thein-and-us" attitude of the previous stage views all heterosexuals negatively and thereby is no better than
heterosexuals viewing homosexuals as negative. Now supportive heterosexuals are valued, while unsupportive
heterosexuals are further devalued. The individual's personal and public sexual identities become synthesized and the
homosexual identity is integrated within the larger fabric of the person's overall identity.

38 SANTROCK, J. (1997) Adolescence, New York, McGraw-Hill.

39 Xhosa is a language of South Africa. It is spoken by approximately 7.9 million speakers (about 18% of South Africans).
Click consonants feature prominently in the sounds of this language, and even the name, "Xhosa", begins with a click. In
IPA, the name of the language is pronounced approximately [||hosa]

40Anderson proposes the following definition of nationalism: it is an imagined political community that is imagined as both
inherently limited and sovereign. It is imagined because members will never know most of their fellow-members, yet in the
minds of each lives the image of their communion. It is limited because it has finite, though elastic boundaries beyond
which lies other nations. It is sovereign because it came to maturity at a stage of human history when freedom was a rare

and precious ideal. And it is imagined as a community because it is conceived as a deep, horizontal comradeship.
BENEDICT ANDERSON (1991) Imagined Communities: Reflections on the Origin and Spread of Nationalism Verso;
Revised edition

41 Bruce Tuckman's simple four-stage model of model of the development in small groups has become a staple in thinking
about teams since its publication in 1965. In his article Developmental sequence in small groups. Psychological Bulletin,
63, 384-399, Tuckman outlines four stages of team development as forming, storming, norming and performing.

Forming denotes either the formation of the whole team from scratch or the introduction of new members into an existing
team, which was my particular case. The transition is one of individual to team. Successful forming is followed by
storming, which is a result ofpotentially clashing opinions as to how the team should operate. As the team emerges with an

agreed modus operandi, it advances to the next level, the norming, when the conflict and mistrust of the previous phase are

replaced with co-operation and collaboration, and individual team members reconcile their views with the greater needs of
the overall team. And then, when interpersonal differences are settled and a basis for loyalty has been created, the emphasis
in the final phase shifts from working on team process to performing ever more complex tasks. From there, further stages
can include a return to forming, through the introduction of a new team member, dorming, with the team resting on their
performing laurels and getting complacent or adjourning after a goal has been reached successfully and the team has
completed its task. Tuckman reckons that a successful team knows which stage they are in and manages the respective
transitions accordingly.

42 Haley did more than just recapture the history of his own family. He popularised genealogy for black people. Haley
Alex(1980) Roots Dell Book

43 "With things going so well I distributed my letters in the mornings, and saw the city during the afternoons. Walking about
the streets, sitting on subways beside whites, eating with them in the same cafeterias (although I avoided their tables) gave me

the eerie, out-of-focus sensation of a dream. My clothes felt ill-fitting; and for all my letters to men of power, I was unsure of
how I should act. For the first time, as I swung along the streets, I thought consciously of how I had conducted myself at home.
I hadn't worried too much about whites as people. Some were friendly and some were not, and you tried not to offend either.
But here they all seemed impersonal; and yet when most impersonal they startled me by being polite, by begging my pardon
after brushing against me in a crowd. Still I felt that even when they were polite they hardly saw me, that they would have



begged the pardon of Jack the Bear, never glancing his way if the bear happened to be walking along minding his business. It

was confusing. I did not know if it was desirable or undesirable..."Elison R, (1995) The Invisible Man Vintage 8-9

44 FRENCH JR, J. P. R. & AND RAVEN, B. (1960) The bases of social power. IN CARTWRIGHT, D. & ZANDER, A.

(Eds.) Group dynamics. New York, Harper and Row.

45 This notion is explored in Ian MCEWAN (2004) Enduring Love, London Vintage, where a handful of people witness a

fatal balloon accident, and different characters return to their last memory of the balloon, replaying it over and over in their
minds.

46 At least when... his grievous malady needed more food, the wretched man began to tear his limbs and rend them apart with
his teeth and, by consuming his own body, fed himself.

47 Rachel http://www.madnotbad.co.uk/poetiy/poetryliome.htm accessed on 05December2003

48 Current thinking on self-mutilation can be summarized under the following points: It is best regarded as a morbid form of
self-help. While self-mutilation as such is seen as antithetical to suicide, mentally ill self-mutilators are at increased risk of
suicide. Culturally sanctioned mutilative rituals are linked to physical healing, spiritual salvation, and social orderliness.
Pathological self-mutilation not only reduces troublesome and painful symptoms temporarily but also serves the deeper
purposes of healing, salvation and order. Pathological self-mutilation is classified into three basic clinical categories
(major, stereotypic, moderate/superficial), which remain subject to change with new discoveries. Major self-mutilation is
most often, but not exclusively, associated with psychosis and intoxications. Stereotypic self-mutilation is most often, but
again not exclusively, associated with severe mental retardation. Moderate/superficial self-mutilation is most often, but not

exclusively, associated with borderline, histrionic, and antisocial personality disorders. The syndrome of repetitive self-
mutilation is a distinct disorder of impulse dyscontrol, the biological underpinning of which may be lowered ftmctioning of
serotonin, a neurotransmitter in the brain. A psychiatric diagnosis cannot be presumed in persons who engage in body
piercing, branding, tattoos, and so forth, although as a group such persons probably have increased levels of
psychopathology.

49 CRABTREE, L. H. & GROSSMAN, W. K. (1974) Administrative clarity and redefinition for an open adolescent unit.
Psychiatry, 37,350-359.

50 ROSS, R. R. & MCKAY, H. B. (1979) Self-mutilation, Lexington, MA, Lexington Books, 130 IN FAVAZZA, A. R.

(1996) Bodies Under Siege, Johns Hopkins University Press, 315.

51 One patient of Favazza's fits in perfectly: "It was a patient whose impulsive behaviours were so prodigious that no

professional caregiver could deal with her for more than a month at a time. She was a human cutting machine. When a

therapist told her to go for long drives in her car to avoid cutting, she gladly complied stating, "Great! Now I can use the
cigarette lighter to burn myself in the peace and quiet of my car!" She also devoured entire boxes of doughnuts as well as

Ex-Lax in quantities so gigantic as to defy belief. Discontent with laxatives, she developed a novel scheme to lose weight -
eating tapeworms gathered from repugnant sources. She also drank vodka instead of water and took 1000 milligrams of
Benadryl (an antihistamine whose usual dose is 25 mg) to help her sleep. To top it off, she was arrested several times for
shoplifting items she did not need. Psychology be damned, nothing short of a straitjacket could stop her impulsive actions.
Then along came Prozac. A lot of it, and even more. The result: all the impulsive behaviours ceased. Just like that."

FAVAZZA, A. R. (1996) Bodies Under Siege, Johns Hopkins University Press, 321

52 HAWTON, K. (1990) Self-cutting. IN HAWTON, K. & COWEN, P. (Eds.) Dilemmas and Difficulties in the Management
of Psychiatric Patients. Oxford, Oxford University Press: Hawtonl identifies further principles: First, the precipitating
events should be analysed, and thoughts such as I hate myself, emotions, and associated behaviours should be identified.
Also, considering the goals and benefits of the act of self-harm may be useful, as well as the negative consequences. It is
important to gain control over the cutting, initially through a change in thinking and while later stages of treatment can be
supported through physical exercise, physical contact with another person and medication. Once control is achieved,
underlying problems can be examined, focusing on improving the patient's self-esteem and mood disturbances. And last,
but by no means least, Inpatient treatment should be brief.



53 WALSH, B. W. & ROSEN, P. (1985) Self-mutilation and contagion. American Journal of Psychiatry, 142, 119-120.
identify four categories of thought that lead to self-mutilation: 1. self-mutilation is acceptable. 2. One's body and self are

disgusting and deserving of punishment. 3. Action is needed to reduce unpleasant feelings. 4. Overt action is necessary to
communicate feelings to others.

54 TEMPLE, B. & HARRIS, J. (2000) The devil in the detail: Producing an account of self-harm. The Qualitative Report,
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59 The independent on Sunday ABC magazine 11th September 2005
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62 69Ethnic and Cultural Considerations

Special efforts have been made in the preparation of DSM-IV to incorporate an awareness that the manual is used in culturally
diverse populations in the United States and internationally. Clinicians are called on to evaluate individuals from numerous

different ethnic groups and cultural backgrounds (including many who are recent immigrants). Diagnostic assessment can

be especially challenging when a clinician from one ethnic or cultural group uses the DSM-IV Classification to evaluate an

individual from a different ethnic or cultural group. A clinician who is unfamiliar with the nuances of an individual's
cultural frame of reference may incorrectly judge as psychopathology those normal variations in behaviour, belief, or

experience that are particular to the individual's culture. For example, certain religious practices or beliefs (e.g., hearing or

seeing a deceased relative during bereavement) may be misdiagnosed as manifestations of a Psychotic Disorder. Applying

Personality Disorder criteria across cultural settings may be especially difficult because of the wide cultural variation in

concepts of self, styles of communication, and coping mechanisms.

AMERICAN PSYCHIATRIC ASSOCIATION (1994) Diagnostic and Statistical Manual for Mental Disorders. (DSM IV) 4th
ed., American Psychiatric Association.

63 Any such classification system is used for many different purposes, a clinical diagnosis is only one of its purposes;

furthermore, there is a difference as to whether that diagnosis is made in primary care, which many psychiatric diagnoses
are, and which is different from psychiatry. Any nosology is also used for epidemiology, which can work with a broadly
defined group, for research, where it is important to get a homogeneous group, it is used for forensics and of course for
administrative purposes, for insurance and billing, all of which have different concerns. So even no diagnosis becomes a

diagnosis.

64 ... There is no doubt that scientific progress and experience with the use of these guidelines will ultimately require their
revision and updating. I hope that such revisions will be the product of the same cordial and productive worldwide scientific
collaboration as that which has produced the current text." Norman Sartorius in the Preface to The ICD-10, Chapter V:

Classification of Mental and Behavioural Disorders: Clinical descriptions and diagnostic guidelines, Geneva, World Health

Organization, vii

65 BRODY, H. (1987) Stories of sickness, New Haven CT, Yale University Press.



66 PARSON, T. (1951) The social system, Glencoe IL, Free Press.

67 This point had been made before by Arthur KJeinman. In KLEINMAN, A. (1988) The Illness Narratives, New York, Basic

Books, 211-222. he points out the importance not only of the explanatory model of the patient, but also of the healer, and
he lists eight different types of healers, all prone to pick up on different points in the patient's narrative: First, there is the
wounded healer, who needs to be of use, who stands out through his humaneness and dedication, often chronically ill
himself, and his work is a main source of his identity and sense of self in the world. The next healer type perceives care as

a burden, rather than the opportunity for growth the wounded healer sees. The burdened type chose his profession primarily
or financial reasons, and would rather do research than deal with the patients. Then, there is the type that sees healing
rooted in archaic human endeavour, whose ancient lineaments of shamanism and priestly functions and poetic insights are

more part of religion, philosophy and art than of science. Then there is the healer whose medical experience has been

deeply influenced by seeing conditions other than medical ones that need to be addressed and more so, revolutionised.
There is, of course, also a cynic on Kleinman's list. Furthermore, he lists a healer who has been disenchanted with the

degree to which health care has been commoditized, who is now managing clients instead of caring for patients. A
sensitive neophyte is also included in the list, as is a Chinese healer.

68einotikons -An emoticon is a short sequence of keyboard letters and symbols, usually emulating a facial expression, that
complements a text message. An abbreviation itself (of emotion icon), the term is sometimes referred to by the name of the
original emoticon, the smiley, the first smiley was posted on 1982.

:-)Smile

;-)Smile with a wink

:<})User with moustache, smiling

:-||Mad

:-(Sad

-(Crying

:~Also crying

69 SILVERMAN, D. (1987) Communication and medical practice: social relations and the clinic, Bristol, Sage.

70 The term pathography was originally defined in 1853 in Dunglison's Medical Lexicon as a description of disease, and later
as "the study of the effects of any illness on the writer's (or other artist's) life or art, or the effects of an artist's life and

personality development on his creative work." The word was probably first used in this sense by Sigmund Freud, in Eine
Kindheitserrinerung des Leonardo da Vinci (1910), and Oliver Sacks in the 1990 revised edition of Awakenings said that
"the most perfect examples of... pathography are the matchless case-histories of Freud" (although in earlier editions he
wrote "pathology"). ARONSON, J. K. (2000) Autopathography: the patient's tale. British Medical Journal.

71 It is point that is very specific to Western culture, and has been illuminated beautifully by Mark Epstein, notably in his book-

Thoughts Without A Thinker, in which he develops a psychotherapy from a Buddhist perspective. EPSTEIN, M. (1995)

thoughts without a thinker, New York, Basic Books.

72 CHAMBERS, T. S. (1994) The bioethicist as author: the medical ethics case as rhetorical device. Lit Med, 13, 60-78.
examines the inherent value biases in bioethics and shows how the style choices bioethicists make in constructing their
cases, i.e. choice ofpoint of view, diction, images, and other features of style, lead the reader to come to particular logical
conclusion.

73 By narrative competence Bolton understands the mastering a wide array of narrative skills, ranging from active listening
and empathic responding in the client-practitioner interaction to reflective writing about one's professional experience. Her
central scenario envisions a group of health care professionals who write reflectively about their own practices, and who
then share this writing in a group setting that includes a preceptor or mentor.

74 The empty chair method is used in Gestalt therapy. Literally translated from German, "Gestalt" means shape or form, but
with regard to gestalt therapy it implies wholeness, paying attention to the fact that there are feelings in the background as



ALARCON, R. D. (2003) Handbook of Cultural Psychiatry - Review.
American Journal of Psychiatry, 160, 1362-1364.

ALASUUTARI, P. (1995) Researching Culture: Qualitative Methods and
Cultural Studies, London, Sage Publications.

ALFORD, B. A. & BECK, A. T. (1997) The Integrative Power of Cognitive
Therapy, New York, Guilford.

ALLEN, A. (1997) readin', ritin' and ritalin. www.salon.com.

ALLEN, K. (1999) What are Crisis Services? IN TOMLINSON, D. &
ALLEN, K. (Eds.) Crisis Services and Hospital Crises: Mental Health at a
Turning Point. Ashgate, Aldershot.

ALLENDE, I. (1995) Paula, New York, HarperCollins.

ALMEIDA, R., WOODS, R„ MESSINEO, T. & FONT, R. (1998) The
Cultural Context Model: An Overview. IN MCGOLDRICK, M. (Ed.) Re-
Visioning Family Therapy. New York/ London, Guilford Press.

ALTORK, K. (1995) Walking the fire line: the erotic dimension of the
fieldwork experience. IN KULICK, D. & WILLSON, M. (Eds.) Taboo: sex,
identity, and erotic subjectivity in anthropological fieldwork. London/ New
York, Routledge.

AMERICAN PSYCHIATRIC ASSOCIATION (1980) Diagnostic and
Statistical Manual of Mental Disorders. (DSM-III) 3rd ed. Washington DC,
American Psychiatric Association.

AMERICAN PSYCHIATRIC ASSOCIATION (1994) Diagnostic and
Statistical Manual for Mental Disorders. (DSM IV) 4th ed., American
Psychiatric Association.

AMERICAN PSYCHIATRIC ASSOCIATION (2005) Quick Reference Guide
to the Diagnostic Criteria from DSM-IV TM, Washington DC, American
Psychiatric Association.

ANCIS, J. R. (2004) Culturally Responsive Interventions, Routledge.

ANDERSEN, T. (1987) The Reflecting Team: Dialogue and Meta-Dialogue in
Clinical Work. Family Process, 26, 415-428.



ANDERSON B. (1991) Communities: Reflections on the Origin and Spread of
Nationalism, Verso.

ANDERSON, H. & GOOLISHIAN, H. (1992) The client is the expert: a not
knowing approach to therapy. IN MCNAMEE, S. & GERGEN, K. (Eds.)
Therapy and social construction. London, Sage.

ANDERSON, T. (Ed.)) (1991) The Reflecting Team: Dialogues and Dialogues
about the Dialogues, New York, W.W. Norton & Co.

ANDREASAN, N. & CARPENTER, W. T. (1993) Diagnosis and
Classification of Schizophrenia. Schizophrenia Bulletin, 19, 199-214.

ANDREOU, C. (1992) Inner and Outer Reality in Children and Adolescents.
IN KAREEM, J. & LITTLEWOOD, R. (Eds.) Intercultural Therapy. Blackwell
Science.

ANDREWS, G„ STEWART, G., MORRIS-YATES, A., HOLT, P. &
HENDERSON, S. (1990) Evidence for a General Neurotic Syndrome. British
Journal of Psychiatry, 157, 6-12.

ANDREWS, L. (1981) Medicine Woman, New York, Harper & Row.

ANDREWS, T. (1998) Codeine Diary: A Memoir, Boston, Little, Brown.

ANGELL, M. (2000) Is academic medicine for sale? New England Journal of
Medicine, 34, 1516-1518.

ANGELL, M. (2004) The Truth About the Drug Companies. New York
Review of Books, 51(12).

ANGELL, M. (2004) The Truth about the Drug Companies: How They
Deceive Us and What To Do about It, Random House.

ANGERMEYER, M. C, BECK, M., DIETRICH, S. & HOLZINGER, A.
(2004) The Stigma of Mental Illness: Patients' Anticipations and Experiences.
International Journal of Social Psychiatry, 50, 153-162.

ANGERMEYER, M. C., KUHN, L. & GOLDSTEIN, J. M. (1990) Gender and
the course of schizophrenia in treated outcomes. Schizophrenia Bulletin, 16,
293-307.



ANON (Tuesday, 3 September 2002) Finding Cognitive Therapists.
Washington Post.

ANTHONY, J. C„ WARNER, L. A. & KESSLER, R. C. (1994) Comparative
epidemiology of dependence on tobacco, alcohol, controlled substances and
inhalants: basic findings from the National Comorbidity Survey. Experimental
and Clinical Psychopharmacology, 2, 224-268.

AP (2004) Pfizer Finds Celebrex Heart Attack Risk. New York, ABC News.

AP (Thursday, 13 January 2005) Strait-Jacketed Teddy Bear Brings Protests.
Washington Post.

APONTE, H. J. (1985) The negotiation of values in therapy. Family Process,
24,323-338.

ARDENER, E. (1987) Remote Areas: Some Theoretical Considerations. IN
JACKSON, A. (Ed.) Anthropology at Home. London, Tavistock (ASA
Monograph 25).

ARENDT, H. (1958) The Human Condition, Chicago, University of Chicago
Press.

ARMSTRONG, D. (1996) Construct validity and GPs' perceptions of
psychological problems. Primary Care Psychiatry, 2, 119-122.

ARMSTRONG, E. (1999) Making symbols meaningful: Human emotions and
the limbic system. IN HINTON, A. L. (Ed.) Biocultural Approaches to the
Emotions. Cambridge University Press.

ARMSTRONG, H. (1993) Depression in Canadian Native Indians. IN
CAPPELIEZ, P. & FLYNN, R. J. (Eds.) Depression and the Social
Environment. Montreal, McGill-Queen's University Press.

ARNOLD, D. (1993) Colonizing the Body - State Medicine and Epidemic
Disease i Nineteenth-Century India, Berkeley/ LA/ London, University of
California Press.

ARNOLD, E. (1992) Intercultural Social Work. IN KAREEM, J. &
LITTLEWOOD, R. (Eds.) Intercultural Therapy. Oxford, Blackwell Science.

ARONSON, J. K. (2000) Autopathography: the patient's tale. British Medical
Journal.



ASCH, D. (1995) Why some health policies don't make sense at the bedside.
Ann Intern Med, 122, 846-850.

ASHCROFT, B„ GRIFFITHS, G. & TIFFIN, H. (2003) Post-Colonial Studies,
London/ New York, Routledge.

ATKINSON, P. (1995) Medical Talk and Medical Work - the Lithurgy of the
Clinic, London/ Thousand
Oaks CAJ New Delhi, Sage Publications.

ATKINSON, P. & HAMMERSLEY, M. (1995) Ethnography: Principles in
Practice, London, Routledge.

AUDI, R. (Ed.)) (1999) Cambridge Dictionary of Philosophy, Cambridge,
Cambridge University Press.

AUGE, M. (1995) Non-Places: Introduction to an Anthropology of
Supermodernity, London, Verso.

AULL DAVIES, C. (1999) Reflexive Anthropology: A Guide to Researching
Self and Others, New York, Routledge.

AVORN, J. (2004) Powerful Medicines: The Benefits, Risks, and Costs of
Prescription Drugs, New York, Alfred A. Knopf.

BABCOCK, B. (1980) Reflexivity: Definitions and Discriminations.
Semiotica, 30(1/2), 1-14.

BABIKER, G. & ARNOLD, L. (1997) The language of injury:
Comprehending self-mutilation, Leicester, The British Psychological Society.

BACHELARD, G. (1994) The poetics of space, Boston, Beacon Press.

BAER, H. A. (2002) The Growing Interest of Biomedicine in Complementary
and Alternative Medicine: A Critical Perspective. Medical Anthropology
Quarterly, 16(4).

BAGLEY, C. (1971) The Social Aetiology of Schizophrenia in Immigrant
Groups. International Journal Social Psychiatry, 17(4).



BAHL, V. (1999) Mental Illness: a national perspective. IN BHUGRA, D. &
BAHL, V. (Eds.) Ethnicity: an Agenda for Mental Health. London, Gaskell.

BAILEY, F. G. (1993) The tactical uses of passion: Essays on Power, Reason
and Reality, Ithaca NY, Cornell University Press.

BAIR, D. (2004) Jung, London, Little, Brown.

BAKHTIN, M. (1984) Rabelais and His World, Bloomington IN, University of
Indiana Press.

BAKHTIN, M. M. (1981) The dialogic imagination: four essays, Austin TX,
University of Texas Press.

BALARAJAN, R. (2001) Challenges and policy implications of ethnic
diversity and health. IN MACBETH, H. & SHETTY, P. (Eds.) Health and
Ethnicity. London/New York, Taylor and Francis.

BALTER, M. & KATZ, R. (1991) Nobody's child, Reading MA, Addison-
Wesley.

BAMBERG, M. (1987) The acquisition of narratives: Learning to use
language, Berlin, Mouton de Gruyter.

BAMBERG, M. (1997) Language, concepts and emotions. The role of
language in the construction of emotions. Language Sciences, 19, 309-340.

BAMFORTH, I. (2001) Literature, medicine, and the culture wars. Lancet,
358, 1361-1364.

BAMFORTH, I. (Ed.)) (2003) The Body in the library - A literary anthology of
Modern Medicine, New York/ London, Verso.

BANZATO, C. E. M. & MEZZICH, J. E. (2003) Promoting Mental Health
Internationally - Review. American Journal of Psychiatry, 160, 405-406.

BARHAM, P. (1997) Closing the Asylum - the mental patient in modern
society, Penguin.

BARHAM, P. & HAYWARD, R. (1996) The lives of'users'. IN HELLER, T.,
REYONLDS, J., GOMM, R., MUSTON, R. & PATTISON, S. (Eds.) Mental
Health Matters. London, Macmillan in association with The Open University.



BARKER, L. (2004) What price sanity? Openmind, 125.
BARKER, P. J., KEADY, J, CROOM, S., STEVENSON, C„ ADAMS, T. &
REYNOLDS, W. (1998) The concept of serious mental illness: modern myths
and grim realities. Journal of Psychiatric and Mental Health Nursing, 5, 247-
254.

BARLETT, D. L. & STEELE, J. B. (2004) How Health Care in America
Became Big Business - and Bad Medicine, Doubleday.

BARN, R. (Ed.)) (1999) Working with Black Children and Adolescents In
Need, British Agencies for Adoption and Fostering.

BARNOUW, V. (1985) Culture and Personality, Homewood IL, Dorsey Press.

BARRACLOUGH, C. M. (2003) What women want. Mental Health Nursing,
March 2003.

BARRETT, R. (1999) Kurt Schneider in Borneo: Do First-Rank Symptoms of
Schizophrenia Apply to the Iban? IN JENKINS, J. & BARRETT, R. (Eds.)
Culture, Subjectivity and Schizophrenia. Cambridge University Press.

BARRETT, R. J. (1988) Clinical Writing and the Documentary Construction
of Schizophrenia. Culture, Medicine and Psychiatry, 12, 265-299.

BARRETT, R. J. (1996) The Psychiatric Team and the Social Definition of
Schizophrenia: An Anthropological Study of Person and Illness, Cambridge
University Press.

BARRETT, R. J. (1997) Cultural Formulation of Psychiatric Diagnosis. Sakit
Gila in an Iban Longhouse: Chronic Schizophrenia. Culture, Medicine and
Psychiatry, 21, 365-379.

BARRY, C. (2002) Identity/Identities and Fieldwork: Studying Homeopathy
and Tai Chi 'at home' in South London. Anthropology Matters.

BARTLEY, M. & PLEWIS, J. (2002) Accumulated labour market
disadvantage and limiting long-term illness: data from the 1971-1991 Office
for National Statistics' Longitudinal Study. International Journal of
Epidemiology, 31,336-341.

BARTZ, R. (1999) Beyond the biopsychosocial model. New approaches to
doctor-patient interactions. J Fam Pract, 48, 601-607.



BARUK, H. (1998) Moral psychiatry: justice in the modern world, in Hebraic
civilization and in psychiatric practice. Mental Health, Religion & Culture, 1,
153-165.

BASS, C. (Ed.)) (1990) Somatization: Physical Symptoms and Psychological
Illness, Oxford, Blackwell Science.

BASSUK, E. & GERSON, S. (1980) Chronic crisis patients: a discrete clinical
group. Am J Psychiat, 137, 1513-1517.

BATCHELOR, S. (1997) Buddhism Without Beliefs, London, Bloomsbury.

BATESON, G. (1987) Steps to an ecology of mind: collected essays in
anthropology, psychiatry, evolution and epistemology, New York, Jason
Aronson.

BAUBY, J.-D. (1997) The diving bell and the butterfly, New York, Random
House.

BAUM, D. (2004) The price of valor. We train our soldiers to kill for us.
Afterward, they're on their own. The New Yorker.

BAVINGTON, J. (1992) The Bradford Experience. IN KAREEM, J. &
LITTLEWOOD, R. (Eds.) Intercultural Therapy. Oxford, Blackwell Science.

BAYER, R. (1987) Homosexuality and American psychiatry: the politics of
diagnosis, Princeton, Princeton University Press.

BEAM, A. (2004) Mad Poets Society. Atlantic Monthly.

BEAUCHAMP, T. & JL, C. (1994) Principles of biomedical ethics, New York,
Oxford University Press.

BEAUMONT, P. J. V. (1992) Phenomenology and the history of psychiatry.
Aust NZ J Psychiatry, 26, 532-545.

BECK, A. T. (1970) Depression: Causes and Treatment, Philadelphia PA,
University of Pennsylvania Press.

BECK, A. T. (1976) Cognitive Therapy and the Emotional Disorders, New
York, International Universities Press.



BECK, A. T. (1986) The Prediction of Suicide, New York, International
Universities Press.

BECK, A. T. (1988) Love Is Never Enough, New York, Harper & Row.

BECK, A. T. (1999) Cognitive aspects of personality disorders and their
relation to syndromal disorders: A psychoevolutionary aspect. IN
CLONINGER, C. R. (Ed.) Personality and psychopathology. Washington DC,
American Psychiatric Press.

BECK, A. T. (1999) Prisoners of hate: The cognitive basis of anger, hostility,
and violence, New York, Harper Collins Publishers.

BECK, A. T„ EMERY, G. & GREENBERG, R. L. (1985) Anxiety Disorders
and Phobias: A Cognitive Perspective, New York, Basic Books.

BECK, A. T, FREEMAN, A. & ASSOCIATES (1990) Cognitive Therapy of
Personality Disorders, New York, Guilford.

BECK, A. T., RUSH, A. J., SHAW, B. F. & EMERY, G. (1979) Cognitive
Therapy of Depression, New York, Guilford.

BECK, A. T„ WRIGHT, F. D„ NEWMAN, C. F. L. & LIESE, B. S. (1993)
Cognitive Therapy of Substance Abuse, New York, Guilford.

BECK, J. S. (1995) Cognitive Therapy: Basics and Beyond, New York,
Guilford.

BECKER, C., CHASIN, L„ CHASIN, R„ HERZIG, M. & ROTH, S. (1993)
From stuck debate to new conversation on controversial issues: A report of the
public conversations project. Journal of feminist family therapy.

BEDELL, J. & WARD, J. (1989) An intensive community-based treatment
alternative to state hospitalization. Hospital and Community Psychiatry, 40,
533-535.

BEHAR, R. (1993) Translated Woman: Crossing the Border with Esperanza's
Story, Boston, Beacon Press.

BEHAR, R. (1996) The Vulnerable Observer: Anthropology That Breaks Your
Heart, Boston, Beacon Press.



BEHAR, R. & GORDON, D. A. (Eds.) (1995) Women Writing Culture,
Berkeley/ London, University of California Press.

BEISER, M. (1985) A study of depression among traditional Africans, urban
North Americans, and Southeast Asian refugees. IN KLE1NMAN, A. &
GOOD, B. (Eds.) Culture and Depression. Berkeley, University of California
Press.

BEISER, M. & HYMAN, I. (1997) Refugees' time perspective and mental
health. American Journal of Psychiatry, 154(7), 996-1002.

BEISER, M. & HYMAN, I. (1997) Southeast Asian refugees in Canada. IN
AL-ISSA, I. & TOUSIGNANT, M. (Eds.) Ethnicity, Immigration, and
Psychopathology. New York, Plenum Press.

BEISER, M„ LANCEE, W., GOTOWIEC, A., SACK, W. & REDSHIRT, R.
(1993) Measuring self-perceived role competence among First Nations and
non-native children. Canadian Journal of Psychiatry, 38(6), 412-419.

BELL, B. (1984) Williams' "The use of force" and first principles in medical
ethics. Lit Med, 3, 143-151.

BELL, D. (1998) Human Error. IN GARLAND, C. (Ed.) Understanding
Trauma. London/New York, Karnac.

BELL, J. (1996) Doing your Research Project - A Guide for First-Time
Researchers in Education and Social Science, Buckingham/ Philadelphia, Open
University Press.

BELLAH, R. N„ MADSEN, R., SULLIVAN, W. M., SWIDLER, A. &
TIPTON, S. M. (1985) Habits of the Heart, Berkeley, University of California
Press.

BENDER, K. G. (2001) Social Problems in Pakistani psychiatric patients.
International Journal of Social Psychiatry, 47(3), 32-41.

BENJET, C„ AZAR, S. & KUERSTEN-HOGAN, R. (2003) Evaluating the
parental fitness of psychiatrically diagnosed individuals: advocating a
functional-contextual analysis of parenting. J Fam Psychol, 17(2), 238-51.

BENNETT, P., SCOTT, L. & HARLING, K. (1999) Stress busters. Nursing
Times, 95, 28-29.



BENTALL, R. (1990) The illusion of reality: a review and integration of
psychological research on hallucinations. Psychological Bulletin, 107, 82-95.

BENTALL, R. (2004) Roll over Kraepelin. inentalhealth today, 20-23.

BENTALL, R. P. (2003) Madness explained: psychosis and human nature,
London, Penguin.

BERARDINELLI, J. (2003) Prozac Nation, http://movie-reviews.colossus.net.

BERENSON, A. (19 December 2004) Pfizer to Halt Its Advertising of
Celebrex to Consumers. New York Times. New York.

BERGER, J. (1990) Ways of seeing, New York, Penguin.

BERGER, J. & MOHR, J. (1967) A fortunate man: the story of a country
doctor, Harmondsworth, Penguin.

BERGER, P. & LUCKMAN, T. (1991) The Social Construction of Reality - A
Treatise in the Sociology of Knowledge, London/ New York/ Victoria/ Toron
to/ Auckland, Penguin Books.

BERK, M. & JANET, M. L. (1999) Evidence-based psychiatric practice:
doctrine or trap? Journal of Evaluation in Clinical Practice, 5, 97-101.

BERLAND, J. C. (1982) No five fingers are alike, Cambridge MA/ London,
Harvard University Press.

BERNHEIMER, C. & KAHANE, C. (Eds.) (1985) In Dora's Case: Freud-
Hysteria-Feminism, New York, Columbia University Press.

BERRY, J. W., KIM, U., POWER, S„ YOUNG, M. & BUJAKI, M. (1989)
Acculturation attitudes in plural societies. International Review of Applied
Psychology, 38, 185-206.

BETTELHEIM, B. (1950) Love is not enough, Free Press.

BEVERIDGE, A. (2003) Should psychiatrists read fiction? The British Journal
of Psychiatry, 182,385-387.

BHATIA, M. S. & MALIK, S. C. (1991) Dhat syndrome - A useful diagnostic
entity in Indian culture. British Journal of Psychiatry, 159, 691-695.



BHOPAL, R. (2001) Ethnicity and Race as epidemiological variables:
centrality of purpose and context. IN MACBETH, H. & SHETTY, P. (Eds.)
Health and Ethnicity. London/New York, Taylor and Francis.

BHUGRA, D. (Ed.)) (1996) Psychiatry and Religion: Context, Consensus and
Controversies, London, Routledge.

BHUGRA, D. (2001) Acculturation, cultural identity and mental health. IN
BHUGRA, D. & COCHRANE, R. (Eds.) Psychiatry in Multicultural Britain.
London, Gaskell.

BHUGRA, D. (2001) Ideas of distorted ethnic identity in 43 cases of psychosis.
Internatioinal Journal of Social Psychiatry, 47(1), 1-7.

BHUGRA, D. (2001) Services for ethnic minorities: conceptual issues. IN
BHUGRA, D. & COCHRANE, R. (Eds.) Psychiatry in Multicultural Britain.
London, Gaskell.

BHUGRA, D. & BAHL, V. (1999) Ethnicity - issues of definition. IN
BHUGRA, D. & BAHL, V. (Eds.) Ethnicity: an Agenda for Mental Health.
London, Gaskell.

BHUGRA, D. & BAHL, V. (Eds.) (1999) Ethnicity: An Agenda for Mental
Health, London, Gaskell.

BHUGRA, D. & COCHRANE, R. (2001) Mental Illness and ethnic minority
groups. IN BHUGRA, D. & COCHRANE, R. (Eds.) Psychiatry in
Multicultural Britain. London, Gaskell.

BHUGRA, D. & COCHRANE, R. (2001) Psychiatry in a multi-ethnic context.
IN BHUGRA, D. & COCHRANE, R. (Eds.) Psychiatiy in Multicultural
Britain. London, Gaskell.

BHUGRA, D. & COCHRANE, R. (Eds.) (2001) Psychiatry in Multicultural
Britain, London, Gaskell.

BHUGRA, D., DESAI, M. & BALDWIN, D. (1999) Suicide and attempted
suicide across cultures. IN BHUGRA, D. & BAHL, V. (Eds.) Ethnicity: an
Agenda for Mental Health. London, Gaskell.



BHUGRA, D., LIPPETT, R. & COLE, E. (1999) Pathways into care: an
explanation of the factors that may affect minority ethnic groups. IN
BHUGRA, D. & BAHL, V. (Eds.) Ethnicity: an Agenda for Mental Health.
London, Gaskell.

BHUGRA, D., SASHIDHARAN, S. & COMMANDER, M. (2001) Needs
assessment and service evalutation. IN BHUGRA, D. & COCHRANE, R.
(Eds.) Psychiatry in Multicultural Britain. London, Gaskell.

BHUI, K. & BHUGRA, D. (1999) Serice provision for ethnic minorities. IN
BHUGRA, D. & BAHL, V.
(Eds.) Ethnicity: an Agenda for Mental Health. London, Gaskell.

BHUI, K. & BHUGRA, D. (2001) Training and supervision in cross-cultural
mental health services. IN

BHUGRA, D. & COCHRANE, R. (Eds.) Psychiatry in Multicultural Britain.
London, Gaskell.

BHUI, K„ WEICH, S. & LLOYD, K. (1997) Pocket Psychiatry, London,
Saunders.

B1BEAU, G. (1997) Cultural psychiatry in a creolizing world: Questions for a
new research agenda. Transcultural Psychiatry, 34(1), 9-41.

BIBEAU, G. A. (1988) Step toward thick thinking: From webs of significance
to connections across dimensions. Medical Anthropology Quarterly, 2, 402-
416.

BILL FULFORD, KATHERINE MORRIS, JOHN SADLER &
STANGHELLINI, G. (Eds.) (2003) Nature and narrative: an introduction to the
new philosophy of psychiatry, Oxford, Oxford University Press.

BITTLES, A. H., SAVITHRI, H. S., VENKATESHA MURTHY, H. S„
BASKARAN, G., WANG, W, CAHILL, J. & RAO, N. A. (2001) Human
interbreeding: a familiar story full of surprises. IN MACBETH, H. &
SHETTY, P. (Eds.) Health and Ethnicity. London/ New York, Taylor and
Francis.

BLACK, K. W. (1971) Epidemiology versus Cartesian Dualism. Social
Science and Medicine, 5, 461-468.



BLACKWOOD, E. (1995) Falling in love with an-Other lesbian: reflections on
identity in fieldwork. IN KULICK, D. & WILLSON, M. (Eds.) Taboo: sex,
identity, and erotic subjectivity in anthropological fieldwork. London/ New
York, Routledge.

BLOCH, M. (1992) Prey into Hunter: The Politics of Religious Experience,
New York, Cambridge University Press.

BLONDER, L. X. (1999) Brain and emotion relations in culturally diverse
population. IN HINTON, A. L. (Ed.) Biocultural Approaches to the Emotions.
Cambridge University Press.

BLOOM, H. (2000) How to Read and Why, London, Fourth Estate.

BLUESTONE, H. (1999) Treating Victims of Torture and Violence:
Theoretical, Cross-Cultural, and Clinical Implications - Review. American
Journal of Psychiatry, 156,488-489.

BOCHNER, A. & ELLIS, C. (Eds.) (2002) Ethnographically Speaking:
Autoethnography, Literature, and Aesthetics, Walnut Creek CA, Mta Mira
Press.

BOCK, P. (Ed.)) (1994) Handbook of Psychological Anthropology, Westport
CT, Greenwood Press.

BODDY, J. (1994) Spirit possession revisited: Beyond instrumentality. Annual
Review of Anthropology, 23, 407-434.

BODENHEIMER, T. (2000) Uneasy alliance: clinical investigators and the
pharmaceutical industry. New England Journal of Medicine, 342, 1539-1544.

BOEHNLEIN, J. K. & KINZIE, J. D. (1995) Refugee trauma. Transcultural
Psychiatric Research Review, 32(3), 223-252.

BOEHNLEIN, J. K„ KINZIE, J. D, LEUNG, P. K., MATSUNAGA, D.,
JOHNSON, R. & SHORE, J. H. (1993) The natural history of medical and
psychiatric disorders in an American Indian community. Culture, Medicine and
Psychiatry, 16, 543-554.

BOLTON, G. (1999) The Therapeutic Potential of Creative Writing: Writing
Myself, London, Paul Chapman Publishing.



BOLTON, G. (2001) Reflective Practice: Writing and Professional
Development, London, Paul Chapman.

BOLTON, G. (2004) A bumper review of fiction and poetry. Medical
Humanities, 30, 106-107.

BOLTON, G„ HOWLETT, S„ LAGO, C. & WRIGHT, J. (2003) Writing
Cures: Therapeutic Writing in Therapy and Counselling On- and Off-line,
London, Brunner Routledge.

BOLTON, R. (1995) Tricks, friends, and lovers: erotic encounters in the field.
IN KULICK, D. & WILLSON, M. (Eds.) Taboo: sex, identity, and erotic
subjectivity in anthropological fieldwork. London/New York, Routledge.

BONACCORSO, S. N. & STURCHIO, J. L. (2002) Direct to consumer
advertising is medicalising normal human experience. BMJ, 324, 910-911.

BONDI, L. (1993) Locating identity politics. IN KEITH, M. & PILE, S. (Eds.)
Place and the politics of identity. London/ New York, Routledge.

BOON, J. (1986) Between-the-Wars-Bali. Rereading the Relics. IN
STOCKING, G. W. (Ed.) Malinowski, Rivers, Benedict and Others. Essays on
Culture and Personality. Madison, University of Wisconsin Press.

BORRELL-CARRIO, F„ SUCHMAN, A. L. & EPSTEIN, R. M. (2004) The
Biopsychosocial Model 25 Years Later: Principles, Practice, and Scientific
Inquiry. Annals of Family Medicine, 2, 576-582.

BOSCOLO, L. (1996) Der Psychoedukative Ansatz. IN RETZER, A. (Ed.) Die
Behandlung psychotischen Verhaltens - Psychoedukative Ansatze versus
systemische Ansatze. Carl-Auer-Systeme Verlag.

BOSCOLO, L. & BERTRANDO, P. (1996) Systemic Therapy with
Individuals, London/New York, Karnac Books.

BOSCOLO, L., CECCHIN, G., CAMPBELL, D. & DRAPER, R. (1985)
Twenty more questions. IN CAMPBELL, D. & DRAPER, R. (Eds.)
Applications of systemic family therapy: The Milan approach. New York,
Grune & Stratton.

BOSK, C. L. (2003) Forgive and Remember: Managing Medical Failure,
Chicago, University of Chicago Press.

BOTTERO, A. (1991) Consumption by Semen Loss in India, and Elsewhere.
Culture, Medicine and Psychiatry, 15, 303-320.



BOTTOMLEY, G. (1992) From Another Place: Migration and the Politics of
Culture, Cambridge, Cambridge University Press.

BOURDAN, K. H., BOYD, J. H. & RAE, D. S. (1988) Gender differences in
phobias: results of the ECA Community Survey. Journal of Anxiety Disorders,
2,227-241.

BOWLBY, J. (1940) Personality and Mental Illness, London, Kegan, Paul,
Trench, Trubner & Co.

BOWLBY, J. (1960) Grief and mourning in infancy and early childhood. The
Psychoanalytic Study of the Child, 15, 9-52.

BOWLBY, J. (1961) Separation anxiety: A critical review of the literature. J
Child Psychol Psychiatry, 1, 251-269.

BOWLBY, J. (1969) Attachment, London, Hogarth Press.

BOWLBY, J. (1973) Separation: Anxiety & Anger, London, Hogarth Press.

BOWLBY, J. (1980) Loss: Sadness & Depression, London, Hogarth Press.

BOWLBY, J. (1988) A Secure Base: Parent-Child Attachment and Healthy
Human Development.

BOWLBY, J, ROBERTSON, J. & ROSENBLUTH, D. (1952) A two-year old
goes to hospital. Psychoanalytic Study of the Child, 7, 82-94.

BOYD, J. H., BURKE JR, J. D„ GRUENBERG, E„ HOLZER III, C. E., RAE,
D. S., GEORGE, L. K., KARNO, M„ STOLTZMAN, R., MCEVOY, L. &
NESTADT, G. (1984) Exclusion Criteria of DSM-III - A Study of Co¬
occurrence of Hierarchy-Free Syndromes. Arch Gen Psychiatry, 41, 983-999.

BOYLAN, K. (1998) The Art and Science of Health Care. The Dalhousy
Medical Journal.

BOYLE, M. (1996) 'Schizophrenia' re-evaluated. IN HELLER, T.,
REYONLDS, J., GOMM, R., MUSTON, R. & PATTISON, S. (Eds.) Mental
Health Matters. London, Macmillan in association with The Open University.

BOYLE, M. (2002) Schizophrenia: A Scientific Delusion? Routledge.



BRACKEN, P. (1995) Beyond liberation: Michel Foucault and the notion of a
critical psychiatry. Philos Psychiatry Psychol, 2, 1-13.

BRACKEN, P. (1999) Phenomenology and psychiatry. Current Opinions in
Psychiatry, 12, 593-596.

BRACKEN, P. & THOMAS, P. (1998) A new debate on mental health. Open
Mind, 89, 17.

BRACKEN, P. & THOMAS, P. (1999) Let's scrap schizophrenia. Openmind.

BRACKEN, P. & THOMAS, P. (2001) Postpsychiatry: a new direction for
mental health. British Medical Journal, 322, 724-727.
BRACKEN, P. & THOMAS, P. (2002) Time to move beyond the mind-body
split. British Medical Journal, 325, 1433-1434.

BRADY, D. W., CORBIE-SMITH, G. & BRANCH, W. T. (2002) "What's
Important to You?" The Use of Narratives To Promote Self-Reflection and To
Understand the Experiences of Medical Residents. Ann Intern Med, 137, 220-
223.

BRADY, I. (Ed.)) (1991) Anthropological poetics, Savage MD, Rowman and
Littlefield Publishers.

BRAGG, M. (2005) Adam Phillips: Going Sane. The Southbank Show.

BRANCH, W., PELS, R„ LAWRENCE, R. & ARKY, R. (1993) Becoming a
doctor - Critical incident reports from third-year medical students. NJM, 329,
1130-1132.

BRANCH, W. T. (1998) Deconstructing the White Coat. Annals of Internal
Medicine, 129, 740-742.

BRANDER RASMUSSEN, B., KLINENBERG, E., NEXICA, I. J. & WRAY,
M. (Eds.) (2001) The Making and Unmaking of Whiteness, Durham/ London,
Duke University Press.

BRANDON, D. (1996) Normalising professional skills. IN HELLER, T.,
REYONLDS, J., GOMM, R., MUSTON, R. & PATTISON, S. (Eds.) Mental
Health Matters. London, Macmillan in association with The Open University.

BRECHER, S. & FRIEDMAN, S. (1993) In pursuit of a better life: A mother's
triumph. IN FRIEDMAN, S. (Ed.) The New Language of Change. New York,
Guilford.



BREGGIN, P. (1993) Toxic Psychiatry - Drugs and Electroconvulsive
Therapy: The Truth and the Better Alternatives, London, HarperCollins.

BREGGIN, P. R. (1997) Brain-disabling treatments in psychiatry: drugs,
electroshock, and the role of the FDA, New York, Springer.

BREGGIN, P. R. (1997) The heart of being helpful: empathy and the creation
of a healing presence, New York, Springer.

BREGGIN, P. R. (2000) Reclaiming our children: a healing solution for a
nation in crisis, Cambridge MA, Perseus.

BREGGIN, P. R. (2002) The Ritalin fact book: what your doctor won't tell you
about ADHD and stimulant drugs, Cambridge MA, Perseus.

BREGGIN, P. R., BREGGIN, G. & BEMAK, F. (Eds.) (2001) Dimensions in
empathic therapy, New York, Springer.

BREGGIN, P. R. & BREGGIN, G. R. (1995) Talking Back to Prozac: What
Doctors Won't Tell You About Today's Most Controversial Drug, New York,
St. Martin's Press.

BREGGIN, P. R. & COHEN, D. (2000) Your Drug May Be Your Problem:
How and Why to Stop Taking Psychiatric Medication, London, HarperCollins.

BREGGIN, P. R. & STERN, E. M. (Eds.) (1996) Psychosocial approaches to
deeply disturbed persons, New York, Haworth.

BRETHERTON, I. (1991) The Roots and Growing Points of Attachment
Theory. In: Atachment. IN PARKES, C. M„ STEVENSON-HINDE, J. &
MARRIS, P. (Eds.) Attachment Across the Life Cycle. London, Tavistock.

BRETHERTON, I. (1992) The origins of attachment theory: John Bowlby and
Maiy Ainsworth. Developmental Psychology, 28, 759-775.

BREWER, G. (2003) K-Pax: Omnibus Featuring Prot's Report, London,
Bloomsbury.

BRIGGS, C. L. (2003) Why Nation-States and Journalists Can't Teach People
to Be Healthy: Power and
Pragmatic Miscalculation in Public Discourses on Health. Medical
Anthropology Quarterly, 17(3).



BRISCOE, M. (1982) Sex differences in psychological wellbeing.
Psychological Medicine Monograph Supplements, 1.

BRODY, E. B. (1963) Colour and identity conflict in young boys. Psychiatry,
26,18-201.

BRODY, H. (1987) Stories of sickness, New Haven CT, Yale University Press.

BRODY, H. (1994) My story is broken; can you help me fix it? - Medical
ethics and the joint construction of narrative. Lit Med, 13, 79-92.

BROWN, A. (2005) Seeing Double: Oliver Sacks. The Guardian.

BROWN, D. (1997) Memory, Trauma Treatment and the Law, New York,
Norton.

BROWN, D., NOLAN, P., CRAWFORD, P. & LEWIS, A. (1996) Interaction,
language and the "narrative turn" in psychotherapy and psychiatry. Soc Sci
Med, 43, 1569-1578.

BROWN, G. W. (1996) Life events, loss and depressive disorders. IN
HELLER, T., REYONLDS, J., GOMM, R., MUSTON, R. & PATTISON, S.
(Eds.) Mental Health Matters. London, Macmillan in association with The
Open University.

BROWN, P. & LEVINSON, S. C. (1978) Politeness: some universals in
language usage.

BROWN, T. & WILKINSON, G. (2000) Clinical Reviews in Psychiatry,
London, Gaskell.

BROWNE, D. (1996) The black experience of mental health law. IN HELLER,
T„ REYONLDS, J., GOMM, R., MUSTON, R. & PATTISON, S. (Eds.)
Mental Health Matters. London, Macmillan in association with The Open
University.

BROWNER, C. H. (1999) On the Medicalization of Medical Anthropology.
Medical Anthropology Quarterly, 13, 135-140.

BRUNER, E. (Ed.)) (1984) Text, Play, and Story: The Construction and
Reconstruction of Self and Society, Washington DC, American Ethnological
Society.

BRUNER, J. (1979) On Knowing - Essays for the left hand, Cambridge MA/
London, Belknap Press of Harvard University Press.

BRUNER, J. (1990) Acts of Meaning, Cambridge, Harvard University Press.



BRUNNER/MAZEL, G. J. P. N. Y. (Ed.)) (1983) The psychosocial
development of minority children, New York, Brunner/Mazel.
BUNDY, C. (2003) Being a caring doctor is not an option. British Medical
Journal.

BURBATTI, G. L. & FORMENTI, L. (1988) The Milan Approach to Family
Therapy, Northvale NJ/ London, Jason Aronson Inc.

BURCK, C. (1997) Language and narrative: learning from bilingualism. IN
PAPADOPOULOS, R. &

BYNG-HALL, J. (Eds.) Multiple voices: narrative in systemic family
psychotherapy. London, Duckworth.
BURKE, R., EDITED BY R. GATES & HAMMOND, R. (1995) When the
music's over: My journey into schizophrenia, New York, Basic.

BURNS, T. & CATTY, J. (2002) Mental health policy and evidence. Potential
and pitfalls. Psychiatric Bulletin, 26, 324-327.

BURR, V. (1995) An introduction to social constructionism, London,
Routledge.

BUSCH, F. (2000) The Talking Cure, New York, Norton.

BYRNE, P. & LONG, B. (1976) Doctors talking to patients, London, HMSO.

BYTHEWAY, B, BACIGALUPO, V., BORNAT, J., JOHNSON, J. &
SPURR, S. (Eds.) (2002) Understanding care, welfare and community - a
reader, London/ New York, Routledge.

CALDWELL, K., BECVAR, D. S„ BERTOLINO, R. & DIAMOND, D.
(1997) A postmodern analysis of a course on clinical supervision.
Contemporary Family Therapy: An International Journal, 19 (2), 269-287.

CALLAWAY, H. (1992) Ethnography and Experience. IN OKELY, J. &
CALLAWAY, H. (Eds.) Anthropology & Autobiography. London/ New York,
Routledge.

CALMAN, K. & ROYSTON, G. (1997) Risk language and dialectics. BMJ,
315,939-942.



CAMPBELL, P. (1996) The history of the user movement in the United
Kingdom. IN HELLER, T, REYONLDS, J., GOMM, R., MUSTON, R. &
PATTISON, S. (Eds.) Mental Health Matters. London, Macmillan in
association with The Open University.

CAMPBELL, S. M., ROLAND, M. O. & BENTLEY, E. (1999) Research
capacity in UK primary care. British Journal of General Practice, 49, 967-970.

CAMPION-SMITH, C., CUMING, R. & TRACEY, C. (2004) Surviving and
thriving with difficult and demanding patients. BMJ Careers, 197-198.

CANCRO, R. (2003) Ethics, Culture, and Psychiatry: International
Perspectives - Review. American Journal of Psychiatry, 160, 1712.

CANETTI, E. (1984) Crowds and Power, Farrar, Straus and Giroux.

CANINO, G., LEWIS-FERNANDEZ, R., & BRAVO, M. (1997)
Methodological challenges in cross-cultural mental health research.
Transcultural Psychiatry, 34(2), 163-184.

CANINO, I. A. & SPURLOCK, J. (1994) Culturally Diverse Children and
Adolescents: Assessment, Diagnosis, and Treatment, New York, Guilford
Press.

CANNON, W. B. (1932) The Wisdom of the Body, New York, Norton.

CANNON, W. B. (1942) Voodoo Death. American Anthropologist, 44(new
series), 169-181.

CANT, S. & SHARMA, U. (1998) Reflexivity, ethnography and the profesions
(complementary medicine). Watching you watching me watching you (and
writing about both of us). The Sociological Review, 244-263.

CANTOR, C. & FALLON, B. (1996) Phantom illness: Shattering the myths of
hypochondria, Boston, Houghton Mifflin.

CAPLAN, A. L. (2004) Indicting Big Pharma. American Scientist.

CAPLAN, G. (1964) Principles of preventive psychiatry, London, Tavistock.

CAPLAN, G. (1974) Support systems and community mental health, New
York, Behavioural Publications.



CAPLAN, P. J. (1996) They Say You're Crazy: How the World's Most
Powerful Psychiatrists Decide Who's Normal, Reading MA/ Wokingham,
Addison Wesley Publishing Company.

CAPL1N, R. (1996) Time, Faith and Encouragement. IN READ, J. &
REYNOLDS, J. (Eds.) Speaking Our Minds: an Anthology of Personal
Experiences of Mental Distress. Basingstoke, Macmillan.

CAPPELIEZ, P. & FLYNN, R. J. (Eds.) (1993) Depression and the Social
Environment, Montreal, McGill-Queen's University Press.

CAPRA, F. (1983) The Turning Point, London, Flamingo.

CAPUZZI SIMON, C. (Tuesday, 3 September 2002) A Change of Mind -

Thanks to Managed Care, Evidence-Based Medical Practice and Changing
Ideas About Behavior, Cognitive Therapy Is the Talking Cure of the Moment.
Special to The Washington Post.

CARDENA, E. (1992) Trance and possession as dissociative disorders.
Transcultural Psychiatric Research Review, 29(4), 287-300.

CARDINAL, M. (1983) The Words to Say It, Cambridge MA, Van Vactor &
Goodheart.

CARLAT, D. J. (1999) The Psychiatric Interview, Philadelphia/ Baltimore/
New York/ London/ Buenos Aires/ Hong Kong/ Sydney/ Tokyo, Lippincott
Williams & Wilkins.

CARMICHAEL, A„ RATZAN, R. & LAUTER, H. (1991) Medicine: A
Treasury of Art and Literature.

CARPENTER, V. (1999) challenging overt oppression. New Impact, 5.

CARRITPIERS, M. (1992) Why Humans have Cultures: Explaining
Anthropology and Social Diversity, Oxford, Oxford University Press.

CARRITHERS, M., COLLINS, S. & LUKES, S. (1985) The Category of the
Person, Cambridge, Cambridge University Press.

CARSON, A. M. (2001) That's another story: narrative methods and ethical
practice. Journal of Medical Ethics, 27, 198-202.

CARSTENS, J. (Ed.)) (2000) Cultures of Relatedness. New Approaches to the
Study of Kinship., Cambridge, Cambridge University Press.



CARTER, R. T. (1995) The Influence of Race and Race Identity in
psychotherapy, New York, John Wiley & Sons.

CARTER, R. T. (1995) Pioneers of multicultural counselling: An interview
with Janet E. Helms. Journal of Multicultural Counselling and Development,
23, 73-86.

CARTWRIGHT, D. & ZANDER, A. (Eds.) (1960) Group dynamics, New
York, Harper and Row.

CASEMENT, P. (1997) On Learning from the Patient, London, Routledge.

CASEY, N. (2002) EInholy Ghost: Writers on Depression, Perennial.

CASS, C. V. (1979) Homosexual Identity Formation: A Theoretical Model.
Journal of Homosexuality, 4, 219-235.

CASTILLO, R. J. (1994) Spirit Possession in South Asia, Dissociation or
Hysteria? Part 1: Theoretical Background; Part 2: Case Histories. Culture,
Medicine and Psychiatry, 18, 1-21; 141-162.

CASTILLO, R. J. (1996) Culture and Mental Illness: A Client-Centered
Approach, Pacific Grove, Brooks/Cole.

CASTLE, K. & BECHTEL, S. (1989) Katherine, it's time: An incredible
journey into the world of a multiple personality, New York, Harper & Row.

CATALAN, J., MARSACK, P. & HAWTON, K. (1980) Comparison of
doctors and nurses in asessment of deliberate self-poisoning patients.
Psychological Medicine, 10.

CAWLEY, R. H. (1993) Psychiatry is more than a science. British Journal of
Psychiatry, 162, 154-160.

CECCHIN, G. (1987) Hypothesizing, circularity, and neutrality revisited: An
invitation to curiosity. Family Process, 26, 405-413.

CECCHIN, G. & FRUGGERI, L. (1986) Consultation with Mental Health
Systems in Italy. IN WYNNE, L. C., MCDANIEL, S. & WEBER, T. (Eds.)
Systems consultation: A new perspective for family therapy. New York,
Guilford Press.

CECCHIN, G., G., L. & W., R. (1993) From Strategising to Non-intervention:
Towards Irreverence in Systemic Practice. Journal of Marital & Family
Therapy, 17(1).



CECCHIN, G., LANE, G. & RAY, W. A. (1994) The Cybernetics of
Prejudices in the Practice of Psychotherapy, London, Karnac Books.

CHADWICK, P. K. (2001) Psychotic Consciousness. International Journal of
Social Psychiatry, 47, 52-62.

CHALMERS, I. (1993) The Cochrane Collaboration: preparing, maintaining
and disseminating systematic reviews of the effects of health care. Annals of
the New York Academy of Sciences, 703, 156-163.

CHAMBERLAYNE, P., BORNAT, J. & WENGRAF, T. (Eds.) (2000) The
Turn to Biographical Methods in the Social Sciences: Comparative Issues and
Examples, London, Routledge.

CHAMBERS, T. S. (1994) The bioethicist as author: the medical ethics case as
rhetorical device. Lit Med, 13, 60-78.

CHARLES, C, GAFNI, A. & WHELAN, T. (1997) Shared decision-making
in the medical encounter: what does it mean? (Or it takes at least two to tango).
Soc Sci Med, 44, 681-692.

CHARLES, C. V. (1942) Optimism and frustration in the American Negro.
Psychoanalytic Review, 29, 270.

CHARMAZ, K. (1999) From the "Sick Role" to Stories of Self: Understanding
the Self in Illness. IN

CONTRADA, R. J. & ASHMORE, R. D. (Eds.) Self, Social Identity, and
Physical Health. New York/ Oxford, Oxford University Press.

CHARMAZ, K. & MITCHELL, R. G. (1996) The Myth of Silent Authorship:
Self, Substance and Style in Ethnographic Writing. Symbolic Interaction,
19(4), 285-302.

CHARON, R. (1989) Doctor-patient/reader-writer: learning to find the text.
Soundings, 72, 137-152.

CHARON, R. (2001a) Narrative medicine: A model for empathy, reflection,
profession, and trust. JAMA, 286(15), 1897-1902.

CHARON, R. (2001b) Narrative Medicine: Form, Function, and Ethics. Ann
Intern Med, 134, 83-87.

CHARON, R. (2004) Narrative and Medicine. New England Journal of
Medicine, 350, 862-864.



CHASE, T. (1987) When rabbit howls: The troops for Truddi Chase, New
York, Dutton.

CHEKHOV, G. D. (1968) Observer Without Illusion, New York, Funk &
Wagnalls.

CHEN, D. T., MILLER, F. G. & ROSENSTE1N, D. L. (2003) Clinical
Research and the Physician-Patient Relationship. Ann Intern Med, 138, 669-
672.

CHEN, L. C., KLEINMAN, A. & WARE, N. C. (1992) Advancing health in
developing countries: the role of social research, Westport CT, Auburn House.

CHEN, L. C„ KLEINMAN, A. & WARE, N. C. (Eds.) (1993) Health and
social change in international perspective, Dept. of Population and International
Health, Harvard School of Public Health. Distributed by Harvard University
Press.

CHENAIL, R. J. (1991) Bradford Keeney's Cybernetic Project and the
Creation of Recursive Frame Analysis. The Qualitative Report, 1,4-17.

CHENAIL, R. J. (1992) A Case for Clinical Qualitative Research. The
Qualitative Report, 1(4).

CHESLER, P. (1974) Women and Madness, London, Allan Lane.

CHESLER, P. (1996) Women and madness: the mental asylum. IN HELLER,
T., REYONLDS, J., GOMM, R., MUSTON, R. & PATTISON, S. (Eds.)
Mental Health Matters. London, Macmillan in association with The Open
University.

CHESTON, R. & BENDER, M. (Eds.) (1999) Understanding Dementia: The
Man With The Worried

Eyes, London, Jessica Kingsley Publishers.

CHIN, J. L, DE LA CANCELA, V. & JENKINS, Y. M. (1993) Diversity in
Psychotherapy: The Politics of Race, Ethnicity, and Gender, Westport CT,
Praeger.

CHISHOLM, J. S. (1999) Steps to an evolutionary ecology of mind. IN
HINTON, A. L. (Ed.) Biocultural Approaches to the Emotions. Cambridge
University Press.



CHODOROW., N. (1978) The reproduction of mothering: psychoanalysis and
the sociology of gender, Berkeley/ London, University of California Press.

CHUNG, C. (2003) Caring is the right attitude. British Medical Journal.

CHURCH, K. (1995) Forbidden Narratives: Critical Autobiography as Social
Science, New York, Gordon and Breach.

CLANDININ, D. J. & CONNELLY, F. M. (2000) Narrative Inquiry, San
Francisco CA, Jossey Bass.

CLARE, A. (1976) Psychiatry in dissent: controversial issues in thought and
practice, London, Tavistock.

CLARIDGE, G. S. (1987) The schizophrenias as nervous types revisited.
British Journal of Psychiatry, 151, 735-743.

CLARK, D. A., BECK, A. T. & ALFORD, B. A. (1999) Scientific
Foundations of Cognitive Theory and Therapy of Depression, Philadelphia,
John Wiley & Sons.

CLARK, K. & HOLQU1ST, M. (1984) Mikhail Baikhtin, Cambridge MA,
Harvard University Press.

CLARVIT, S. R., SCHNEIER, F. R. & LIEBOWITZ, M. R. (1997) The
offensive type of Taijin-kyofu-sho in New York City: the phenomenology and
treatment of a social anxiety disorder. Journal of Clinical Psychiatry, 57(11),
523-527.

CLAYER, J. R. & CZECHOWICZ, A. S. (1991) Suicide by aboriginal people
in South Australia: Comparison with suicide deaths in the total urban and rural
populations. Medical Journal of Australia, 154, 683-685.

CLEAVLAND, C. (2004) Healers and Heroes: Ordinary People in
Extraordinary Times, Philadelphia, American College of Physicians.

CLEMENT, R., SYLVESTRE, A. & NOELS, K. (1991) Modes of
acculturation and situational identity: The case of the Haitian immigrants of
Montreal. Canadian Ethnic Studies, 23(2), 81-94.

CLEVER, L. H. (2002) Who Is Sicker: Patients—or Residents? Residents'
Distress and the Care of Patients. Ann Intern Med, 136, 391-393.

CLIFFORD, J. (1986) On Ethnographic Allegory. IN CLIFFORD, J. &
MARCUS, G. (Eds.) Writing Culture. The Poetics and Politics of Ethnogrpahy.
Berkeley CA, University of California Press.



CLIFFORD, J. (1988) The predicament of culture: twentieth-century
ethnography, literature, and art, Cambridge MA/ London, Harvard University
Press.

CLIFFORD, J. & MARCUS, G. E. (Eds.) (1986) Writing Culture, Berkeley/
Los Angeles/ London, University of California Press.

COBB, A. (1994) Crisis Services. Mind Breakthrough: Making Community
Work. Mind.

COCHRANE, A. L. (1972) Effectiveness and Efficiency. Random Reflections
on Health Services, London, Oxford University Press for the Nuffield
Provincial Hospitals Trust.

COCHRANE, R. (1999) Ethnicity, drinking patterns and alcohol-related
problems in England. IN BHUGRA, D. & BAHL, V. (Eds.) Ethnicity: an
Agenda for Mental Health. London, Gaskell.

COCHRANE, R. (2001) Race, Prejudice and ethnic identity. IN BHUGRA, D.
& COCHRANE, R. (Eds.) Psychiatry in Multicultural Britain. London,
Gaskell.

COCKERHAM, W. (2002) Sociology of mental disorder, Prentice Hall.

COHEN, A, KLEINMAN, A. & SARACENO, B. (Eds.) (2002) World mental
health casebook: social and mental health programs in low-income countries,
Dordrecht, Kluwer Academic.

COHEN, A. P. (1994) Self Consciousness: An Alternative Anthropology of
Identity, London, Routledge.

COHEN, D. (1990) Challenging the Therapeutic State: Critical Perspectives on
Psychiatry and the Mental
Health System. Journal of Mind and Behavior, 11(3&4), 259-284.

COHEN, D. (1997) A critique of the use of neuroleptic drugs in psychiatry. IN
FISHER, S. & P, G. R. (Eds.) From placebo to panacea: putting psychiatric
drugs to the test. New York/ Chichester, John Wiley & Sons.

COHEN, M. (1998) Users' Movement and the Challenge to Psychiatrists.
Psychiatric Bulletin, 22.

COHEN, P. & COHEN, J. (1984) The Clinician's Illusion. Arch Gen
Psychiatry, 41, 1178-1182.
COLES, R. (1979) Medical ethics and living a life. N Engl J Med, 301, 444-
446.



COLES, R. (Ed.)) (1984) The Doctor Stories, New York, New Directions.

COLES, R. (1984) Introduction. IN WILLIAMS, W. C. (Ed.) The doctor
stories. New York, New Directions.

COLES, R. (1995) The Mind's Fate, Boston, Back Bay Books.

COLLIER, J., LONGMORE, J. & HODGETTS, T. (1995) Fame, fortune,
medicine and art. Oxford handbook of clinical specialties. 4rth ed. Oxford.

COMAS-DIAZ, L. & GREENE, B. (1994) Women of Color: Integrating
Ethnic and Gender Identities in Psychotherapy, New York, Guilford Press.

COMAS-DIAZ, L. & GRIFFITH, E. E. H. (1988) Clinical Guidelines in
Cross-Cultural Mental Health, New York, John Wiley.

COMMISSION FOR RACIAL EQUALITY (1993) The Sorrow in my heart.
Sixteen Asian women speak about depression.

COMMITTEE ON CULTURAL PSYCHIATRY OF THE GROUP FOR THE
ADVANCEMENT OF PSYCHIATRY (REPORT NUMBER 145) (2002)
Cultural Assessment in Clinical Psychiatry, Washington DC, American
Psychiatric Publishing, Inc.

CONKLIN, B. A. (2003) The Social Fabric of Health: An Introduction to
Medical Anthropology (John M Janzen), Book Review. Medical Anthropology
Quarterly, 17(2).

CONNER, A. Z. (2002) Fevers of the mind, PublishAmerica.

CONNOR, L., ASCH, P. & ASCH, T. (1986) Jero Tapakan: Balinese Healer-
An Ethnographic Film Monograph, Cambridge, Cambridge University Press.

CONTRADA, R. J. & ASHMORE, R. D. (Eds.) (1999) Self, Social Identity,
and Physical Health, New York/ Oxford, Oxford University Press.

COOKSEY, E. & BROWN, P. (1998) Spinning on its axes: DSM and the
social construction of psychiatric diagnosis. Int J Health Serv, 28(3), 525-554.

COOPER, B. (2003) Evidence-based mental health policy: a critical appraisal.
The British Journal of Psychiatry, 183, 105-113.

COOPER, D. (1967) Psychiatry and Anti-Psychiatry, Tavistock.



COPOLOV, D. (2000) Menders of the Mind: A History of the Royal
Australian and New Zealand College of Psychiatrists, 1946-1996 - Review.
American Journal of Psychiatry, 157, 299.

CORCORAN, K. B., KRUSE, S. D. & ZARSK1, J. J. (2002) Doctoral Student
Perceptions of Learning to be Reflective Practitioners. Academic Exchange
Quarterly, 6.

CORFIELD, D. (2004) Box pop - Opening Skinner's Box is an intriguing
attempt by Lauren Slater to 'bring to life' 10 psychological experiments. The
Guardian.

CORIN, E. (1979) A possession psychotherapy in an urban setting: Zebola in
Kinshasa. Social Science and Medicine, 13B, 327-338.

CORIN, E. (1990) Facts and meaning in psychiatry: An anthropological
approach to the lifeworld of schizophrenics. Culture, Medicine and Psychiatry,
14,153-188.

CORIN, E. (1994) The Social and cultural matrix of health and disease. IN
EVANS, R. G., BARER, M. L. & MARMOR, T. R. (Eds.) Why are Some
People Healthy and Others Not? The Determinants of Health of Populations.
Hawthorne NY, Aldine de Gruyter.

CORIN, E. (1995) From a Cultural Stance: Stuicide and Aging in a Changing
World. International Psychogeriatrics, 7, 335-355.

CORIN, E. (1997) Playing with limits: Tobie Nathan's evolving paradigm in
ethnopsychiatry. Transcultural Psychiatry, 34(3), 345-358.

CORIN, E., AND GILLES BIBEAU (1988) H.B.M. Murphy (1915-1987): A
Key Figure in Transcultural Psychiatry. Culture, Medicine and Psychiatry, 12,
397-415.

CORIN, E. & HARNOIS, G. (1991) Problems of Continuity and the Link
between Cure, Care, and Social Support of Mental Patients. Int J Ment Health,
20,13-22.

CORIN, E. & LAUZON, G. (1992) Positive withdrawal and the quest for
meaning: The reconstruction of experience among schizophrenics. Psychiatry,
55,266-278.

CORIN, E. & LAUZON, G. (1994) From symptoms to phenomena: The
articulation of experience in schizophrenia. Journal of Phenomenological
Psychology, 25(1), 3-50.



CORIN, E., THARA, R. & PADMAVATI, R. (1999) Living through a
staggering world - the play of signifiers in early psychosis in South India. IN
JENKINS, J. & BARRETT, R. (Eds.) Schizophrenia, Culture and Subjectivity.
Cambridge, Cambridge University Press.

CORNEY, R. (1990) A survey of professional help sought by patients for
psychosocial problems. British Journal of General Practice, 40, 365-368.

COSTELLO, C. G. (1992) Research on Symptoms Versus Research on
Syndromes. British Journal of Psychiatry, 160,304-308.

COULEHAN, J. L„ PLATT, F. W., EGENER, B„ FRANKEL, R„ LIN, C.-T.,
LOWN, B. & SALAZAR, W. H. (2001) "Let Me See If I Have This Right. "
Words That Help Build Empathy. Ann Intern Med, 135, 221-227.

COULTHARD, R. & ASHBY, M. (1976) A linguistic description of doctor-
patient interviews. IN WADSWORTH, M. & ROBINSON, D. (Eds.) Studies
in everyday medical life. London, Robinson.

COUPLAND, J., ROBINSON, J. & COUPLAND, N. (1994) Frame
negotiation in doctor-elderly patient consultations. Discourse and Society, 5,
89-124.

COUSER, G. T. (1997) Recovering Bodies: Illness, Disability, and Life
Writing, Madison, University of Wisconsin Press.

COX, J. L. (1996) Psychiatry and religion - A general psychiatrist's
perspective. IN BHUGRA, D. (Ed.) Psychiatry and religion. London,
Routledge.

CRABTREE, L. H. & GROSSMAN, W. K. (1974) Administrative clarity and
redefinition for an open adolescent unit. Psychiatry, 37, 350-359.

CRAIG, T. J., SIEGEL, C, HOPPER, K„ LIN, S. & SARTORIUS, N. (1997)
Outcome in schizophrenia and related disorders compared between developing
and developed countries: A recursive partitioning re-analysis of the WHO
DOSMD data. British Journal of Psychiatry, 170, 229-233.

CRAPANZANO, V. (1980) Tuhami: Portrait of a Moroccan, University of
Chicago Press.

CRAPANZANO, V. & GARRISON, V. (Eds.) (1977) Case Studies in Spirit
Possession, New York, Wiley.



CRAWFORD, M. J., RUTTER, D., MANLEY, C., WEAVER, T., BHUI, K,
FULOP, N. & TYRER, P. (2002) Systematic review of involving patients in
the planning and development of health care. BMJ, 325, 1263-1265.

CRICHTON-SMITH, I. (1987) In the Middle of the Wood, Gollancz.

CRIJNEN, A. A. M, ACHENBACH, T. M. & VERHULST, F. C. (1999)
Problems Reported by Parents of Children in Multiple Cultures: The Child
Behaviour Checklist Syndrome Constructs. Am. J. Psychiatry, 156, 569-574.

CRISP, A. (1999) The stigmatization of sufferers with mental disorders. British
Journal of General Practice, 49, 3-4.

CROMPTON, S. (2005) Suburbia at its most superficial - and I loved it. The
Daily Telegraph. London.

CRONEN, V. & PEARCE, W. B. (1982) The Coordinated Management of
Meaning: A theory of communication. IN DANCE, F. E. X. (Ed.) Human
communication theory. New York, Harper & Row.

CROSS, L. (1993) Body and self in feminine development: Implications for
eating disorders and delicate self-mutilation. Bull Menninger Clinic, 57, 41-68.

CROSS, W. (1978) The Thomas and Cross models of psychological
Nigrescence: a review. The Journal of Black Psychology, 5, 13-31.

CROSS, W. & FHAGEN-SMITH, P. (1996) Nigrescence and ego identity
development: accounting for differential Black identity patterns. IN
PERDERSEN, P., DRAGUNS, J., LONNER, W. & TRIMBLE, J. (Eds.)
Counselling Across cultures. Thousand Oaks CA, Sage Publications.

CROSS, W., PARHAM, T. & HELMS, J. (1991) The stages of Black identity
development: Nigrescence models. IN JONES, R. (Ed.) Black Psychology.
Berkeley CA, Cobb & Henry.

CRUIKSHANK, B. (1999) The will to empower: Democratic citizens and
other subjects, Ithaca NY, Cornell University Press.

CSORDAS, T. J. (1991) The Affliction of Martin: Religious, Clinical and
Phenomenological Meaning in a Case of Demonic Oppression. IN GAINES,
A. (Ed.) Ethnopsychiatry, ch. 5. Albany NY, State University of New York
Press.

CSORDAS, T. J. (1994) Embodiment and Experience, Cambridge, Cambridge
University Press.



CSORDAS, T. J. (Ed.)) (1994) Embodiment and experience - the existential
ground of culture and self, Cambridge/ New York/ Melbourne, Cambridge
University Press.

CSORDAS, T. J. (1994) The Sacred Self: A Cultural Phenomenology of
Charismatic Healing, Berkeley, University of California Press.

CUELLAR, I. & PANIAGUA, F. A. (Eds.) (2000) Handbook of Multicultural
Mental Health: Assessment and Treatment of Diverse Populations, San Diego,
Academic Press.

CULLIFORD, L. (2002) Spirituality and clinical care. BMJ, 325, 1434-1435.

CUSHMAN, P. (1995) Constructing the Self, Constructing America, New
York, Addison-Wesley.

DALAL, F. (2002) Race, Colour and the Process of Racialization - New
Perspectives from Group Analysis, Psychoanalysis and Sociology, Hove/ New
York, Brunner-Routledge.

DALLOS, R. (1996) Psychological approaches to mental health and distress.
IN HELLER, T„ REYONLDS, J., GOMM, R„ MUSTON, R. & PATTISON,
S. (Eds.) Mental Health Matters. London, Macmillan in association with The
Open University.

DALLY, T. (1994) Art as Therapy, London, Routledge.

DAMASIO, A. (2000) The Feeling of What Happens: Body, Emotion and the
Making of Consciousness, London, Heinemann.

DANCY, J. & SOSA, E. (Eds.) (1993) A Companion to Epistemology, Oxford/
Cambridge MA, Blackwell.

DARWIN, C. ([1872] 1998) The Expression of the Emotions in Man and
Animals, London, Fontana Press.

DASGUPTA, S. & CHARON, R. (2004) Personal Illness Narratives: Using
Reflective Writing to Teach Empathy. Academic Medicine, 79, 351-356.

DAVID, R. (1983) Lacan and narration: the psychoanalytic difference in
narrative theory, Baltimore MD, Johns Hopkins University Press.
DAVIDOFF, F. (1996) Who has seen a blood sugar? Philadelphia PA,
American College of Physicians.
DAVIES, N. (2004) Scandal of society's misfits dumped in jail. The Guardian.



DAVIES, S„ PRESILLA, B. & STRATHDEE, G. (1994) Community beds:
the future for mental health care? Social Psychiatry and Psychiatric
Epidemiology, 29(6), 241-243.

DAVIS, C. & SCHAEFER, J. (1995) Between the Heartbeats - Poetry & Prose
by Nurses, Iowa City, University of Iowa Press.

DAWSON, K. A., LEES, R., SUTHERLAND, O., KERR, S. & GEURTSEN,
J. (2003) Reflecting Teams: Their Promise for Imaginative Education. Child &
Youth Mental Health. Chilliwack, BC, Canada, Ministry of Children and
Family Development.

DAWSON, N. V. & ARKES, H. R. (1987) Systematic errors in medical
decision making: judgement limitations. Med Decis Making, 2, 183-187.

DE BOTTON, A. (1997) How Proust Can Change Your Life, London, Picador.
DE CERTEAU, M. (1988) The practice of everyday life, Berkeley CA/
London, University of California Press.

DE CERTEAU, M. (1997) Culture in the Plural, Minneapolis/ London,
University of Minnesota Press.

DE TOCQUEVILLE, A. (1898) Democracy in America, New York, Century
Co.

DEAN, A. (1997) Chaos and Intoxication - complexity and adaptation in the
structure of human nature, London/New York, Routledge.

DEFLEM, M. (1991) Ritual, Anti-Structure, and Religion: A Discussion of
Victor Turner's Processual Symbolic Analysis. Journal for the Scientific Study
of Religion, 30(1), 1-25.

DEIN, S. & LOEWENTHAL, K. M. (1998) Holy healing: the growth of
religious and spiritual therapies. Mental Health, Religion & Culture, 1, 85-89.

DELVECCHIO GOOD, M.-J., BRODWIN, P. E., GOOD, B. J. &
KLEINMAN, A. (Eds.) (1992) Pain as a Human Experience: An
Anthropological Perspective, Berkeley, University of California Press.

DEPARTMENT OF HEALTH (1999) Modern standards and service models:
mental health, London, Stationery Office.

DERRIDA, J. (1981) Positions, Baltimore, John Hopkins University Press.

DERRIDA, J. (2004) Writing and Difference, London/ New York, Routledge.



DESJARLAIS, R, EISENBERG, L., GOOD, B. & KLEIN MAN, A. (1995)
World Mental Health: Problems and Priorities in Low-Income Countries, New
York, Oxford University Press.

DESJARLAIS, R. R. (1992) Body and Emotion: The Aesthetics of Illness and
Healing in the Nepal Himalayas, Philadelphia PA, University of Pennsylvania
Press.

DESJARLAIS, R. R. (1996) Presence. IN LADERMAN, C. & ROSEMAN,
M. (Eds.) The Performance of Meaning. Routledge.

DEVEREUX, G. (1951) Reality and Dream, New York, International
Universities Press.

DEVEREUX, G. (1967) From Anxiety to Method in the Behavioral Sciences,
The Hague, Mouton.

DEVEREUX, G. (1980) Basic problems of ethnopsychiatry, Chicago, Chicago
University Press.

DEVEREUX, G. (1980) Schizophrenia: An Ethnic Psychosis, or Schizophrenia
without Tears (1965). IN
DEVEREUX (Ed.) Basic Problems of Ethnopsychiatry. Chicago, Chicago
University Press.

DI NICOLA, V. N. (1997) A Stranger in the Family: Culture, Families, and
Therapy, New York, Norton.

DICK, L. (1995) "Pibloktoq" (Arctic hysteria): A construction of European-
Inuit relations? Arctic Anthropology, 32(2), 1-42.

DICK, P. K. (1981) Valis, London, Gollancz.

DICKINSON, E. (1982) Much madness is divinest sense. IN TODD, M. L. &
HIGGINSON, T. W. (Eds.) Collected Poems of Emily Dickinson. New York,
Avenal.

DILTS JR, S. L. (2001) Models of the Mind: A Framework for
Biopsychosocial Psychiatry, New York, Brunner-Routledge.

DINICOLA, V. F. (1985) Family Therapy and Transcultural Psychiatry: An
Emerging Synthesis. Transcultural Psychiatric Research Review, 22, 151-179.

DOCHERTY, J. E. A. (1978) Stages of Onset of Schizophrenic Psychosis.
American Journal of Psychiatry, 135, 420-426.



DOI, T. (1962) Amae: a key concept for understanding Japanese personality
structure. IN SMITH, R. J. & BEARDSLEY, R. K. (Eds.) Japanese Culture: Its
Development and Characteristics. Chicago, Aldine.

DONLEY, C. & BUCKLEY, S. (Eds.) (2000) What's Normal? Narratives of
Mental and Emotional Disorders, Kent OH, Kent State University Press.

DONLEY, C. & KOHN, M. (2002) Recognitions: Doctors and their Stories,
Kent OH/ London, Kent State University Press.

DOREY, R. (1986) The relationship of mastery. Internatioinal Review of
Psychoanalysis, 13,323.

DORMAN, D. (2004) Dante's Cure: A Journey Out of Madness, Other Press.

DOUBLE, D. (1990) What would Adolf Meyer have thought of the neo-
Kraepelinian approach? Psychiatric Bulletin, 14, 472-774.

DOUBLE, D. (2002) The overemphasis on biomedical diagnosis in psychiatry.
Journal of Critical Psychology, Counselling and Psychotherapy, 2, 40-47.

DOUBLE, D. B. Redressing the biochemical imbalance. Psychotherapy, , 440-
47

DOUBLE, D. B. (2001) Psychiatrists can have understanding too: Recent
advances in psychological understanding of psychotic experiences. BPS
Centenary Conference - Symposium - Recent Advances in Psychological
Understanding of Mental Illness and Psychotic Experiences: The report of the
Division of Clinical Psychology. BPS Centenary Conference.

DOUBLE, D. B. (2002) Re: Critical psychiatry: Science and hermeneutics.
British Medical Journal.

DOUBLE, D. B. (2002) Re: Post-post-psychiatry and eclecticism. British
Medical Journal.

DOUBLE, D. B. (2003) Encouraging insensitivity in doctors is not an option.
British Medical Journal, 326, 1038.

DOUBLE, D. B. (2004) Critique of ADHD as a cultural construct is not "anti-
psychatry".

DOUBLE, D. B. & WONG, T. I. (1991) What's happened to patients from
long-stay psychiatric wards? Psychiatric Bulletin, 15, 735-6.



DOUGLAS, M. (1992) Purity and Danger - an analysis of the concepts of
pollution and taboo, London, Routledge & Kegan Paul Ltd.

DOW, J. (1986) The Shaman's Touch: Otomi Indian Symbolic Healing,
University of Utah Press.

DOW, J. (1986) Universal aspects of symbolic healing: A theoretical synthesis.
American Anthropologist, 88, 56-69.

DOWNIE, R. S. (1994) The Healing Arts, Oxford, Oxford University Press.

DOWRICK, C„ MAY, C. & BUNDRED, P. (1996) The biopsychosocial
model of general practice: rhetoric or reality? Br J Gen Pract, 46, 105-107.

DRATCU, L. (2003) Acute hospital care in inner London: splitting from
mental health services in the community. Psychiatric Bulletin, 27, 83-86.

DREIER, O. (2000) Psychotherapy in Clients' Trajectories across Contexts. IN
MATTINGLY, C. & GARRO, L. C. (Eds.) Narratives and the Cultural
Construction of Illness and Healing. Berkeley/ LA/ London, University of
California Press.

DREW, P. & HERITAGE, J. (Eds.) (1992) Analyzing talk at work, Cambridge,
Cambridge University Press.

DUBISCH, J. (1995) Lovers in the field: sex, dominance, and the female
anthropologist. IN KULICK, D. & WILLSON, M. (Eds.) Taboo: sex, identity,
and erotic subjectivity in anthropological fieldwork. London/ New York,
Routledge.

DUKE, P. & HOCHMAN, G. (1992) A brilliant madness: Living with manic
depressive illness, New York, Bantam.

DUKE, P. & TURAN, K. (1987) Call me Anna: The autobiography of Patty
Duke, New York, Bantam.

DUMONT, J.-P. (1978) The Headman and I. Ambiguity and Ambivalence in
the Fieldworking Experience., Austin TX, University of Texas Press.

DUMONT, L. (1986) Essays on Individualism. Modern Ideology in
Anthropological Perspective, Chicago, Chicago University Press.

DUNN, N. (2002) Commentary: Patient centred care: timely, but is it practical?
BMJ, 324, 651.



DURHAM, W. H. (1991) Coevolution: Genes, Culture and Human Diversity,
Stanford, Stanford University Press.

DURKHEIM, E. (1961) The Elementary Forms of the Religious Life, New
York, Collier.

DYE, M. (1997) Melatonin Mania, www.salon.com.

EASTMAN, N. (1996) The need to change mental health law. IN HELLER, T.,
REYONLDS, J., GOMM, R., MUSTON, R. & PATTISON, S. (Eds.) Mental
Health Matters. London, Macmillan in association with The Open University.

EATON, W. W., BADAWI, M. & MELTON, B. (1995) Prodromes and
Precursors: Epidemiologic Data for Primary Prevention of Disorders with Slow
Onset. American Journal of Psychiatry, 152, 967-972.

EDGERTON, R. & COHEN, A. (1994) Culture and schizophrenia: the
DOSMD challenge. Br J Psychiatry, 164(2), 222-231.

EDGERTON, R. B. (1966) Conceptions of psychosis in four East African
societies. American Anthropologist, 68, 408-425.

EDGERTON, R. B. & COHEN, A. (1994) Culture and schizophrenia: The
DOSMD challenge. British Journal of Psychiatry, 164, 222-231.

EDGEWATER, I. D. (1999) Music hath charms.: Fragments toward
constructionist biocultural theory, with attention to the relationship of "music"
and "emotion". IN HINTON, A. L. (Ed.) Biocultural Approaches to the
Emotions. Cambridge University Press.

EDWARDS, D. & POTTER, J. (1992) Discursive psychology, London, Sage.

EGGER, M„ SCHNEIDER, M. & DAVEY-SMITH, G. (1998) Spurious
precision? Meta-analysis of observational studies. BMJ, 316, 140-144.

EGUCHI, S. (1991) Between Folk Concepts of Illness and Psychiatric
Diagnosis: Kitsune-Tsuki (Fox Possession) in a Mountain Village of Western
Japan. Culture, Medicine and Psychiatry, 15, 421-452.

EISENBERG, L. & KLEINMAN, A. (1981) The Relevance of social science
for medicine. Culture, illness, and healing, 1.

EISENBRUCH, M. (1990) The Cultural Bereavement Interview: A new
clinical research approach for refugees. Psychiatric Clinics of North America,
13(4), 715-735.



EISENBRUCH, M. (1991) From posttraumatic stress disorder to cultural
bereavement: Diagnosis of Southeast Asian refugees. Social Science and
Medicine, 33(6), 673-680.

EISNER, E. W. (1981) On the differences between scientific and artistic
approaches to qualitative research. Educational Research, 10(4), 5-9.

EISNER, E. W. (1997) The Enlightened Eye: Qualitative Inquiry and the
Enhancement of Educational Practice.

ERIKSON, E.H. (1968). Identity: Youth and Crisis. New York: Norton.

EKMAN, P. (1973) Darwin and Facial Expression: A Century of Research in
Review, New York, The Academic Press.

EKMAN, P. & DAVIDSON, R. J. (Eds.) (1994) The Nature of Emotion:
Fundamental Questions, New York, Oxford University Press.

EKMAN, P., SORENSON, E. R. & FRIESEN, W. V. (1969) Pan-Cultural
Elements in Facial Displays of Emotions. Science, 164, 86-88.

ELDER, A. (1993) Psychotherapy in general practice. IN MAXWELL, H.
(Ed.) An outline of psychotherapy for trainee psychiatrists, medical students
and practitioners. London, Whurr.

ELLENBERGER, H. (1970) The discovery of the unconscious: the history and
evolution of dynamic psychiatry, London, Fontana.

ELLISTON, D. (1993) The Dynamics of Difficult Conversations: Talking Sex
in Tahiti. Panel on Methodological and Ethical Issues in the Study of Sexuality.
93rd Annual Meeting of the American Anthropological Association.
Washington DC.

Elison R, (1995) The Invisible Man Vintage

ELSASS, P. (1992) Strategies for survival. The psychology of cultural
resilience in ethnic minorities, New York, New York University Press.

ELSPETH GUTHRIE, M„ JAMES MOOREY, M„ FRANK MARGISON,
M., HELEN BARKER, M., STEPHEN PALMER, M., GRAEME
MCGRATH, P., BARBARA TOMENSON, M. & FRANCIS CREED, M.
(1999) Cost-effectiveness of Brief Psychodynamic-Interpersonal Therapy in
High Utilizers of Psychiatric Services. Archives of General Psychiatry, 56,
519-526.



ELWYN, G. & GWYN, R. (1999) Stories we hear and stories we tell:
analysing talk in clinical practice. BMJ, 318, 186-188.

ELWYN, G. J. (1997) Shared decision making in primary care, Cardiff, Welsh
Office.

ENGEL, G. (1977) The need for a new medical model: a challenge for
biomedicine. Science, 196, 129-136.

ENGEL, G. (1980) The clinical application of the biopsychosocial model.
American Journal of Psychiatry, 137, 535-544.

ENNIS, J., BARNES, R. A„ KENNEDY, S. & TRACHTENBERG, D. (1989)
Depression in self-harm patients. British Journal of Psychiatry, 154, 41-47.

EPHRAIM, C. W. (2003) The Pathology for Eurocentrism - The Burden and
Responsibilities of Being Black, Trenton NJ/ Asmara, Eritrea, Africa World
Press, Inc.

EPPLE, C. (2003) Healing Ways: Navajo Health Care in the Twentieth
Century (Wade Davies) - Book Review. Medical Anthropology Quarterly,
17(3).

EPSTEIN, M. (1995) thoughts without a thinker, New York, Basic Books.

EPSTEIN, M. (2001) Going on Being, New York, Broadway Books.

EPSTEIN, R. M. (2003) Mindful practice in action (I): technical competence,
evidence-based medicine and relationship-centered care. Fam Syst Health, 21,
1-10.

EPSTEIN, R. M. (2003) Mindful practice in action (II): cultivating habits of
mind. Fam Syst Health, 21, 11-17.

ERIKSEN, T. H. (1993) Ethnicity and Nationalism: Anthropological
Perspectives, London, Pluto Press.

ESQUIVEL, L. (1993) Like water for chocolate, London, Black Swan.

ESTROFF, S. (1981) Making it Crazy - An Ethnography of Psychiatric Clients
in an American Community, Berkeley/ Los Angeles/ London, University of
California Press.



ESTROFF, S. (1989) Self, Identity, and Subjective Experiences of
Schizophrenia: In Search of the Subject. Subjective Experience of
Schizophrenia and Related Disorders: Implications for Understanding and
Treatment, Special Issue of Schizophrenia Bulletin, 15(2), 189-196.

ESTROFF, S„ WITH LACHICOTTE, W„ ILLINGWORTH, L. &
JOHNSTON, A. (1991) Everybody's Got a Little Mental Illness: Accounts of
Illness and Self among People with Severe, Persistent Mental Illnesses.
Medical Anthropology Quarterly, 5, 331-369.

ETHERINGTON, K. (2003) Trauma, the Body and Transformation, London,
Jessica Kingsley.

ETHERINGTON, K. (2004) Becoming a Reflexive Researcher - Using Our
Selves in Research, London, Jessica Kingsley Publishers.

EVANS, M. & GREAVES, D. (1999) Exploring the medical humanities. BMJ,
319,1216.

EVANS, N. J, FORNEY, D. S. & GUIDO-DIBRITO, F. (1998) Student
Development in College: Theory, Research and Practice, San Francisco,
Jossey-Bass.
EVANS, R. G. (2003) Patient centred medicine: reason, emotion, and human
spirit? Some philosophical reflections on being with patients. British Medical
Journal, 29, 8-14.

EVANS, R. G., BARER, M. L. & MARMOR, T. R. (Eds.) (1994) Why are
Some People Healthy and Others Not? The Determinants of Halth of
Populations, Hawthorne NY, Aldine de Gruyter.

EYSENCK, H. J. & EYSENCK, S. B. G. (1982) Culture and personality
abnormalities. IN AL-ISSA, I. (Ed.) Culture and Psychopathology. Baltimore
MD, University Park Press.

FABIAN, J. (1985) Culture, Time and the Object of Anthropology. Berkshire
Review, 20.

FABREGA, H. (1989) On the Significance of an Anthropological Approach to
Schizophrenia. Psychiatry, 52, 45-65.

FABREGA, H., JR. (1997) Evolution and Psychiatry, Berkeley, University of
California Press.

FABREGA, H., JR. & NGUYEN, H. (1992) Culture, social structure, and
quandaries of psychiatric diagnosis: A Vietnamese case study. Psychiatry, 55,
230-249.



FADIMAN, A. (1998) The Spirit Catches You and You Fall Down: A Hmong
Child, Her American Doctors, and the Collision of Two Cultures, New York,
Farrar, Straus and Giroux.

FAISON, W. E. & ARMSTRONG, D. (2003) Cultural Aspects of Psychosis in
the Elderly. Journal of Geriatric Psychiatry and Neurology, 16(4), 225 - 231.

FALLOT, R. D. (1998) Planning Community Mental Health Services for
Women: A Multiprofessional Handbook - Review. Psychiatr Serv, 49, 706.

FARNES, N. (204) Spike - An Intimate Memoir, London, Harper Perennial.

FAUMAN, M. A. (1994) Study Guide to DSM IV, Washington DC/ London,
American Psychiatric Press.

AVAZZA, A. R. (1996) Bodies Under Siege, Baltimore/ London, Johns
Hopkins University Press.

FAVAZZA, A. R. (2002) Cultural Assessment in Clinical Psychiatry: GAP
Report 145 - Review. American Journal of Psychiatry, 159, 1446-1447.

FAVAZZA, A. R., DEROSEAR, L. & CONTERIO, K. (1989) Self-mutilation
and eating disorders. Suicide Life-Threatening Behaviour, 19, 352-361.

FEINSTEIN, A. R. (1995) Meta-analysis: statistical alchemy for the 21st
century. Journal of Clinical Epidemiology, 48, 71-79.

FELL, N. (2004) Argentine Mental Hospital's Talk Therapy Radio Helps Erase
Stigma of Mental Illness. Buenos Aires, Voice of America.

FELL, N. (2005) Crazy Radio gives patients voice. Argentina, BBC News
Online.

FELS, A. (2004) Do Women Lack Ambition. Harvard Business Review, April
2004, 50-60.

FENTON, S. (1999) Ethnicity, racism, class and culture, Basingstoke,
Macmillan.

FENTON, S. & SADIQ, A. (1996) Asian women speak out. IN HELLER, T.,
REYONLDS, J„ GOMM, R, MUSTON, R. & PATTISON, S. (Eds.) Mental
Health Matters. London, Macmillan in association with The Open University.



FENTON, W. S., MOSHER, L. R., HERRELL, J. M. & BLYLER, C. R.
(1998) Randomized trial of general hospital and residential alternative care for
patients with severe and persistent mental illness. American Journal of
Psychiatry, 155, 516-522.

FENWICK, P. (1996) The neurophysiology of religious experience. IN
BHUGRA, D. (Ed.).

FERGUSON, T. (2002) From patients to end users - Quality of online patient
networks needs more attention than quality of online health information. BMJ,
324, 555-556.

FERNANDO, S. (1988) Race and Culture in Psychiatry, London,
Tavistock/Routledge.

FERNANDO, S. (1995) Mental Health in a Multi-ethnic Society: A
Multidisciplinary Handbook, New York, Routledge.

FERNANDO, S. (2002) Mental Health, Race and Culture, Houndmills/
Basingstoke/ New York, Palgrave.

FERNANDO, S. (2003) Cultural Diversity, Mental Health and Psychiatry -

The Struggle against Racism, Hove/ New York, Brunner-Routledge.

FERRANTE, J. (2001) Cross Cultural Psychiatry - Review. American Journal
of Psychiatry, 158, 155.

ERRIMAN, A. (2002) Exhibition aids dialogue between doctors and patients
with chronic pain. BMJ, 325, 616.

FESSLER, D. M. (1999) Toward an understanding of the universality of
second order emotions. IN HINTON, A. L. (Ed.) Biocultural Approaches to the
Emotions. Cambridge University Press.

FETTERMAN, D. M. (1989) Ethnography Step by Step, Newbury Park CA/
London/New Delhi, Sage Publications.

FILHO, N. D. A. (2001) For a General Theory of Health: preliminary
epistemological and anthropological notes. Cad. Saude Publica, 17(4).

FINKIELKRAUT, A. (Februar/ 1998) Du droit a la liberte de choix dans le
domaine de la sante. Keynote address to the first Louis-Jeantet forum on the
cost of health care, Les couts de la sante: des choix 24? faire, des valeurs a

preserver. Yverdon, Switzerland.



FIRST, M. & SPITZER, R. L. (2003) The DSM: Not Perfect, but Better Than
the Alternative. Psychiatric Times, XX.

FISHER, S. & GREENBERG, R. P. (Eds.) (1997) From placebo to panacea:
putting psychiatric drugs to the test, New York/ Chichester, John Wiley &
Sons.

FLAHERTY, A. W. (2004) The Midnight Disease: The Drive to Write,
Writer's Block, and the Creative Brain, Boston, Houghton Mifflin (Boston).

FLAHERTY, J. A, GAVIRA, F. M., PATHAK, D„ MITCHELL, T„
WINTROB, R„ RICHMAN, J. A., & BIRZ, S. (1988) Developing instruments
for cross-cultural psychiatric research. Journal of Nervous and Mental Disease,
176(5), 257-263.

FLASKERUD, J. H. & HU, L. (1992) Racial/ethnic identity and amount and
type of psychiatric treatment. American Journal of Psychiatry, 149(3), 379-384.

FLECK, L. (1979) Genesis and Development of a Scientific Fact, University of
Chicago Press.

FLEMING, C. M. (1996) An American Indian women suffering from
depression, alcoholism and childhood trauma. Culture, Medicine, and
Psychiatry, 20(2), 145-154.

FLETCHER, C. & KIRMAYER, L. J. (1998) Spirit work: Nunavirmiut
experiences of healing and affliction. Etudes/Inuit/Studies.

FLICK, U. (1998) Narratives as Data. Introduction to Qualitative Research,
Thousand Oaks CA, Sage.

FLOR-HENRY, P. (1969) Schizophrenic-like Reactions and Affective
Psychoses Associated with Temporal Lobe Epilepsy: Etiological Factors.
American Journal of Psychiatry, 26, 400-4003.

FLOR-HENRY, P. (1990) Influence of gender in schizophrenia as related to
other psychopathological syndromes. Schizophrenia Bulletin, 16, 211-227.

FLUORNOY, T. (1995) From India to the Planet Mars: Case of Multiple
Personality with Imaginary Languages, Princeton, Princeton University Press.

FLYNN, W. R. (2003) Origins of Psychopathology: The Phylogenetic and
Cultural Basis of Mental Illness - Review. American Journal of Psychiatry,
160,1364.



FOERSTER, A., LEWIS, S. & OWEN, M. J. (1991) Pre-morbid adjustment
and personality in psychosis. Effects of sex and diagnosis. British Journal of
Psychiatry, 158, 171-176.

FORBES, P. (Ed.)) (2003) We Have Come Through: 100 Poems Celebrating
Courage in Overcoming Depression and Trauma, Newcastle, Bloodaxe Books.

FORD, J, HAMBROOK, C. & PORTER, H. (Eds.) (1995) Under the asylum
tree: survivors' poetry: illustrated anthology, London, Survivors Press.

FORSTER, S. (Ed.)) (1997) The A-Z of Community Mental Health Practice,
Cheltenham, Stanley Thornes (Publishers) Ltd.

FOUCAULT, M. (1965) Madness and Civilization: A History of Insanity in
the Age of Reason, London, Tavistock.

FOUCAULT, M. (1975) The Birth of the Clinic: an Archaeology of Medical
Perception, New York, Vintage Books.

FOUCAULT, M. (1979) Discipline and Punish, New York, Vintage Books.

FOUCAULT, M. (1985) The History of Sexuality, New York, Vintage.

FOUCAULT, M. (1988) The ethic of care for the self as a practice of freedom.
IN BERNAUER, J. & RASMUSSEN, D. (Eds.) The Final Foucault.
Cambridge MA, MIT Press.

FOX, N. J. (Ed.)) (1999) Beyond Health, Postmodernism and Embodiment,
London, Free Association Books.

FOX, R. (1957) Training for Uncertainty. IN MERTON, R. K., READER, G.
& KENDALL, P. L. (Eds.) The Student Physician. Cambridge MA, Harvard
University Press.

FOX, R. (1959) Experiment Perilous: Physicians and Patients Facing the
Unknown, Glencoe IL, Free Press.

FOX, R. (1980) The evolution of medical uncertainty. Millbank Memorial
Fund Quarterly, 58, 1-49.

FOX, R. & SWAZEY, J. P. (1974) The Courage to Fail: A Social View of
Organ Transplants and Dialysis, Chicago, University of Chicago Press.

FOXTON, M. (2003) Bedside Stories - Confessions of a Junior Doctor,
London, Guardian Books.



FOXTON, M. (2003) Time to be a grown-up. The Guardian.

FRANK, A. (2002) Why study people's stories? The dialogical ethics of
narrative analysis. International Journal of Qualitative Methods, 1(1).

FRANK, A. W. (1991) At the Will of the Body: Reflections on Illness, Mariner
Press.

FRANK, A. W. (1995) The Wounded Storyteller: Body, Illness, and Ethics,
University of Chicago Press.

FRANK, A. W. (2000) Dialogue as Narrative Destabilization. Qualitative
Sociology, 23(1).

FRANK, J. D. & FRANK, J. B. J. H. U. P. (1991) Persuasion and Healing: A
Comparative Study of Psychotherapy, Baltimore MD, Johns Hopkins
University Press.

FRAZER, J. G. (1954) The Golden Bough, New York, Macmillan.

FREEDMAN, D. P. & FREY, O. (Eds.) (1993) The Intimate Critique:
Autobiographical Literary Criticism, Durham NC, Duke University Press.

FREEDMAN, J. & COMBS, G. (1996) Narrative Therapy: A Social
Construction of Preferred Realities. London, W W Norton.

FREEDMAN, J. & COMBS, G. (2002) Narrative Therapy with Couples, and a
Whole Lot More! A Collection of Papers, Essays and Exercises, Adelaide,
Dulwich Centre Publications.

FREEDMAN, L. (1996) Bayesian statistical methods. BMJ, 313, 569-570.

FREEMAN, M. (1993) Rewriting the Self: History, Memory, Narrative,
London, Routledge.

FRENCH JR, J. P. R. & AND RAVEN, B. (1960) The bases of social power.
IN CARTWRIGHT, D. & ZANDER, A. (Eds.) Group dynamics. New York,
Harper and Row.

FREUD, S. (1905) "Fragment of an Analysis of a Case of Hysteria" -- Dora
Case. Standard Edition of Freud.

FREUD, S. (1917) Mourning and Melancholia. Penguin



FRIDERES, J. S. (1993) Native Peoples in Canada: Contemporary Conflicts,
Scarborough ON, Prentice-Hall.

FRIEDMAN, E. H. (1996) The Myth of the Shiksa. IN MCGOLDRICK, M,
PEARCE, J. K. & GIORDANO, J. (Eds.) Ethnicity and Family Therapy. New
York/ London, The Guilford Press.

FRIEDMAN, J. (1994) Cultural Identity and Global Process, London, Sage
Publications.

FRIEDMAN, S. (Ed.)) (1997) Cultural Issues in the Treatment of Anxiety,
New York, Guilford Publications.

FROSH, S. (1995) Post-modernism versus psychotherapy. J Fam Ther, 17,
175-190.

FRYE, N. (1964) The educated imagination, Bloomington/ London, Indiana
University Press.

FULFORD, B, MORRIS, K., SADLER, J. & STANHELLINI, G. (2003)
Nature and narrative. An introduction to the new philosophy of psychiatry.

FULFORD, K. W. M. (1998) "Commentary on "Aristotle's Function Argument
and the Concept of Mental Illness". Philosophy, Psychiatiy, & Psychology, 5,
215-220.

FULFORD, K. W. M., SADLER, J. Z., WIGGINS, O. P. & SCHWARTZ, T.
(1994) Closet logics: hidden conceptual elements in the DSM and ICD
classification of mental disorders. Philosophical perspectives on psychiatric
diagnostic classification. Baltimore MD, Johns Hopkins University Press.

GABE, J. (1996) The history of tranquiliser use. IN HELLER, T.,
REYONLDS, J., GOMM, R., MUSTON, R. & PATTISON, S. (Eds.) Mental
Health Matters. London, Macmillan in association with The Open University
Press.

GAINES, A. (1992) Ethnopsychiatiy: The Cultural Construction of
Professional and Folk Psychiatries, Albany NY, State University of New York
Press.

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

GAINES, A. D. (1992) Psychiatry in anthropology: From subject to object in
medical anthropology. IN GAINES, A. D. (Ed.) Ethnopsychiatry: The Cultural
Construction of Professional and Folk Psychiatries. Albany NY, SUNY Press.



GALGUT, D. (2003) The Good Doctor, 2003, Atlantic Books.

GALLER, R. (1984) The Myth of the Perfect Body. IN VANCE, C. J. (Ed.)
Pleasure and Danger: Exploring Female Sexuality. London, Routledge.

GALLOP, J. (1982) Feminism and Psychoanalysis: the Daughter's Seduction,
London, Macmillan.

GALTUNG, J. (1981) Structure, culture, and intellectual style: An essay
comparing saxonic, teutonic, gallic and nipponic approaches. Social Science
Information, 20(6), 817-856.
GARBER, M. (1999) Symptoms of Culture, London, Penguin.

GARDINER, F. (1996) Working psychotherapeutically with adult survivors of
child sexual abuse. IN HELLER, T„ REYONLDS, J., GOMM, R„ MUSTON,
R. & PATTISON, S. (Eds.) Mental Health Matters. London, Macmillan in
association with The Open University.

GARDNER, L. (2003) Distorting Packaging: Marketing Depression as Illness,
Drugs as Cure. Journal of Medical Humanities, 24, 105-130.

GARDNER, R., HANKA, R. & O'BRIEN, V. (1977) Psychological and social
evaluation in cases of deliberate self-poisoning admitted to a general hospital.
British Medical Journal, 277, 1567-170.

GARLAND, C. (Ed.)) (1998) Understanding Trauma - A Psychoanalytical
Approach, London/ New York, Karnac.

GARRETT, P. M. (1999) Mapping child care social work in the final years of
the twentieth century; a critical response ot the 'Looking after Children' system.
British Journal of Social Work, 29(1), 27-47.

GARRO, L. C. (2000) Cultural Knowledge as Resource in Illness Narratives:
Remembering through Accounts of Illness. IN MATTINGLY, C. & GARRO,
L. C. (Eds.) Narratives and the Cultural Construction of Illness and Healing.
Berkeley/ LA/ London, University of California Press.

GARRO, L. C. & MATTINGLY, C. (2000) Narrative as Construct and
Construction. IN MATTINGLY, C. & GARRO, L. C. (Eds.) Narrative and the
Cultural Construction of Illness and Healing. Berkeley/ LA/ London,
University of California Press.

GARRO, L. C. & MATTINGLY, C. (2000) Narrative Turns. IN
MATTINGLY, C. & GARRO, L. C. (Eds.) Narratives and the Cultural
Construction of Illness and Healing. Berkeley/ LA/ London, University of
California Press.



GASS, T., VLADECK, B. C. & GASS, T. E. (2004) Nobody's Home: Candid
Reflections of a Nursing Home Aide, ILR Press.

GATRALL, J. (1998) Melancholia in Anton Chekhov's "A Boring Story": A
Physician Treating Himself. The Dalhousy Medical Journal.

GAUS, G. F. (1990) Value and Justification, Cambridge, Cambridge
University Press.

GAW, A. C. (Ed.)) (1993) Culture, Ethnicity and Mental Illness, Washington
DC, American Psychiatric Press.

GAW, A. C. (2004) Multiculturalism and the Therapeutic Process - Review.
American Journal of Psychiatry, 161, 383.

GAWANDE, A. (2004) The Bell Curve. The New Yorker.

GAWANDE, A. (2004) The Bell Curve - What happens when patients find out
how good their doctors really are? The New Yorker.

GEARING, J. (1995) Fear and loving in the West Indies: research from the
heart (as well as the head). IN KULICK, D. & WILLSON, M. (Eds.) Taboo:
sex, identity, and erotic subjectivity in anthropological fieldwork. London/
New York, Routledge.

GEDDES, J. R. & HARRISON, P. J. (1997) Closing the gap between research
and practice. British Journal of Psychiatry, 171, 220-225.

GEERTZ, C. (1983) Blurred genres: The refiguration of social thought. Local
knowledge: Further essays in interpretive anthropology, New York, Basic
Books.

GEERTZ, C. (1988) Works and Lives. The Anthropologist as Author,
Cambridge, Polity Press.

GEERTZ, C. (1993) The Interpretation of Cultures, London, Fontana Press.

GEERTZ, C. (1993) Local Knowledge - Furtive Essays in Interpretive
Anthropology, London, Fontana.

GEERTZ, C. (1995) After the Fact: Two Countries, Four Decades, One
Anthropologist, Cambridge MA, Harvard University Press.

GELLNER, E. (1988) Conscious Confusion. Review of Works and Lives by C
Geertz. Times Higher Educational Supplement, 26.



GELLNER, E. (1988) Plough, Sword and Book: The Structure of Human
History, Chicago, University of Chicago Press.

GELLNER, E. (1992) Postmodernism, Reason and Religion, London,
Routledge.

GENOVA, P. (Ed.)) (2002) The Thaw: Reclaiming the Person for Psychiatry,
Hillsdale NJ, The Analytic Press.

GENOVA, P. (2003) Dump the DSM! Psychiatric Times, XX(4).

GEORGE, C. (2005) Zero Tolerance, mentalhealth today, 14-15.

GEORGE, S. (2002) NHS Direct audited - Customer satisfaction, but at what
price? BMJ, 324, 558-559.

GERGEN, K. (1994) An Invitation to Social Constructionism, London, Sage.

GERGEN, K. J. (1999) An Invitation to Social Constructionism, London, Sage.

GERGEN, K. J. & GERGEN, M. M. (1986) Narrative form and the
construction of psychological science. FN SARBIN, T. (Ed.) Narrative
Psychology: The Storied Nature of Human Conduct. New York, Praeger.

GERGEN, M. M. & GERGEN, K. J. (2000) Qualitative inquiry: Tensions and
transformations. IN DENZIN, N. K. & LINCOLN, Y. S. (Eds.) The Handbook
of Qualitative Research. 2nd ed. Thousand Oaks CA, Sage.

GERGEN, M. M. & GERGEN, K. J. (2002) Ethnographic representation as
relationship. IN BOCHNER, A. & ELLIS, C. (Eds.) Ethnographically
Speaking: Autoethnography, Literature, and Aesthetics. Walnut Creek CA, Mta
Mira Press.

GETTELMAN, E. (2004) The K(a-chingl) Street Congressman. Mother Jones.

GHUBASH, R., HAMDI, E. & BEBBINGTON, P. (1994) The Dubai
Community Psychiatric Survey: Acculturation and the prevalence of
psychiatric disorder. Psychological Medicine, 24, 121-131.

GILLIGAN, C. (1969) Women's Rights and Women's Judgement.
In a Different Voice: Psychological Theory and Women's Development,
Cambridge MA, Harvard University Press.

GILMAN, C. P. (1973) The Yellow Wallpaper, New York, The Feminist Press
at the City University ofNew York.



GILMAN, S. L. (1998) Love + Marriage = Death And Other Essays on
Representing Difference, Stanford, Stanford University Press.

GLADWELL, M. (2004) High Prices - How to think about prescription drugs.
The New Yorker.

GLADWELL, M. (2004) Something Borrowed - Should a charge of plagiarism
ruin your life? The New Yorker.

GLUCKMAN, P. (1999) Culture, ethnicity and mental health. A Purchaser's
perspective on the mental health of Black and other ethnic minority groups. IN
BHUGRA, D. & BAHL, V. (Eds.) Ethnicity: an Agenda for Mental Health.
London, Gaskell.

GODSI, E. (2004) Violence and Society. Making sense of madness and
badness, Ross-on-Wye, PCCS Books.

GOFFMANN, E. (1959) The representation of self in everyday life, Garden
City NY, Doubleday Anchor Books.

GOFFMANN, E. (1990) Stigma - Notes on the Management of Spoiled
Identity, Harmondsworth, Penguin.

GOFFMANN, E. (1991) Asylums: esays on the social situation of mental
patients and other inmates, Harmondsworth, Penguin.

GOLDBERG, D. (1999) Cultural aspects of mental disorder in primary care.
IN BHUGRA, D. & BAHL, V. (Eds.) Ethnicity: an Agenda for Mental Health.
London, Gaskell.

GOLDBERG, D. & HUXLEY, P. (1992) Common Mental Disorders: A
Biosocial Model, London, Routledge.

GOLDING, S. (1993) Quantum Philosophy, impossible geographies and a few
small points about life, liberty and the pursuit of sex (all in the name of
democracy). IN KEITH, M. & PILE, S. (Eds.) Place and the politics of identity.
London/ New York, Routledge.

GOLDMAN, R. & MONTAGNE, M. (1986) Marketing "mind mechanics":
decoding antidepressant advertisements. Soc Sci Med, 22, 1047-1058.

GOLDSTEIN, J. M. & SIMPSON, J. C. (1995) Validity: Definitions and
Applications ot Psychiatric Research. IN TSUANG, M. T., TOHEN, M. &
ZAHNER, G. E. P. (Eds.) Textbook in psychiatric epidemiology. New York,
Wiley-Liss.



GOLEMAN, D. (1991) Tibetan and Western Models of Mental Health. IN
THURMAN, R. A. F. & GOLEMAN, D. (Eds.) MindScience: An East-West
Dialogue. Boston MA, Wisdom Books.

GOMM, R. (1996) Mental health and inequality. IN HELLER, T„
REYONLDS, J., GOMM, R„ MUSTON, R. & PATTISON, S. (Eds.) Mental
Health Matters. London, Macmillan in association with The Open University.

GOMM, R. (1996) Reversing Deviance. IN HELLER, T., REYONLDS, J.,
GOMM, R„ MUSTON, R. & PATTISON, S. (Eds.) Mental Health Matters.
London, Macmillan in association with The Open University.

GOOD, B. (1994) Medicine, Rationality and Experience: An Anthropological
Perspective, Cambridge, Cambridge University Press.

GOOD, B. (1996) Culture and DSM-IV: Diagnosis, Knowledge and Power.
Culture, Medicine & Psychiatry, 20, 127-132.

GOOD, B. & GOOD, M. J. D. (1980) The meaning of symptoms: A cultural
hermeneutic model for clinical practice. IN EISENBERG, L. & KLEINMAN,
A. (Eds.) The Relevance of Social Science for Medicine. Dordrecht, D. Reidel.

GOOD, B. J. (1992) Culture and Psychopathology: Directions for Psychiatric
Anthropology. IN SCHWARTZ, T„ WHITE, G. & LUTZ, C. (Eds.) New
Directions in Psychological Anthropology. Cambridge, Cambridge University
Press.

GOOD, B. J. (1992) Culture, diagnosis and comorbidity. Culture, Medicine
and Psychiatry, 16, 1-20.

GOOD, B. J. (1997) Studying Mental Illness in Context: Local, Global, or
Universal? Ethos, 25, 230-248.

GOOD, B. J. & GOOD, M.-J. D. (2000) 'Fiction' and 'Historicity' in Doctors'
Stories: Social and Narrative Dimension of Learning Medicine. IN
MATTINGLY, C. & GARRO, L. C. (Eds.) Narratives and the Cultural
Construction of Illness and Healing. Berkeley/ LA/ London, University of
California Press.

GOOD, B. J., HERRERA, H., GOOD, M.-J. D. & COOPER, J. (1985)
Reflexivity, Countertransference and Clinical Ethnography: A Case from a
Psychiatric Cultural Consultation Clinic. IN HAHN, R. &
GAINES, A. (Eds.) Physicians of Western Medicine. Dordrecht, Holland, D.
Reidel Publishing Company.



GOOD, M.-J. D. (1999) Differences in Medicine: Unravelling Practices,
Techniques, and Bodies - Review. Medical Anthropology Quarterly, 13(4),
508.

GOODE, E. E. (1992) Sick, or Just Quirky: Psychiatrists are labelling more and
more human behaviours abnormal. U.S. News and World Report, 49-50.

GOODMAN, G. S, EMERY, R. E. & HAUGAARD, J. (1998) Developmental
psychology and law: Divorce, child maltreatment, foster care, and adoption. IN
SIEGEL, I. & RENNINGER, A. (Eds.) Child psychology in practice. New
York, Wiley.

GORDON, P. & PLAMP1NG, D. (1996) Primary health care: its characteristics
and potential. IN GORDON, P. & HADLEY, J. (Eds.) Extending primary care.
Oxford, Radcliffe.

GORDON, R. (2004) Sylvia, www.filmcritic.com.

GRAHAM, P. W. (1997) Metapathography: Three Unruly Texts. Literature
and Medicine, 16, 70-87.

GRANT, L. (2002) Still Here, London, Abacus.

GRAY, P. (1999) Voluntary organisations' perspective on mental health needs.
IN BHUGRA, D. &
BAHL, V. (Eds.) Ethnicity: an Agenda for Mental Health. London, Gaskell.

GREENBERG, D. F. (1988) The construction of homosexuality, University of
Chicago Press.

GREENBERG, J. (1989) I Never Promised You a Rose Garden, Signet.

GREENHALGH, T. (1998) Evidence-based medicine. IN HALL, M.,
DWYER, D. & LEWIS, T. (Eds.) GP training handbook. 3rd ed. Oxford,
Blackwell Scientific.

GREENHALGH, T. (1999) Narrative based medicine: narrative based
medicine in an evidence based world. British Medical Journal, 318, 323-325.

GREENHALGH, T. & HURWITZ, B. (1999) Narrative based medicine: why
study narrative? British Medical Journal, 318, 48-50.

GREENWOOD, N, HUSSAIN, F., BURNS, T. & RAPHAEL, F. (2000)
Asian in-patient and carer views of mental health care. Journal of Mental
Health, 9, 397-408.



GREGORY, J. (2003) Sickened, London, Arrow.

GRIFFITH, J. L., GRIFFITH, M. E„ KREJMAS, N., MCLAIN, M, MITTAL,
D., RAINS, J. & TINGLE, C. (1992) Reflecting team consultations and their
impact upon family therapy for somatic symptoms as coded by structural
analysis of social behaviour. Family Systems Medicine, 10, 53-58.

GRIMLEY EVANS, J. (1995) Evidence-based and evidence biased medicine.
Age Ageing, 25, 461-464.

GRINBERG, L. & GRINBERG, R. (1989) Psychoanalytic Perspectives on
Migration and Exile, New Haven, Yale University Press.

GRIZENKO, N., SAYEGH, L. & MIGNEAULT, P. (Eds.) (1992)
Transcultural Issues in Child Psychiatry, Montreal, Editions Douglas.

GROBE, J. (Ed.)) (1995) Beyond Bedlam: Contemporary Women Psychiatric
Survivors Speak Out, Third Side Press.

GRODDECK, G. (1949) The Book Of It, New York, Random House.

GROSSMITH, G. & GROSSMITH, W. (2004) The Diary of a Nobody.

GROVE, W. M, ANDREASEN, N. C., MCDONALD-SCOTT, P., KELLER,
M. B. & SHAPIRO, R. W. (1981) Reliability Studies of Psychiatric Diagnosis.
Arch Gen Psychiatry, 38, 408-413.

GUARNACCIA, P., DELACANCELA, V. & CARRILLO, E. (1989) The
Multiple Meanings of Ataques de Nervios in the Latino Community. Medical
Anthropology Quarterly, 11, 47-62.

GUARNACCIA, P. J. (2003) Methodological Advances in the Cross-Cultural
Study of Mental Health: Setting New Standards. Culture, Medicine and
Psychiatry, 27, 249-257(9).

GUARNACCIA, P. J., GOOD, B. J. & KLEINMAN, A. (1990) A critical
review of epidemiological studies of Puerto Rican mental health. American
Journal of Psychiatry, 147(11), 1449-1456.

GUARNACCIA, P. J., RIVERA, M„ FRANCO, F., NEIGHBORS, C. &
ALLENDE-RAMOS, C. (1996) The experiences of ataques de nervios:
Towards an anthropology of emotions in Puerto Rico. Culture, Medicine and
Psychiatry, 20(3), 343-367.

GUARNACCIA, P. J. & ROGLER, L. H. (1999) Research on Culture-Bound
Syndromes: New Directions. American Journal of Psychiatry, 156, 1322-1327.



GUBRIUM, J. F., BUCKHOLDT, D. R. & LYNNOTT, R. J. (1989) The
descriptive tyranny of forms. Perspectives on Social Problems, 1, 195-214.

GUINNESS, E. A. (1992) Brief reactive psychosis and the major functional
psychoses: Descriptive case studies in Africa. British Journal of Psychiatry,
160(Suppl. 16), 24-41.

GUPTA, S. (Ed.)) (1999) Emerging Voices. South Asian American Women
Redefine Self, Family And Community, Delhi, Sage.

GUPTA, S. (1999) The Fourth National Survey of Ethnic Minorities. IN
BHUGRA, D. & BAITL, V. (Eds.) Ethnicity: an Agenda for Mental Health.
London, Gaskell.

GUPTA, S. (2001) Ethnicity and Psychopharmacology - Review. American
Journal of Psychiatry, 158, 1544.

GUREJE, O., SIMON, G. E„ USTUN, T. B. & GOLDBERG, D. P. (1997)
Somatization in cross-cultural perspective: a World Health Organization study
in primary care. American Journal of Psychiatry, 154, 989-995.

GUTHRIE, E„ MOOREY, J., MARGISON, F., ET AL (1999) Cost
effectiveness of brief psychodynamic-interpersonal therapy in high utilisers of
medical care. Archives of General Psychiatry, 56, 519-526.

GUZDER, J. & KRISHNA, M. (1991) Sita-Shakti: Cultural Paradigms for
Indian Women. Transcultural Psychiatric Research Review, 28, 257-301.

GUZDER, J„ PARIS, J., ZELKOWITZ, P. & MARCHESAULT, K. (1996)
Risk Factors for Borderline Pathology Children. J Am Acad Child Adolesc
Psych, 35, 26-33.

HACKETT, R. (1999) Gujarati children in Manchester. IN BHUGRA, D. &
BAHL, V. (Eds.) Ethnicity: an Agenda for Mental Health. London, Gaskell.

HACKING, I. (1995) Rewriting the Soul: Multiple Personality and the
Sciences of Memory, Princeton, Princeton University Press.

HAHN, R. & GAINES, A. (Eds.) (1985) Physicians of Western Medicine,
Dordrecht, Holland, D. Reidel Publishing Company.

HAHN, R. A. (1985) Culture-bound syndromes unbound. Social Science and
Medicine, 21, 165-171.

HAHN, R. A. (1995) Sickness and Healing: An Anthropological Perspective,
New Haven CT, Yale University Press.



HAK, A. (1992) Psychiatric records as transformations of other texts. FN
WATSON, G. & SEILER, R. M. (Eds.) The Text in Context: Contributions to
Ethnomethodology. London, Sage.

HALEY, J. (1959) An Interactional Description of Schizophrenia. Psychiatry,
22,321-332.

HALEY Alex (1980) Roots Dell Book

HALPERN, D. (1993) Minorities and mental health. Social Science and
Medicine, 36, 597-607.

HALPERN, J. (2001) From detached concern to empathy: humanizing medical
practice, New York, Oxford University Press.

HANNERZ, U. (1992) Cultural Complexity: Studies in the Social Organization
of Meaning, New York, Columbia University Press.

HARAWAY, D. (1990) A manifesto for cyborgs: science, technology, and
socialist feminism in the 1980s. IN NICHOLSON, L. (Ed.)
Feminism/Postmodernism. New York, Routledge.

HARAWAY, D. (1991) Situated Knowledges: The Science Question in
Feminism and the Privilege of Partial Perspective, New York, Routledge.

HARDER, A. F. & PENNEBAKER, J. W. (1992) Overcoming traumatic
memories. IN CHRISTIANSON, S. (Ed.) The Handbook of Emotion and
Memory: Research and Theory. Hillsdale NJ, Erlbaum.

HARDING, S. (1987) Feminism and Methodology, Bloomington IN, Indiana
University Press.

HARRE, R. (Ed.)) (1986) The Social Construction of Emotions, Oxford,
Blackwell.

HARRE, R. & PARROTT, W. G. (1996) The Emotions: Social, Cultural and
Biological Dimensions, London, Sage Publications.

HARRELL, S. (1991) Pluralism, Performance and Meaning in Taiwanese
Healing: A Case Study. Culture, Medicine and Psychiatry, 15, 45-68.

HARRIS, H. W., BLUE, H. C. & GRIFFITH, E. E. H. (1995) Racial and
Ethnic Identity: Psychological Development and Creative Expression, New
York, Routledge.

HARRIS, J. (1999) Chocolat, London, Doubleday.



HARRIS, S. D. (2004) Critical Condition. Mother Jones. Doubleday.

HARRISON, D. (1994) Understanding self harm, London, MIND.

HARTMAN, A. (1993) Many Ways of Knowing, Introduction. IN BEEBE, L.
(Ed.) Professional Writing for the Human Services.

HASTRUP, K. (1987) The Reality of Anthropology. Ethnos, 52, 3-4.

HASTRUP, K. (1990) The Ethnographic Present: A Reinvention. Cultural
Anthropology, 5(1).

HASTRUP, K. (1992) Writing ethnography: state of the art. IN OKELY, J. &
CALLAWAY, H. (Eds.) Anthropology & Autobiography. London/ New York,
Routledge.

HASTRUP, K. (1995) A Passage to Anthropology: Between Experience and
Theory, London, Routledge.

HATFIELD, A. (1979) The family and the chronically mentally ill. IN
WILLIAMS, R. T. & SHETLER, H. M. (Eds.) Proceeding of a conference:
Advocacy for persons with chronic mental illness. Madison WI, University of
Wisconsin Extension.

HATFIELD, E., J.T., C. & RAPSON, R. L. (1994) Emotional Contagion,
Cambridge, Cambridge University Press.

HAUFF, E. & VAGLUM, P. (1994) Chronic posttraumatic stress disorder in
Vietnamese refugees: A prospective community study of prevalence, course,
psychopathology, and stressors. Journal of Nervous and Mental Disease,
182(2), 85-90.

HAUFF, E. & VAGLUM, P. (1995) Organized violence and the stress of exile:
Predictors of mental health in a community cohort of Vietnamese refugees
three years after resettlement. British Journal of Psychiatry, 166, 1360-367.

HAVENS, L. (1989) A Safe Place: Laying the Groundwork of Psychotherapy,
Cambridge, Harvard University Press.

HAW, C. (2000) Psychological perspectives on women's vulnerability to
mental illness. IN KOHEN, D. (Ed.) Women and Mental Health. London/
Philadelphia, Routledge.

HAWKINS, A. H. (1992) Charting Dante: the "Inferno" and medical
education. Lit Med, 11, 200-215.



HAWKINS, A. H. (1993) Reconstructing Illness: Studies in Pathography, West
Lafayette, Indiana, Purdue University Press.

HAWTON, K. (1990) Self-cutting. IN HAWTON, K. & COWEN, P. (Eds.)
Dilemmas and Difficulties in the Management of Psychiatric Patients. Oxford,
Oxford University Press.

HAWTON, K., FAGG, J. & SIMKIN, S. (1997) Trends in deliberate self-harm
in Oxford, 1985-1995. Implications for clinical services and the prevention of
suicide. British Journal of Psychiatry, 171, 556-560.

HAWTON, K. & GOLDACRE, M. (1982) Hospital admissions for adverse
effects of medicinal agents (mainly self poisoning) among adolescents in the
Oxford region. British Journal of Psychiatry, 141, 166-170.

HAWTON, K. & WILLIAMS, K. (2002) Influences of the media on suicide.
BMJ, 325, 1374.

HAYES, H. (1991) A re-introduction to family therapy: clarification of the
Three schools. Australia and New Zealand Journal of Family Therapy, 12, 27-
43.

HEALY, D. (1998) The Anti-Depressant Era, Harvard University Press.

HEATH, I. (1995) The mystery of general practice. 17-21.

HEBALD, C. (2001) The heart too long suppressed: a chronicle of mental
illness, Boston, Northeastern University Press.

HEINZ, A. (1998) Colonial Perspectives in the Construction of the Psychotic
Patient as Primitive Man. Critique of Anthropology, 18, 425-444.

HELLER, T. (1996) Doing being human: reflective practice in mental health
work. IN HELLER, T., REYONLDS, J., GOMM, R, MUSTON, R. &
PATTISON, S. (Eds.) Mental Health Matters. London, Macmillan in
association with The Open University.

HELLER, T., REYONLDS, J., GOMM, R„ MUSTON, R. & PATTISON, S.
(Eds.) (1996) Mental Health Matters, Houndmills/ London, Macmillan in
association with The Open University.

HELMAN, C. (Ed.)) (2003) Doctors and Patients: an Anthology, Abingdon,
Oxon, Radcliffe Press.



HELMAN, C. G. (1990) Culture, Health and Illness, Oxford, Butterworth
Heinemann.

HELMS, J. E. (1992) A Race Is a Nice Thing to Have: A Guide to Being A
White Person or Understanding the White Persons in your life, Topeka KS,
Content Communications.

HELMS, J. E. (1998) Black and White Racial Identity, Westport CT, Praeger.

HELZER, J. E„ BURNAM, A. & MCEVOY, L. (1991) Alcohol abuse and
dependence. IN ROBINS, L. N. & REGIER, D. A. (Eds.) Psychiatric Disorders
in America: The Epidemiologic Catchment Area Study. New York, Free Press.

HELZER, J. E. & CANINO, G. J. (Eds.) (1994) Alcoholism in North America,
Europe and Asia, New York, Oxford University Press.

HENDERSON, C. & REVELEY, A. (1996) Is there a case for single sex
wards? Psychiatric Bulletin, 20, 513-515.

HENDRY, J. (1992) The paradox of friendship in the field; analysis of a long-
term Anglo-Japanese relationship. IN OKELY, J. & CALLAWAY, H. (Eds.)
Anthropology & Autobiography. London/New York, Routledge.

HENZELL, J. (1994) Art, psychotherapy, and symbol systems. IN DALLY, T.
(Ed.) Art as Therapy. London, Routledge.

HERMAN, J. L. (1992) Trauma and Recovery, Basic Books.

HERRERA, J. M., LAWSON, W. B. & SRAMEK, J. (Eds.) (1999) Cross
Cultural Psychiatry, New York, John Wiley & Sons.

HERRING, R. (1994) Native American Indian Identity: A People of Many
Peoples. IN SALETT, E. P. & KOSLOW, D. R. (Eds.) Race, Ethnicity and
Self: Identity in Multicultural Perspective. Washington DC, National
Multicultural Institute Publications.

HESSE, B. (1993) Black to front and black again: racialisation through
contested times and spaces. IN KEITH, M. & PILE, S. (Eds.) Place and the
politics of identity. London/New York, Routledge.

HESSE, H. (2000) The glass bead game (Magister Ludi), London, Vintage.

HESTER, D. M. (2001) Community as Healing - Pragmatist Ethics in Medical
Encounters, Lanham MD/ Boulder/ New York/ Oxford, Rowman & Littlefield
Publishers, Inc.



HICK, C. (1999) The art of perception: from the life world to the medical gaze
and back again. Medicine, Health Care and Philosophy, 2, 129-140.

HIGGIT, A. & FONAGY, P. (2002) Reading about clinical effectiveness.
British Journal of Psychiatry, 181, 170-174.

HIGG1TT, A. & FONAGY, P. (2002) Clinical effectiveness. The British
Journal of Psychiatry, 181, 170-174.

HILLMAN, J. (1983) Healing fiction, Woodstock CT, Spring Publications.

HINTON, A. L. (Ed.)) (1999) Biocultural Approaches to the Emotions,
Cambridge University Press.

HINTON, A. L. (1999) Outline of a bioculturally based, "processual" approach
to the emotions. IN HINTON, A. L. (Ed.) Biocultural Approaches to the
Emotions. Cambridge University Press.

HO, M. K. (1987) Family Therapy with Ethnic Minorities, Newbury Park CA,
Sage.

HOBSON, J. A. & LEONARD, J. A. (2001) Out of Its Mind: Psychiatry in
Crisis: A Call for Reform, Perseus Publishing.

HOFF, L. A. (1984) People in crisis: understanding and helping, Menlo Park
CA, Addison Wesley.

HOFFERT, B. (2004) Plath As She Was - The poetry's the thing. LIBRARY
JOURNAL.

HOFFMAN, L. (1988) A constructivist position for family therapy. Irish
Journal of Psychology, 11, 110-129.

HOFFMAN, L. (1992) A reflexive stance for family therapy. IN MCNAMEE,
S. & K, G. (Eds.) Therapy and social construction. London, Sage.

HOFFMAN, L. (1999) Reflecting Teams. An Imaginary Dialogue. New York,
Harcourt Brace.

HOFFMAN, R. (1995) Half the house: A memoir, New York, Harcourt Brace.

HOLLAN, D. (1997) The relevance of person-centred ethnography to cross-
cultural psychiatry. Transcultural Psychiatry, 34(2), 219-234.



HOLLAND, S. (1996) Developing a bridge to women's social action. IN
HELLER, T„ REYONLDS, J., GOMM, R„ MUSTON, R. & PATTISON, S.
(Eds.) Mental Health Matters. London, Macmillan in association with The
Open University.

HOLLOWAY, E. (1995) Clinical Supervision: A Systems Approach,
Thousand Oaks CA, Sage.

HOLLOWAY, F. (2000) Mental health policy, fashion and evidence-based
practice. Psychiatric Bulletin, 24, 161-162.

HOLMES, J. (1998) Narrative in psychotherapy. IN GREENHALGH, T. &
HURWITZ, B. (Eds.) Narrative based medicine: dialogue and discourse in
clinical practice. London, BMJ Books.

HOLMES, J. (2002) Good doctor, bad doctor - a psychodynamic approach.
British Medical Journal, 325, 722.

HOLMSHAW, J. & HILLIER, S. (2000) Gender and culture: a sociological
perspective to mental health problems in women. IN KOHEN, D. (Ed.)
Women and Mental Health. London, Routledge.

HOPPER, K. (1992) Some Old Questions for the New Cross-Cultural
Psychiatry. Medical Anthropology Quarterly, 5, 299-330.

HORNEY, K. (1991) Neurosis and human growth: the struggle toward self-
realization, New York, Norton.

HOROWITZ, A. (1977) The pathways into psychiatric treatment: some
differences between men and women. Journal of Health and Social Behaviour,
18, 169-178.

HOROWITZ, C, SUCHMAN, A, BRANCH, W. T. & FRANKEL, R. (2003)
What Do Doctors Find Meaningful about Their Work? Ann Intern Med,
138(9), 772-775.

HORWITZ, A. V. (2002) Creating Mental Illness, University of Chicago Press.

HOTOPF, M„ CHURCHILL, R. & LEWIS, G. (1999) Pragmatic randomised
controlled trials in psychiatry. British Journal of Psychiatry, 175, 217-223.

HOULT J, ROSEN A & I., R. (1984) Community orientated treatment
compared to psychiatric hospital orientated treatment. Soc Sci Med, 18, 1005-
1010.



HOWARD, L. (2000) Psychotic disorders and parenting - the relevance of
patients' children for general adult psychiatric services. Psychiatric Bulletin, 24,
324-326.

HOWARD, L. M. (2001) Psychosocial characteristics and needs of mothers
with psychotic disorders. The British Journal of Psychiatry, 178, 427-432.

HOWELL, E. & BAYES, M. (Eds.) (1981) Women and Mental Health, New
York, Basic Books.

HUGET, J. (Tuesday, 27 August 2002) Summertime Blues. Washington Post.

HUMPHRIES, B. (1997) From critical thought to emancipatory action:
Contradictory research goals? Sociological Research Online, 2(1).

HUNT, C. (2000) Therapeutic Dimensions of Autobiography in Creative
Writing, London, Jessica Kingsley.

HUNT, C. & SAMPSON, F. (1998) The Self on the Page. Theory and Practice
of Creative Writing in Personal Development, London, Jessica Kingsley.

HUNT, L. M. (2000) Strategic Suffering: Illness Narratives as Social
Empowerment among Mexican Cancer Patients. IN MATTINGLY, C. &
GARRO, L. C. (Eds.) Narratives and the Cultural Construction of Illness and
Healing. Berkeley/ LA/ London, University of California Press.

HUNTER, K. (1996) "Don't think zebras": uncertainty, interpretation, and the
place of paradox in clinical education. Theor Med, 17, 225-241.

HUNTER, K. M. (1991) Doctors' Stories: The Narrative Structure of Medical
Knowledge, Princeton NJ, Princeton University Press.

HUNTER, K. M. (1996) Narrative, literature, and clinical exercise of practical
reason. J Med Philos, 21, 303-320.

HURWITZ, B. (2000) Narrative and the practice of medicine. Lancet, 356,
2086-2089.

HUTTON, P. (2005) Homeless people need more support on mental health.
The Herald.

HWU, H.-G., CHANG, I.-H., YEH, E.-K, CHANG, C.-J. & YEH, L.-L.
(1996) Major depressive disorder in Taiwan defined by the Chinese Diagnostic
Interview Schedule. Journal ofNervous and Mental Disease, 184, 497-502.

IGNATIEFF, M. (1993) Scar Tissue, Viking, Toron to.



IIJIMA HALL, C. C. (1997) Cultural malpractice: The growing obsolescence
of psychology. American Psychologist, 52(6), 642-651.

ILECHUKWU, S. T. C. (1999) Oedipal Anxiety and Cultural Variations in the
Incest Taboo: A Psychotherapy Case Study in the Nigerian Setting,
transcultural psychiatry, 36(2).

ILLICH, I. (1976) Limits to Medicine - Medical Nemesis: The Expropriation
of Health, London, Marion Boyars.

IMBER-BLACK, E. (1987) Families, larger systems and the wider social
context. Journal of Strategic and Systemic Therapies, 5.

IMBER-BLACK, E. (1988) Families and larger systems - a family therapist's
guide through the labyrinth, New York, Guilford Press.

IMBER-BLACK, E., ROBERTS, J. & WHITING, R. A. (Eds.) (1987) Rituals
in families and family therapy, New York/ London, Norton.

INGLEBY, D. (1980) Critical psychiatry, New York, Pantheon.

INGOLDSBY, B. B. & SMITH, S. (Eds.) (1995) Families in Multicultural
Perspective, New York, Guilford Press.
INGRAM, R. E„ MIRANDA, J. & SEGAL, Z. V. (1999) Cognitive
vulnerability to depression, New York, Guilford.

INTERN (1965) Dr X, New York, Harper & Row.

IVES, N. (December 19, 2004) Pfizer Stands Firm on Keeping Painkiller
Celebrex on Market. New York Times. New York.

JABLENSKY, A., SARTORIUS, N„ COOPER, J. E, ANKER, M, KORTEN,
A. & BERTELSEN, A. (1994) Culture and schizophrenia: Criticisms of WHO
studies are answered. British Journal of Psychiatry, 165, 434-436.

JABLENSKY, A., SARTORIUS, N, ERNBERG, G„ ANKER, M„ KORTEN,
A., COOPER, J. E„ DAY, R. & BERTELSEN, A. (1992) Schizophrenia:
Manifestations, incidence and course in different cultures: A World Health
Organization Ten-Country Study. Psychological Medicine, supp20.

JACKSON, C. (1998) The lost weekend, London, Blackspring Press.

JACKSON, M. (1989) Paths Toward A Clearing - Radical Empiricism and
Ethnographic Enquiry, Bloomington/ Indianapolis, Indiana University Press.



JACKSON, S. W. (1986) Melancholia and Depression: From Hippocratic
Times to Modern Times. 6.

JACOBS, T. (1990) The Use of the Self, International Universities.

JAMES, A. (2002) Prescribing choices - holistic health in primary care.
Openmind, 115.

JAMES, O. (1997) Britain on the Couch: treating a low serotonin society,
Century.

JAMISON, K. R. (1994) Touched with Fire: Manic-Depressive Illness and the
Artistic Temperament, New York, Free Press Paperbacks.

JAMISON, K. R. (1995) An Unquiet Mind - a Memoir of Moods and Madness,
London, Picador.

JAMISON, K. R. (2000) Night Falls Fast, Vintage.

JANESICK, V. J. (2003) "Stretching" Exercises for Qualitative Researchers,
Sage.

JANUSZCZAK, W. (2000) Yayoi Kusama is famous for being mad.
Waldemar Januszczak wishes she were less dotty. The Sunday Times.

JANZEN, J. M. (1978) The Quest for Therapy in Lower Zaire, Berkeley,
University of California.

JASPERS, K. (1962) General Psychopathology, Manchester, Manchester
University Press.

JAVIER, R. A. & HERRON, W. G. (Eds.) (1998) Personality Development
and Psychotherapy in Our Diverse Society, Northvale NJ, Jason Aronson.

JAYASINGFIE, S. (2003) Medical professionals in Asia have subscribed to
Western thought. British Medical Journal, 326, 601.

JENKINS, J. (1991) The State Construction of Affect: Political Ethos and
Mental Health among Salvadoran Refugees. Culture, Medicine and Psychiatry,
15,139-165.

JENKINS, J., KLEINMAN, A. & GOOD, B. (1990) Cross-cultural studies of
depression. IN KLEINMAN, A. & BECKER, J. (Eds.) Advances in mood
disorders. New York, Erlbaum Press.



JENKINS, J. H. (1988) Ethnopsychiatric Interpretations of Schizophrenic
Illness: The Problem of Nervios within Mexican-American Families. Culture,
Medicine and Psychiatry, 12, 301-329.

JENKINS, J. H. & BARRETT, R. J. (2003) Schizophrenia, Culture, and
Subjectivity: The Edge of Experience, Cambridge University Press.

JENKINS, J. H. & KARNO, M. (1992) The meaning of expressed emotion:
Theoretical issues raised by cross-cultural research. American Journal of
Psychiatry, 149( 1), 9-21.

JEWSON, H. (1976) The disappearance of the sick man from medical
cosmology. Sociology, 10, 225-244.

JOHNSON, K. (1998) Deinstitutionalising women - an ethnographic study of
institutional closure, Cambridge, Cambridge University Press.

JOHNSON, M. (1987) The Body in the Mind - The Bodily Basis of Meaning,
Imagination, and Reason, Chicago/ London, The University of Chicago Press.

JOFINSON, M. (1993) The Moral Imagination: Implications of Cognitive
Science for Ethics, University of Chicago Press.

JOHNSON, M. (2000) Sexual Subjectivities and Ethnographic Entanglements.
GLQ: A Journal of Lesbian and Gay Studies, 6, 129-135.

JOHNSON, M. & LASHLEY, K. (1989) Influences of Native American's
cultural commitment on preferences for counsellor ethnicity and expectations
about counselling. Journal of Multicultural Counselling and Development,
17(3), 115-122.

JOHNSON, M. R. D. (2003) Population's ethnic profile should be recorded in
all medical data. BMJ, 327, 394.

JOHNSON, R. (Saturday, 16 January 2005) Wife begins at 40. Financial Times
Weekend. London.

JOHNSON, S., ZINKLER, M. & PRIEBE, S. (2001) Mental health service
provision in England. Acta Psychiatrica Scandinavica, 104, 47.

JOHNSTONE, L. (2000) Users and abusers of psychiatry: a critical look at
psychiatric practice, Philadelphia PA, Routledge.

JONES, A. H. (1990) Literature and medicine: traditions and innovations. IN
CLARKE, B. & AYCOCK, W. (Eds.) The body and the text: comparative
essays in literature and medicine. Lubbock TX, Texas Tech University Press.



JONES, A. H. (1997) From principles to reflective practice or narrative ethics?
IN CARSON, R. A. & BURNS, C. R. (Eds.) Philosophy of medicine and
bioethics: a twenty-year retrospective and critical appraisal. Dordrecht, Kluwer
Academic Publishers.

JONES, A. H. (1999) Narrative based medicine: narrative in medical ethics.
British Medical Journal, 318, 253-256.

JONES, A. H. (1999) Narrative in medical ethics. British Medical Journal, 318,
253-256.

JONES, D. W. (1996) Families and the experience of mental distress. IN
HELLER, T„ REYONLDS, J., GOMM, R., MUSTON, R. & PATTISON, S.
(Eds.) Mental Health Matters. London, Macmillan in association with The
Open University.

JONES, D. W. (2002) Myths, Madness and the Family - The Impact of Mental
Illness on Families, Houndmills/ Basingstoke, Palgrave.

JONES, R. (2002) Declining altruism in medicine. BMJ, 324, 624-625.

JONES, R. L. (2004) Black Haze: violence, sacrifice, and manhood in black
Greek-letter fraternities, Albany NY, State University ofNew York Press.

JORALEMON, D. & SHARON, D. (1993) Sorcery and Shamanism -

Curanderos and Clients in Northern Peru, Salt Lake City, University of Utah
Press.

JUNG, C. G. (1963) Memories, Dreams, Reflections, Routledge & Kegan Paul.

JUNG, C. G. (1978) Psychology and the East, London/ New York, Ark
Paperbacks.

JUNG, C. G. (1990) The undiscovered Self, London, Routledge & Kegan Paul
Ltd.

KAFKA, F. (1998) Letter to the Father, Prague, Vitalis.

KAKAR, S. (1997) culture & psyche, Delhi/ Calcuta/ Chennai/ Mumbai,
Oxford University Press.

KALWEIT, H. (1992) Shamans, Healers and Medicine Men, Boston/ London,
Shambhala.

KAMATH, M. V. & KARMARKAR, R. (Eds.) (1993) Untold Stories of
Doctors and Patients, UBS.



KANPOL, B. (1997) Reflective critical inquiry on critical inquiry: A critical
ethnographic dilemma continued. The Qualitative Report, 3(4).

KAPLAN, B. (Ed.)) (1964) The inner world of mental illness: A series of first-
person accounts of what it was like, New York, Harper & Row.

KAPUR, N„ HOUSE, A., CREED, F, FELDMAN, E„ FRIEDMAN, T. &
GUTHRIE, E. (1999) Self-Harm - Hospital management of deliberate self-
harm: towards quality and consistency. Mental Health Care, 21, 170-173.

KARDINER, A. (1947) The Psychological Frontiers Of Society, New York,
Columbia.

KAREEM, J. & LITTLEWOOD, R. (Eds.) (1992) Intercultural Therapy:
Themes, Interpretations and Practice, Oxford, Blackwell Scientific
Publications.

KARIM, W. J. (1990) Emotions of Culture: A Malay Perspective, Singapore,
Oxford University Press.

KARPMANN, B. (1936) Initiation of life. Psychoanalytic Review, 23, 149.

KASSIRER, J. P. (2005) On the Take: How Medicine's Complicity with Big
Business Can Endanger Your Health, Oxford University Press.

KATZ, A. & SHOTTER, J. (1996) Hearing the patient's " voice": toward a
social poetics in diagnostic interview. Social Science of Medicine, 43, 919-931.

KATZ, J. (1999) How Emotions Work, Chicago, University of Chicago Press.

KATZ, R. (1982) Boiling Energy: Community Healing Among the Kalahari
Kung, Cambridge, Harvard University Press.

KAUFMAN, M. (Saturday, 18 December 2004) Celebrex Trial Halted After
Finding Of Heart Risk
FDA Chief Urges Patients To Ask About Alternatives. Washington Post.
Washington DC.

KAUFMAN, M. (Thursday, December 16, 2004) Many FDA Scientists Had
Drug Concerns, 2002 Survey Shows. Washington Post. Washington DC.

KAYSEN, S. (1995) Girl, Interrupted, London, Virago.

KAZARIAN, S. S. & EVANS, D. R. (Eds.) (1998) Cultural Clinical
Psychology: Theory, Research, and Practice, New York, Oxford University
Press.



KEENEY, B. (1983) The aesthetics of change, New York, Guilford Press.

KEITH, M. & PILE, S. (Eds.) (1993) Place and the politics of identity,
London/ New York, Routledge.

KEITH, M. & PILE, S. (1993) Towards New Radical Geographies. IN KEITH,
M. & PILE, S. (Eds.) Place and the politics of identity. London/ New York,
Routledge.

KENDALL, L. (1985) Shamans, Housewives, and Other Restless Spirits -

Women in Korean Culture, Honolulu, University of Hawaii Press.

KENDALL, L. (1996) Initiating performance: The story of Chini, a Korean
shaman. IN LADERMAN, C. & ROSEMAN, M. (Eds.) The Performance of
Healing. New York, Routledge.

KENDELL, R. E. (1989) Clinical Validity. Psychological Medicine, 19, 45-55.

KENDELL, R. E. (1996) The nature of psychiatric disorders. IN HELLER, T.,
REYONLDS, J., GOMM, R., MUSTON, R. & PATTISON, S. (Eds.) Mental
Health Matters. London, Macmillan in association with The Open University.

KENDELL, R. E. (1999) Influencing the Department of Health. Psychiatric
Bulletin, 23, 321-323.

KENDELL, R. E„ CHALMERS, J. C. & PLATZ, C. (1987) Epidemiology of
puerperal psychosis. British Journal of Psychiatry, 150, 662-673.

KENDLER, K. S. (1990) Toward a Scientific Psychiatric Nosology. Arch Gen
Psychiatry, 47, 969-973.

KENNEDY, J. A. (1952) Problems posed in the analysis of Negro patients.
Psychiatry, 15, 313-327.

KENNY, M. G. (1986) The Passion of Ansel Bourne: Multiple Personality in
American Culture, Washington DC, Smithsonian Institution Press.

KESSLER, R. C., MCGONAGLE, K. A. & ZHAO, S. (1994) Lifetime and 12
months prevalence of DSM-111-R psychiatric disorders in the United States.
Archives of General Psychiatry, 51, 8-19.

KEY, W. (2 January 2005) Mom's Apple Pie In The Sky. Sunday Herald.

KIEV, A. (Ed.)) (1964) Magic, Faith and Healing, New York, Free Press.

KIEV, A. (1972) Transcultural Psychiatry, Harmondsworth, Penguin.



KIHLSTROM, J. F., GLISKY, M. L. & ANGIULO, M. J. (1994) Dissociative
tendencies and dissociative disorders. Journal of Abnormal Psychology,
103(1), 117-124.

KIHLSTROM, J. F. & KIHLSTROM, L. C. (1999) Self, Sickness,
Somatization, and Systems of Care. IN CONTRADA, R. J. & ASHMORE, R.
D. (Eds.) Self, Social Identity, and Physical Health. New York/ Oxford, Oxford
University Press.

KILLICK, J. (1996) Communicating as if your life depended upon it: life
history work with people with dementia. FN HELLER, T., REYONLDS, J.,
GOMM, R„ MUSTON, R. & PATTISON, S. (Eds.) Mental Health Matters.
London, Macmillan in association with The Open University.

KING, N. M. P. & STANFORD, A. F. (1992) Patient stories, doctor stories,
and true stories: a cautionary reading. Lit Med, 11, 185-199.

KINZIE, D. & BOEHNLEIN, A. K. (1993) Psychotherapy of the victims of
massive violence: Countertransference and ethical issues. American Journal of

Psychotherapy, 47(1), 90-103.

KINZIE, J. D„ BOEHNLEIN, J. K., LEUNG, P. K, MOORE, L. J., RILEY,
C. & SMITH, D. (1990) The prevalence of posttraumatic stress disorder and its
clinical significance among Southeast Asian refugees. American Journal of
Psychiatry, 147(7), 913-917.

KINZIE, J. D., LEUNG, P. K., BOEHNLEIN, J., MATSUNAGA, D„
JOHNSON, R„ MANSON, S., SHORE, J. H„ HEINZ, J. & WILLIAMS, M.
(1992) Psychiatric epidemiology of an Indian village: A 19-year replication
study. Journal ofNervous and Mental Disease, 180(1), 33-39.

KINZIE, J. D. & SACK, W. (1991) Severely traumatized Cambodian children:
Research findings and clinical implications. IN AHIAM, F. L. (Ed.) Refugee
Children Traumatized by War. Baltimore MD, John Hopkins University Press.

KINZIE, J. D., SACK, W„ ANGELL, R., CLARKE, G. & BEN, R. (1989) A
three-year follow-up of Cambodian young people traumatized as children.
Journal of the American Academy of Child Psychiatry, 28(4), 501-504.

KIRK, S. A. & KUTCHINS, H. (1992) The Selling of DSM: The Rhetoric of
Science in Psychiatry, New York, Aldine de Gruyter.

KIRKLIN, D. & RICHARDSON, R. (Eds.) (2001) Medical Humanities: A
Practical Introduction, London, Royal College of Physicians.



KIRMAYER (ED), L. (1994) Special issue of Transcultural Psychiatric
Research. Review on Neurasthenia, 31 (2).

KIRMAYER, L. (1992) Taking Possession of Trance. Special issue of
Transcultural Psychiatric Research Review on Trance and Possession as
Dissociative Disorders and a Proposed DSM-1V Trance and Possession
Disorder Category, 29 (4).

KIRMAYER, L. & TAILLEFER, S. (1997) Somatoform Disorders. IN
TURNER, S. M. & HERSEN, M. (Eds.) Adult Psychopathology and
Diagnosis. John Wiley & Sons.

KIRMAYER, L. & YOUNG, A. (1998) Culture and Somatization: Clinical,
Epidemiological, and Ethnographic Perspectives. Psychosomatic Medicine, 60,
420-430.

KIRMAYER, L. J. (1984) Culture, Affect and Somatization. Transcultural
Psychiatric Research Review, 21(3 & 4), 159-188 & 237-262.

KIRMAYER, L. J. (1987) Languages of suffering and healing: Alexithymia as
a social and cultural process. Transcultural Psychiatric Research Review, 24,
119-136.

KIRMAYER, L. J. (1988) Mind and body as metaphors: Hidden values in
biomedicine. IN LOCK, M. & GORDON, D. (Eds.) Biomedicine Examined.
Dordrecht, Kluwer.

KIRMAYER, L. J. (1989) Cultural variations in the response to psychiatric
disorders and emotional distress. Social Science and Medicine, 29, 327-339.

KIRMAYER, L. J. (1989) Psychotherapy and the cultural concept of the
person. Sante, Culture, Health, 6(3), 241-270.

KIRMAYER, L. J. (1991) The place of culture in psychiatric nosology: Taijin
kyofusho and DSM-III-R. Journal of Nervous and Mental Disease, 179(1), 19-
28.

KIRMAYER, L. J. (1992) The body's insistence on meaning: Metaphor as
presentation and representation in illness experience. Medical Anthropology
Quarterly, 6(4), 323-346.

KIRMAYER, L. J. (1992) Social constructions of hypnosis. International
Journal of Clinical and Experimental Hypnosis, 40(4), 276-300.

KIRMAYER, L. J. (1993) Healing and the invention of metaphor: The
effectiveness of symbols revisited. Culture, Medicine and Psychiatry, 17(2),
161-195.



KIRMAYER, L. J. (1994) Is the concept of mental disorder culturally relative?
IN KIRK, S. A. & EINBINDER, S. (Eds.) Controversial Issues in Mental
Health. Boston, Allyn & Bacon.

KIRMAYER, L. J. (1994) Pacing the void: Social and cultural dimensions of
dissociation. IN SPIEGEL, D. (Ed.) Dissociation: Culture, Mind and Body.
Washington DC, American Psychiatric Press.

KIRMAYER, L. J. (1994) Suicide among Canadian Aboriginal peoples.
Transcultural Psychiatric Research Review, 31(1), 3-58.

KIRMAYER, L. J. (1996) Landscapes of Memory: Trauma, narrative and
dissociation. IN ANTZE, P. & LAMBEK, M. (Eds.) Tense Past: Cultural
Essays on Trauma and Memory. London, Routledge.

KIRMAYER, L. J. (1997) Culture and anxiety: A clinical and research agenda.
IN FRIEDMAN, S. (Ed.) Cultural Issues in the Treatment of Anxiety
Disorders. New York, Guilford Press.

KIRMAYER, L. J. (2000) Broken Narratives: Clinical Encounters and the
Poetics of Illness Experience. IN MATTINGLY, C. & GARRO, L. C. (Eds.)
Broken Narratives: Clinical Encounters and the Poetics of Illness Experience.
Berkeley/ LA/ London, University of California Press.

KIRMAYER, L. J. & CORIN, E. (1997) Inside knowledge: Cultural
constructions of insight in psychosis. IN AMADOR, X. & DAVID, A. (Eds.)
Insight in Psychosis. New York, Oxford University Press.

KIRMAYER, L. J., FLETCHER, C. & BOOTHROYD, L. J. (1997) Inuit
attitudes toward deviant behaviour: A vignette study. Journal of Nervous and
Mental Disease, 185(2), 78-86.

KIRMAYER, L. J, FLETCHER, C. & BOOTHROYD, L. J. (1998) Suicide
among the Inuit. IN LEENARS, A. & BLAND, R. (Eds.) Suicide in Canada.
Toron to, University of Toron to Press.

KIRMAYER, L. J., MALUS, M. & BOOTHROYD, L. J. (1996) Suicide
attempts among Inuit youth: A community survey of prevalence and risk
factors. Acta Psychiatrica Scandinavica, 94, 8-17.

KIRMAYER, L. J. & ROBBINS, J. M. (1991) Three Forms of Somatisation in
Primary Care: Prevalence, Co-occurrence, and Sociodemographic
Characteristics. The Journal ofNervous and Mental Disease, 179, 647-655.

KIRMAYER, L. J., SMITH, A. & DAO, T. H. T. (1998) Somatisation and
psychologisation: Understanding cultural idioms of distress. IN OKPAKU, S.
(Ed.) Clinical Methods in Transcultural Psychiatry. Washington DC, American



Psychiatric Press.
KIRMAYER, L. J., YOUNG, A. & HAYTON, B. C. (1995) The cultural
context of anxiety disorders. Psychiatric Clinics of North America, 18(3), 503-
521.

KIRMAYER, L. J., YOUNG, A. & ROBBINS, J. M. (1994) Symptom
attribution in cultural perspective. Canadian Journal of Psychiatry, 39(10), 584-
595.

KIRMAYER, L. J., YOUNG, A., & ROBBINS, J. M. (1994) Symptom
attribution in cultural perspective. Canadian Journal of Psychiatry, 39(10), 584-
595.

KIRSCHENBAUM, H, & LAND HENDERSON, V. (1990) The Carl Rogers
Reader, London, Constable

KITAYAMA, K. & MARKUS, H. (Eds.) (1995) Culture and Emotion, New
York, Guilford.

KLASS, P. (1987) A Not Entirely Benign Procedure: Four Years as a Medical
Student, New York, G. P. Putnam.

KLASS, P. (1992) Baby Doctor, New York, Random House.

KLEINMAN, A. (1980) Patients and healers in the context of culture: an
exploration of the borderland between anthropology, medicine and psychiatry,
Berkeley CA, University of California.

KLEINMAN, A. (1986) Social Origins of Distress and Disease: Depression,
Neurasthenia and Pain in Modem China, New Haven, Yale University Press.

KLEINMAN, A. (1987) Anthropology and psychiatry: The role of culture in
cross-cultural research on illness. British Journal of Psychiatry, 151, 447-454.

KLEINMAN, A. (1988) The Illness Narratives, New York, Basic Books.

KLEINMAN, A. (1988) Rethinking Psychiatiy: From Cultural Category to
Personal Experience, New York, Free Press.

KLEINMAN, A. (1995) Writing at the Margin: Discourse Between
Anthropology and Medicine, Berkeley, University of California Press.

KLEINMAN, A. & BECKER, J. (Eds.) (1990) Advances in mood disorders,
New York, Erlbaum Press.

KLEINMAN, A., DAS, V. & LOCK, M. (Eds.) (1997) Social Suffering,
Berkeley, University of California Press.



KLEINMAN, A. & ET AL (Eds.) (1978) Culture and healing in Asian
societies: anthropological, psychiatric, and public health studies, G.K. Hall.

KLEINMAN, A. & KLEINMAN, J. (1991) Suffering and its professional
transformation: Toward an ethnography of interpersonal experience. Culture,
Medicine and Psychiatry, 15, 275-301.

KLEINMAN, A. M. (1980) Patients and Healers in the Context of Culture,
Berkeley, University of California Press.

KLEINMAN, A. M. & GOOD, B. (Eds.) (1985) Culture and depression:
studies in the anthropology and cross-cultural psychiatry of affect and disorder,
Berkeley, University of California Press.

KLERMAN, G., VAILLANT, G., SPITZER, R. & MICHELS, R. (1984) A
debate on DSM-III. American Journal of Psychiatry, 141(4), 539-53.

KLERMAN, G. L. (1978) The evolution of a scientific nosology. IN
SHERSHOW, J. C. (Ed.) Schizophrenia: Science and Practice. Cambridge
MA, Harvard University Press.

KLERMAN, G. L. (1990) Approaches ot the phenomena of comorbidity. IN
MASER, J. D. & R, C. C. (Eds.) Comorbidity of mood and anxiety disorders.
Washington DC, American Psychiatric Press.

KOENIG, H. K, MCCULLOUGH, M. E. & LARSON, D. B. (2001)
Handbook of Religion and Health, Oxford, Oxford University Press.

KOFMAN, E. & LEBAS, E. (1996) Lefebvre, Henri - writings on cities,
Blackwell.

KOHEN, D. (1999) Healthy debate about the fragmentation of services.
Psychiatric Bulletin, 23, 570-571.

KOHEN, D. (1999) Specialised in-patient psychiatric service for women.
Psychiatric Bulletin, 23, 31-33.

KOHEN, D. (Ed.)) (2000) Women and Mental Health, London/ Philadelphia,
Routledge.

KOHEN, D. (2001) Psychiatric services for women. Advances in Psychiatric
Treatment, 7, 328-334.



KOHLER RIESSMAN, C. (2000) "Even If We Don't Have Children [We] Can
Live": Stigma and Infertility in South India. IN MATTINGLY, C. & GARRO,
L. C. (Eds.) Narratives and the Cultural Construction of Illness and Healing.
Berkeley/ LA/ London, University of California Press.

KOLDONY, A. (1980) The Lady's Not for Spurning: Kate Millett and the
Critics. IN JELINEK, E. (Ed.) Women's Autobiography. London, Indiana
University Press.

KONDANA, C. M., LEE, S„ LIANG, C. T. H. & MCEWEN, M. K. (2002) An
Asian American Perspective on Psychosocial Student Development Theory,
San Francisco, Jossey-Bass.

KONDO, D. (1986) Dissolution and Reconstitution of Self: Implications for
Anthropological Epistemology. Cultural Anthropology, 1, 74-88.

KONNER, M. (1987) Becoming a Doctor: A Journey of Initiation in Medical
School, New York, Viking.

KONOTEY-AHULU, F. I. D. (2001) The suprascientific in clinical medicine:
a challenge for Professor Know-Ail. BMJ, 323, 1452-1453.

KOVALCHIK, M. T. (1991) Theo's Story. J. Amer. Med. Assoc, 266(23),
3340.

KRAEPELIN, E. (1913) Lectures on Clinical Psychiatry, New York, William
Wood and Co.

KRAUSE, I.-B. (1998) Therapy Across Culture, London/ Thousand Oaks/
New Delhi, Sage.

KRIPPNER, S. C. (2002) Conflicting Perspectives on Shamans and
Shamanism: Points and Counterpoints - speech made for Award for
International Advancement of Psychology. 110th annual APA convention.
Chicago, APA.

KUBIN, A. (1973) The other Side, Harmondsworth, Penguin.

KUHN, T. (1962) The Structure of Scientific Revolutions, University of
Chicago Press.



KULICK, D. (1995) The sexual life of anthropologists: erotic subjectivity and
ethnographic fieldwork. IN KULICK, D. & WILLSON, M. (Eds.) Taboo: sex,
identity, and erotic subjectivity in anthropological fieldwork. London/ New
York, Routledge.

KULICK, D. & WILLSON, M. (1995) Taboo: sex, identity, and erotic
subjectivity in anthropological fieldwork, London/New York, Routledge.

KUNDERA, M. (1984) The Novel and Europe. The New York Review of
Books, 19 July 1984.

KUNDERA, M. (1988) The Art of the Novel, New York, Harper&Row.

KUNITZ, S. J. (1994) Disease and Social Diversity, New York, Oxford
University Press.

KUTCHINS, H. & KIRK, S. A. (1997) Making Us Crazy - DSM - The
Psychiatric Bible and the Creation of Mental Disorders, London, Constable.

LA GRENADE, J. (1999) The National Health Service and ethnicity: services
for Black patients. IN BHUGRA, D. & BAHL, V. (Eds.) Ethnicity: an Agenda
for Mental Health. London, Gaskell.

LACEY, R. (1996) The Complete Guide to Psychiatric Drugs - A layman's
guide to anti-depressants, tranquilisers and other prescription drugs, London,
Vermilion.

LACOMBE, M. A. (Ed.)) (1995) On Being a Doctor, Philadelphia, American
College of Physicians.

LADERMAN, C. & ROSEMAN, M. (1996) The Performance of Healing,
New York, Routledge.

LAHIRI, J. (2000) Interpreter of Maladies, London, Flamingo.

LAI, J. & LINDEN, W. (1993) The smile of Asia: Acculturation effects on
symptom reporting. Canadian Journal of Behavioural Science, 2, 303-313.

LAINE, C. & DAVIDOFF, F. (1996) Patient-centered medicine: a professional
evolution. JAMA, 275, 152-156.

LAING, R. D. (1960) The Divided Self: An Existential Study in Sanity and
Madness, Penguin Books.

LAING, R. D. (1961) Self and Others, Harmondsworth, Penguin Books.



LAING, R. D. (1967) The politics of experience, Harmondsworth, Penguin.

LAING, R. D. & ESTERSON, A. (1964) Sanity, Madness, and the Family:
Families of Schizophrenics, Penguin Books.

LAIRD, J. (1998) Theorizing Culture: Narrative Ideas and Practice Principles.
IN MCGOLDRICK, M. (Ed.) Re-Visioning Family Therapy. New York/
London, Guilford Press.

LAKOFF, G. & JOHNSON, M. (1980) Metaphors We Live By, University of
Chicago Press.

LAKOFF, G. & JOHNSON, M. (1999) Philosophy in the Flesh: The Embodied
Mind and Its Challenge to Western Thought, HarperCollins.

LAMBEK, M. (1989) From disease to discourse: Remarks on the
conceptualization of trance and spirit possession. IN WARD, C. A. (Ed.)
Altered States of Consciousness and Mental Health: A Cross-cultural

Perspective. London, Sage.

LANDIS, L. L. & YOUNG, M. (1994) The reflecting team in counsellor
education. Counsellor Education & Supervision, 33, 210-218.

LAPLANT, E. (193) Seized: Temporal Lobe Epilepsy as a Medical, Historical
and Artistic Phenomenon, New York, HarperCollins.

LAPLANTINE, F. (1984) Jalons pour une anthropologic des systemes de
representations de la maladie et de la guerison dans les societes occidentales
contemporaines. Histoire, Economie et Societe, special issue, 641-650.

LARRY CULLIFORD & PSYCHIATRIST, C. (2002) Psychospirituality.
British Medical Journal.

LARSON, D. B., LARSON, S. & KOENIG, H. G. (2001) The patient's
spiritual/religious dimension: a forgotten factor in mental health. Directions in
Psychiatry, 21, 307-334.

LATHER, P. & SMITHIES, C. (1997) Troubling the Angels, Oxford,
Westview Press.

LATOUR, B. & WOOLGAR, S. (1986) Laboratory life: The Social
Construction of Scientific Facts, Princeton NJ, Princeton University Press.

LAUGHLIN, C. D. & THROOP, J. (1999) Emotion: A view from biogenetic
structuralism. IN HINTON, A. L. (Ed.) Biocultural Approaches to the
Emotions. Cambridge University Press.



LAUNER, J. (1986) "You're the doctor, doctor!" is social constructionism a

helpful stance in general practice consultations? J Fam Ther, 18, 255-268.

LAUNER, J. (1995) A social constructionist approach to family medicine. Fam
Syst Med, 13,379-389.

LAUNER, J. (1999) Narrative based medicine: a narrative approach to mental
health in general practice. British Medical Journal, 318, 117-119.

LAUNER, J. & L1NDSEY, C. (1997) Training for systemic general practice: a
new approach from the Tavistock Clinic. Br J Gen Pract, 47, 453-456.

LAURANCE, J. (2003) Pure Madness - How Fear drives the Mental Health
System, London/ New York, Routledge.

LE BRETON, D. (2001) De la douleur a la souffrance. Medecine et Hygiene,
2335, 456-462.

LEBENSOHN-CHIALVO, P., CRAGO, M. & SHISSLAK, C. M. (2000) The
reflecting team: an innovative approach for teaching clinical skills to family
practice residents. Family Medicine, 32 (8), 556-560.

LEDER, D. (1990) Clinical interpretation: the hermeneutics of medicine. Theor
Med, 11,9-24.

LEE, S. (1999) Diagnosis Postponed: Shenjing Shuairuo and the
Transformation of Psychiatry in Post-Mao China. Culture, Medicine and
Psychiatry, 23, 349-380; Commentaries by Keh-Ming Lin, Arthur Kleinman,
Wenwei Yan, and Qijie Shen 381-399.

LEE, Z.-N. (1999) Korean Culture and Sense of Shame, transcultural
psychiatry, 36(2).

LEFEBVRE, H. (1991) The Production of Space, Oxford, Blackwell.

LEFF, J. (1988) Psychiatry Around the Globe: A Transcultural View, London,
Gaskell.

LEFF, J. (Ed.)) (1997) Care in the Community - Illusion or Reality?
Chichester, Wiley.

LEFF, J. (1997) The future of community care. IN LEFF, J. (Ed.) Care in the
Community. Chichester, John Wiley & Sons.



LEFF, J. (1999) Epidemiological factors in research with ethnic minorities. IN
BHUGRA, D. & BAHL, V. (Eds.) Ethnicity: an Agenda for Mental Health.
London, Gaskell.

LEFF, J. (2001) The Unbalanced Mind, Columbia University Press.

LEFF, J, SARTORIUS, N., JABLENSKY, A., KORTEN, A. & ERNBERG,
G. (1992) The International Pilot Study of Schizophrenia: five-year follow-up
findings. Psychological Medicine, 22, 131-145.

LEFF, J. & TRIEMAN, N. (1997) Providing a comprehensive community
psychiatric service. IN LEFF, J. (Ed.) Care in the Community. Chichester, John
Wiley & Sons.

LEFLEY, H. P. (2001) Cultural Psychiatry and Medical Anthropology: An
Introduction and Reader - Review. American Journal of Psychiatry, 158, 1543-
1544.

LEIBOVICH, L. (1997) No sex please, we're medicated, www.salon.com.

LEIBOVICI, L. & LIEVRE, M. (2002) Medicalisation: peering from inside
medicine - Professionals and lay people should work together to a common
purpose. BMJ, 324, 866.

LERNER, B. H. (2004) Bittersweet: Diabetes, Insulin, and the Transformation
of Illness. Bulletin of the History of Medicine, 78(2), 504-505.

LERNER, H. G. (1985) The Dance of Anger, New York/ Cambridge/ Grand
Rapids/ Philadelphia/ St Louis/ San Francisco/ London/ Singapore/ Sydney/
Tokyo, Perennial Library.

LESLIE, C. (Ed.)) (1976) Asian Medical Systems, Berkeley, University of
California Press.

LESLIE, C. & YOUNG, A. (Eds.) (1992) Pathways to Asian Medical
Knowledge, Berkeley, University of California Press.

LEUDAR, I. & THOMAS, P. (2000) Voices of Reason, Voices of Insanity -

Studies of Verbal Hallucinations, Brunner-Routledge.

LEVAV, I., KOHN, R., GOLDING, J. M. & WEISSMAN, M. (1997)
Vulnerability of Jews to affective disorders. American Journal of Psychiatry,
154(7), 941-947.

LEVENSTEIN, J. (1984) The patient-centred general practice consultation. S
Afr Fam Pract, 5, 276-282.



LEVINE, M. D. & MARCUS, M. D. (1998) The treatment of binge eating
disorder. IN HOEK, H. W, TREASURE, J. L. & KATZMAN, M. A. (Eds.)
Treatment of Eating Disorders. Chichester, John Wiley & Sons.

LEVINE, R. A. (Ed.)) (1974) Culture and personality; contemporary readings,
Chicago, Aldine.

LEVINE, R. A. (1982) Culture, behaviour, and personality: An introduction to
the comparative study of psycho-social adaptation., Chicago, Aldine.

LEVINE, R. A. & WHITE, M. I. (1986) Human conditions: the cultural basis
of educational development, New York, Routledge & Kegan Paul.

LEVINSON, D. & EMBER, M. (Eds.) (1996) Encyclopaedia of cultural
anthropology, New York, Henry Holt.

LEVY, A., JONES, R. M. & OLIN, C. H. (1992) Distortion of racial identity
and psychosis. American Journal of Psychiatry, 149, 845.

LEVY, R. (1992) A Prologue to a Psychiatric Anthropology. IN SCHWARTZ,
T., WHITE, G. M. & LUTZ, C. A. (Eds.) New Directions in Psychological
Anthropology. Cambridge University Press.

LEVY, R. I. (1978) Tahitians: Mind and Experience in the Society Islands,
Chicago, University of Chicago Press.

LEWIN, E. (1996) Confessions of a Reformed Grant Hustler. IN LEWIN, E. &
LEAP, W. L. (Eds.) Out in the Field: Reflections of Lesbian and Gay
Anthropologists. Chicago, University of Illinois Press.

LEWIN, E. & LEAP, W. L. (1996) Out in the Field: Reflections of Lesbian and
Gay Anthropologists, Urbana, University of Illinois Press.

LEWIN, E. & LEAP, W. L. (Eds.) (2002) Out in Theory: The Emergence of
Lesbian and Gay Anthropology, Urbana, University of Illinois Press.
LEWIS-FERNANDEZ, R. (1992) The proposed DSM-IV trance and
possession disorder category: Potential benefits and risks. Transcultural
Psychiatric Research Review, 29(4), 301-318.

LEWIS-FERNANDEZ, R. (2000) Cross-Cultural Practice: Assessment,
Treatment, and Training - Review. American Journal of Psychiatry, 157, 844-
845.

LEWIS-FERNANDEZ, R. & KLEINMAN, A. (1994) Culture, personality,
and psychopathology. Journal of Abnormal Psychology, 103(1), 67-71.



<f

LEWIS, B. (2000) Psychiatry and Postmodern Theory. Journal of Medical
Humanities, 21, 71-84.

LEWIS, G. (2001) Health: an elusive concept. IN MACBETH, H. & SHETTY,
P. (Eds.) Health and Ethnicity. London/ New York, Taylor and Francis.

LEWIS, G. & PELOSI, A. (1990) The Case-Control Study in Psychiatry.
British Journal of Psychiatry, 157, 197-207.

LEWIS, I. M. (1971) Ecstatic Religion: An Anthropological Study of Spirit
Possession and Shamanism, London, Penguin Books.

LICHSTEIN, P. & YOUNG, G. (1996) "My most meaningful patient":
Reflective learning on a general medicine service. Jour Gen Int Med, 11(7),
406-409.

LIGGAN, D. Y. & KAY, J. (1999) Race in the Room: Issues in the Dynamic
Psychotherapy of African Americans, transcultural psychiatry, 36(2).

LIGHT, D. (1980) Becoming Psychiatrists, New York, Proctor.

LIM, R. (2002) Review of Cultural Assessment in Clinical Psychiatry.
Psychiatric Service, 53, 1486.

LIN, E. H„ KATON, W., VON KORFF, M., ET AL (1991) Frustrating
patients: physician and patient perspectives among distressed high users of
medical services. Journal of General Internal Medicine, 6, 241-246.

LIN, K.-M. (1983) Hwa-Byung: A Korean culture-bound syndrome? American
Journal of Psychiatry, 140(1), 105-107.

LIN, K.-M., LAU, J. K. C., YAMAMOTO, J., ZHENG, Y.-P., KIM, H.-S.,
CHO, K.-H. & NAKASAKI, G. (1992) Hwa-byung: A community study of
Korean Americans. Journal ofNervous and Mental Disease, 180(6), 386-391.

LIN, K.-M., POLAND, R. E. & NAKASAKI, G. (Eds.) (1993)
Psychopharmacology and Psychobiology of Ethnicity, Washington DC,
American Psychiatric Press.

LIN, T.-Y., ED (1989) Neurasthenia in Asian Cultures. Special issue of
Culture, Medicine and Psychiatry, 13 (2).

LIND, J. E. (1914) The colour complex in the Negro. Psychoanalytic Review,
1,404.



LINDEMANN, F. (1944) Symptomatology and management of acute grief.
Am J Psychiat, 101, 141-148.

LINDEMANN NELSON, H. (Ed.)) (1997) Stories and Their Limits: Narrative
Approaches to Bioethics, New York/ London, Routledge.

LINK, B. G, STRUENING, E. L, NEESE-TODD, S, ASMUSSEN, S. &
PHELAN, J. C. (2001) Stigma as a Barrier to Recovery: The Consequences of
Stigma for the Self-Esteem of People With Mental Illnesses. Psychiatr Serv,
52, 1621-1626.

LIPKIN JR, M., FRANKEL, R„ BECKMAN, H, CHARON, R. & FEIN, O.
(1995) Performing the interview. IN LIPKIN JR, M., PUTNAM, S. &
LAZARE, A. (Eds.) The medical interview: clinical care, education and
research. New York, Springer.

LIPKIN JR, M„ PUTNAM, S. & LAZARE, A. (Eds.) (1995) The medical
interview: clinical care, education and research, New York, Springer.

LIPPS, T. (1902) Vom Fiihlen, Wollen, und Denken, Leipzig.

LIPSET, D. (1982) Gregory Bateson, Boston, Beacon Press.

LITTLEWOOD, R. (1990) From categories to contexts: A decade of the 'new
cross-cultural psychiatry'. British Journal of Psychiatry, 156, 308-327.

LITTLEWOOD, R. (1991) Against pathology: The new psychiatry and its
critics. British Journal of Psychiatry, 159, 696-702.

LITTLEWOOD, R. (1992) How Universal Is Something We Can Call
'Therapy'? IN KAREEM, J. & LITTLEWOOD, R. (Eds.) Intercultural
Therapy. Oxford, Blackwell Science.

LITTLEWOOD, R. (1992) Towards An Intercultural Therapy. IN KAREEM,
J. & LITTLEWOOD, R. (Eds.) Intercultural Therapy. Oxford, Blackwell
Science.

LITTLEWOOD, R. (1993) Pathology and Identity: The Work of Mother Earth
in Trinidad, Cambridge, Cambridge University Press.

LITTLEWOOD, R. (1995) The return of multiple consciousness: Decadence
and postmodernity in the specification of psychopathology. IN COHEN, A. P.
& RAPPORT, N. (Eds.) Questions of Consciousness. London, Routledge.

LITTLEWOOD, R. (2001) Culture in the field of race and mental health. IN
MACBETH, H. & SHETTY, P. (Eds.) Health and Ethnicity. London/ New
York, Taylor and Francis.



LITTLEWOOD, R. (2001) Psychiatry's Culture. IN BHUGRA, D. &
COCHRANE, R. (Eds.) Psychiatry in Multicultural Britain. London, Gaskell.

LITTLEWOOD, R. & DEIN, S. (Eds.) (2000) Cultural Psychiatry and Medical
Anthropology: An Introduction and Reader, London, Athlone Press.

LITTLEWOOD, R. & LIPSEDGE, M. (1997) Aliens and Alienists - Ethnic
minorities and psychiatry, London/New York, Routledge.

LLOYD, C. (1998) The power of positive shrinking - Is the new optimistic
movement in psychology a theoretical breakthrough or a professional survival
tactic? www.salon.com.

LLOYD, K. & ST LOUIS, L. (1999) Common mental disorders among
African-Caribbean general practice attendee's in Brixton, London. IN
BHUGRA, D. & BAHL, V. (Eds.) Ethnicity: an Agenda for Mental Health.
London, Gaskell.

LOBERA, J. (1987) Reply to Critics. Critique of Anthropology, VII (2), 101-
118.

LOCK, M. (1990) On being ethnic: The politics of identity breaking and
making in Canada, or, nevra on Sunday. Culture, Medicine and Psychiatry,
14(2), 237-254.

LOCK, M. (1993) Cultivating the body: Anthropology and epistemologies of
bodily practice and knowledge. Annual Review of Anthropology, 22, 133-135.

LOCK, M. (1993) Encounters with Aging: Mythologies of Menopause in Japan
and North America, Berkeley, University of California Press.

LOCK, M. (1999) The Politics of Health, Identity, and Culture. IN
CONTRADA, R. J. & ASHMORE, R. D. (Eds.) Self, Social Identity, and
Physical Health. New York/ Oxford, Oxford University Press.

LOCK, M. & GORDON, D. (Eds.) (1988) Biomedicine Examined, Dordrecht,
Kluwer.

LODGE, D. (2002) Thinks., London, Penguin.

LOGAN, M. H. & HUNT, E. E. (1978) Health and the Human Condition,
North Scituate MA, Duxbury Press.

LORDE, A. (1978) Uses of the Erotic: The Erotic as Power, Freedom CA, The
Crossing Press.



LOTHANE, Z. (1992) In Defense of Schreber: Soul Murder and Psychiatry,
Analytic Press.

LOUIS-COURVOISIER, M. & MAURON, A. (2002) "He found me very
well; for me, I was still feeling sick": The strange worlds of physicians and
patients in the 18th and 21st centuries. Medical Humanities, 28(1), 9-13.

LOWN, B. (1996) The Lost Art of Healing, New York, Houghton Mifflin.

LOWY, L. (1988) Ludwik Fleck on the social construction of medical
knowledge. Sociology of Health and Illness, 10, 133-155.

LUECK, S. (2003) Drug Prices Far Outpace Inflation. The Wall Street Journal.

LUHRMANN, T. M. (2000) Of Two Minds: the growing disorder in American
psychiatry, New York, Knopf.

LUKOFF, D. (1985) The Diagnosis of Mystical Experiences With Psychotic
Features. Journal of Transpersonal Psychology, 17.

LUKOFF, D. (1985) Full Myths in Mental Illness - "The Hero with lOOOmg
(Thorazine)" - Case Example.

LUMINET, O., BAGBY, R. M. & TAYLOR, G. J. (2001) An evaluation of the
absolute and relative stability of alexithymia in patients with major depression.
Psychotherapy and Psychosomatics, 70, 254-260.

LUPTON, D. (1994) Medicine as culture: illness, disease and the body in
western societies, London, Sage.

LUTZ, C. (1985) Depression and the translation of emotional worlds. IN
KLEINMAN, A. & GOOD, B. (Eds.) Culture and Depression. Berkeley,
University of California Press.

LUTZ, C. (1986) Emotion, Thought and Estrangement: Emotion as a Cultural
Category. Cultural Anthropology, 3(1), 287-309.

LUTZ, C. A. (1988) Unnatural Emotions: Everyday Sentiments on a
Micronesian Atoll and Their Challenge to Western Theory, Chicago,
University of Chicago Press.

LUYTEN, P., CORVELEYN, J. & FONTAINE, J. R. L. (1998) The
relationship between religiosity and mental health: distinguishing between
shame and guilt. Mental Health, Religion & Culture, 1, 165-185.

LYDEN, J. (1999) Daughter of the Queen of Sheeba, London, Virago.



LYNN, S. & RHUE, J. (Eds.) (1994) Dissociation, New York, Guilford.

LYON, M. L. (1999) Emotion and embodiment: The respiratory mediation of
somatic and social processes. IN HINTON, A. L. (Ed.) Biocultural Approaches
to the Emotions. Cambridge University Press.

LYOTARD, J. (1984) The Postmodern Condition: A report on Knowledge,
Minneapolis MN, University of Minnesota Press.

MACBETH, H. (2001) Defining the ethnic group: important and impossible.
IN MACBETH, H. & SHETTY, P. (Eds.) Health and Ethnicity. London/ New
York, Taylor and Francis.
MACBETH, H. & SHETTY, P. (Eds.) (2001) Health and Ethnicity, London/
New York, Taylor and Francis.

MACDONALD, R. (2004) Lessons from medicine's shameful past. BMJ, 328.

MACKENZIE, G. (2003) Life contradiction goes on. British Medical Journal.

MACKENZIE, G. M. (1997) The caring doctor is an oxymoron. British
Medical Journal, 315, 687-688.
MACLAVERTY'S, B. (1998) Grace Notes, Vintage.

MACNAUGHTON, J. (1998) Anecdote in clinical practice. IN
GREENHALGH, T. & HURWITZ, B. (Eds.) Narrative based medicine:
dialogue and discourse in clinical practice. London, BMJ Books.

MADEN, T. (1996) A psychiatric profile in female prison population. Women,
Prisons and Psychiatry. Oxford, Butterworth-Heinemann.

MAIRS, N. (1986) Plaintext: Essays., Tucson AZ, University of Arizona Press.

MAITLAND, S. (2003) We're here, we're mental, get used to it. Openmind,
Issue 119, Jan/Feb 2003.

MAKOUL, G. (2001) Essential Elements of Communication in Medical
Encounters - The Kalamazoo Consensus Statement. Academic Medicine, 76,
390-393.

MALCOVE, L. (1933) Bodily mutilation and learning to eat. Psychoanalytic
Quarterly, 2, 557-561.

MALINOWSKI, B. (1967) A Diary in the Strict Sense of the Term, London,
Routledge and Kegan Paul.

MANDELBAUM, D. G. (Ed.)) (1963) Language, culture and personality,
Berkeley CA, University of Los Angeles Press.



MANIKAL, M. D. (2000) The power of prayer. BMJ, 321, 550.

MANJOO, F. (2004) How free is free will? salon.com.

MANNING, M. (1994) Undercurrents: A Therapist's Reckoning with Her Own
Depression, San Francisco, Harper San Francisco.

MANSFIELD, P. (2003) Healthy Scepticism's new AdWatch: understanding
drug promotion. Medical Journal Australia, 179, 644-645.

MANSFIELD, P. (2004) Accepting what we can learn from advertising's
mirror of desire. BMJ, 329, 1487-1488.

MANSFIELD, P. R. (1991) Classifying improvements to drug marketing and
justifications for claims of efficacy. Int J Risk Safety Med, 2, 171-184.

MANSON, S. M. (1995) Culture and major depression: Current challenges in
the diagnosis of mood disorders. Psychiatric Clinics of North America, 18(3),
487-501.

MANSON, S. M., SHORE, J. H. & BLOOM, J. D. (1985) The depressive
experience in American Indian communities: A challenge for psychiatric
theory and diagnosis. IN KLEINMAN, A. M. & GOOD, B. (Eds.) Culture and
Depression. Berkeley, University of California Press.

MANSON, S. M„ WALKER, R. D. & KIVLAHAN, D. R. (1987) Psychiatric
assessment and treatment of American Indians and Alaska Natives. Hospital
and Community Psychiatry, 38(2), 165-173.

MARCUS, G. & CUSHMAN, D. (1982) Ethnographies as texts. Annual
Review of Anthropology, 11, 25-69.

MARCUS, G. E. & FISCHER, M. M. J. (1986) Anthropology as Cultural
Critique: An Experimental Moment in the Human Sciences, Chicago,
University of Chicago Press.

MARGALITH, I. & SHAPIRO, A. (1997) Anxiety and patient participation in
clinical decision-making: the case of patients with ureteral calculi. Soc Sci
Med, 45, 419-427.
MARKAKIS, K. M„ BECKMAN, H. B, SUCHMAN, A. L. & FRANKEL, R.
M. (2000) The Path of Professionalism - Cultivating Humanistic Values and
Attitudes in Residency Training. Academic Medicine, 75, 141-149.



MARKS, M. N., YAMASHITA, H., A, NAKANO, H., TASHIRO, N. &
KUMAR, R. (1999) Postnatal depression in Japanese women who have given
birth in England. IN BHUGRA, D. & BAHL, V. (Eds.) Ethnicity: an Agenda
for Mental Health. London, Gaskell.

MARKUS, H. R. & KITAYAMA, S. (1991) Culture and the self: Implications
for cognition, emotion, and motivation. Psychological Review, 98(2), 224-253.

MARMOR, J. (Ed.)) (1965) Sexual Inversion: The Multiple Roots of
Homosexuality, New York, Basic Books.

MARODA, K. (2004) Sylvia and Ruth, salon.com.

MARSELLA, A. J., BORNEMAN, T, EKBLAD, S. & ORLEY, J. (Eds.)
(1994) Amidst Peril and Pain: The Mental Health and Weil-Being of the
Worlds Refugees, Washington DC, American Psychological Association.

MARSELLA, A. J., DEVOS, G. & HSU, F. L. K. (Eds.) (1985) Culture and
Self: Asian and Western Perspectives, New York, Tavistock.

MARSELLA, A. J., FRIEDMAN, M. J., GERRITY, E. T. & SCURFIELD, R.
M. (Eds.) (1996) Ethnocultural Aspects of Post-Traumatic Stress Disorders:
Issues, Research and Clinical Applications, Washington DC, American
Psychological Association.

MARSELLA, A. J. & WHITE, G. M. (Eds.) (1982) Cultural Conceptions of
Mental Health and Therapy, Dordrecht, D. Reidel.

MARSELLA, A. J. C. A. D. (1985) Cross-cultural studies of depressive
disorders: An overview. IN KLEINMAN, A. M. & GOOD, B. (Eds.) Berkeley,
University of California Press.

MARSHALL, C. & ROSSMAN, G. B. (1999) Designing Qualitative Research,
London, Sage.

MARTA, J. (1997) Postmodernizing the Literature and Medicine Canon: Self-
Conscious Narration, Unruly Texts, and the Viae Ruptae of Narrative
Medicine. Literature and Medicine, 16, 43-69.

MARTIN, E. (1989) The woman in the body: a cultural analysis of
reproduction, Milton Keynes, Open University Press.



MARTIN, E. (1994) Flexible bodies: tracking immunity in American culture
from the days of polio to the age of AIDS, Boston, Beacon Press.
MARTINEZ-HERNAEZ, A. (2000) What's behind the symptom? On
psychiatric observation and anthropological understanding, Harwood
Academic.

MARVIN, C. & INGLE, D. (1999) Blood Sacrifice and the Nation: Totem
Rituals and the American Flag, Cambridge, Cambridge University Press.

MASER, J. D. & CLONINGER, C. R. (1990) Comorbidity of mood and
anxiety disorders, Washington DC, American Psychiatric Press.

MASER, J. D. & DINGES, N. (1992/93) The Co-Morbidity of Depression,
Anxiety and Substance Abuse among American Indians and Alaska Natives.
Special Issue of Culture, Medicine and Psychiatry, 16(4).
MASSAD, S. (1993) Doctors and Other Casualties, New York, Time Warner.

MASSEY, D. (1993) Politics and Space/Time. IN KEITH, M. & PILE, S.
(Eds.) Place and the politics of identity. London/ New York, Routledge.

MASSON, J. (1992) Against Therapy, London, Fontana.

MATTINGLY, C. (1994) The concept of therapeutic employment. Soc Sci
Med, 34, 811-822.

MATTINGLY, C. (2000) Emergent Narratives. IN MATTINGLY, C. &
GARRO, L. C. (Eds.) Narratives and the Cultural Construction of Illness and
Healing. Berkeley/ LA/ London, University of California Press.

MATTINGLY, C. & GARRO, L. C. (Eds.) (2000) Narrative and the Cultural
Construction of Illness and Healing, Berkeley/ LA? London, University of
California Press.

MATZNER, A. (2004) glbtq: An Encyclopaedia of Gay, Lesbian, Bisexual,
Transgender, and Queer Culture, Chicago, glbtq, Inc.

MAURICE, C. (1994) Let me hear your voice: a family's triumph over autism,
London, Hale.

MAVREAS, V. & BEBBINGTON, P. (1990) Acculturation and psychiatric
disorder: A study of Greek Cypriot immigrants. Psychological Medicine, 20(4),
941-952.



MAZA, G. G. (1996) Structuring effective user involvement. IN HELLER, T.,
REYONLDS, J, GOMM, R„ MUSTON, R. & PATTISON, S. (Eds.) Mental
Health Matters. London, Macmillan in association with The Open University.

MCADAMS, D. (1993) The Stories We Live By: Personal Myths and the
Making of the Self, New York, Morrow.

MCCANCE, D. (2000) Hygieia: literature and medicine. Mosaic: a journal for
the interdisciplinary study of literature, 33-34.

MCEWAN, I. (2004) Enduring Love, London, Vintage.

MCGLASHAN, T. H. & BARDENSTEIN, K. K. (1990) Gender differences in
affective, schizoaffective and schizophrenic disorders. Schizophrenia Bulletin,
16,319-326.

MCGOLDRICK, M. (Ed.)) (1998) Re-Visioning Family Therapy - Race,
Culture, and Gender in Clinical Practice, New York/ London, Guilford Press

MCGOLDRICK, M., PEARCE, J. K. & GIORDANO, J. (Eds.) (1996)
Ethnicity And Family Therapy, New York/ London, The Guilford Press.

MCGORRY, P., ROSEN, A., CARR, V. & PANTELIS, G. (1994) Innovations
in the treatment of psychosis. Specialization in Psychiatry. IN ANDREWS, G.
(Ed.) Geigy Psychiatric Symposium Proceedings.

MCGUIRE, M. B. (2002) Not All Alternatives Are Complementary. Medical
Anthropology Quarterly, 16(4).

MCKEE, M. & CLARKE, A. (1995) Guidelines, enthusiasm, uncertainty, and
the limits to purchasing. BMJ, 310, 101-104.

MCKEIGUE, P. (2001) Approaches to investigating the genetic basis of ethnic
differences in disease risk. IN MACBETH, H. & SHETTY, P. (Eds.) Health
and Ethnicity. London/ New York, Taylor and Francis.

MCKENZIE, K. (2004) Tackling the root cause. Mentalhealth today, 30-32.

MCKENZIE, K. & MURRAY, R. M. (1999) Risk factors for psychosis in the
UK African-Caribbean population. IN BHUGRA, D. & BAHL, V. (Eds.)
Ethnicity: an Agenda for Mental Health. London, Gaskell.

MCLEAN, A. (1999) The Cultural Context of Health, Illness, and Medicine
AND The Anthropology of Medicine: From Culture to Method. Medical
Anthropology Quarterly, 13(4), 510-511.



MCLELLAN, F. (1996) Literature and medicine: some major works. Lancet,
348, 1014-1016.

MCLELLAN, F. (1997) "A Whole Other Story": The Electronic Narrative of
Illness. Literature and Medicine, 16, 88-107.

MCLELLAN, M. F. (1997) The electronic narrative of illness. IN TX, G. (Ed.)
Medical Branch. Galveston TX, University of Texas.
MCLELLAN, M. F. & JONES, A. H. (1996) Why literature and medicine?
Lancet, 348, 109-111.

MCLEOD, J. (1994) Doing Counselling Research, London, Sage.

MCLEOD, J. (1997) Narrative and Psychotherapy, London, Sage.

MCLEOD, J. (2001) Qualitative Research in Counselling and Psychotherapy,
London, Sage.

MCNAMEE, S. (1988) Accepting research as social intervention: Implications
of a systemic epistemology. Communications Quarterly, 36, 50-68.

MCNAMEE, S. & GERGEN, K. (Eds.) (1992) Therapy and social
construction, London, Sage.

MCNAMEE, S., LANNAMANN, J. & TOMM, K. (1983) Milan clinicians and
CMM theoreticians meet: Was it a fertile connection? Journal of Strategic and
Systemic Therapies, 2(1), 57- 62.

MCNEAL, K. E. (1999) Affecting experience: Toward a biocultural model of
human emotion. IN HINTON, A. L. (Ed.) Biocultural Approaches to the
Emotions. Cambridge University Press.

MELTZER, H„ GILL, B. & PETTICREW, M. (1995) The Prevalence of
Psychiatric Morbidity among Adults Living in Private Households. London,
ITMSO, OPCS (Office of Population Censuses and Surveys) of Psychiatric
Morbidity in Great Britain. Report 1.

MENNINGER, K. (1935) Man against Himself, New York, Harcourt Brace
World.

MENTAL HEALTH FOUNDATION AND SAINSBURY CENTRE FOR
MENTAL HEALTH (2002) Being There in a Crisis.

MERSKEY, H. M. (1992) The manufacture of personalities: The production of
multiple personality disorder. British Journal of Psychiatry, 160, 327-340.



MESQUITA, B. & FR1JDA, N. H. (1992) Cultural variations in emotions: A
review. Psychological Bulletin, 112(2), 179-204.

MEZZICH, J., KLEINMAN, A., FABREGA, H, JR. & PARRON, D. (Eds.)
(1996) Culture and Psychiatric Diagnosis, Washington DC, American
Psychiatric Press.

MEZZICH, J. E„ KIRMAYER, L. J., KLEINMAN, A., FABREGA, H„ JR.,
PARRON, D. L„ GOOD, B. J., LIN, K.-M. & MANSON, S. M. (1999) The
place of culture in DSM-IV. Journal of Nervous and Mental Disease, 187(8),
457-464.

MEZZICH, J. E, KLEINMAN, A., FABREGA, H. & PARRON, D. L. (Eds.)
(1996) Culture and Psychiatric Diagnosis: A DSM-IV Perspective, Washington
DC, American Psychiatric Press.

MICHAEL J SMITH (2002) Post-post-psychiatry. British Medical Journal.

MICOZZI, M. S. (2002) Culture, Anthropology, and the Return of
'Complementary Medicine'. Medical Anthropology Quarterly, 16(4).

MILLER, G. (1997) Contextualizing texts: studying organizational texts. IN
MILLER, G. & DINGWALL, R. (Eds.) Context and Method in Qualitative
Research. London, Sage.

MILLER, G. (2004) R D Laing, Edinburgh, Edinburgh University Press.

MILLER, S. G. (1996) Borderline personality disorder in cultural context:
Commentary on Paris. Psychiatry, 59, 193-195.

MILLER, T. (1992) The well-tempered self: citizenship, culture and the post¬
modern subject, Baltimore MD, John Hopkins University Press.

MILLER, W. I. (1997) The Anatomy of Disgust, Harvard University Press.

MILLET, K. (1990) The Loony Bin Trip, London, Virago.

MILMIS PROJECTS GROUP (1995) Monitoring inner London mental illness
services. Psychiatric Bulletin, 19, 276-280.

MINTZES, B. (2002) Direct to consumer advertising is medicalising normal
human experience. BMJ, 324, 908-909.

MISHLER, E. (1984) The discourse of medicine: dialectics of medical
interviews, Norwood NJ, Ablex.



MITCHELL, R. (Sunday Times, 12 September 2004) Market racket: Devious
drug makers, kiddie consumerism unveiled.

MITCHELL, R. G. & CHARMAZ, K. (1996) Telling Tales: Postmodernist
Visions and Realist Stories in Ethnographic Writing. Journal of Contemporary
Ethnography, 25(1), 144-166.

MOI, T. (1994) Simone de Beauvoir; The Making of an Intellectual Woman,
Cambridge MA, Blackwell Publishers.
MOLDAVSKY, D. (2004) Transcultural Psychiatry for Clinical Practice.
Psychiatric Times, XXI.

MOLLER, P. & HUSBY, R. (2000) The Initial Prodrome in Schizophrenia:
Searching for Naturalistic Core Dimensions of Experience and Behaviour.
Schizophrenia Bulletin, 26, 217-232.

MOORHOUSE, S. (1992) Quantitative Research in Intercultural Therapy:
Some Methodological Considerations. IN KAREEM, J. & LITTLEWOOD, R.
(Eds.) Intercultural Therapy. Blackwell Science.

MORGAN, F. (1996) Living under the knife, www.salon.com.

MORRIS, D. B. (1998) Illness and culture in the postmodern age, Berkeley
CA/ London, University of California Press.

MORRIS, G. (1995) Dialogues with Madwomen. September 1995.

MORRIS, P. & SILOVE, D. (1992) Cultural influences in psychotherapy with
refugee survivors of torture and trauma. Hospital and Community Psychiatry,
43(8), 820-824.

MORTENSEN, P. B. & JUEL, K. (1993) Mortality and causes of death in first-
admitted schizophrenia patients. British Journal of Psychiatry, 163, 183-189.

MORTON, H. (1995) My 'chastity belt': avoiding seduction in Tonga. IN
KULICK, D. & WILLSON, M. (Eds.) Taboo: sex, identity, and erotic
subjectivity in anthropological fieldwork. London/ New York, Routledge.

MOSCICKI, E. K. (1994) Gender differences in completed and attempted
suicide. Annals of Epidemiology, 4(92), 152-158.

MOSHER, L. R. (1999) Soteria and Other Alternatives to Acute Psychiatric
Hospitalization. A Personal and Professional Review. The Journal of Nervous
and Mental Disease, 187, 142-149.



MOSHER, L. R. & KEITH, S. J. (1979) Research on the psychosocial
treatment of schizophrenia: A summary report. American Journal of
Psychiatry, 136(5), 623-631.

MOWRER, O. H. (1983) Leaves from many seasons: Selected papers, New
York, Praeger.

MOYNIHAN, R, HEATH, I. & HENRY, D. (2002) Selling sickness: the
pharmaceutical industry and disease mongering. BMJ, 324, 886-890.

MOYNIHAN, R. & SMITH, R. (2002) Too much medicine? Almost certainly.
BMJ, 324, 859-860.
MUIR GRAY, J. A. (1999) Postmodern medicine. Lancet, 354, 1550-1553.

MUKAND, J. (Ed.)) (1994) Articulations, Iowa City, University of Iowa Press.

MULLAN, F. (1976) White Coat, Clenched Fist: The Political Education of an
American Physician, New York, Macmillan.

MUMFORD, D. B. (1989) Somatic sensations and psychological distress
among students in Britain and Pakistan. Social Psychiatry and Psychiatric
Epidemiology, 24, 321-326.

MUMFORD, D. B. (1996) The 'Dhat syndrome': A culturally determined
symptom of depression? Acta Psychiatrica Scandinavica, 94, 163-167.

MUMFORD, D. B, BAVINGTON, J. T, BHATNAGAR, K. S., HUSSAIN,
Y„ MIRZA, S. & NAEAGHI, M. M. (1991) The Bradford Somatic Inventory:
A multi-ethnic inventory of somatic symptoms reported by anxious and
depressed patients in Britain and the Indo-Pakistan subcontinent. British
Journal of Psychiatry, 158, 379-386.

MUMFORD, D. B., NAZIR, M., JILANI, F.-U.-M. & BAIG, I. Y. (1996)
Stress and Psychiatric Disorder in the Hindu Kush. British Journal of
Psychiatry, 168, 299-307.

MUNCH, R. & SMELSER, R. (Eds.) (1992) Theory of Culture, Berkeley,
University of California Press.

MUNDEN, A. & ARCELUS, J. (Eds.) (1999) The AD/HD Handbook - A
guide for parents and professionals on attention deficit/hyperactivity disorder,
London/ Philadelphia, Jessica Kingsley Publishers.

MUNDFROM, G. F. (1990) My experiences with clinical depression, Osceola
WI, Mercy & Truth.



MUNSON, M. R. (2002) Ethnicity, Depression, and Suicide. American Journal
of Psychiatry, 159, 1794-1795.

MURPHY, H. B. M. (1982) Comparative Psychiatry: The International and
Intercultural Distribution of Mental Illness, New York, Springer-Verlag.

MURPHY, J. M., BERWICK, D. M„ WEINSTEIN, M. C., BUDMAN, J. F.
B. H. & KIERMAN, G. L. (1987) Performance of Screening and Diagnostic
Tests. Arch Gen Psychiatry, 44, 550-555.

MURRAY, R. M. (1994) Neurodevelopmental schizophrenia: the rediscovery
of dementia praecox. British Journal of Psychiatry, 165 suppl 25, 6-12.

MUSAFAR, F. (1996) Body Play: State of Grace or Sickness? IN FAVAZZA,
A. (Ed.) Bodies Under Siege. Baltimore/ London, Johns Hopkins University
Press.

MYERHOFF, B. (1982) Life history among the elderly: Performance, visibility
and remembering. IN RUBY, J. (Ed.) A Crack in the Mirror: Reflexive
perspectives in anthropology. Philadelphia PA, University of Pennsylvania
Press.

MYERHOFF, B. (1986) Life not death in Venice: Its second life. IN
TURNER, V. & BRUNER, E. (Eds.) The Anthropology of Experience.
Chicago, University of Illinois Press.

MYERS, F. (1979) Emotions and the self. 7, 343-370.

MYERS, F. (1986) Pintupi Country, Pintupi Self: Sentiment, Place, and
Politics among Western Desert Aborigines, Washington DC, Smithsonian
Institution Press.

MYERS, H. J. & YOCHELSON, L. (1947) Color denial in the negro.
Psychiatry, 10,39-46.

NADELSON, C. C. (2002) Of Spirit and Madness: An American Psychiatrist
in Africa - Review. American Journal of Psychiatry, 159, 1447-1448.

NADIRSHAW, Z. (2001) Learning disabilities in multicultural Britain. IN
BHUGRA, D. & COCHRANE, R. (Eds.) Psychiatry in Multicultural Britain.
London, Gaskell.

NAYLOR, C. D. (1995) Grey zones of clinical practice: some limits to
evidence-based medicine. Lancet, 345, 840-842.



NAZROO, J. Y. & SMITH, G. D. (2001) The contribution of socio-economic
position to health differentials between ethnic groups: evidence from the
United States and Britain. IN MACBETH, H. & SHETTY, P. (Eds.) Health
and Ethnicity. London/New York, Taylor and Francis.

NEHRING, C. (2004) Domesticated Goddess. Atlantic

NELSON, E. (1992) AIDS: The Literary Response, New York, Twayne
Publishers

NELSON, H. L. (Ed.)) (1997) Stories and their limits: narrative approaches to
bioethics, New York, Routledge.

NETHERCOTT, D. R. (2003) Who cares? British Medical Journal.

NEUFELDT, S. A., KARNO, M. P. & NELSON, M. L. (1996) A Qualitative
Study of Experts' Conceptualization of Supervisee Reflectivity. Journal of
Counselling Psychology, 43(1), 3-9.

NEWMAN, C. F„ LEAHY, R. L., BECK, A. T„ REILLY- HARRINGTON,
N. A. & GYULAI, L. (2001) Bipolar Disorder: A Cognitive Approach,
Washington DC, American Psychological Association.

NEWSON-SMITH, J. & HIRSCH, S. (1979) A comparison of social workers
and psychiatrists in evaluating parasuicide. British Journal of Psychiatry, 134,
35-342.

NIFFENEGGER, A. (2004) The Time Traveller's Wife, London, Vintage.

NICHOLSON,L: Feminism/Postmodernism, Routledge: New York &
London

NIKAPOTA, A. D. (2001) Child Psychiatry. IN BHUGRA, D. &
COCHRANE, R. (Eds.) Psychiatry in Multicultural Britain. London, Gaskell.

NOAGHIUL, S. & HIBBELN, J. R. (2003) Cross-National Comparisons of
Seafood Consumption and Rates of Bipolar Disorders. American Journal of
Psychiatry, 160, 2222-2227.

NOAKES, T. D. (2003) Overconsumption of fluids by athletes. BMJ, 327,
113-114.

NOEL, B. & WATTERSON, K. (1992) You must be dreaming, New York,
Poseidon.



NOH, S. & AVISON, W. R. (1996) Asian immigrants and the stress process: A
study of Koreans in Canada. Journal of Health and Social Behaviour, 37, 192-
206.

NORTH, C. S. (1987) Welcome Silence: My Triumph Over Schizophrenia,
New York, Simon & Schuster.

NOVACK, D. H., SUCHMAN, A. L., CLARK, W, EPSTEIN, R. M„
NAJBERG, E. & KAPLAN, C. (1997) Calibrating the physician. Personal
awareness and effective patient care. Working Group on Promoting Physician
Personal Awareness, American Academy on Physician and Patient. JAMA,
278(6).

O'CALLAGHAN, E„ GIBSON, T. & COLOHAN, H. (1992) Risk of
schizophrenia in adults bom after obstetric complications and their association
with early onset of illness: a controlled study. BMJ, 305, 1256-1259.

O'CONNOR, A. (1999) Tell me where it hurts, www.salon.com.

O'CONNOR, L. E. (2002) Creating Mental Illness by Allan V. Horwitz -

Review. Human Nature Review, 2, 4-6.

O'KEEFFE, E. & BOARDMAN, L. (Eds.) (1999) Fresher Than Green,
Brighter Than Orange: An Anthology of Poetry by Irish Women Living in
London, London, Survivors' Press.

ONEIL, J. D. (1986) Colonial stress in the Canadian Arctic: An ethnography
of young adults changing. IN JANES, C. R., STALL, R. & GIFFORD, S. M.
(Eds.) Anthropology and Epidemiology. Dordrecht, D. Reidel.

O'NEILL, J. (1985) Five Bodies: the Human Shape of Modem Society, Ithaca,
Cornell University Press.

OTSELL, T. (2000) "Coming Home" among Northern Plains Vietnam
Veterans: Psychological Transformation in Pragmatic Perspective. Ethos, 27,
441-465.

ONELL, T. D. (1989) Psychiatric investigations among American Indians and
Alaska Natives: A critical review. Culture, Medicine and Psychiatry, 13(1), 51-
87.

OTMELL, T. D. (1996) Disciplined Hearts: History, Identity and Depression in
an American Indian Community, Berkeley, University of California.

OBEYESEKERE, G. (1970) The idiom of demonic possession: A case study.
Social Science and Medicine, 4, 97-111.



OBEYESEKERE, G. (1981) Medusa's Hair: An Essay on Personal Symbols
and Religious Experience, Chicago, University of Chicago Press.

OBEYESEKERE, G. (1985) Depression, Buddhism, and the work of culture in
Sri Lanka. IN KLEINMAN, A. M. & GOOD, B. (Eds.) Culture and
Depression. Berkeley, University of California Press.

OGDEN, T. H. (1980) On the Nature of Schizophrenic Conflict (I).
International Journal of Psychoanalysis, 61, 513-530.

OHNUKI-TIERNEY, E. (1984) Illness and Culture in Contemporary Japan -

an anthropological view, Cambridge University Press.

OKELY, J. (1992) Anthropology and autobiography: participatory experience
and embodied knowledge. IN OKELY, J. & CALLAWAY, H. (Eds.)
Anthropology & Autobiography. London/New York, Routledge.

OKELY, J. & CALLAWAY, H. (Eds.) (1992) Anthropology &
Autobiography, London/New York, Routledge.

OKPAKU, S. O. (Ed.)) (1998) Clinical Methods in Transcultural Psychiatry,
Washington DC, American Psychiatric Press.

OLSHANSKY, B. & DOSSEY, L. (2003) Retroactive prayer: a preposterous
hypothesis? BMJ, 327, 1465-1468.

OLSON, G. A., HIRSCH, E., FOREWORD BY HARAWAY, D. &
AFTERWORD BY GIROUX, H. A. (1995) Women writing culture, Albany,
State University ofNew York Press.

ONDAATJE, M. (1993) The English Patient, London, Picador.

ONG, A. (1988) The production of possession: Spirits and the multinational
corporation in Malaysia. American Ethnologist, 15, 28-52.

ONO, Y., JANCA, A., ASAI, M. & SARTORIUS, N. (1999) Somatoform
Disorders: A Worldwide Perspective. Keio University International
Symposium for Life Sciences & Medicine. Springer-Verlag Tokyo, Inc.

OPCS (1991 (1994)) Census Users Guide, London, HMSO.

OQUENDO, M. A., ELLIS, S. P., GREENWALD, S„ MALONE, K. M„
WEISSMAN, M. M. & MANN, J. J. (2001) Ethnic and Sex Differences in
Suicide Rates Relative to Major Depression in the United States. American
Journal of Psychiatry, 158, 1652-1658.



ORDONA, T. T. (2003) Book review of Psychiatry as a Neuroscience -

Psychiatric Diagnosis and Classification - Psychiatry in Society. American
Journal of Psychiatry, 160, 2069-2070.

ORTONY, A., CLORE, G. L. & COLLINS, A. (1988) The Cognitive Structure
of Emotions, Cambridge, Cambridge University Press.

OSGOOD, C. E., MAY, W. H. & MlRON, M. S. (1975) Cross-cultural
Universals of Affective Meaning, Urbana, University of Illinois Press.

OSTERWEIS, M., KLEINMAN, A. & MECHANIC, D. (Eds.) (1987) Pain
and disability: clinical, behavioural, and public policy perspectives, Institute of
Medicine, Committee on Pain, Disability, and Chronic Illness Behaviour,
National Academy Press.

OUELLETTE, S. C. (1999) The Relationship between Personality and Health:
What Self and Identity Have to Do with It. IN CONTRADA, R. J. &
ASHMORE, R. D. (Eds.) Self, Social Identity, and Physical Health. New York/
Oxford, Oxford University Press.

OVERING, J. & J. PASSES (EDS.), The Anthropology of Love and
Anger: The Aesthetics of Conviviality in Native Amazonian, Routledge:
London and New York.)

OWEN, A. R. G. (1971) Hysteria, Hypnosis and Healing in the Work of J-M
Charcot, New York, Garrett Pubs.

OWENS, L. & WOODHOUSE, A. (2000) RuralMinds First Aid Kit.

PACK-BROWN, S. P. & WILLIAMS, C. B. (2003) Ethics in a Multicultural
Context, Thousand Oaks, Sage.

PANDOLFI, M. (1990) Boundaries Inside the Body: Women's Sufferings in
Southern Peasant Italy. Culture, Medicine and Psychiatry, 14, 255-273.

PANG, K. Y. C. (1990) Hwabyung: The construction of a Korean popular
illness among Korean elderly immigrant women in the United States. Culture,
Medicine, and Psychiatry, 14(4), 495-512.

PANIAGUA, F. A. (1998) Assessing and treating Culturally Diverse Clients: A
Practical Guide, Thousand Oaks CA, Sage.

PANIAGUA, F. A. (2001) Diagnosis in a Multicultural Context: A Casebook
for Mental Health Professionals, London/ Thousand Oaks CA, Sage.

PAPADOPOULOS, R. & BYNG-HALL, J. (Eds.) (1997) Multiple voices:
narrative in systemic family psychotherapy, London, Duckworth.



PARAD, H. J. & PARAD, L. (1992) Crisis intervention: yesterday, today and
tomorrow. IN PUNUKOLLU, N. R. (Ed.) Recent advances in crisis
intervention Vol I. Huddersfield, International Institute of Crisis Intervention.

PARE, D. A. (1999) Using reflecting teams in clinical training. Canadian
Journal of Counselling, 33, 293-306.

PARHAM, T. A. (2001) Psychological Nigrescence Revisited: A Foreword.
Journal of Multicultural Counselling and Development.

PARIS, J. (1991) Personality disorders, parasuicide and culture. Transcultural
Psychiatric Research Review, 28(1), 25-40.

PARIS, J. (1997) Social factors in the personality disorders. Transcultural
Psychiatry, 34(4), 421-452.

PARIS, J. C. (1996) Social Factors in Personality Disorders, New York,
University Press.

PARKER, J., TAYLOR, G. & BAGBY, R. (1998) Alexithymia: Relationships
with Ego Defence and Coping Styles. Comprehensive Psychiatry, 39, 91-98.

PARKES, C. M., STEVENSON-HINDE, J. & MARRIS, P. (Eds.) (1991)
Attachment Across the Life Cycle, London, Tavistock.

PARRISH, C. H. (1946) Color Names and Color Notions. Journal of Negro
Education, 15, 13.

PARRY-JONES, B. & PARRY-JONES, W. L. (1993) Self-mutilation in four
historical cases of bulimia. British Journal of Psychiatry, 163, 394-402.

PARSON, T. (1951) The social system, Glencoe IL, Free Press.

PARSONS, A. (1969) Belief, Magic, and Anomie, New York, Free Press.

PATEL, K. & STRACHAN, R. (1997) Anti-Racist Practice or Heuristics.
Practice, 9(3), 15-26.

PATEL, N. & MIRZA, N. R. (201) Effective Services? Understanding the care
of the ethnic minority elderly. IN BHUGRA, D. & COCHRANE, R. (Eds.)
Psychiatry in Multicultural Britain. London, Gaskell.

PATEL, S. (1999) Role of the general practitioner in the management of
mental illness in ethnic minorities. IN BHUGRA, D. & BAHL, V. (Eds.)
Ethnicity: an Agenda for Mental Health. London, Gaskell.



PATEL, V. (2002) Dr. Patel Replies. American Journal of Psychiatry, 159,
1438.

PATNAIK, S. K. (2003) Do not carry the ward to your homes! British Medical
Journal.

PEAKE, S., MANDERSON, L. & POTTS, H. (1999) "Part nad Parcel of
Being a Woman": Female Urinary Incontinence and Constructions of Control.
Medical Anthropology Quarterly, 13(3), 267-285.

PEARCE, W. B. & CRONEN, V. (1980) Communication, action, and
meaning: The creation of social realities, New York, Praeger.

PEARSON, V. (1999) Words Mean What I Want Them to Mean: The Analects
Meet Alice, transcultural psychiatry, 36(2).

PEDERSEN, P. B., SARTOR1US, N. & MARSELLA, A. J. (1984) Mental
Health Services: The Cross-cultural Context, Beverly Hills CA, Sage
Publications.

PEJLERT, A., K, A., F, G. & A, N. (1998) The meaning of caring for patients
on a long-term psychiatric ward as narrated by formal care providers. Journal
of Psychiatric and Mental Health Nursing, 5, 255-264.

PEMBROKE, L. R. (Ed.)) (1996) Self-harm: Perspectives from personal
experience, London, Survivors Speak Out.

PENDERGRAST, M. (1998) Victims of Memory - Incest, Accusations and
Shattered Lives, London, HarperCollins.

PENDLETON, D., SCHOFIELD, T., TATE, P. & HAVELOCK, P. (1984)
The consultation: an approach to learning and teaching, Oxford, Oxford
University Press.

PENN, P. (2001) Chronic illness: trauma, language and writing: breaking the
silence. Family Process, 40(1), 33-52.

PENNEBAKER, J. W. (1988) Confiding traumatic experiences and health. IN
FISHER, S. & REASON, J. (Eds.) Handbook of Life Stress, Cognition and
Health. Chichester, Wiley.

PENNEBAKER, J. W. (1993) Putting stress into words: Health, linguistic and
therapeutic implications. Behaviour Research and Therapy, 31, 539-548.

PENNEBAKER, J. W. (Ed.)) (1995) Emotion, Disclosure, and Health,
Washington DC, American Psychological Association.



PENNEBAKER, J. W. (2000) Telling stories: the health benefits of narrative.
Lit Med, 19, 3-18.

PENNEBAKER, J. W. & KEOUGH, K. A. (1999) Revealing, Organizing, and
Reorganizing the Self in Response ot Stress and Emotion. IN CONTRADA, R.
J. & ASHMORE, R. D. (Eds.) Self, Social Identity, and Physical Health. New
York/ Oxford, Oxford University Press.

PENROSE, R. (1995) Shadows of the Mind - A Search for the Missing Science
of Consciousness, London, Vintage.

PERALTA, V. & CUESTA, M. J. (2003) The Diagnosis of Schizophrenia: Old
Wine in New Bottles. International Journal of Psychology and Psychological
Therapy, 3, 141-152.

PERELBERG, R. J. (1992) Familiar and Unfamiliar Types of Family
Structure: Towards a Conceptual Framework. IN KAREEM, J. &
LITTLEWOOD, R. (Eds.) Intercultural Therapy. Oxford, Blackwell Science
Publications.

PERLICK, D. A. (2001) Special Section on Stigma as a Barrier to Recovery:
Introduction. Psychiatr Serv, 52, 1613-1614.

PERRY, M. (1999) Backwoods E.R. - In these parts, you meet your neighbours
one crisis at a time, www.salon.com.

PETAWABANO, B„ GOURDEAU, E., JOURDAIN, F„ PALLISER-
TULUGAK, A. & COSSETTE, J. (1994) Mental Health and Aboriginal People
of Quebec, Montreal, Gaetan Morin Editeur.

PETTA, G. & WALKER, I. (1992) Relative deprivation and ethnic identity.
British Journal of Social Psychology, 31, 285-293.

PHAN, T. & SILOVE, D. (1997) The influence of culture on psychiatric
assessment: The Vietnamese refugee. Psychiatric Services, 48(1), 86-90.

PHELAN, M„ STRATHDEE, G. & THORNICROFT, G. (Eds.) Emergency
Mental Health Services in the Community, Cambridge, Cambridge University
Press.

PHILLIPS, A. (2005) Going Sane. FT magazine.

PHILLIPS, E. M. & PUGH, D. S. (1998) How to get a PhD - a handbook for
students and their supervisors, Buckingham/ Philadelphia, Open University
Press.



PHILLIPS, J. (1995) The magic daughter: A memoir of living with multiple
personality disorder, New York, Viking/ Penguin.

PHILLIPS, L. (1969) A social view of psychopathology. IN LONDON,
PERRY & ROSENHAN, D. L. (Eds.) Abnormal Psychology. New York, Holt,
Rinehart & Winston.

PHILO, G., SECKER, J., PLATT, S, HENDERSON, L„ MCLAUGHLIN, G.
& BURNSIDE, J. (1996) Media images of mental distress. IN HELLER, T.,
REYONLDS, J., GOMM, R., MUSTON, R. & PATTISON, S. (Eds.) Mental
Health Matters. London, Macmillan in association with The Open University.

PHINNEY, J. (1992) The Multigroup Ethnic Identity Measure: A new scale for
use with adolescents and young adults from diverse groups. Journal of
Adolescent Research, 7, 156-176.

PHINNEY, J. S. (2000) Identity Formation across Cultures: The Interaction of
Personal, Societal, and Historical Change. Human Development, 43, 27-31.

PILE, S. & KEITH, M. (Eds.) (1997) Geographies of Resistance, London,
Routledge.

PILGRIM, D. & ROGERS, A. (1996) Two notions of risk in mental health
debates. IN HELLER, T„ REYONLDS, J., GOMM, R„ MUSTON, R. &
PATTISON, S. (Eds.) Mental Health Matters. London, Macmillan in
association with The Open University.

PINDERHUGHES, E. (1988) Understanding Race, Ethnicity and Power, New
York, Free Press.

PIZZORNO JR, J. E. (2002) CAM Differentiated. Medical Anthropology
Quarterly, 16(4).

PLATH, S. (1964) The Bell Jar, London, Heinemann.

PLATH, S. (1965) Ariel, London/ Boston, Faber and Faber.

PLATH, S. (1985) Selected Poems, London/ Boston, Faber and Faber

PLESSNER, H. (1970) Laughing and crying: A study of the limits of human
behaviour, Evanston IL, Northwestern University Press.

PLUMMER, B. L. (1970) Benjamin Rush and the Negro. American Journal of
Psychiatry, 127, 793-798.



POCOCK, D. (1973) The Idea of a Personal Anthropology. Paper presented to
the Decennial Conference of the ASA, Oxford.

PODVOLL, E. M. (1969) Self-mutilation within a hospital setting. British
Journal of Medical Psychology, 42, 213-221.

PODVOLL, E. M. (1990) The seduction of madness: revolutionary insights
into the world of psychosis and a compassionate approach to recovery at home,
New York, Harper & Row.

POEWE, K. (1993) Theologies of Black South Africans and the Rhetoric of
Peace versus Violence. Canadian Journal of African Studies, 27(1), 43-65.

POEWE, K. (1996) Writing Culture and Writing Fieldwork: The Proliferation
of Experimental and Experiential Ethnographies. Ethnos, 3-4, 177-206.

POLKINGHORNE, D. E. (1988) Narrative knowing and the human sciences,
Albany, State University ofNew York Press.

POLLOCK, D. (2000) Physician Autobiography: Narrative and the Social
History of Medicine. IN MATTINGLY, C. & GARRO, L. C. (Eds.) Narratives
and the Cultural Construction of Illness and Healing. Berkeley/ LAt London,
University of California Press.

PONTEROTTO, J. G., CASAS, J. M., SUZUKI, L. A. & ALEXANDER, C.
M. (Eds.) (1995) Handbook of Multicultural Counselling, Thousand Oaks CA,
Sage Publications.

POPPER, K. (1963) Conjectures and refutations: the growth of scientific
knowledge, New York, Routledge and Kegan Paul.

PORTER, R. (1987) A Social History of Madness: stories of the insane,
London, Weidenfeld.

PORTER, R. (Ed.)) (1988) A social history of madmen - the world through the
eyes of the insane, New York, Weidenfeld & Nicolson.

PORTER, R. (1989) Homosexuality and American psychiatry: the politics of
diagnosis. Med Hist, 33(4), 505-506.

PORTER, R. (Ed.)) (1991) The Faber Book of Madness, London, Faber and
Faber.

PORTER, R. (1999) Reading: A health warning. IN MYERS, R. & HARRIS,
M. (Eds.) Medicine, Mortality and the Book Trade. Folkestone, St Paul's
Bibliographies.



PORTER, R. (2002) Madness - A Brief History, Oxford University Press.

POWDERMAKER, H. (1967) Stranger and Friend: The Way of an
Anthropologist., New York, WW Norton.

PRATTIS, J. I. (1997) Anthropology at the edge: Essays on Culture, Symbol
and Consciousness, Lanham MD/ London, University Press of America.

PRESLEY, A. S. (1983) From Madhouses to Mental Hospitals: Does History
Repeat Itself? Scottish Medical Journal, 28, 71-74.

PRESLEY, A. S. (1987) Personal View - The Power of "Exemplary Tales".
British Journal of Clinical and Social Psychiatry, 5, 56-57.

PRIDMORE, S. (1997) Suicide and Aging: International Perspectives -

Review. American Journal of Psychiatry, 54, 1622.
PROTHEROE, D. & HOUSE, A. (1999) In-patient liaison psychiatry in the
UK. A neglected option for improving the psychiatric care of medical patients.
Psychiatric Bulletin, 23, 525-527.

PROUT, A. & JAMES, A. (1997) Constructing and Reconstructing Childhood:
Contemporary Issues in the Sociological Study of Childhood., London, Falmer
Press.

PURCELL, G. P., WILSON, P. & DELAMOTHE, T. (2002) The quality of
health information on the internet - As for any other medium it varies widely;
regulation is not the answer. BMJ, 324, 557-558.

PUTNAM, R. D. (2000) Bowling Alone - The Collapse and Revival of
American Community, New York/ London/ Toron to/ Sydney/ Singapore,
Simon & Schuster.

QUART, A. (2004) Dying for Melodrama. Psychology today.

QUILL, T. & BRODY, H. (1996) Physician recommendations and patient
autonomy: finding a balance between physician power and patient choice. Ann
Intern Med, 125, 763-769.

QUILL, T. & CASSEL, C. (1995) Non abandonment: a central obligation for
physicians. Ann Intern Med, 122, 368-374.

QUIVERS, R. (1995) Quivers, New York, Regan Books.

RABINOW, P. (1977) Reflections on Fieldwork in Morocco, Berkeley CA,
University of California Press.



RABINOW, P. (1986) Representations are Social Facts: Modernity and Post-
Modernity in Social Anthropology. IN CLIFFORD, J. & MARCUS, G. E.
(Eds.) Writing Culture. Berkeley/ LA/ London, University of California Press.

RABINOWITZ, P. M. (1983) Talking Medicine: America's Doctors Tell Their
Stories, New American Library.

RAMON, S. & GIANNICHEDDA, M. G. (Eds.) (1991) Psychiatry In
Transition - The British and Italian Experience, London/ Concord MA, Pluto
Press.

RAMSAY, R. & FAHY, T. (1996) Reviewing advances in psychiatry. IN
HELLER, T„ REYONLDS, J, GOMM, R„ MUSTON, R. & PATTISON, S.
(Eds.) Mental Health Matters. London, Macmillan in association with The
Open University.

RAMSAY, R., WELCH, S. & YOUARD, E. (2001) The needs of women

patients with a mental illness. Advances in Psychiatric Treatment, 7, 85-92.

RAMSDELL, M. (Ed.)) (1994) My First Year as a Doctor: Real World Stories
from America's MD's, New York, Walker and Company.

RANGACHARI, P. K. (1997) Evidence-based medicine: old French wine with
a new Canadian label. Journal of the Royal Society of Medicine, 90, 280-284.

RAPAPORT, D. (1960) The structure of psychoanalytic theory: A
systematizing attempt. Psychological Issues, 2(2), Monograph 6.

RAPHAEL, B. (1986) When disaster strikes: a handbook for the caring
professions, London, Hutchison

RAPPERT, B. (1999) The Uses of Relevance: Thoughts on a Reflexive
Sociology. Sociology, 33(4), 705-723.

RAPPORT, N. & OVERING, J. (2000) Social and Cultural Anthropology -

The Key Concepts, London/New York, Routledge.

RATNER, C. (1997) Cultural Psychology and Qualitative Methodology:
theoretical and Empirical considerations, New York, Plenum Press.

RATZAN, R. M. (1992) Winged words and chief complaints: medical case
histories and the Pany-Lord oral-formulaic tradition. Lit Med, 11, 94-114.

RAWLINS, M. (1999) In pursuit of quality: the National Institute for Clinical
Excellence. Lancet, 353, 1079-1082.



RAZALI, S. M. & HAMZAH, A. M. (1999) Case Vignette in a Community-
Based Study. American Journal of Psychiatry, 156, 158.

READ, J. & REYNOLDS, J. (1996) Speaking Our Minds: an Anthology of
Personal Accounts of Mental Distress and its Consequence, Basingstoke,
Macmillan.

RECHTMAN, R. (1997) Transcultural psychotherapy with Cambodian
refugees in Paris. Transcultural Psychiatry, 34(3), 359-376.

REDDY, W. M. (2001) The Navigation of Feeling: A Framework for the
History of Emotions.

REDELMEIER, D., MOLIN, J. & TIBSHIRANI, J. (1995) A randomised trial
of compassionate care for the homeless in an emergency department. Lancet,
345,1131-1134.

REDFEARN, S. (Tuesday, 28 May 2002) Depressed? What Makes You Ask?
Washington Post.

REGIER, D. A., FARMER, M. E„ RAE, D. S., LOCKE, B. Z., KEITH, S. J.,
JUDD, L. L. & GOODWIN, F. K. (1990) Comorbidity of Mental Disorders
With Alcohol and Other Drug Abuse - Results from the Epidemiologic
Catchment Area (ECA) Study. JAMA, 264, 2511-2518.

REGIER, D. A., NARROW, W., RAE, D. S., MANDERSCHEID, R. W„
LOCKE, B. Z. & GOODWIN, F. K. (1993) The de Facto US Mental and
Addictive Disorders Service System. Arch Gen Psychiatry, 50, 85-94.

REICHELT, S. & SVEAASS, N. (1994) Developing meaningful conversations
with families in exile. Journal of Refugee Studies, 7(1), 39-57.

REIN, M. & WHITE, S. H. (1981) Knowledge for practice. Social Service
Review, 55, 1-41.

REKDAL, O. B. (1999) Cross-Cultural Healing in East African Ethnography.
Medical Anthropology Quarterly, 13(4), 458-482.

RETZER, A. (Ed.)) (1996) Die Behandlung psychotischen Verhaltens -

Psychoedukative Ansatze versus systemische Ansatze, Carl-Auer-Systeme
Verlag.

REYNOLDS, R. & STONE, J. (1991) On Doctoring, New York, Simon &
Schuster.



RICH, A. (1986) Notes Toward a Politics of Location. Blood Bread and
Poetry. Selected Prose. New York, WW Norton.

RICHARDS, M. & ABAS, M. (1999) Cross-cultural approaches to dementia
and depression in older adults. IN BHUGRA, D. & BAHL, V. (Eds.) Ethnicity:
an Agenda for Mental Health. London, Gaskell.

RICHARDSON, B. (1993) People of Terra Nullius: Betrayal and Renewal in
Aboriginal Canada, Vancouver, Douglas & Maclntyre.

RICOEUR, P. (1979) The Model of the Text: Meaningful Action Considered
as a Text. IN RABINOW, P. & SULLIVAN, W. M. (Eds.) Interpretive Social
Science. A Reader. Berkeley CA, University of California Press.

RIEBER, R. W. & CARTON, A. S. (Eds.) (1987) The collected works of L.S.
Vygotsky, New York, Plenum Press.

RINPOCHE, G. (1975) The Tibetan Book of the Dead, Berkeley CA,
Shambala.

RISK, A. (2002) On the way to quality. BMJ, 324, 600-601.

RITTER, M. (1999) Doubt Cast on Story of'Sybil'.

ROBERTS, J., "ALEXANDRA" & "JULIUS" (1988) Use of Ritual in
"Redocumenting" Psychiatric History. IN IMBER-BLACK, E., ROBERTS, J.
& WHITING, R. (Eds.) Rituals in Families and Family Therapy. New York/
London, Norton.

ROBERTSON, J. & ROBERTSON, J. (1989) Separation and the Very Young,
London, Free Association Books.

ROBINS, L. N. (1985) Epidemiology: Reflections on Testing the Validity of
Psychiatric Interviews. Arch Gen Psychiatry, 42, 918-924.

ROBINS, L. N., HELZER, J. E. & WEISMAN, M. M. (1984) Lifetime
prevalence of specific psychiatric disorders in three sites. Archives of General
Psychiatry, 41, 949-958.

ROBINSON, M. (2002) Communication and Health in a Multi-Ethnic Society,
Bristol, The Policy Press.
ROGERS, A. (1995) A shining affliction: A story of harm and healing in
psychotherapy, New York, Viking.

ROGERS, C. R. (1962) The Interpersonal Relationship: The Core of Guidance.
Harvard Educational Review, 32(4), 89-103.



ROGLER, L. H. (1994) International migrations: A framework for directing
research. American Psychologist, 49(8), 701-708.

ROLAND, A. (1988) In Search of Self in India and Japan: Toward a Cross-
Cultural Psychology, Princeton, Princeton University Press.

ROMME, M. (1996) Rehabilitating voice-hearers. IN HELLER, T.,
REYONLDS, J., GOMM, R„ MUSTON, R. & PATTISON, S. (Eds.) Mental
Health Matters. London, Macmillan in association with The Open University.

ROMME, M. & ESCHER, S. (1994) Accepting voices, London, MIND
Publications.

ROSALDO, M. (1980) Knowledge and Passion: Ilongot Notions of Self and
Social Life, Cambridge, Cambridge University Press.

ROSALDO, M. (1983) The Shame of Headhunters and the Autonomy of Self.
Ethos, 11, 135-151.
ROSALDO, M. Z. (1980) Knowledge and Passion: Ilongot Notions of Self and
Social Life, Cambridge, Cambridge University Press.

ROSALDO, R. (1980) Ilongot Headhunting 1883-1974: A Study in Society
and History, Stanford University Press.

ROSALDO, R. (1984) Grief and the Headhunter's Rage: On the Cultural Force
of Emotions. IN BRUNER, E. (Ed.) Text, Play, and Story: The Construction
and Reconstruction of Self and Society. Washington DC, American
Ethnological Society.

ROSE, G. (1985) Sick individuals and sick populations. International Journal
of Epidemiology, 14, 32-38.

ROSE, N. (1994) Governing the soul: the shaping of the private self, London,
Routledge.

ROSEN, A. (1985) The stigmatized stand up: active involvement in our own
mental health services. Mental Health August, 4, 3-17.

ROSEN, A. (1997) Crisis management in the community. MJA, 167, 633-638.

ROSENBERG, W. & DONALD, A. (1995) Evidence-based medicine: an
approach to clinical problem-solving. BMJ, 310, 1122-1126.

ROSENHAN, D. L. (1996) On being sane in insane places. IN HELLER, T.,
REYONLDS, J, GOMM, R„ MUSTON, R. & PATTISON, S. (Eds.) Mental
Health Matters. London, Macmillan in association with The Open University.



ROSENMAN, S., KORTEN, A., MEDWAY, J. & EVANS, M. (2003)
Dimensional vs. categorical diagnosis in psychosis. Acta Psychiatrica
Scandinavica, 107,378.

ROSS, A. (1997) Male Depression: Just take the pills, The Royal Vic .

www.salon.com.

ROSS, C. A. & PAM, A. (1995) Pseudoscience in Biological Psychiatry:
Blaming the Body, New York/ Chichester, Wiley & Sons.

ROSS, R. (1996) Returning to the Teachings: Exploring Aboriginal Justice,
Toron to, Penguin Books.
ROSS, R. R. & MCKAY, H. B. (1979) Self-mutilation, Lexington, MA,
Lexington Books.

ROTHKE, J. (1999) Therapy is all talk - A new book argues that
psychotherapy is better at recycling cultural myths than figuring out what's in
your head, www.salon.com.

ROUSSEAU, C. (1995) Mental health of refugee children. Transcultural
Psychiatric Research Review, 32(3), 299-331.

ROUSSEAU, C. (1995) The significance of Torture Experiences: Towards an
Awareness of Individual, Family and Cultural Factors. Community Support For
Survivors of Torture. Ontario, Canadian Centre for Victims of Torture.

ROUSSEAU, C. (1998) The Impact of Culture on the Transmission of Trauma
- Refugees' Stories and Silence Embodied in Their Children's Lives. IN
DANIELI, Y. (Ed.) International Handbook of Multigeneraltional Legacies of
Trauma. New York, Plenum Press.

ROUSSEAU, C., DRAPEAU, A. & CORIN, E. (1997) The influence of
culture and context on pre- and post-migratory experience of school age
refugees from Central America and Southest Asia in Canada. Social Science
and Medicine, 44(8), 1115-1127.

ROUSSEAU, C„ DRAPEU, A. & CORIN, E. (1998) Risk and Protective
Factors in Central American and Southeast Asian Refugee Children. Journal of
Refugee Studies, 11, 20-37.

ROUSSEAU, C, PERREAULT, M. & LEICHNER, P. (1995) Residents'
Perceptions of Transcultural Psychiatric Practice. Community Mental Health
Journal, 31, 73-85.



ROUSSEAU, C., SAID, T. M„ GAGNE, M.-J. & BIBEAU, G. (1998)
Between Myth and Madness: The Premigration Dream of Leaving Among
young Somali Refugees. Culture, Medicine & Psychiatry, 22, 385-411.

ROWE, D. (2002) Beyond Fear, London, HarperCollins.

ROWE, D. (2002) Why we hate - Extract. Openmind, 113.

ROWLAND, C. (9 January 2005) Drug firms lagging on openness - Despite
vow, few studies publicized. Boston Globe.

ROWLEY, D. L. (2001) Closing the Gap, Opening the Process: Why Study
Social Contributors ot Preterm Delivery Among Asian Black Women.
Maternal and Child Health Journal, 5, 71-74.

ROY-BYRNE, P. P. (1999) Cultural Issues in the Treatment of Anxiety -

Review. American Journal of Psychiatry, 156, 1658.

ROY, A. (2004) come September. The Ordinary Person's Guide to Empire.
London, Flamingo.

ROYAL COLLEGE OF PSYCHIATRISTS (1992) Report of the General
Psychiatry Section Working Party on Post-Natal Mental Illness. Psychiatric
Bulletin, 6, 519-522.

ROYAL COMMISSION ON ABORIGINAL PEOPLES (1993) The Path to
Healing. Ottawa, Minister of Supply and Services.

ROYAL COMMISSION ON ABORIGINAL PEOPLES (1995) Choosing
Life: Special Report on Suicide Among Aboriginal People.

RUBIN, J. B. (1996) Psychotherapy and Buddhism: Toward an Integration,
Plenum Pub Corp.

RUBINSTEIN, W. D. & RUBINSTEIN, H. L. (1996) Menders of the Mind: A
History of the Royal Australian and New Zealand College of Psychiatrists,
1946-1996, New York, Oxford University Press.
RUBY, J. (Ed.)) (1982) A Crack in the Mirror: Reflexive perspectives in
anthropology, Philadelphia PA, University of Pennsylvania Press.

RUIZ, P. (1998) The Role of Culture in Psychiatric Care. American Journal of
Psychiatry, 155, 1763-1765.

RUIZ, P. (1999) Assessment and diagnosis: Book Review of "Culture and
Psychiatric Diagnosis: A DSM-IV Perspective". Am J Psychiatry 156:1655-
1656, October, 156, 1655-1656.



RUIZ, P. (1999) Clinical Methods in Transcultural Psychiatry - Review.
American Journal of Psychiatry, 156, 334.

RUIZ, P. (1999) Review of Culture and Psychiatric Diagnosis: A DSM-IV
Perspective. American Journal of Psychiatry, 156, 1655-1656.

RUIZ, P. (2000) Personality Development and Psychotherapy in Our Diverse
Society - Review. American Journal of Psychiatry, 157, 480.

RUIZ, P. (2001) Cultural Cognition and Psychopathology - Review. 158, 1545.

RUSSELL, J. (1996) Treating anorexia nervosa. IN HELLER, T.,
REYONLDS, J., GOMM, R., MUSTON, R. & PATTISON, S. (Eds.) Mental
Health Matters. London, Macmillan in association with The Open University
Press.

RUSSELL, J. A. (1991) Culture and the categorization of emotions.
Psychological Bulletin, 110(3), 426-450.

RUSSELL, J. A. (1995) Facial expressions of emotion - What lies beyond
minimal universality? Psychological Bulletin, 118(3), 379-391.

RYAN, M. (1995) Secret life: An autobiography, New York, Pantheon.

RYLKO-BAUER, B. & FARMER, P. (2002) Managed Care or Managed
Inequality? A Call for Critiques of Market-Based Medicine. Medical
Anthropology Quarterly, 16(4).

SACK, W. H, CLARKE, F., HIM, C„ DICKASON, D„ GOFF, B„
LANHAM, K. & KTNZIE, D. (1993) A 6-year follow-up study of Cambodian
refugee adolescents traumatized as children. Journal of the American Academy
of Child Psychiatry, 32(2), 431-437.

SACK, W. H, SEELEY, J. R. & CLARKE, G. N. (1997) Does PTSD
transcend cultural barriers? A study from the Khmer adolescent refugee
project. Journal of the American Academy of Child and Adolescent Psychiatry,
36(l),49-54.

SACKETT, D. L. (1995) Applying overviews and meta-analyses at the
bedside. Journal of Clinical Epidemiology, 48, 61-66.

SACKETT, D. L, HAYNES, R. B„ GUYATT, G. H. & TUGWELL, P.
(1991) Clinical epidemiology: a basic science for clinical medicine, London,
Little Brown.



SACKETT, D. L„ ROSENBERG, W. M. C., GRAY, J. A. M., HAYNES, R.
B. & RICHARDSON, W. S. (1996) Evidence based medicine: what it is and
what it isn't. British Medical Journal, 312, 71-72.

SACKS, J. (2002) The Dignity of Difference, London/New York, Continuum.

SACKS, O. (1976) Awakenings, Harmondsworth, Penguin.

SACKS, O. (1981) Migraine: the natural history of a common disorder,
London, Pan.

SACKS, O. (1984) A leg to stand on, London, Duckworth.

SACKS, O. (1985) The man who mistook his wife for a hat, London,
Duckworth.

SACKS, O. (1995) An Anthropologist on Mars, New York, Vintage.

SADLER, J. Z„ WIGGINS, O. P. & SCHWARTZ (Eds.) (1994) Philosophical
perspectives on psychiatric diagnostic classification, Baltimore MD, Johns
Hopkins University Press.
SAGAN, E. (1974) Cannibalism, New York, Harper & Row.

SAGI-SCHWARTZ, A, IJZENDOORN, M. H. V., GROSSMANN, K. E,
JOELS, T., GROSSMANN, K., SCHARF, M., KOREN-KARIE, N. &
ALKALAY, S. (2003) Attachment and Traumatic Stress in Female Holocaust
Child Survivors and Their Daughters. American Journal of Psychiatry, 160,
1086-1092.

SALBER, E. J. (1989) The Mind is Not the Heart, Durham NC, Duke
University Press.

SALE, A. U. (2003) The Bigger Picture on Suicide.
www.communitycare.co.uk.

SALETT, E. P. & KOSLOW, D. R. (Eds.) (1994) Race, Ethnicity and Self:
Identity in Multicultural Perspective, Washington DC, NMCI Publications.

SALMON, P., PETERS, S. & STANLEY, I. (1999) Patients' perceptions of
medical explanations for somatisation disorders: qualitative analysis. British
Medical Journal, 318, 372-376.

SAMPSON, E. E. (1988) The debate on individualism: Indigenous
psychologies of the individual and their role in personal and societal
functioning. American Psychologist, 43(1), 15-22.



SAMPSON, E. E. (1993) Celebrating the Other. A dialogic account of human
nature, Hemel Hempstead, Harvester/Wheatsheaf.

SANDAY, P. R. (1986) Divine Hunger: Cannibalism as a Cultural System,
New York, Cambridge University Press.

SANDBLOM, P. (1982) Creativity and Disease: How Illness Affects
Literature, Art and Music, Philadelphia, George F. Stickley.

SANGER, T. M., LIEBERMAN, J. A., TOHEN, M„ GRUNDY, S„
BEASLEY, C. & TOLLEFSON, G. D. (1999) Olanzapine Versus Haloperidol
Treatment in First-Episode Psychosis. American Journal of Psychiatry, 156(1),
79-87.

SANTNER, E. L. (1997) My Own Private Germany, Princeton University
Press.

SANTORELLI, S. (1999) Heal Thy Self. Lessons on Mindfulness in Medicine,
New York, Bell Tower.

SANTROCK, J. (1997) Adolescence, New York, McGraw-Hill.

SAPPHIRE (1996) Push, London, Seeker & Warburg.

SARAVANAN, B. (2002) Postnatal Depression in India. American Journal of
Psychiatry, 159, 1437-1438.

SARBIN, T. R. (1990) The narrative quality of action. Theoretical and
Philosophical Psychology, 10, 49-65.

SARIS, A. J. (1995) Telling Stories: Life Histories, Illness Narratives, and
Institutional Landscapes. Culture, Medicine and Psychiatry, 19(1), 39-72.

SARTORIUS, N„ GAEBEL, W., LOPEZ-IBOR, J. J. & MAJ, M. (2002)
Psychiatry in Society, Chichester, John Wiley and Sons.

SARTORIUS, N„ GAEBEL, W„ LOPEZ-IBOR, J. J. & MAJ, M. (Eds.)
(2002) Psychiatry in Society, Chichester, John Wiley and Sons.

SARTRE, J. P. (1962) Existential Psychoanalysis, Chicago, Gateway Edition -

Henry Regnery Company.
SASHIDHARAN, S. P. (1999) Alternatives to institutional psychiatry. IN
BHUGRA, D. & BAHL, V. (Eds.) Ethnicity: an Agenda for Mental Health.
London, Gaskell.

SASS, L. A. (1995) The Paradoxes of Delusion, Cornell University Press.



SAYCE, L. (1996) Campaigning for women. IN ABEL, K., BUSZEWICZ, M„
DAVISON, S„ JOHNSON, S. & STAPLES, E. (Eds.) Planning Community
Mental Health Services for Women. London, Routledge.

SAYCE, L. (2000) From Psychiatric Patient to Citizen - Overcoming
Discrimination and Social Exclusion, Basingstoke, Macmillan.

SAYCE, L., CHRISTIE, Y., COBB, A. & SLADE, M. (1994) Users'
Perspective on Emergency Needs. IN PHELAN, M., STRATHDEE, G. &
THORNICROFT, G. (Eds.) Emergency Mental Health Services in the
Community. Cambridge, Cambridge University Press.

SAYCE, L., CHRISTIE, Y, SLADE, M. & COBB, A. (1996) Developing
crisis services. IN HELLER, T, REYONLDS, J., GOMM, R., MUSTON, R.
& PATTISON, S. (Eds.) Mental Health Matters. London, Macmillan in
association with The Open University.

SAYCE, L. & MORRIS, D. (1999) Outsiders coming in? Achieving social
inclusion for people with mental health problems, London, MIND publications.

SCHALER, J. A. (1996) Psychosis. PsychNews International, 1.

SCHALER, J. A. (Ed.)) (2004) Szasz under fire: the psychiatric abolitionist
faces his critics, Chicago, Open Court.

SCHALER, J. A. (2004) Giving Marmor Credit for the Idea that
Homosexuality is Not an Illness is Undeserved, bmj.com.

SCHEFF, T. J. (1966) Being Mentally 111: a sociological theoiy, Chicago,
Aldine Press.

SCHEFF, T. J. (1996) Labelling mental illness. IN HELLER, T., REYONLDS,
J., GOMM, R., MUSTON, R. & PATTISON, S. (Eds.) Mental Health Matters.
London, Macmillan in association with The Open University.

SCHEIN, E. H. (1987) The clinical perspective in fieldwork, Newbury Park
CA, Sage.

SCHEPER-HUGHES, N. & LOCK, M. (1987) The mindful body: A
prolegomenon to future work in medical anthropology. Medical Anthropology
Quarterly, (n.s.)l, 6-41.

SCHNITZLER, A. (1999) Dream Story, Harmondsworth, Penguin.

SCHON, D. A. (1987) Educating the Reflective Practitioner, San Francisco,
Jossey-Bass.



SCHON, D. A. (1983) The reflective practitioner: How professionals think in
action, New York, Basic Books.

SCHRADER, G„ DAVIS, A., STEFANOVIC, S. & CHRISTIE, P. (1990) The
recollection of affect. Psychological Medicine, 20, 150-109.

SCHREBER, D. P. (2000) Memoirs of My Nervous Illness. New York Review
of Books.

SCHREBER, D. P, MACALPINE, I., HUNTER, R. A., BARTON, A. &
DINNAGE, R. (2000) Memoirs of My Nervous Illness, New York Review of
Books.

SCHREIBER, F. R. (1989) Sybil, Warner Books.

SCHULTZ, E. & LAVENDA, R. (1987) Cultural Anthropology, St. Paul, West
Publ. Co.

SCHUMAKER, J. F. (1991) The adaptive value of suggestibility and
dissociation. IN SCHUMAKER, J. F. (Ed.) Human Suggestibility: Advances in
Theory, Research, and Application. London, Routledge.

SCHUMAKER, J. F. & WARD, T. (Eds.) (2000) Cultural Cognition and
Psychopathology, Westport, CT, Praeger.

SCHWABER, E. (1995) A Particular Perspective on Impasses in the Clinical
Situation: Further Reflections on Psychoanalytic Listening. International
Journal of Psychoanalysis, 76

SCHWARTZ, S. & LINK, B. G. (1989) The 'well control' artefact in
case/control studies of specific psychiatric disorders. Psychological Medicine,
19,737-742.

SCHWARTZ, T„ WHITE, G. M. & LUTZ, C. A. (Eds.) (1992) New
Directions in Psychological Anthropology, Cambridge, Cambridge University
Press.

SCHWARZ HIRSCHHORN, D. (1999) Postmodern Ethics and Our Theories:
Doing Therapy versus Being Therapists. Journal of Systemic Therapies, 18, 18-
41.

SCHWEITZER, P. P. (Ed.)) (2000) Dividends of Kinship. Meanings and Uses
of Social Relatedness, London, Routledge.

SCOTT, D. (1989) Meaning construction and social work practice. Social
Service Review, 63, 39-51.



SCOTT, D. (1990) Practice wisdom: The neglected source of practice research.
Social Work, 35, 564-568.

SCOTT, R. D. (1980) A family oriented psychiatric service to the London
Borough of Barnet. Health Trends, 12, 66-68.

SCOTT, S. W. & POWELL, J. C. (1993) Adolescent self-mutilation in a rural
area. Journal of Adolescence, 16, 101-105.

SCOTT, T., STANFORD, N. & THOMPSON, D. R. (2004) Images of health -

Killing me softly: myth in pharmaceutical advertising. British Medical Journal,
329, 1484-1487.

SEARLES, H. F. (1988) Transference Psychosis in the Psychotherapy of
Chronic Schizophrenia. IN BUCKLEY, P. (Ed.) Essential Papers on Psychosis.
NYU Press.

SEBOLD, A. (2002) The Lovely Bones, London, Picador

SEBOLD, A. (2002) Lucky, London, Picador.

SEDGWICK, E. K. (1990) Epistemology of the Closet, Berkeley CA,
University of California Press.

SEEMAN, M. V. & COHEN, R. (1998) A service for women with
schizophrenia. Psychiatric Services, 49, 674-677.

SEHMI, K. S. (2003) Lack of good data results in ineffective health policy for
South Asians. BMJ, 327, 394.

SEITH, E. (2005) We have so many lessons to learn. The Herald.

SELF, D. J. (Ed.)) (1978) The role of the humanities in medical education,
Norfolk VA, Teagle and Little.

SELIGMAN, M. E. P. (2002) Authentic Happiness, New York/ London/ Toron
to/ Sydney, Free Press.

SELVINI-PALAZZOLI, M, BOSCOLO, L„ CECCHIN, G. & PRATA, G.
(1974) The treatment of children trough the brief therapy of their parents.
Family Process, 13(4), 429-442.

SELVINI-PALAZZOLI, M, BOSCOLO, L„ CECCHIN, G. & PRATA, G.
(1978) Paradox and Counterparadox: A New Model in the Therapy of the
Family in Schizophrenic Transaction, New York, Jason Aronson, Inc.



SELVINI-PALAZZOLI, M., BOSCOLO, L., CECCHIN, G. & PRATA, G.
(1980) Hypothesizing - circularity - neutrality: Three guidelines for the
conductor of the session. Family Process, 19, 3-12.

SELZER, R. (1982) Letters to a young doctor, New York, Simon & Schuster,
Touchstone Books.

SEN, A. (2002) Health: perception versus observation - Self reported morbidity
has severe limitations and can be extremely misleading. BMJ, 324, 860-861.

SENN, V., KENDAL, R., WILLETTS, L. & TRIEMAN, N. (1997) Training
level and training needs of staff. IN LEFF, J. (Ed.) Care in the Community.
Chichester, John Wiley & Sons.

SENNETT, R. (2003) Respect - the formation of character in an age of
inequality, Penguin.

SHACKMAN, J. & REYNOLDS, J. (1996) Working with refugees and torture
survivors: help for the helpers. IN HELLER, T., REYONLDS, J., GOMM, R.,
MUSTON, R. & PATTISON, S. (Eds.) Mental Health Matters. London,
Macmillan in association with The Open University.

SHANNON, F. J. (2000) Manic By Midnight, PublishAmerica.

SHANNONHOUSE, R. (Ed.)) (2000) Out of Her Mind: Women Writing on
Madness, New York, The Modern Library.

SHAPIRO, J. (1993) The use of narrative in the doctor-patient encounter. Fam
Syst Med, 11,47-53.

SHARPE, M„ MAYOU, R., SEAGROATT, V., SURAWY, C., WARWICK,
H., BULSTRODE, C„ DAWBER, R. & LANE, D. (1994) Why do doctors
find some patients difficult to help? Quarterly Journal of Medicine, 87, 187-
193.

SHAW, G. B. (1946) The Doctor's Dilemma, New York, Penguin.

SHELLEY, M. (1992) Frankenstein, London, Penguin.

SHEM, S. (1995) House of God, New York, Dell.
SHEM, S. (2002) Fiction as Resistance - part of "Medical Writing/ Physician-
Writers' Reflections on Their Work". Annals of Internal Medicine, 37, 934-
937.



SHEPPERD, S. & CHARNOCK, D. (2002) Against internet exceptionalism -

There's nothing radically different about information on the web. BMJ, 324,
556-557.

SHERSHOW, J. C. (Ed.)) (1978) Schizophrenia: Science and Practice,
Cambridge MA, Harvard University Press.

SHETTY, P. (2001) Variation in health and disease: race, ethnicity or 'nutrition
transition'. IN MACBETH, H. & SHETTY, P. (Eds.) Health and Ethnicity.
London/ New York, Taylor and Francis.

SHORE, B. (1996) Culture in Mind: Cognition, Culture, and the Problem of
Meaning, Oxford, Oxford University Press.

SHORTER, E. (1985) Bedside Manners, New York, Simon & Schuster.

SHORTER, E. (1992) From Paralysis to Fatigue: A History of Psychoso-matic
Illness in the Modern Era, New York, Free Press.

SHORTER, E. (1997) A history of psychiatry, New York, John Wiley & Sons.

SHOWALTER, E. (1997) Defining Hysteria: Hystories: Hysterical Epidemics
and Modern Media, New York, Columbia University Press.

SHREVE, J. (1997) Gen RX. A member of the Prozac generation looks back.
www.salon.com

SHWEDER, R. (1991) Thinking Through Culture: Expeditions in Cultural
Psychology, Cambridge, Harvard University Press.

SHWEDER, R. & BOURNE, E. J. (1982) Does the concept of the person vary
cross-culturally? IN MARSELLA, A. J. & WHITE, G. M. (Eds.) Cultural
Conceptions of Mental Health and Therapy. Dordrecht, D. Reidel.

SHWEDER, R. A. (1980) Rethinking culture and personality theory. Part III:
From genesis and typology to hermeneutics and dynamics. Ethos, 8(1), 60-94.

SHWEDER, R. A. (1985) Menstrual pollution, soul loss, and the comparative
study of emotions. IN KLEINMAN, A. & GOOD, B. (Eds.) Culture and
Depression. Berkeley, University of California Press.

SHWEDER, R. A. (1990) Cultural Psychology - What Is It? IN STIGLER, J.
W, SHWEDER, R. A. & HERDT, G. (Eds.) Cultural Psychology: Essays on
Comparative Human Development. Cambridge University Press.



SHWEDER, R. A. (2003) Toward a deep cultural psychology of shame. Social
Research, Winter.

SE1WEDER, R. A. & LEVINE, R. A. (Eds.) (1984) Culture Theory: Essays on
Mind, Self, and Emotion, Cambridge, Cambridge University Press.

SIEBERT, A. Psychiatry's Lack of Insight: Four Double-Binds That Place
Patients in a Living Nightmare.

SILVERMAN, D. (1987) Communication and medical practice: social
relations and the clinic, Bristol, Sage.

SILVERMAN, D. (1993) Interpreting Qualitative Data: Methods for Analysing
Talk, Text and Interaction, London, Sage.

SILVERMAN, D. (1997) Discourses of counselling, London, Sage.

SILVERMAN, J. (1967) Shamans and acute schizophrenia. American
Anthropologist, 69, 21 -31.

SIMON, G. & WHITFIELD, G. (1995) A Discourse-in-Progress: Gay
Affirmative Practice and A Critical Therapy. Association of Lesbian, Gay and
Bisexual Psychologies Conference. University ofNottingham.

SIMONS, R. C. (1996) Boo! Culture, Experience and the Startle Reflex, New
York, Oxford University Press.

SIMONS, R. C. & HUGHES, C. C. (Eds.) (1985) The Culture Bound-
Syndromes: Folk Illnesses of Psychiatric and Anthropological Interest,
Dordrecht, D. Reidel.

SIMPSON, E. L. & HOUSE, A. O. (2002) Involving users in teh delivery and
evaluation of mental health services: systematic review. BMJ, 325, 1265-1268.

SIMS, A. C. P. (1988) Symptoms in the Mind: An Introduction to Descriptive
Psychopathology, London/ Philadelphia/ Toron to/ Sydney/ Tokyo, Balliere
Tindall.

SINCLAIR, A. (2001) High-dose narrative. CMAJ, 164 (7).

SIPORIN, M. (1989) Metamodels, models, and basics: An essay review. Social
Service Review, 63, 474-480.

SIZEMORE, C. (1989) A mind of my own, New York, William Morrow.
SKOLNIK, N. (1996) On the Ledge, Boston, Faber and Faber.



SKOLNIK, N. S. (1996) On the Ledge: A doctor's stories from the inner city,
Winchester MA, Faber & Faber.

SKOVHOLT, T. M. & RONNESTAD, M. H. (1995) The evolving
professional self: Stages and themes in therapist and counsellor development,
New York, Wiley.

SKULTANS, V. (1991) Women and Affliction in Maharashtra: A Hydraulic
Model of Health and Illness. Culture, Medicine and Psychiatry, 15, 321-359.

SLADDEN, J. (2005) Psychotherapy skills in the real world. BMJ Careers, 33-
35.

SLATER, L. (1996) Welcome to My Country, New York, Random House.

SLATER, L. (2000) Lying: A Metaphorical Memoir, New York, Random
House.

SLATER, L. (2000) Prozac Diary, London, Penguin.

SLATER, L. (2004) Into the Cuckoo's Nest. The Guardian.

SLATER, L. (2004) Opening Skinner's Box: Great Psychological Experiments
of the 20th Century, London, Bloomsbury.

SMITH, A. (2003) Nutters on the net. Openmind, 121.

SMITH, D. (2004) By the book? A psychiatrist puts the bible on the couch,
illuminations. Columbia MO.

SMITH, D. (February 2004) Shock and Disbelief. Atlantic Monthly.

SMITH, J. (1997) Meditation vs Medication, www.salon.com.

SMITH, K. & SWEENEY, M. (Eds.) (1997) Beyond Bedlam, Anvil.

SMITH, N. & KATZ, C. (1993) Grounding metaphor: towards a spatialized
politics. IN KEITH, M. & PILE, S. (Eds.) Place and the politics of identity.
London/New York, Routledge.

SMITH, R. (1999) struggling towards coherence. BMJ, 319.

SMITH, R. (2002) In search of "non-disease." BMJ, 324, 883-885.

SMITH, R. J. & BEARDSLEY, R. K. (Eds.) (1962) Japanese Culture: Its
Development and Characteristics, Chicago, Aldine.



SNOW, C. P. (1959) The Two Cultures and the Scientific Revolution,
Cambridge, Cambridge University Press.

SOBO, E. J. (1993) One Blood: The Jamaican Body, Albany NY, State
University ofNew York Press.

SOJA, E. & HOOPER, B. (1993) The spaces that difference makes: some notes
on the geographicl margins of hte new cultural politics. IN KEITH, M. &
PILE, S. (Eds.) Place and the politics of identity. London/ New York,
Routledge.

SOLOMON, A. (1996) A Stone Boat, Plume.

SOLOMON, A. (2001) The noonday demon: an atlas of depression, London,
Chatto & Windus.

SOLOMON, Y. & FARRAND, J. (1996) "Why don't you do it properly?"
Young women who self-injure. Journal of Adolescence, 19, 111-119

SONTAG, S. (1991) Illness as Metaphor, London, Penguin.

SONTAG, S. (2004) Regarding the Pain of Others, London, Penguin.

SPANOS, N. P. & GOTTLIEB, J. (1979) Demonic possession, mesmerism,
and hysteria: A social psychological perspective on their historical
interrelations. Journal of Abnormal Psychology, 88(5), 527-546.

SPANOS, N. P., WEEKES, J. R. & BERTRAND, L. D. (1985) Multiple
personality: A social psychological perspective. Journal of Abnormal
Psychology, 94(3), 362-376.

SPARKES, A. (2002) Autoethnography: self-indulgence or something more?
IN BOCHNER, A. P. & ELLIS, C. (Eds.) Ethnographically Speaking:
Autoethnography, Literature, and Aesthetics. Oxford, Alta Mira Press.

SPECK, P., HIGGINSON, I. & ADDINGTON-HALL, J. (2004) Spiritual
needs in health care. BMJ, 329, 123-124.

SPEEDY, J. & ETHERINGTON, K. (1999) Personal Development as an
Intended Consequence of an Experiential Counselling Research Programme.
BAC Research Conference. Leeds.

SPERBER, D. (1975) Rethinking Symbolism, Cambridge, Cambridge
University Press.



SPERBER, D. (1996) Explaining Culture: A Naturalistic Approach, Oxford,
Blackwell Publishers.

SPIEGEL, A. (2002) 81 Words. This American Life. Chicago, WBEZ.

SPIEGEL, D. & CARDENA, E. (1991) Disintegrated experience: The
dissociative disorders revisited. Journal of Abnormal Psychology, 100(3), 366-
378.

SPIRO, M. E. (1986) Cultural Relativism and the Future of Anthropology.
Cultural Anthropology, 1, 259-286.

SPIRO, M. E. (1993) Is the Western concept of the self "peculiar" within the
context of the world cultures? Ethos, 21(2), 107-153.

SPITZER, R„ ENDICOTT, J. & ROBINS, E. (1975) Clinical Criteria for
Psychiatric Diagnosis and DSM-III. American Journal of Psychiatry, 132,
1187-1192.

SPRINGER, S. P. & DEUTSCH, G. (1993) Left Brain, Right Brain, New
York, WH Freeman and Company.

STANFIELD, J. H. & DENNIS, R. M. (Eds.) (1993) Race and Ethnicity in
Research Methods, Newbury Park, Sage.

STARK, C. (2002) Reckoning with Risk: Learning to Lie with Uncertainty by
Gerd Gigerenzer. BMJ, 325, 1426.

STEFAN PRIEBE, ADESCONYI, A., FIORITTI, A., HANSSON, L„
KILIAN, R., TORRES-GONZALES, F., TURNER, T. & WIERSMA, D.
(2005) Reinstitutionalisation in mental health care: comparison of data on
service provision from six European countries. BMJ, 330, 123-126.

STEIER, F. (Ed.)) (1991) Research and Reflexivity, London, Sage.

STEINBERG, D. (1992) Interprofessional Consultations: Creative Approaches
in Therapeutic Work Across Cultures. IN KAREEM, J. & LITTLEWOOD, R.
(Eds.) Intercultural Therapy. Oxford, Blackwell Science.

STEINER, G. (1998) Errata: an examined life, London, Phoenix.

STEPHEN, M. & SURYANI, L. K. (2000) Shamanism, Psychosis and
Autonomous Imagination. Culture, Medicine and Psychiatry, 24, 5-40.

STEVENS, A. & J, P. (1996) Evolutionary psychiatry, London, Routledge.



STEWART, M. (1995) Patient centred medicine, London, Sage

STEWART, M. (2001) Towards a global definition of patient centered care.
British Medical Journal, 322, 444-445.

STEWART, M., BROWN, J., DONNER, A., MCWHINNEY, I., OATES, J. &
WESTON, W. (1997) The impact of patient-centred care on patient outcomes
in family therapy, London ON, Centre for Studies in Family Medicine,
University of Western Ontario.

STEWART, M., BROWN, J., WESTON, W, MCWHINNEY, I.,
MCWILLIAM, C. & FREEMAN, T. (1995) Patient centred medicine:
transforming the clinical method, Thousand Oaks CA, Sage.

STIGLER, J. A., SHWEDER, R. A. & HERDT, G. (Eds.) (1990) Cultural
Psychology: Essays on Comparative Human Development, New York,
Cambridge University Press.

STRAKER, G. (1992) Faces in the Revolution: The Psychological Effects of
Violence on Township Youth in South Africa, Cape Town, David Phillip.

STRATHERN, A. (1995) Trance and the theory of healing: Sociogenic and
psychogenic components of consciousness. IN COHEN, A. P. & RAPPORT,
N. (Eds.) Questions of Consciousness. London, Routledge.

STRAUSS, J. S. (1994) The Person with Schizophrenia as a Person II:
Approaches to the Subjective and Complex. British Journal of Psychiatry, 164
(suppl. 23), 103-107.

STREINER, D. L. (1990) Sample Size and Power in Psychiatric Research. Can
J Psychiatry, 35, 616-620.

STREINER, D. L. & NORMAN, G. R. (1989) Basic Concepts. IN
STREINER, D. L. & NORMAN, G. R. (Eds.) Health measurement scales; a
practical guide ot their develpment and use. Oxford, Oxford University Press.

STREIT, U. (1997) Nathan's ethnopsychoanalytic therapy: Characteristics,
discoveries and challenges to Western psychotherapy. Transcultural Psychiatry,
34(3), 321-343.

STRONG-GOTTFRIED, K. (Ed.)) (1998) Social Work Practice: Cases,
Activities and Exercises, London, Pine Forge Press, Sage Publications.

STYRON, W. (1990) Darkness visible-a memoir of madness, New York,
Random House.



SUAREZ-OROZCO, M. M„ G., S. & SPINDLER, L. (Eds.) (1994) The
Making of Psychological Anthropology II, Fort Worth TX, Harcourt Brace.

SUE, D. W. & SUE, D. (1990) Counselling the culturally different: Theory and
practice, New York, John Wiley & Sons.

SUE, D. W. & SUE, D. M. (1983) Psychological development of Chinese-
American children. IN POWELL, G. J. (Ed.) The psychosocial development of
minority children. New York, Brunner/ Mazel.

SUE, S., FUJINO, D. C., HU, L„ TAKEUCHI, D. T. & ZANE, N. W. S.
(1991) Community mental health services for ethnic minority groups: A test of
the cultural responsiveness hypothesis. Journal of Consulting and Clinical
Psychology, 59(4), 533-540.

SUGARMAN, P. A. (2003) Philosophy can be detrimental to doctors. British
Medical Journal, 326, 601.

SULEIMAN, S. R. (1994) Risking Who One Is: Encounters with
Contemporary Art and Literature, Cambridge MA, Harvard University Press.

SULLIVAN, H. S. (1927) The Onset of Schizophrenia. American Journal of
Psychiatry, (Sesquicentennial Supplement), 151, 135-139.

SUMERFIELD, D. (2002) ICD and DSM are contemporary cultural
documents. BMJ, 324, 914-915.

SURYANI, L. K. & JENSEN, G. D. (1994) Trance and Possession in Bali: A
Window on Western Multiple Personality Disorder, Possession Disorder, and
Suicide, Singapore, Oxford University Press.

SUSSER, E„ FINNERTY, M. T. & SOHLER, N. (1996) Acute Psychoses: A
Proposed Diagnosis for ICD-11 and DSM-V. Psychiatric Quarterly, 67, 165-
176.

SUTHERLAND, M. (1993) Advertising and the mind of the consumer: what
works, what doesn't and why, Sydney, Allen and Unwin.

SUTIN, L. (2003) Philip K Dick.

SUZUKI, K., TAKEI, N„ KAWAI, M, MINABE, Y. & MORI, N. (2003) Is
Taijin Kyofusho a Culture-Bound Syndrome? American Journal of Psychiatry,
160, 1358.

SUZUKI, S. (1979) Zen Mind, Beginners Mind, New York, Weatherhill.



SVAHN, D. & KOZAK, A. (2002) Let Me Listen to Your Heart. Writings by
Medical Students, Bassett Health Care.

SWALES, J. (2000) The troublesome search for evidence: three cultures in
need of integration. Journal of the Royal Society of Medicine, 93, 402-407.

SWALES, P. M. (25 January 1999) Sybil. Newsweek.

SWARTZ, M., LANDERMAN, R„ GEORGE, L., ET AL (1991) Somatisation
disorder. IN ROBINS, F. & REGIER, R. (Eds.) Psychiatric Disorders in
America. Washington DC, American Psychiatric Association.

SWEENEY, B. (1998) The place of the humanities in the education of a
doctor. British Journal of General Practice, 48, 998-1002.

SWEET SYDNEY, M. (2003) Being a caring doctor may be bad for you.
British Medical Journal, 326, 355.

SZASZ, T. (1965) Legal and moral aspects of homosexuality. IN MARMOR,
J. (Ed.) Sexual inversion: the multiple roots of homosexuality. New York,
Basic Books.

SZASZ, T. S. (1976) Schizophrenia: the sacred symbol of psychiatry, Syracuse
NY, Syracuse University Press.

SZASZ, T. S. (1984) The Myth of Mental Illness: Foundations of a Theory of
Personal Conduct, Perennial Currents.

SZASZ, T. S. (1988) The ethics of psychoanalysis: the theory and method of
autonomous psychotherapy, Syracuse NY, Syracuse University Press.

SZASZ, T. S. (1988) Pain and pleasure: a study of bodily feelings, Syracuse
NY, Syracuse University Press.

SZASZ, T. S. (1991) Ideology and insanity: essays on the psychiatric
dehumanization of man, Syracuse NY, Syracuse University Press.

SZASZ, T. S. (1994) Cruel compassion: psychiatric control of society's
unwanted, New York/ Chichester, Wiley.

SZASZ, T. S. (1997) The Manufacture of Madness: a comparative study of the
Inquisition and the mental health movement, Syracuse NY, Syracuse
University Press

SZASZ, T. S. (1998) Psychiatric slavery, Syracuse NY, Syracuse University
Press.



SZASZ, T. S. (2001) Pharmacracy: medicine and politics in America, Westport
CT/ London, Praeger.

SZASZ, T. S. (2002) Fatal freedom: the ethics and politics of suicide, Syracuse
NY, Syracuse University Press.

SZASZ, T. S. (2002) Liberation by oppression: a comparative study of slavery
and psychiatry, New Brunswick NJ/ London, Transaction.

SZASZ, T. S. (2003) A lexicon of lunacy: metaphoric malady, moral
responsibility, and psychiatry, New Brunswick NJ/ London, Transaction.

SZMUCKLER, G. (1987) The place of crisis intervention in psychiatry. Aust
N Z J Psychiatry, 21, 24-34.
TAKAKUWA, K. M„ RUBASHKIN, N. & HERZIG, K. E. (2003) What I
Learned in Medical School - Personal Stories of Young Doctors, University of
California Press.

TALLIS, R. (1995) Newton's Sleep. The Two Cultures and the Two
Kingdoms, London, MacMillan Press.

TAMB1AH, S. J. (1990) Magic, science, religion and the scope of rationality,
Cambridge, Cambridge University Press.

TAN, A. (2004) The Opposite of Fate, London, Harper Perennial.

TANG, M. & CUNINGHAME, C. (1996) Focusing on health: focus groups for
consulting about health needs. IN HELLER, T., REYONLDS, J., GOMM, R.,
MUSTON, R. & PATTISON, S. (Eds.) Mental Health Matters. London,
Macmillan in association with The Open University.

TANNE, J. H. (2004) Judd Marmor: Psychiatrist who changed the view of
homosexuality as a mental disorder. BMJ, 328, 466.

TANNENBAUM, S. (1995) Getting there from here: evidentiary quandaries of
the US outcomes movement. J Eval Clin Pract, 1, 97-103.

TANNENBAUM, S. J. (1993) What physicians know. N Engl J Med, 329,
1268-1271.

TANSELLA, M. (2002) The scientific evaluation of mental health treatments:
an historical perspective. Evidence-based Mental Health, 5, 4-5.

TANTAM, D. & WHITTAKER, J. (1992) Personality disorder and self-
wounding. Br J Psychiatry, 161, 451-464.



TASK FORCE ON MENTAL HEALTH ISSUES AFFECTING
IMMGRANTS AND REFUGEES IN CANADA (1988) Review of the
literature on migrant mental health. Sante Culture Health, 5(1), 5-92.

TAVRIS, C. (1989) Anger: The Misunderstood Emotion, New York,
Touchstone.

TAVRIS, C. (2002) Deconstructing Harry. Review of Love at Goon Park:
Harry Harlow and the Science of Affection by Deborah Blum. Perseus
Publishing, 2002. American Scientist.

TAYLOR, C. & WHITE, S. (2000) Practising reflexivity in health and welfare.
Making knowledge, Buckingham/ Philadelphia, Open University Press.

TAYLOR, G. (1985) Pride, Shame and Guilt. The Emotions of Self-
Assessment, Oxford University Press.
TAYLOR, G. & TAYLOR, H. (1997) Alexithymia. In Psychological
Mindedness: A Contemporary Understanding. IN MCCALLUM, M. & PIPER,
W. (Eds.) Mahwah NJ, Lawrence Erlbaum.

TAYLOR, G. J., BAGBY, R. & PARKER, J. (1997) Disorders of Affect
Regulation: Alexithymia in Medical and Psychiatric Illness, Cambridge
University Press.

TAYLOR, J. S. (2003) The Story Catches You and You Fall Down: Tragedy,
Ethnography, and "Cultural Competence". Medical Anthropology Quarterly,
17(2), 159-181.

TAYLOR, S. & GILMOUR, A. (1996) Towards understanding suicide. IN
HELLER, T„ REYONLDS, J, GOMM, R„ MUSTON, R. & PATTISON, S.
(Eds.) Mental Health Matters. London, Macmillan in association with The
Open University.

TEDLOCK, D. (1983) The Spoken Word and the Work of Interpretation,
Philadelphia PA, University of Pennsylvania Press.

TEMPLE, B. & HARRIS, J. (2000) The devil in the detail: Producing an
account of self-harm. The Qualitative Report, 5(1/2).

TETRAULT, A. (2004) Father Dear Father. Observer Magazine. London.

THE OPEN UNIVERSITY (1997) What Do People Want Of Mental Health
Services? Milton Keynes, Open University, School of Health & Social
Welfare.



THE OPEN UNIVERSITY (2000) Implications for Practice, Milton Keynes,
The Open University, School of Health & Social Welfare.

THE OPEN UNIVERSITY (2001) Offprints Book, Milton Keynes, The Open
University, School of Health & Social Welfare.

THE OPEN UNIVERSITY (2002) Community and Care, Milton Keynes, The
Open University, School of Health & Social Welfare.

THOMAS, A. & SILLEN, S. (1993) Racism & Psychiatry, New York, Citadel
Press.

THOMAS, C. (1999) Living in the Borderlands of Disability. IN
BYTHEWAY, B., BACIGALUPO, V., BORNAT, J., JOHNSON, J. &
SPURR, S. (Eds.) Understanding care, welfare and community - a reader.
London/New York, Routledge.

THOMAS, L. (1992) The Fragile Species, New York, Collier Books.

THOMAS, L. (1992) Racism and Psychotherapy: Working With Racism in the
Consulting Room - An Analytic View. IN KAREEM, J. & LITTLEWOOD, R.
(Eds.) Intercultural Therapy. Oxford, Blackwell Science.

THOMAS, L. K. (1996) Multicultural Aspects of Attachment. Race
Newsletter, 10, 16-22.

THOMAS, M., WALKER, A. & WILMOT, A. (1998) Living in Britain -

Results from the 1996 General Household Survey, London, Office for National
Statistics.

THOMAS, P. (1997) The dialectics of schizophrenia, London, Free
Association Books.

THOMPSON, J. W. (1996) A curriculum for learning about American Indians
and Alaska Natives in psychiatry residency training. Academic Psychiatry, 20,
5-14.

THOMPSON, S. (2004) Past imperfect - Kym Lloyd's The Book of Guilt. The
Guardian

THOMPSON, T. (1996) The Beast: A Journey through Depression, Plume.

THORNICROFT, G., PARKMAN, S. & RUGGERI, M. (1999) Satisfaction
with mental health services: issues for ethnic minorities. IN BHUGRA, D. &
BAHL, V. (Eds.) Ethnicity: an Agenda for Mental Health. London, Gaskell.



THORNICROFT, G. & TANSELLA, M. (2004) Components of a modern
mental health service: a pragmatic balance of community and hospital care.
Overview of systematic evidence. The British Journal of Psychiatry, 185, 283-
290.

THORNLEY, B. & ADAMS, C. (1999) Content and quality of 2000 controlled
trials in schizophrenia over 50 years. BMJ, 317, 1181-1184.

THURMAN, R. A. F. & GOLEMAN, D. (Eds.) (1991) MindScience: An East-
West Dialog, Boston MA, Wisdom Books.

TILMAN, J. G., NASH, M. R. & LERNER, P. M. (1994) Does trauma cause
dissociative pathology? IN LYNN, S. J. & RHUE, J. W. (Eds.) Dissociation:
Clinical and Theoretical Perspectives. New York, Guilford.
TIMIMI, S. (2002) Pathological Child Psychiatry and the Medicalisation of
Childhood, Hove, Brunner-Routledge.

TIMIMI, S., TAYLOR, E, EDITED AND INTRODUCED BY MARY
CANNON, MCKENZIE, K. & SIMS, A. (2004) ADHD is best understood as a
cultural construct. The British Journal of Psychiatry, 184, 8-9.

TODOROV, T. (1993) On Human Diversity: Nationalism, Racism, and
Exoticism in French Thought, Cambridge, Harvard University Press.

TOLSTOY, L. (1981) The Death of Ivan Ilyich, Toron to, Bantam Books.

TOMLINSON, B. (1999) Intensification and the Discourse of Decline: A
Rhetoric of Medical Anthropology. Medical Anthropology Quarterly, 13(1), 7-
31.

TOMM, K. (1987) Interventive interviewing: Part I. strategizing as a fourth
guideline for the therapist. Family Process, 26, 3-13.

TOMM, K. (1987) Interventive interviewing: Part II. reflexive questioning as a
means to enable self-healing. Family Process, 26, 167-183.

TOMM, K. (1988) Interventive interviewing: Part III. intending to ask lineal,
circular, strategic, or reflexive questions? Family Process, 27, 1-15.

TOMPKINS, J. (1993) Me and My Shadow. IN FREEDMAN, D. P. & FREY,
O. (Eds.) The Intimate Critique: Autobiographical Literary Criticism. Durham
NC, Duke University Press.

TOUISIGNANT, M. (1984) Pena in the Ecuadorian sierra: A
psychoanthropological analysis of sadness. Culture, Medicine and Psychiatry,
8(4), 9-30.



TOVEY, P. (1998) Narrative and knowledge development in medical ethics. J
Med Ethics, 24, 176-181.

TOWNSEND, M. & HILL, A. (2005) Noisy wooden floors? They drive
neighbours mad. The Observer.

TRAUTMANN, J. (1978) The wonders of literature in medical education. IN
SELF, D. J. (Ed.) The role of the humanities in medical education. Norfolk
VA, Teagle and Little.

TREICHLER, P. (1992) AIDS, HIV and the cultural construction of reality. IN
HERDT, G. & LINDERMAN, S. (Eds.) The time of AIDS, Social analysis,
theory and method. Newbury Park CA, Sage.

TRIANDIS, H. C. & (1996) The psychological measurement of cultural
syndromes. American Psychologist, 51(4), 407-415.

TRIEMAN, N. (1997) Patients who are too difficult to manage in the
community. IN LEFF, J. (Ed.) Care in the Community? Chichester, John Wiley
& Sons.

TRIEMAN, N. (1997) Residential care for the mentally ill in the community.
IN LEFF, J. (Ed.) Care in the Community. Chichester, John Wiley & Sons.

TRIVEDI, P. (2001) Never again. Openmind, 110.

TROTTER, D. (2001) Paranoid Modernism: Literary Experiment, Psychosis,
and the Professionalisation of English Society, Oxford University Press.

TSENG, W.-S. (1999) Culture and Psychotherapy: Review and Practical
Guidelines, transcultural psychiatry, 36(2).

TSENG, W.-S. (Ed.)) (2001) Handbook of Cultural Psychiatry, San Diego CA,
Academic Press.

TSENG, W.-S. (2003) Clinician's Guide to Cultural Psychiatry, Amsterdam/
Boston/ London/ New York/ Oxford/ Paris/ San Diego/ San Francisco/
Singapore/ Sydney/ Tokyo, Academic Press.

TSENG, W.-S. & STRELTZER, J. (1997) Culture and Psychopathology: A
Guide to Clinical Assessment, New York, Brunner/Mazel.

TUCKETT, D., BOULTON, M„ OLSON, I. & WILLIAMS, A. (1985)
Meetings between experts: an approach to sharing ideas in medical
consultations, London, Tavistock Publications.



TUCKMAN, B. W. (1965) Developmental sequence in small groups.
Psychological Bulletin, 63, 384-399.

TUDOR HART, J. (1993) Hypertension guidelines: other diseases complicate
management. BMJ, 306, 1337.

TUDOR HART, J. (1997) What evidence do we need for evidence-based
medicine? Journal of Epidemiology and Community Health, 51, 623-629.

TURNBULL, C. M. (1984) The mountain people, London, Triad Paladin.

TURNBULL, S„ WARD, A. & TREASURE, J. (1996) The demand for eating
disorder care. An epidemiological study using the general practice research
database. British Journal of Psychiatry, 169, 705-712.

TURNER, B. S. (1984) The Body and Society, Oxford, Blackwell.
TURNER, B. S. (1990) Theories of Modernity and Postmodernity, London,
Sage.

TURNER, E. (1996) The Hands Feel It: Healing and Spirit Presence among a
Northern Alaska People, Dekalb, Northern Illinois University Press.

TURNER, T. (1994) Bodies and anti-bodies: flesh and fetish in contemporary
social theory. IN CSORDAS, T. J. (Ed.) Embodiment and Experience.
Cambridge, Cambridge University Press.

TURNER, V. (1977) The Ritual Process, London, Routledge and Regan Paul.

TURNER, V. & BRUNER, E. (Eds.) (1986) The Anthropology of Experience,
Chicago, University of Illinois Press.

TURNER, V. W. (1964) An Ndembu Doctor in Practice. IN KIEV, A. (Ed.)
Magic, Faith and Healing. New York, Free Press.

TURNER, V. W. (1970) The forest of symbols: aspects of Ndembu ritual,
Ithaca NY/ London, Cornell University Press.

TYHURST, J. S. (1958) The role of transitional states - including disaster - in
mental illness. Symposium on Preventive and Social Psychiatry. Walter Reed
Army Institute of Research. Washington DC, US Government Printing Office.

TYLER, S. (1986) Post-Modern Ethnography. IN CLIFFORD, J. &
MARCUS, G. (Eds.) Writing Culture. University of California Press.

TYRER, P. (1985) Neurosis divisible? The Lancet, 1, 685-688.



TYRER, P. (1996) Maintaining an emergency service. IN HELLER, T.,
REYONLDS, J., GOMM, R„ MUSTON, R. & PATTISON, S. (Eds.) Mental
Health Matters. London, Macmillan in association with The Open University.

TYRER, P. (2004) Nature and narrative: an introduction to the new philosophy
of psychiatry. Journal ofNeurology Neurosurgery and Psychiatry, 75, 795.

UNIVERSITY OF YORK - SOCIAL POLICY RESEARCH UNIT (1991)
Talking to Informal Carers: The Process of Doing Research.

VAN DE VIJVER, F. & LEUNG, K. (1997) Methods and Data Analysis for
Cross-Cultural Research, Thousand Oaks CA, Sage Publications.

VAN GENNEP, A. (1977) The rites of passage, London, Routledge and Kegan
Paul.

VAN OS, J., GILVARRY, C. & BALE, R. (1999) A comparison of the utility
of dimensional and categorical representations of psychosis. Psychological
Medicine, 29, 595-606.

VAN OS, J., HANSSEN, M., BIJL, R. & RAVELLI, A. (2000) Strauss (1969)
revisited: a psychosis continuum in the normal population? Schizophrenia
Research, 45.

VARGAS, L. A. & KOSS-CHIOINO, J. D. (Eds.) (1992) Working with
Culture: Psychotherapeutic Interventions with Ethnic Minority Children and
Adolescents, San Francisco, Jossey-Bass.

VAUGHN, C. E„ SNYDER, K. S. & JONES, S. (1984) Family factors in
schizophrenia relapse. Replication in California of British research on
expressed emotion. Archives of General Psychiatry, 41,1169-1177.

VEDANTAM, S. (Tuesday, 21 May 2002) Routine Screening for Depression
Urged. Washington Post.

VEGA, W. A. & RUMBAUT, R. G. (1991) Ethnic minorities and mental
health. Annual Review of Sociology, 17, 351-383.

VERGHESE, A. (1998) The Tennis Partner, New York, HarperCollins.

VERGHESE, A. (2001) The physician as storyteller. Ann Intern Med, 135,
1012-1017.



VERHULST, F. C„ ACHENBACH, T. M„ ENDE, J. V. D, EROL, N.,
LAMBERT, M. C„ LEUNG, P. W. L„ SILVA, M. A., ZILBER, N. &
ZUBRICK, S. R. (2003) Comparisons of Problems Reported by Youths From
Seven Countries. American Journal of Psychiatry, 160, 1479-1485.

VERISSIMO, R., MOTA-CARDOSO, R. & TAYLOR, G. (1998) Relationship
between Alexithymia, Emotional Control, and Quality of Life in Patients with
Inflammatory Bowel Disease. Psychotherapy and Psychosomatics, 67, 75-80.

VERWEY, G. (1985) Psychiatry in an Anthropological and Biomedical
Context, Dordrecht, D. Reidel Publishing Company.

VISWESWARAN, K. (1994) Fictions of Feminist Ethnography, Minneapolis,
University of Minnesota Press.

VONNEGUT, K. (2003) Surviving Niagara. The Guardian.

VONNEGUT, M. (2003) The Eden Express, Seven Stories Press.

VYAS, I. (1999) Practice of child psychiatry in multi-ethnic Britain: some
issues and solutions. IN BHUGRA, D. & BAHL, V. (Eds.) Ethnicity: an
Agenda for Mental Health. London, Gaskell.

VYGOTSKII, L. S. (1978) Mind in society: the development of higher
psychological processes, Cambridge MA, London, Harvard University Press.

VYGOTSKY, L. S. (1986) Thought and language, Cambridge MA, MIT Press.

WADDINGTON, I. (1973) The role of the hospital in the development of
modern medicine; a sociological analysis. Sociology, 7, 211-224.

WADSWORTH, M. E., MONTGOMERY, S. M. & BARTLEY, M. J. (1999)
The persisting effect of unemployment on health and social well-being in men
early in working life. Social Science and Medicine, 48, 1491-1499.

WAKEFIELD, J. C. (1992) Disorder as harmful dysfunction: A conceptual
critique of DSM-III-R's definition of mental disorder. Psychological Review,
99, 232-247.

WAKELING, D. (1999) Unlimited menu? The crisis care continuum and the
non-statutory sector. Journal of Mental Health, 8(6), 547-550.

WALDRAM, J. B. (1990) The persistence of traditional medicine in urban
areas - The case of Canada's Indians. American Indian and Alaska Native
Mental Health Research, 4(1), 9-31.



WALDRAM, J. B. (1993) Aboriginal spirituality: Symbolic healing in
Canadian prisons. Culture, Medicine and Psychiatry, 17(3), 345-362.

WALDRAM, J. B„ HERRING, D. A. & YOUNG, T. K. (1995) Aboriginal
Health in Canada: Historical, Cultural, and Epidemiological Perspectives,
Toron to, University of Toron to Press.

WALDRON, J. (1984) Crisis intervention. Br J Hosp Med, 31, 4283-4287.

WALKER, A. (2004) To Kill or to Thaw the Anaconda. Now is the time to
open your heart. London, Weidenfeld & Nicolson.

WALKER, S. (1997) A Dose of Sanity: Mind, Medicine, and Misdiagnosis,
Wiley.

WALLER, N. G., PUTNAM, F. W. & CARLSON, E. B. (1996) Types of
dissociation and dissociative types: A taxometric analysis of dissociative
experiences. Psychological Methods, 1(3), 300-321.

WALSH, B. W. & ROSEN, P. (1985) Self-mutilation and contagion. American
Journal of Psychiatry, 142, 119-120.

WALTER, T. (2003) Historical and cultural variants on the good death. BMJ,
327,218-220.

WALTON, S. (2004) Humanity - An Emotional History, London, Atlantic
Books.

WANIGARATNE, S, UNNITHAN, S. & STRANG, J. (2001) Substance
misuse and ethnic minorities: issues for the UK. IN BHUGRA, D. &
COCHRANE, R. (Eds.) Psychiatry in Multicultural Britain. London, Gaskell.

WARD, C. A. (1989) Altered States of Consciousness and Mental Health: A
Cross-Cultural Perspective, Sage Publications.

WARD, R. (2001) Genetic variation and ethnic variability in disease risk. IN
MACBETH, H. & SHETTY, P. (Eds.) Health and Ethnicity. London/ New
York, Taylor and Francis.

WARE, N. C. & WEISS, M. G. (1994) Neurasthenia and the social
construction of psychiatric knowledge. Transcultural Psychiatric Research
Review, 31(2), 101-124.



WARNER, R. (1996) The cultural context of mental disorders. IN HELLER,
T„ REYONLDS, J., GOMM, R„ MUSTON, R. & PATTISON, S. (Eds.)
Mental Health Matters. London, Macmillan in association with The Open
University.

WATERS, B. (2004) Prosecuting for Pharma. Mother Jones.

WATZLAWICK, P., BEAVIN, J. B. & JACKSON, D. D. (1967) Pragmatics
of human communication: A study of Interactional patterns, pathologies, and
paradoxes, New York, Norton.

WAUGH, E. (1998) The Ordeal of Gilbert Pinfold, London, Penguin.

WAXLER-MORRISON, N„ ANDERSON, J. & RICHARDSON, E. (Eds.)
(1990) Cross-Cultural Caring: A Handbook for Health Professionals in
Western Canada, Vancouver, University of British Columbia.

WAXLER, N. E. (1979) Is outcome for schizophrenia better in nonindustrial
societies? The case of Sri Lanka. Journal of Nervous and Mental Disease,
167(3), 144-158

WEATHERALL, D. J. (1994) The inhumanity of medicine. BMJ, 309, 1671-
1672.

WEBSTER, R. (1996) Why Freud Was Wrong: Sin, Science and
Psychoanalysis, London, Fontana.

WEISHAAR, M. E. (1993) Aaron T. Beck, London/ Thousand Oaks CA, Sage.

WEISS, M. (1997) Explanatory Model Interview Catalogue (EMIC):
Framework for comparative study of illness. Transcultural Psychiatry, 34(2),
235-264.

WEISSKOPF-JOELSON, E. (Ed.)) (1988) Father, have I kept my promise?
Madness as seen from within, West Lafayette, IN, Purdue University Press.

WEISSMAN, M. (1988) The epidemiology of anxiety disorders: Rates, risks
and familial patterns. Journal of Psychiatric Research, 22(Suppl. 1), 99-114.

WEISSMAN, M. M„ BLAND, R. C., CANINO, G. J„ FARAVELLI, C.,
GREENWALD, S„ HWU, H.-G., JOYCE, P. R., KARAM, E. G., LEE, C.-K.,
LELLOUCH, J., LEPINE, J.-P, NEWMAN, S. C., OAKLEY-BROWNE, M.
A, RUBIO-STIPEC, M„ WELLS, J. E.,



WICKRAMARATNE, P. J, WITTCHEN, H.-U. & YEH, E.-K. (1997) The
cross-national epidemiology of panic disorder. Archives of General Psychiatry,
54,305-309.

WEISSMAN, M. M., BLAND, R. C., CANINO, G. J., FARAVELLI, C„
GREENWALD, S., HWU, H.-G., JOYCE, P. R., KARAM, E. G., LEE, C.-K,
LELLOUCH, J., LEPINE, J.-P., NEWMAN, S. C., RUBIO-STIPEC, M.,
WELLS, J. E„ WICKRAMARATOE, P. J, WITTCHEN, H.-U. & YEH, E.-K.
(1996) Cross-national epidemiology of major depression and bipolar disorder.
Journal of the American Medical Association, 276(4), 293-299.

WEISSMAN, M. M., BLAND, R. C., CANINO, G. J., GREENWALD, S.,
LEEK, C. K., NEWMAN, S. C., RUBIOSTIPEC, M. &
WOCKRAMARATNE, P. J. (1996) The cross-national epidemiology of social
phobia: A preliminary report. International Journal of Clinical
Psychopharmacology, 1 l(suppl. 4), 9-14.

WELLENKAMP, J. (1995) Cultural similarities and differences regarding
emotion disclosure: Some examples form Indonesia and the Pacific. IN
PENNEBAKER, J. W. (Ed.) Emotion, Disclosure, and Health. Washington
DC, American Psychological Association.

WESSELY, S. (1996) The rise of counselling and the return of alienism.
British Medical Journal, 313, 158-160.

WEST, C. (1999) First Person Plural: My Life as a Multiple, Hyperion.

WESTERMEYER, J. (1979) Ethnic identity problems among ten Indian
psychiatric patients. International Journal of Social Psychiatry, 25, 188-197.

WESTERMEYER, J. (1985) Psychiatric Diagnosis Across Cultural
Boundaries. American Journal of Psychiatry, 142, 798-805.

WESTERMEYER, J. (1989) Psychiatric Care of Migrants: A Clinical Guide,
Washington DC, American Psychiatric Press.

WESTERMEYER, J. (1989) Psychiatric epidemiology across cultures: Current
issues and trends. Transcultural Psychiatric Research Review, 26, 5-25.

WESTERMEYER, J. (2001) Handbook of Multicultural Mental Health:
Assessment and Treatment of Diverse Populations - Review. American Journal
of Psychiatry, 158, 1544-1545.

WESTERMEYER, J., & JANCA, A. (1997) Language, culture and
psychopathology: Conceptual and methodological issues. Transcultural
Psychiatry, 34(3), 291-312.



WHITAKER, R. (2002) Mad in America: Bad Science, Bad Medicine, and the
Enduring Mistreatment of the Mentally 111, Cambridge MA, Perseus
Publishing.

WHITE, J. (1982) The Masks of Melancholy, Leicester, Inter-Varsity Press.

WHITE, M. (1995) Chapter 7: Reflecting Teamwork as Definitional
Ceremony. Re-Authoring Lives: Interviews and Essays. Adelaide, Dulwich
Centre Publications

WHITE, M. & EPSTON, D. (1990) Narrative Means to Therapeutic Ends,
New York, Norton.

WHITEHEAD, A. N. (1925) Science and the modern world, New York, Free
Press.

WIDDERSHOVEN, G. (1993) The story of life: hermeneutic perspectives on
the relationship between narrative and life history. IN JOSSELSON, R. &
LIEBLICH, A. (Eds.) The narrative study of lives. London, Sage Publications.

WIERZBICKA, A. (1992) Talking about emotions: Semantics, culture, and
cognition. Cognition and Emotion, 6(3/4), 285-319.

WIKAN, U. (1989) Managing the heart to brighten face and soul: Emotions in
Balinese morality and health care. American Ethnologist, 16(2), 294-312.

WIKAN, U. (1990) Managing Turbulent Hearts: A Balinese Formula for
Living, Chicago, University of Chicago Press.
WIKAN, U. (2000) With Life in One's Lap: The Stoiy of an Eye/I (or Two). IN
MATTINGLY, C. & GARRO, L. C. (Eds.) Narratives and the Cultural
Construction of Illness and Healing. Berkeley/ LA/ London, University of
California Press.

WILLIAMS, C. L. & BERRY, J. W. (1991) Primary prevention of
acculturative stress among refugees: Application of psychological theory and
practice. American Psychologist, 46(6), 632-641.

WILLIAMS, D. D. R. & GARNER, J. (2002) The case against "the evidence":
a different perspective on evidence-based medicine. British Journal of
Psychiatry, 180(1), 8-12.

WILLIAMS, D. R, SPENCER, M. S. & JACKSON, J. S. (1999) Race Stress,
and Physical Health: The Role of Group Identity. IN CONTRADA, R. J. &
ASHMORE, R. D. (Eds.) Self, Social Identity, and Physical Health. New York/
Oxford, Oxford University Press.



WILLIAMS, J. & WATSON, G. (1996) Mental health services that empower
women. IN HELLER, T, REYONLDS, J., GOMM, R„ MUSTON, R. &
PATTISON, S. (Eds.) Mental Health Matters. London, Macmillan in
association with The Open University.

WILLIAMS, J. & WATSON, G. (1997) Mental health services that empower
women: the challenge to clinical psychology. Clinical Psychology Forum, 100,
11-18.

WILLIAMS, P. J. (1997) The Genealogy of Race. Towards a Theory of Grace.
The 1997 Reith Lectures.

WILLIAMS, S. J. (2003) Depressed patients need more than drugs and
psychiatrists. BMJ, 326, 338.
WILLIAMS, W. C. (1984) The doctor stories, New York, New Directions.

WILLINGEN, J. V. (1999) No Aging in India: Alzheimer's, the Bad Family,
and Other Modern Things (Lawrence Cohen). Medical Anthropology
Quarterly, 13(4), 506-507.

WILSON, J. P. & RAPHAEL, B. (Eds.) (1993) International handbook of
Traumatic Stress Syndromes, New York, Plenum.

WILSON, M. (1993) DSM-III and the transformation of American psychiatry:
A history. American Journal of Psychiatry, 150(3), 399-410.

WILSON, M. (Ed.)) (1994) Health & Wise - The Essential Handbook for
Black Women, London, Virago.

WILSON, M. (1995) Perspective and difference; sexualization, the field, and
the ethnographer. IN KULICK, D. & WILLSON, M. (Eds.) Taboo: sex,
identity, and erotic subjectivity in anthropological fieldwork. London/ New
York, Routledge.

WINCKLER, M. (2000) The Case of Dr. Sachs, New York/ London/ Sydney/
Toron to, Seven Stories.

WING, J. K. (1972) Principles of evaluation. IN WING, J. K. & HAILEY, A.
(Eds.) Evaluating a Community Psychiatric Service. London, Oxford
University Press for Nuffield Provincial Hospitals Trust.

WINNICOTT, D. (1971) Playing and Reality, London, Tavistock.

WODAK, R. (1996) Disorders of discourse, London, Longman.



WOLFF, G. (1997) Attitudes of the media and the public. IN LEFF, J. (Ed.)
Care in the Community. Chichester, John Wiley & Sons.

WOLFF, N. (2001) Randomised trials of socially complex intervention:
promise or peril? Journal of Health Services and Research Policy, 6, 123-126.

WOLPERT, L. (1999) Malignant Sadness - The Anatomy of Depression,
London, Faber and Faber.

WOODCOCK, J. A. (1992) Did Williams' doctor do the right thing? A
disagreement between female and male medical students over "The use of
force." J Med Hum, 13, 157-162.

WOOLGAR, S. (1988) Reflexivity is the ethnographer of the text. IN
WOOLGAR, S. (Ed.) New Frontiers in the Sociology of Knowledge. London,
Sage.

WORLD HEALTH ORGANIZATION (1979) Schizophrenia: An International
Follow-up Study, Chichester, John Wiley & Sons.

WORLD HEALTH ORGANIZATION (1992) Mental and Behavioural
Disorders: Clinical descriptions and diagnostic guidelines. International
Classification of Diseases, ICD-10. Geneva, World Health Organization.

WORRELL, F. C„ CROSS, W. E. & VANDIVER, B. J. (2001) Nigrescence
Theory: Current Status and Challenges for the Future. Journal of Multicultural
Counselling and Development.

WORTHMAN, C. M. (1999) Emotions: You can feel the difference. IN
HINTON, A. L. (Ed.) Biocultural Approaches to the Emotions. Cambridge
University Press.

WRIGHT, J. H., THASE, M. E., BECK, A. T. & LUDGATE, J. W. (Eds.)
(1993) Cognitive Therapy with Inpatients: Developing a Cognitive Milieu,
New York, Guilford.

WURTZEL, E. (1994) Prozac Nation, New York, Riverhead.

WURTZEL, E. (1998) Bitch: in praise of difficult women, London, Quartet
Books.

WYSCHOGROD, E. (1990) Saints and Postmodernism: Revisioning Moral
Philosophy, Chicago, University of Chicago Press.

YAFAI, G. (2004) Diversity for doctors. BMJ Careers, 239-240.



YALOM, I. (1996) Lying on the Couch, New York, Harper Perennial.

YALOM, I. D. (1991) Love's executioner: and other tales of psychotherapy,
London, Penguin.

YALOM, I. D. (1998) The Yalom reader: selections from the work of a master
therapist and storyteller, New York, Basic Books.

YALOM, 1. D. (2001) The gift of therapy: reflections on being a therapist,
London, Piatkus.

YARMOL1NSKY, A. (Ed.)) (1973) Letters of Anton Chekhov, New York,
Viking Press.

YEHUDA, R., ELKIN, A, BINDER-BRYNES, K, KAHANA, B.,
SOUTHWICK, S. M„ SCHMEIDLER, J. & GILLER, E. L. (1996)
Dissociation in aging Holocaust survivors. American Journal of Psychiatry,
153,935-940.

YORK, G. (1990) The Dispossessed: Life and Death in Native Canada,
Boston, Little, Brown & Co.

YOUNG, A. (1995) Harmony of Illusions: Inventing Post-traumatic Stress
Disorder, Princeton NJ, Princeton University Press.

YOUNG, A. (1995) Reasons and Causes for Post-Traumatic Stress Disorder.
Transcultural Psychiatric Research Review, 32, 287-298.

YOUNG, G. (1997) Adult Development, therapy, and culture: A Postmodern
Synthesis, New York, Plenum Press.

YOUNG, R. K. (Ed.)) (2000) A Piece of My Mind: A New Collection of
Essays From JAMA: The Journal of the American Medical Association, AMA
Press.

YOUNG, T. K. (1994) The Health of Native Americans, New York, Oxford
University Press.

YUNG, A. R. & MCGORRY, P. D. (1996) The Prodromal Phase of First-
Episode Psychosis: Past and Current Conceptualizations. Schizophrenia
Bulletin, 22, 353-370.

ZAHNER, G. E. P., HSIEH, C.-C. & FLEMING, J. A. (1995) Introduction to
Epidemiologic Research Methods. IN TSUANG, TOHEN & ZAHNER (Eds.)
Textbook in Psychiatric Epidemiology. Wiley.



ZIGLER, E. & PHILLIP, L. (1960) Social effectiveness and symptomatic
behaviours. Journal of Abnormal and Social Psychology, 61.

ZIGMOND, A. (1998) Medical incapacity act. Psychiatr Bull, 22, 657-658.

ZNANIECKI, F. (1968) The social role of the man of knowledge, New York,
Harper & Row.

ZOHAR, D. & MARSHALL, I. (2000) Connecting with our Spiritual
Intelligence, London, Bloomsbury.

ZOLLMAN, C. & VICKERS, A. (1999) Complementary medicine and the
patient. British Medical Journal, 319, 1486-1489.

ZWEIG, A. (1967) Lipps, Theodor. IN EDWARDS, P. (Ed.) The
Encyclopaedia of Philosophy. New York, Macmillan.




