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Abstract

The growing burden of mental illnesses in low- and middle-income countries, such as
Uganda, necessitates effective interventions to promote mental and social well-being among
their populations. Mood disorders contribute more substantially to the global burden of
mental illnesses than do other forms of mental disorders. The substantial global burden of
mental illnesses is projected to grow more rapidly in low- and middle-income countries than
in high-income countries in the future. Because experiences of and responses to mood
disorders are invariably patterned by social and cultural contexts, as argued in the growing
field of cross-cultural psychiatry, health care systems, especially in low- and middle-income
countries, need to design and deliver culturally relevant interventions that effectively deal
with this problem. However, there is generally a paucity of suitable evidence to guide the
planning and delivery of such interventions in countries like Uganda. As a response to the
apparent knowledge and research gaps regarding experiences of mood disorders and care in
Western Uganda, | conducted a qualitative study involving outpatients and their care
providers, that is, outpatients’ families, psychiatric health workers, religious healers and
traditional healers. Using purposive and snow ball sampling techniques, | selected
participants, that is, outpatients as well as psychiatric health workers, outpatients’ families,
religious healers and traditional healers involved in the care of the outpatients from the
Mbarara Regional Referral Hospital (MRRH) and the “Greater Mbarara” region, respectively.
The aim of this study is to explore explanatory models that outpatients and care providers in
Western Uganda use in responding to mood disorders. | analysed the data collected in the
fieldwork using ATLAS.ti 6.2, a computer-software programme designed to support
qualitative data analysis. Results from the study indicate that outpatients and their care
providers hold complex, diverse and contradictory explanatory models regarding mood
disorders and care, which are shaped by their unique social and cultural contexts.
Additionally, poor relationships and communication between patients and their care
providers, especially between outpatients and psychiatric health workers, are strongly evident;
structural barriers significantly hinder the provision and utilisation of care; care is generally
inadequate, although it is conceptualised broadly to include biomedical, popular and folk
treatments; and outpatients generally exhibit inconsequential (weak) agency in managing

distress, which is primarily caused by mood disorders and care-seeking challenges. The
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results of the current study suggest several implications regarding mental health practice,

training, policy and research.
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Opsomming

Weens die toenemende geestesiektelas in lae- en middelinkomstelande soos Uganda
word intervensies vereis om die geestelike en maatskaplike welsyn van die bevolkings van
daardie lande te bevorder. Gemoedsteurings maak ’n groter deel van die wéreldwye
geestesiektelas uit as ander vorme van geestesongesteldheid. Die beduidende wéreldwye
geestesiektelas sal in die toekoms na verwagting vinniger in lae- en middelinkomstelande as
in hoé-inkomstelande toeneem. Aangesien ervarings van én reaksies op gemoedsteurings
meestal deur maatskaplike en kulturele kontekste beinvlioed word, soos die groeiende
dissipline van transkulturele psigiatrie beweer, moet gesondheidsorgstelsels, veral dié in lae-
en middelinkomstelande, kultureel tersaaklike intervensies ontwerp en voorsien wat hierdie
probleem doeltreffend hanteer. Tog is daar oor die algemeen 'n skaarste aan geskikte bewyse
om die beplanning en voorsiening van sulke intervensies in lande soos Uganda te rig. In
antwoord op die klaarblyklike kennis- en navorsingsleemtes met betrekking tot ervarings van
gemoedsteurings en sorg in Wes-Uganda het ek 'n kwalitatiewe studie onder buitepasiénte en
hul versorgers — met ander woorde hul familie, psigiatriese gesondheidswerkers,
geloofsgenesers en tradisionele genesers — onderneem. Die steekproef het bestaan uit pasiénte
en hul familielede, psigiatriese gesondheidswerkers sowel as geloofs- en tradisionele genesers
wat gemoeid is met die versorging van buitepasiénte by die streeksverwysingshospitaal
Mbarara (MRRH) én in die Mbarara-distrik onderskeidelik. Die doel met die studie was om te
verken watter verklarende modelle pasiénte en versorgers in Wes-Uganda gebruik om op
gemoedsteurings te reageer. Die data wat met die veldwerk ingesamel is, is ontleed met
behulp van die rekenaarsagteware ATLAS.ti 6.2, wat ontwerp is om kwalitatiewe
dataontleding te ondersteun. Die resultate van die studie toon dat buitepasiénte en hul
versorgers oor komplekse, uiteenlopende en teenstellende verklarende modelle met
betrekking tot gemoedsteurings en sorg beskik, wat deur hul unieke maatskaplike en kulturele
kontekste gevorm word. My navorsing dui daarop dat swak verhoudings en kommunikasie
tussen pasiénte en hul versorgers, veral tussen buitepasiénte en psigiatriese
gesondheidswerkers, aan die orde van die dag is; dat strukturele versperrings die voorsiening
en benutting van sorg beduidend verhinder; dat sorg oor die algemeen onvoldoende is, hoewel
dit volgens die algemene begrip biomediese, populére én volksbehandelings insluit, en dat
buitepasiénte meestal ontoereikende (swak) vermoéns toon om nood wat uit gemoedsteurings

en uitdagings in die soeke na sorg spruit, te hanteer. Die studie sit uiteindelik ook verskeie
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belangrike implikasies vir geestesgesondheidspraktyke, -opleiding, -beleid en -navorsing

uiteen.
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Definitions of Key Concepts

Care is the “support and assistance one individual requires of another where the one in
need of care is inevitably dependent, that is, dependent because they are too young, too ill or
too frail, to manage daily self-maintenance alone” (Kittay, Jennings & Wasunna, 2005).

Cultural competence refers to the “attributes or characteristics of service providers
and, sometimes, service agencies and organisations that equip them to effectively provide
otherwise desirable or warranted health care interventions to an array of culturally diverse
patients or clients” (Wendt & Gone, 2011)

Culture refers to “a set of meanings, behavioural norms, values and practices used by
members of a particular society as they construct their unique view of the world” (Mezzich,
Caracci, Fabrega & Kirmayer, 2009).

Explanatory models refer to the “notions about an episode of sickness and its treatment
that are employed by all those engaged in the clinical process” (Kleinman (1981, p. 105).

A health care system is “a special cultural system that is concerned with the socially
organized responses to disease. Moreover, in every culture, illness, the responses to it,
individuals experiencing it and treating it, and the social institutions relating to it are all
systematically connected” (Kleinman, 1981, p. 24).

Mental disorders are “clinically significant conditions characterised by changes in
thinking, mood or behaviour associated with personal distress and impaired functioning”
(WHO, 2001).

Mental health is “a state of wellbeing in which the individual realises his or her own
abilities, copes with the normal stresses of life, works productively and fruitfully and is able
to make a contribution to his or her own community” (WHO, 2001).

Mood disorder is “a mental disorder in which the prominent diagnostic feature is mood
disturbance. For example, mood may be unusually elated as in the case of a manic episode of
bipolar disorder or mood may be unusually depressed as in the case of a depressive episode of
unipolar depression” (American Psychiatric Association, 1994).

Self-care agency is the “complex acquired capacity to meet one’s continuing
requirements for care of self that regulates life process, maintains or promotes integrity of
human structure and functioning and human development, and promotes wellbeing” (Orem
1995 cited in Owens, 2007).
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Xviii

Glossary of Key Terms in the Runyankole-Rukiga Language and their Translated
Meanings in English

Eby’ekika means ancestral spirits, which are supernatural attributed causes of mental

illnesses.

Ensimbu means epilepsy for members of Banyankole and Bakiga community in Western
Uganda, who consider it a kind of madness.

Iraro means madness for members of Banyankole and Bakiga communities in Western
Uganda, who use it interchangeably with Ebishazi, depending if a person primarily speaks the

Runyankole or Rukiga languages.

Karondozi means intergenerational vulnerability to mental illness for members of Banyankole
and Bakiga community in Western Uganda, who use it in reference to a positive family
history of mental illness. Members of Banyankole and Bakiga communities in Western

Uganda use Karondozi interchangeably with Eby’akarande.

Oburwire bw’omutwe is a literal translation for “illness of the head” by members of
Banyankole and Bakiga community in Western Uganda, who use it as euphemism for mental

illness (madness).

Okusindika orotami is a literal translation of “pushing a person who is resting on his or her
heels” by members of Banyankole and Bakiga communities in Western Uganda, who use it to

describe the interplay between genetic and psychosocial causes of mental illnesses.
Okutabuka omutwe is a literal translation of “being mixed up in the head” or to “run mad”.

Okweyinamirira is used by members of Banyankole and Bakiga community in Western
Uganda as label for unipolar depression; its predominant features include feeling sad, self-pity
and being inactive. Okweyinamirira closely matches Okutundama that members of
Banyankole and Bakiga communities in Western Uganda also use as a label for unipolar
depression; the predominant features of Okutundama include feeling downcast, being

withdrawn and quiet.

Omushazi means a mad person and members for Banyankole and Bakiga communities in
Western Uganda, who use this term interchangeably with Omugwiraro, depending if a person

primarily speaks either the Rukiga or Runyankole languages.
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List of Acronyms and Abbreviations

CTO
DSM
HICs
HIV/AIDS

LAMICs
MDGs
MRRH
MUST
WHO

Community Treatment Order

Diagnostic and Statistical Manual of Mental Disorders
High-Income Countries

Human Immunodeficiency Virus/Acquired Immune
Syndrome

Low- and Middle-Income Countries

Millenium Development Goals

Mbarara Regional Referral Hospital

Mbarara University of Science and Technology

World Health Organization

XiX

Deficiency
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Chapter 1
Introduction

1.1.  Background to the Study

Culture, the world over, influences the labelling and expression of as well as the response to
mental illness (Helman, 2007; Kirmayer, 2005). For example, Kirmayer (2005) states that within
moral notions of self and personhood, people organise, experience and express distress in terms
of a series of cognitive schemas which comprise knowledge about symptoms, illnesses or other
models of affliction. Different social and cultural contexts, such as the workplace, family and
health care settings as well as the goals people set and try to achieve, determine the cognitive
schema each person employs to explain experiences of illness (Kirmayer, 2005). The pervasive
influence of culture thus makes it imperative to assess cultural contexts and configurations to
understand illness and well-being as well as to design and deliver appropriate health
interventions (Mezzich, Caracci, Fabrega, & Kirmayer, 2009). Similarly, Lewis-Fernandez
(2009) observes that the inclusion of the cultural formulation in the DSM-IV has been a crucial
contribution to the development of the DSM series. The cultural formulation, according to
Lewis-Fernandez (2009), requires clinicians to systematically assess the following factors with
regard to the evaluation of a patient’s mental health: (a) the cultural identity of the patient, (b)
illness representation, (c) perceived causation, (d) treatment expectations, (e) the cultural
context(s) of stressors and supports, and (f) any other cultural-relevant factors.

A well-conducted cultural formulation improves diagnostic validity, helps to align the
treatment recommendations of health workers with explanatory models of patients and their
families and ultimately serves to prevent dissatisfaction, non-adherence and poor response to
treatment on the part of patients (Lewis-Fernandez, 2009). A cultural formulation is consistent
with cultural competence and is aimed at improving mental health care in contexts of cultural
diversity (Anderson et al., 2003; Betancourt, Green, Carrillo, & Par, 2005; Wendt & Gone,
2011). Wendt and Gone (2011) define cultural competence as the “attributes or characteristics of

service providers and, sometimes, service agencies and organisations that equip them to
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effectively provide otherwise desirable or warranted health care interventions to an array of
culturally diverse patients or clients”. Any form of care is transcultural (Kortmann, 2010);
effective mental health care, provided by health care providers and organisations, should
therefore acknowledge the inherent cultural diversity among service users and care providers.

Despite positive developments such as the above in cross-cultural psychiatry, some scholars
are concerned that there is still limited critical attention being paid and consideration given to
culture (Kleinman & Benson, 2006; Lewis-Fernandez, 2009; Mezzich et al., 2009). For example,
Mezzich et al. (2009) note that although introduced in the DSM-1V, the cultural formulation is
nonetheless being under-utilised and has received little formal evaluation in psychiatric practice,
partly due to the absence of implementation guidelines and illustrative cases. Similarly, Lewis-
Fernandez (2009) observes that time limitations on the part of clinicians and limited
dissemination of the cultural formulation outline constrain the latter’s use. While the updated
outline for the cultural formulation in the DSM-5 attempts to address some of the above
concerns, for example, via the inclusion of the cultural formulation interview guide (American
Psychiatric Association, 2013), other concerns, such as lack of time on the part of the clinicians,
remain challenges that still need to be addressed urgently.

Furthermore, Kleinman and Benson (2006) argue that popular interventions, such as cultural
competence, are often poorly defined and operationalised in psychiatric practice. They also note
that incorrect conceptualisations of culture, for example, seeing culture as synonymous with
ethnicity, nationality and language, undermine the cultural competence agenda. According to
Kleinman and Benson (2006), clinicians often assume that patients of specific ethnic groups, for
example, Mexican, share comparable sets of beliefs about illness. Yet, culture, as understood in
anthropological terms, is a dynamic and pervasive reality, inseparable from prevailing economic,
political, religious and psychological factors. Consistent with this view, Kleinman and Benson
(2006) define culture as “a process through which ordinary activities and conditions take on an
emotional tone and a moral meaning for individual participants”. Mezzich et al. (2009) similarly
argue that while culture and ethnicity may be used to categorise people, factors such as age,
socio-economic class, geographic location and personal preferences make members of cultural or

ethnic groups diverse.
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Based on considerations such as these, appropriate mental health care requires the correct
and appropriate contextualisation of illness, patients and care providers in social and cultural
contexts (Kleinman & Benson, 2006). Careful attention to culture may prevent stereotypical and
essentialist attitudes among clinicians towards diverse patients. Using the explanatory model
framework, clinicians may, for example, discover “what really matters” for patients, their
families and for themselves, which is normally a combination of cultural and personal meanings
within specific local worlds (Kleinman & Benson, 2006). For clinicians to reframe culture as
“illness meaning” and to enhance effective communication with patients, they need to ask
individualised questions, such as, “what do you call this problem?” (Kleinman & Benson, 2006).
The use of standardised diagnostic systems, for example, the DSM in cross-cultural psychiatry,
however, may constrain effective exploration in this regard for patients and clinicians in
LAMICs. This is because the social and cultural contexts in LAMICs differ significantly to that
in the West, the latter which has significantly influenced the development of standardised
diagnostic systems, such as the DSM itself (Jadhav, Weiss & Littlewood, 2001; Waldram, 2006).
It is for the latter reason that the concept of explanatory models, as originally formulated,
remains central to the development of effective cross-cultural psychiatry.

1.1.1. The concept of explanatory models. The concept of explanatory models, as used in
cross-cultural psychiatry, was initially developed by Kleinman (1980) and further by Helman
(2007). Kleinman (1980, p. 105) defines explanatory models as the “notions about an episode of
sickness and its treatment that are employed by all those engaged in the clinical process”. This
definition acknowledges that both the patient and his or her care providers possess explanations
of the patient’s illness that influence decisions regarding treatments sought and provided.
According to Kleinman (1980), explanatory models account for the following aspects of an
episode of illness: (a) aetiology, (b) time and mode of onset of symptoms, (c) pathophysiology,
(d) course of sickness, and (e) treatment. While the explanatory models of the patient and his or
her family are often concerned with the most salient aspects of the illness, the explanatory
models of healers, such as psychiatric health workers, are usually concerned with all the above
five aspects of illness (Kleinman, 1980). Kleinman (1980) also observes that the explanatory
models are constructed in response to specific episodes of illness and may therefore differ from

generally held beliefs regarding illness and health care, the latter which may be influenced by the
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dominant health ideology in various sectors of a plural health care system. Lay explanatory
models, according to Kleinman (1980), are “idiosyncratic and changeable, partly conscious and
partly outside of awareness, are characterised by vagueness, multiplicity of meanings, frequent
changes, and lack sharp boundaries between ideas and experiences”. The explanatory models of
health professionals, in contrast, are usually based on “single causal trains of scientific logic”
(Kleinman, 1980, p. 107). However, explanatory models of practitioners may be similar to that
of the patient’s in some respects. For example, explanatory models are largely tacit and a product
of circumstances and imprecise assessments to which practitioners are committed. They
predispose practitioners to act in particular ways and to rationalise their actions. While clinical
explanatory models may closely approximate scientific explanatory models, the two are distinct
from each other. Clinical explanatory models, according to Kleinman (1980), may be regarded as
a special type of commonsense rationality, the latter which is a common feature of popular
culture.

Furthermore, Helman (2007) observes that patients and their care providers often hold
divergent explanations for the same episode of illness because explanatory models are influenced
by the varied social and cultural contexts of each. Patients may, for example, express a number
of different explanations of their illness episodes for themselves, their families and the health
workers attending them at different times and in different health care contexts, such as the home
and the doctors’ office. Similarly, care providers may understand and respond to patients’ health
conditions differently. According to Helman (2007), contextual factors such as social and
economic organisation and dominant social ideology (for example, religion) influence the
explanatory models used by patients and care providers. Helman (2007) also notes that factors
such as social class, gender, age and stage in life cycle affect how patients evaluate the
seriousness of their illness episodes, based on criteria such as the perceived causes (for example,
as having either supernatural or biomedical causes), consequences (for example, being malignant
or non-malignant), and treatments (for example, requiring either medication or ritual redress).
Social and economic variables, such as poverty and financial affordability, further determine
forms of treatment and care accessed for illnesses, including treatment within the various
subsectors of a plural health care system, for example, within the popular and professional

sectors. Because their social power is derived in part from a higher formal education and social
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class than that of patients, clinicians may unduly influence the explanatory models of patients to
fit a biomedical model of disease (Helman, 2007).

There are always cultural differences between patients and their care providers; all care is
therefore transcultural (Kortmann, 2010). While cultural diversity associated with ethnic
minority groups may more easily be recognised or acknowledged, this may not be the case with
regard to intracultural diversity in relatively homogenous populations (Kortmann, 2010). Yet,
factors such as gender, age, social class and locality can and often do produce intracultural
differences, which, if overlooked, may result in serious problems, such as stereotyping of
patients (Mezzich, et al. 1996). Culturally competent health care therefore demands that health
workers elicit the explanatory models of patients’ illnesses and that they negotiate treatment with
them (Kirmayer, 2012). A narrative or story is the main means by which care providers may
elicit patients’ explanatory models (Helman, 2007). According to Helman (2007), a narrative
organises a patient’s traumatic experience, thereby giving it a meaning so that the patient and
care providers can understand and appropriately manage the illness. A patient’s narrative or story
may be verbal or nonverbal and telling it contextualises the individual’s life history within the
wider themes of his or her culture and society. For example, patients usually tell their stories of
suffering by drawing on the repertoire of language, idiom, imagery, myths and legends provided
by the culture in which the suffering is experienced (Helman, 2007). To facilitate patients telling
their stories about their illnesses in their own terms, Kleinman and Benson (2006) suggest using
a number of open-ended questions to help clinicians. These questions include: (a) what do you
call your problem? (b) what do you think has caused your problem? (c) what are the chief
problems your sickness has caused for you? and (d) what kind of treatment do you think you
should receive?

While the explanatory model framework was initially formulated by Kleinman (1980) to
generate rich narratives from patients, researchers and clinicians have found that qualitative
(emic) interviews are far too long and challenging for cross-cultural epidemiological research.
As a result, researchers working at the boundary of anthropology and epidemiology have
developed semi-structured instruments, such as the Short Explanatory Model Interview (SEMI)
by Lloyd et al. (1998) and the Explanatory Model Interview Catalogue (EMIC) by Weiss (1997),

to elicit explanatory models of mental illness and to facilitate cross-cultural comparisons. Lloyd
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et al. (1998) modelled the SEMI on the initial ideas offered by Kleinman (1980). According to
Lloyd et al. (1998), the SEMI is a semi-structured instrument that may be used to elicit
explanatory models among study subjects. It makes use of simple or plain language that does not
include medical jargon and complex terms. Lloyd et al. (1998) recommend that the person
administering the SEMI encourages the subjects to talk openly about their attitudes and
experiences to elicit concepts held as well as their relationships to the current situation and
culture. The interviewer is also encouraged to use probing questions to explore areas of interest
about which the interviewee may not volunteer spontaneous responses. The items on the SEMI
that occur frequently may be allocated numerical codes and analysed quantitatively. The SEMI
comprises the following five sections: (a) personal and cultural background (for example,
demographic data, family, work and relationships) information, (b) nature of the problem (for
example, reason for consulting and naming the problem), (c) help-seeking (for example,
biomedical help-seeking), (d) interaction with physician/traditional healer (for example, role of
the healer, expectation and satisfaction), and (e) beliefs related to mental illness (Lloyd et al.,
1998). Generally, the explanatory models concept provides a useful framework for clinicians to
make effective diagnoses of mental health conditions and to provide culturally relevant care for
patients. Such aims are timely, given the high contribution of mental illness to the global burden
of disease both in low- and middle-income countries (LAMICs) as well as high-income countries
(HICs).

1.1.2. The global burden of mental disorders. Murray et al. (2012) report that mental and
behavioural disorders contribute substantially to the global burden of disease, which they
estimate at 7.4% of disability-adjusted years (DALYs)!. Five different types of mental disorders,
according to Murray et al. (2012), caused more than 15 million DALY for each type by the year
2010, namely, major depressive disorder (2.5%), anxiety disorders (1.1%), drug use disorders
(0.8%), alcohol use disorders (0.7%) and schizophrenia (0.6%). Additionally, in terms of overall
ranking, major depressive disorder improved from 15" in ranking in 1990 to 11" in 2010 for the

25 leading causes of DALYS, which represented a 37% increase in the relative contribution to

' DALYs refer to “a summary metric of population health. DALYS represent a health gap; they measure the state of
a population’s health compared to a normative goal. The goal is for individuals to live the standard life expectancy
in full health. DALY are an absolute measure of health lost; they calculate how many years of health life are lost
due to death and non-fatal illness or impairments” (Murray et al., 2012, p. 2199).
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the global burden of disease. The findings by Murray et al. (2012) hold two other important
implications with regard to the global burden of disease. Firstly, they show that there is
substantial heterogeneity in the ranking of the leading causes of diseases among different
regions. For example, major depressive disorder is ranked 11" globally, 4™ in Western Europe,
5™ in the High-income United States, 10" in Southern sub-Saharan Africa and 13" in Eastern
sub-Saharan Africa. This heterogeneity underscores the role of social and cultural factors in the
experience of mental illnesses. Secondly, Murray et al. (2012) state that the absolute share of
burden attributable to mental and behavioural disorders, already substantial, is likely to increase
in the future. Similar predictions have been made previously (Desjarlais, Eisenberg, Good &
Kleinman, 1995; Patel, 2007). It has been particularly predicted that LAMICs could experience a
higher burden of mental disorders than HICs for a number of reasons, including a projected
increase in the number of young people entering the age of risk for the onset of certain mental
disorders, conflicts, disasters, rapid urbanisation and macroeconomic changes (Desjarlais et al.,
1995). Desjarlais et al. (1995) further observe that urbanisation, for example, is a risk factor for
mental disorders because it is associated with overcrowding, increased homelessness, urban
poverty, disruption in family ties and loss of social support. It is thus important to examine the
experience of mental illness in countries such as Uganda that are undergoing rapid social,
economic and demographic transitions.

1.1.3. The burden of mental disorders in Uganda. As in many other LAMICs, the burden of
mental disorders in Uganda is not yet fully understood. For example, epidemiological research
on the burden of disease in the country usually relies on mortality data rather than on morbidity
data, thus excluding the high contribution of mental disorders (Ministry of Health, Uganda,
2006). There is also a paucity of research on mental health issues in the country (Kigozi,
Ssebunnya, Kizza, Cooper & Ndyanabangi, 2010). Furthermore, standardised international
diagnostic systems, such as the DSM, when used in social and cultural contexts dissimilar to
those in HICs, generate reliable but invalid data (Fabrega, 1996). Summerfield (2012) is critical
about the use of quantitative research methods informed by Western ideas in other parts of the
world. According to him, “methodologies that lack validity cannot be redeemed by reliability
because the very ground they stand on is unsound” (Summerfield, 2012, p. 524). Despite the

above concerns, epidemiological research has shown high and varying prevalence rates of
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psychiatric morbidity in different health settings in Uganda. For example, Abbo, Ekblad, Waako,
Okello and Musisi (2009) report the overall prevalence of a current mental illness episode at
60.2% among a sample of patients seeking treatment from traditional healers. Muhwezi, Agren
and Musisi (2007) similarly report the overall prevalence of major depression at 31.6% among a
sample of patients attending a primary health care facility. In addition, Kasoro, Sebudde,
Kabagambe-Rugamba, Ovuga and Boardman (2002) report the overall prevalence of psychiatric
morbidity at 30.7% in a community study sample. High prevalence rates of psychiatric morbidity
such as these necessitate a nuanced understanding of the structural factors that undermine the
capacity of the health care system to respond effectively to mental illness in Uganda.

1.1.4. Structural barriers to effective care. Limited progress in the mental health sector
has been noted since the publication of high profile reports, declarations and conventions. For
example, Stein, Stein, Weiss, and Lang (2009) observe that although people with disabilities can
live healthy lives, they often do not receive appropriate health care due to a variety of barriers,
such as the limited number of health professionals providing care and services to the population
and physical inaccessibility of care for affected individuals. This is contrary to principles
enshrined in the UN convention on the rights of persons with disabilities (CRPD), the latter
which came into force on May 3, 2008 (Stein et al., 2009). The WHO (2011) similarly states that
the CRPD aims to “to promote, protect and ensure the full and equal enjoyment of all human
rights and fundamental freedoms by people with disabilities and to promote respect for their
inherent dignity”. Article 3 of the CRPD outlines laudable principles, such as: (a) respect for
inherent dignity, individual autonomy, including the freedom to make one’s own choices and
independence of persons, (b) non-discrimination, and (c) equality of opportunity. Additionally,
The CRPD obligates states endorsing it to, for example, (a) modify or repeal laws, customs or
practices that discriminate directly or indirectly, (b) include disability in all relevant policies and
programmes, and (c) take all appropriate measures to eliminate discrimination against persons
with disabilities by any person, organisation or private enterprise. The provisions of the CRPD,
however, remain largely impractical in many LAMICs, including Uganda, because of structural
barriers, for example, stigma and discrimination as well as poverty, which undermine the
capacity of health care systems to effectively care for people with mental disabilities (Kigozi et
al., 2010; Ssebunnya, Kigozi, Kizza, & Okollo, 2009).
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Additionally, the publication of two significant reports, namely. “World Mental Health:
Problems and Priorities in Low-Income Countries” (Desjarlais et al., 1995) and “The World
Health Report 2001, Mental Health: New Understanding, New Hope” (WHO, 2001), have raised
expectations and renewed enthusiasm for mitigating the growing burden of mental disorders.
Yet, more than a decade since these reports were first published, a wide mental health treatment
gap still exists within and across different countries (WHO, 2008). Such a gap implies that there
is a scarcity of available resources and failure of related interventions to address the burden of
mental disorders. The treatment gap is also believed to be wider in LAMICs where information
on service utilisation is less available than in HICs (Kohn, Saxena, Levav, & Saraceno, 2004).
The above observations emphasise that mental health care occurs in contexts that uniquely shape
experiences of care provision via the care providers and reception of care via the care recipients
(Kittay, Jennings & Wasunna, 2005). As in many other LAMICs, mental health care in Uganda
is provided by diverse care providers in a plural health care system (Helman, 2007).

1.1.5. Health care pluralism. Responses of patients and their families to mental illness
often depend on available therapeutic options that may be utilised in various patterns, for
example, simultaneously or sequentially (Helman, 2007). According to Kleinman (1980), the
availability of and accessibility to care are central to making decisions regarding care-seeking
and care utilisation within the unique social and cultural contexts of mentally ill patients and
their families. Particular forms of care are respectively linked to the popular, folk and
professional sectors within plural health care systems (Patel, 1998; Swartz, 1998). Because
different sectors of the plural health care system are associated with unique beliefs and practices
regarding mental illness and care, (Helman, 2007), | set out in this study to triangulate the
perspectives of the diverse stakeholders in order to obtain a holistic understanding of mood
disorders and care for the outpatients interviewed. The stakeholders interviewed comprise
outpatients and members of their respective families, psychiatric health workers, religious
healers and traditional healers involved in their care. | also examined the ways in which the
outpatients interviewed express self-care agency to cope with their respective mental problems
and to harness support from their various care providers.

1.1.6. Expressions of self-care agency among people with mental illnesses. People with

mental health conditions often experience significant life adjustments, for which they require
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various coping strategies (Chamaz, 1991). These strategies reflect their subjective experiences,
which are influenced by the social, economic and political circumstances they respectively find
themselves in at the time of experiencing illness. Contextual factors, such as perception of
citizenship rights, stigma and discrimination, availability of social welfare programmes and
social inequality influence expressions of self-care agency? among such persons (Saleebey,
2002). The nature and effectiveness of agency manifested by patients often vary due to the
unique social and cultural contexts of each patient and care provider (Kartalova-O’Doherty &
Doherty, 2010; Speed, 2006). In this regard, very little is known about expressions of agency
among people with mental health problems in Uganda. Little, if any, meaning-centred or holistic
research has, to my knowledge, to date, been conducted in the plural mental health care system
in Western Uganda, the site of the current study, or indeed anywhere else in the country. It is
therefore timely and useful to address this knowledge and research gap.

1.2. Statement of the Problem

Mental health care is a transaction that involves the explanatory models of service users and
the explanatory models of care providers (Kirmayer, 2012). The explanatory models of service
users usually influence the decisions they make about choices and sources of care as well as
compliance and satisfaction with care (Kleinman, 1980). Similarly, the explanatory models of
care providers usually influence decisions they make about diagnoses and treatment of health
problems as well as the care they provide to service users. Discrepancies may occur between the
explanatory models of service users and that of care providers (Helman, 2007). Discrepancies
may cause significant problems, for example, misdiagnoses of health problems among service
users by care providers, inappropriate prescription and/or use of medication by carer providers
and service users, non-adherence to treatment by service users and misuse of health facilities by
both (Helman, 2007; Kleinman, 1980). Indeed, little is known about the explanatory models
employed by service users and care providers regarding mood disorders in the plural mental

health care system in Western Uganda or elsewhere in the country. Such lack of awareness is

2 In the context of this study, self-care agency refers to the deliberate and purposive actions (behaviours) with

which the outpatients studied engage in order to care for themselves. | have used the term “expressions of agency”
to refer to both active and passive self-care behaviours among the outpatients studied.
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contrary to and impedes the ongoing efforts to improve mental health care in Uganda (Kigozi,
2007; Ministry of health, Uganda, 2006). Hopefully, this study will contribute towards filling
this knowledge gap.

1.3. Study Aim and Objectives

The aim of this study is to explore explanatory models that outpatients and care providers in
Uganda use in responding to mood disorders. The study triangulates the perspectives of the
following: (a) outpatients with mood disorders®, (b) families of outpatients involved in their care,
(c) psychiatric health workers treating outpatients, (d) religious healers, and (e) traditional
healers, the latter two also involved in care provision of outpatients. The specific study
objectives are:

e to document how outpatients and care providers conceptualise mood disorders,

e to identify challenges outpatients experience in care-seeking,

e to assess the views and attitudes of outpatients and care providers regarding delivery and
utilisation of care,

e to explore expressions or manifestations of self-care agency among outpatients.

1.4. Study Rationale

This study is justified on the basis of its research, practice and policy implications.

1.4.1. Knowledge generation. This study addresses the scant information on mood
disorders and care in Uganda and seeks to add to the available body of knowledge in this regard.
New insights stimulated by the results will hopefully challenge existing theories and assumptions
on the conceptualisation of mood disorders and care for people with mental problems in the
country as this study generates unique concepts regarding a wide range of issues such as idioms
of distress used by stakeholders, attributed aetiology and treatment of mood disorders. It is also

hoped that the results will stimulate further research in the field, ultimately contributing to the

% From here on, | use the term “outpatients” to refer to the outpatients with mood disorders studied. | also use the
term “families™ to refer to the family-based care providers of the outpatients studied.
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improvement of mental health literacy and the alleviation of myths and misconceptions
associated with mental health problems in Uganda.

1.4.2. Practice of mental health. This study will hopefully contribute to the formulation of
evidence-based mental health care in Uganda. The results may particularly contribute to
improved understanding of contextual issues associated with mood disorders, for example, how
the illness is understood by patients and care providers, and may thus promote more effective
care in the Ugandan mental health care system. Improved mental health literacy will enhance
service user-care provider communication and interaction as well as collaborative practices
between outpatients and care providers. Improved mental health literacy will further enhance
accurate diagnosis of mental health conditions, provision of appropriate and effective treatment,
satisfaction with and adherence to treatment. In the context of inadequate available resources,
improved mental health literacy will also enhance co-ordination of care and referral of
outpatients among diverse care providers. It is envisaged and hoped that this study will benefit
all of these.

1.4.3. Policy development. Integration of mental health with general health care is viewed
favourably by the Government of Uganda (Ministry of health, Uganda, 2006). Kigozi (2007)
observes in this regard that a number of health reforms included in the national health policy of
1999 and the Support to the Health Sector Strategic Plan 1l (2005/06-2009/10) suggest a strong
commitment towards collaborative practice and integration of mental health services with
general health care. This study, it is hoped, will thus contribute to such a deepening of
collaborative practice and integrated health service delivery in Uganda. In particular, it could
sensitise policy makers and mental health professionals about the therapeutic opportunities and
risks that are possibly engendered by collaboration with stakeholders other than just patients and
health workers, that is, families, religious healers and traditional healers involved in care
provision. Appropriately informed, policy makers and mental health professionals are likely to
commit timely efforts to utilise potential therapeutic opportunities as well as to mitigate potential

risks emanating from such collaborative practice.
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1.5. Theoretical Framework

In this study, | have adopted the health care system model (Kleinman, 1980) as the
theoretical basis. The health care system model acknowledges that health care activities in any
society are intricately interrelated. Scholars (for example, Helman, 2007; Patel, 1998) refer to the
coexistence of diverse health care systems in local social and cultural contexts as “health care
pluralism”. Kleinman (1980) initially conceptualises a health care system as a collective entity
comprising elements such as patterns of belief about causes of illness, norms governing choice,
evaluation of treatment, socially legitimated statuses, roles, power relationships, interactional
settings and institutions. A health care system is thus a social response to disease and is similar to
other cultural systems, for example, religion and kinship that serve people’s spiritual and social
needs (Kleinman, 1980). Thus, both illness and healing, which are the core elements of any
health care system, are the culturally constructed experiences of the patients and activities of the
healers (Helman, 2007).

Additionally, the health care system model postulates that patients, healers and the
interactions of both can only be fully understood in local contexts because the persons involved
(patients and healers) and their actions and interactions are socially and culturally constructed
(Kleinman, 1980). This premise suggests that a health care system is both a product and a source
of people’s responses to illness. Health care systems shape the ways in which people label and
treat illness in terms of the prevailing cultural rules or norms of their contexts. Contextual
factors, such as available social institutions (for example, hospitals), social roles (for example,
the sick role and the healing role), and interaction settings (for example, the home and a
traditional healer’s shrine) influence people’s beliefs and behaviour with regard to instrumental
and symbolic activities where illness is concerned (Kleinman, 1980).

Kleinman (1980) initially founded the health care system model based on the theory of the
social construction of reality developed by Peter L. Berger and Thomas Luckmann in 1967. The
theory of reality construction has since been refined into related theoretical frameworks, for
example, social constructivism (Teater, 2010). Social constructivism postulates that there is a
dialectical relationship between people and their realities (Teater, 2010). In other words, people

create reality, the latter which in turn influences their experiences of the created reality. For
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example, social institutions such as hospitals are a product of human creative work;
subsequently, people experience hospitals differently, for example, as patients and as doctors.
Teater (2010) also observes that because people are active participants in the process of reality
construction — by interacting with their environments and processing their experiences through
their own cognitions — they cannot replicate other people’s realities. For example, patients and
healers involved in the management of a disease inevitably construct distinctive realities of the
disease because of their inherent differences. Social constructivism also acknowledges that
historical, social and cultural contexts influence people’s reality. In other words, reality evolves
from people’s social interactions within historical, social and cultural contexts (Fabrega, 1996).
In particular, social and cultural contexts influence values and beliefs, which in turn influence
individuals’ experiences, for example, of illness, and interpretations of those experiences
(Helman, 2007).

Furthermore, social constructivism is premised on the notion that objective facts do not exist
outside of the subjective meanings people attach to the perceived reality (Teater, 2010). For
example, people create ideas, such as healer, patient and medication, as they are subjectively
experienced, socially defined and internalised by means of socialisation. Externalisation
objectifies people’s subjective experiences, the latter which are eventually taken or perceived as
the truth (Hardcastle, Powers & Wenocur, 2004). Externalisation, as used in this context, refers
to the process by which people talk with each other about their experiences, validate their
understandings of their experiences and develop habitual behaviours in order to realise their
social goals. Language is central to reality construction as it serves as a means by which
individuals express and explain their own constructed realities (Teater, 2010). Language also
facilitates individuals’ attempts to understand other people’s realties. Because individuals
construct their own realities that can never be fully understood by others, there is no objective
reality or one truth (Hardcastle et al., 2004). This means that the views among the outpatients
and their care providers studied regarding mood disorders and care, in the context of this study,
are equally valid in their unique contexts.

In summary, Kleinman’s (1980) initially conceptualised health care system model, in which
health care systems are pointed out as cultural systems that are shaped by unique historical,

social and cultural contexts, is crucial to the purposes of the current study. Within the health care
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system model, perspectives and experiences among patients and their healers are conceptualised
as forms of social reality. The health care system model suggests that patients and healers create
varying social realties because their social and cultural contexts differ markedly. Based on the
above theoretical insights, the explanatory models encountered in this study are viewed as
socially and culturally constructed realties among the outpatients and care providers studied. The
health care system model is an alternative to the biomedical model of disease that is dominant in
current psychiatric research and practice. According to Boyle (2013), the biomedical model is
reductionist, ethnocentric and prioritises biological processes over other legitimate concerns, for
example, social and psychological determinates of health and wellbeing. The health care system
model (Kleinman, 1980), in contrast, is integrative and thus more enabling in exploring the
personal experiences of mood disorders among the outpatients and their care providers studied as
well as the structural forces, such as poverty, that influence delivery and utilisation of care in

Uganda.

1.6. Thesis Layout

In the previous sections of this chapter, | provided the background and stated the research
problem, aim, objectives and rationale of the study. I also explained the theoretical framework
guiding the undertaking of this study. In chapter two, | review the literature in this regard at the
global, sub-Saharan and Ugandan levels with regard to culture and mental health. | particularly
discuss cultural influences on the conceptualisation of distress, structural barriers to effective
care for people with mental illneses, health care provisions in plural health care systems and
expressions of self-care agency among people with mental illnesses. In chapter three, | present
the methodology that supported the execution of this study. In chapter four, | present and discuss
the results concerning the conceptualisation of mood disorders among the participants studied. In
chapter five, | present and discuss the results regarding structural barriers to effective care for the
outpatients studied. In chapter six, | present and discuss the results regarding the
conceptualisation of care, and in chapter seven, | present and discuss the results regarding
expressions of self-care agency among the outpatients studied. In chapter eight, | present the

conclusion to the thesis.
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Chapter 2

Literature Review

2.1. Introduction

In this chapter, | review and discuss literature on the universalist and relativist traditions in
cross-cultural psychiatry, notions of mental illness, structural barriers to effective care, care in
the context of plural health care systems and expressions of self-care agency among people with
mental illnesses. The exploratory nature of this study influenced my decision to organise the
reviewed literature according to key themes or constructs (Mouton, 2001). The literature review
comprises sources from online data bases at the Stellenbosch University library as well as the
internet, utilising Google Scholar as a main search engine in this regard. | also reviewed “grey
literature” (Bryman, 2012), obtained from friends and colleagues on relevant topics. The terms
used in the literature search, include: explanatory models, culture and mental illness/health,
mental illness/health, mood/affective disorders, barriers to care, health care pluralism and self-
care agency. In general, | conducted a narrative review of literature, which according to Bryman
(2012), is less focussed and more wide-ranging in scope than is a systematic review.

| discuss in detail each of the above sections, beginning with universalist and relativist
epistemological traditions and their respective influence on the development of cross-cultural
psychiatry.

2.2. Universalist and Relativist Epistemological Traditions in Cross-Cultural Psychiatry

Universalism and relativism are counter epistemological traditions in cross-cultural
psychiatric theory and practice (Fabrega, 1989). According to Fabrega (1989), universalism
implies application of the Western biomedical psychiatric framework to establish similarities
within non-Western cultures. In this regard, universalism is exemplified by the use of
standardised diagnostic systems, such as the DSM, to classify and diagnose psychopathology in
non-Western cultures (Thakker & Ward, 1998). Thakker and Ward (1998) argue that proponents

of universalism believe mental disorders, such as schizophrenia, based on Western psychiatric
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diagnostic systems, such as the DSM, to be similar in all cultures. Universalism postulates that
humans, irrespective of social and cultural contexts, share basic biological processes and that
psychopathology is biologically determined (Thakker & Ward, 1998). Helman (2007) refers to
this idea (that psychiatric diagnoses based on Western diagnostic categories such as the DSM are
applicable to people in other social and cultural contexts) as the “biological approach” when
comparing psychological disorders. Helman (2007) also argues that the biological approach
emphasises the underlying biological basis of mental disorders, although these may vary in
different social and cultural contexts. The presumed underlying biological basis enables
universalists to advocate for the use of specific diagnostic systems, as is often the case in
medicine (Thakker & Ward, 1998). Universalists also frequently aim to establish universal
psychiatric phenomena as well as promote reliability in psychiatric diagnoses when conducting
cross-cultural research.

However, universalism as an epistemological tradition has been criticised for giving primacy
to Western ideas of psychopathology over indigenous systems of knowledge regarding mental
illnesses (Summerfield, 2012). For example, Kleinman (1988) criticises the World Health Cross-
Cultural Research Programme, the latter which involved an International Pilot Study of
schizophrenia in the 1970s in both pre-modern and modern societies. Kleinman (1988) argues
that the diagnosis of schizophrenia in non-Western cultural contexts, based on Western notions
of the illness, resulted in a category fallacy. A category fallacy, according to Kleinman (1988),
implies reification and application of Western nosological categories to people in other cultures
for which they are invalid and incongruent. Kleinman (1988) points out that because they used a
biased methodology in their study, researchers were inclined to prove that schizophrenia is
diagnosable cross-culturally. A biased methodology, according to Kleinman (1988), comprises:
(a) the use of the Present State Examination — a standardised diagnostic instrument in differing
settings, and (b) stringent inclusion and exclusion criteria — leading to an “artificially
homogenous sample”. Kleinman (1988) further argues that the researchers emphasised
similarities and downplayed a wide-range of variations in aspects such as prevalence,
symptomatology, illness behaviour, course and outcome and illness beliefs with regard to
schizophrenia. For example, the researchers had found schizophrenia of an acute onset

diagnosed among the sample in West Africa and a single genre with indolent onset diagnosed
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among the sample from Europe and the United States. Schizophrenia with an acute onset has a
better prognosis than does schizophrenia with the single genre with indolent onset. A further
example in point is that within specific countries and cultures, considerable variations were
found, depending on whether lifetime prevalence and point prevalence were considered; some
families also had significantly higher prevalence rates of schizophrenia than that of the general
population (Kleinman, 1988).

Similarly, Summerfield (2012) argues that structured screening instruments, used to
determine prevalence rates of psychiatric morbidity cross-culturally, are inappropriate in
assessing complex human experiences. Such instruments, according to Summerfield (2012),
usually reify people’s subjective consciousnesses through a mechanistic focus on symptoms,
thereby generating estimates that are out of synch with people’s lived experiences. Because they
are unable to effectively assess people, the latter who are influenced by dynamic and complex
situations, structured screening instruments often portray ordinary distress as a form of
psychopathology. The excessive concern among researchers and clinicians with people’s
vulnerability to psychopathology, according to Helman (2007), suggests a growing
“medicalisation” and “professionalisation” of everyday life. Furthermore, undue dependence on
technical interventions, mainly medication and psychotherapy, undermines the capacity of
ordinary people to cope with ordinary distress using personal and social resources (Kleinman &
Benson, 2006). Summerfield (2012) cautions against the “globalisation” of mental health, that
is, characterisation of mental illnesses via application of narrow Western diagnostic categories,
such as depression, and biomedical interventions in non-Western cultures.

Relativism, in contrast, postulates mental illness as essentially a social rather than a
biological phenomenon, with mental illness often presenting with or without biological aspects
(Helman, 2007). Helman (2007) refers to relativism as the “social labelling approach” when
comparing psychological disorders. Within this epistemological tradition, mental illness is
regarded as culture-bound, as different societies choose specific symptoms and behaviours which
they label as deviant as well as forms of deviance labelled as mental illness. Diagnosing mental
illness within the relativist tradition necessitates the use of anthropological methods, for
example, ethnography, to ensure clear knowledge of the culture of the study’s subjects or
patients (Thakker & Ward, 1998). Fabrega (1989, p. 415) defines cultural relativism as the
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“differences in beliefs, feelings, behaviours, traditions, social practices and technological
arrangements that are found among diverse peoples of the world”. As implied by this definition,
relativists believe that cultures differ, with each uniquely influencing the experience, expression
and response to mental illness of the members within respective cultural groups (Kirmayer,
2005). The inherent diversity of perspectives within the relativist framework suggests a need to
conceptualise mental disorders as social rather than biological phenomena (Thakker & Ward,
1998). In addition, because standard diagnostic systems, such as the DSM, are overly influenced
by Western notions of psychopathology, relativists doubt their utility in dissimilar cultures, such
as those in LAMICs (Summerfield, 2012). Summerfield (2012) suggests that tools for screening
cases and aiding psychiatric diagnoses be developed based on local knowledge, as those
developed in the West and adapted for use in other cultures often retain their Western templates.
Authentic evidence for guiding public health interventions should rather be based on the “local
worlds” of the targeted individuals and communities (Summerfield, 2012).

However, relativism has been criticised for downplaying the biological aspects of mental
illness in conditions such as dementia and delirium tremens. In addition, relativism does not
acknowledge the universal distribution of severe mental disorders such as schizophrenia and
bipolar disorder (Helman, 2007). Because of the respective weaknesses associated with both the
universalist and relativist positions, a combined approach integrating elements of universalism
and relativism is becoming popular among medical anthropologists (Helman, 2007). A combined
approach postulates that while abnormal behaviour comprising, for example, extreme
disturbance in conduct, thought or affect occurs universally, there are wide variations in its forms
and distribution (Helman, 2007; Kleinman, 1980). Within the combined approach perspective,
Western psychiatric categories, for example, depression, are found throughout the world,
although they may present and be labelled differently in different social and cultural contexts.
Similarly, organic mental disorders can be found in all societies, the difference being that their
manifestations are culturally patterned (Helman, 2007). In the current study, because |
triangulate the data obtained from psychiatric health workers informed by Western notions of
mental illness and lay actors informed by local ideas of mental illness involved in the care of
patients, conceptualisation of the study is greatly influenced by a combined approach, as

described above.
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2.3. An Overview of Culture and Mood Disorders. Mood disorders are among the most
prevalent mental illnesses in communities worldwide (Bruce; 1999; Goldberg & Huxley, 1992);
and among the leading causes of disability worldwide (Murray et al., 2012). They significantly
affect the social functioning of patients and their families. For example, depression causes poor
social relationships, increased substance abuse, interference with long-term cognitive functioning
and increased use of medical services (Smith, 2011). While bipolar disorder is less prevalent, it is
more impairing than depression. Most patients do not function as they did before the onset of
bipolar disorder and their social relationships and careers may particularly deteriorate. Bipolar
disorder is also associated with risky behaviours, including substance abuse and suicide (Smith,
2011).

The DSM-1V describes mood disorders as comprising major depressive disorder, dysthymic
disorder, adjustment disorder with depressed mood, bipolar disorder | and bipolar disorder Il
(American Psychiatric Association, 1994). In the context of this study, the focus is on major
depression (unipolar depression) and bipolar disorder I. The predominant diagnostic feature of
mood disorders is disturbance in mood, that is, extreme changes in mood, the latter which
significantly impact an individual’s functioning, for example, socially or occupationally (Smith,
2011). Mood disorders are episodic in nature, to the extent that major depression is defined by
episodes of depression without a history of mania while bipolar disorder is defined by episodes
of mania or mixed episodes featuring both mania and depression (Bruce, 1999). A major
depressive episode, according to the DSM-IV, manifests a range of symptoms lasting at least two
weeks; key among these symptoms is either a depressed mood or anhedonia (loss of interest or
pleasure in nearly all activities). A depressed mood among children may feature irritability rather
than sadness (American Psychiatric Association, 1994). According to the American Psychiatric
Association (APA, 1994), an individual must, in addition to the above symptoms, present with at
least four of the following symptoms to meet the full criteria for the diagnosis of major
depression: (a) changes in weight or appetite, (b) changes in sleep, (c) changes in psychomotor
activity, (d) decreased energy, (e) feelings of worthlessness or feelings of guilt, (f) difficulties in
concentrating or making decisions, and (g) recurrent thoughts of death or suicidal ideation,
suicidal plans and/or suicidal attempts. These symptoms are applicable to the diagnosis of major

depression regarding the following: (a) they do not meet the criteria for a mixed episode, (b) they
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cause clinically significant distress or impairment in an individual’s functioning, for example,
socially, (c) they are not due to physiological effects of substance abuse or a general medical
condition, for example, hypothyroidism, and (d) they are not better accounted for by
bereavement (APA, 1994).

In contrast, a manic episode, according to the DSM-1V, is characterised by an unusually and
persistently elevated, expansive or irritable mood lasting at least one week or less, for which
hospitalisation is required (APA, 1994). An individual must, in addition to the criteria listed
earlier for mood disorders, present with at least three of the following symptoms to meet the full
criteria for a diagnosis of bipolar disorder: (a) inflated self-esteem or grandiosity, (b) decreased
need for sleep, (c) accelerated speech and thought processes, (d) distractibility (e) increased goal-
directed activity or psychomotor agitation, and (f) excessive involvement in pleasurable social
activity with a high potential for negative consequences (APA, 1994). In contrast with a manic
episode, a mixed episode comprises symptoms that meet the diagnostic criteria for both a manic
episode and a depressive episode. During a mixed episode, a patients’ mood is labile, that is, it
may change quickly from sadness or irritability to euphoria. As with both a manic and a mixed
episode, a diagnosis of bipolar I disorder is appropriate in keeping with the following features:
(a) the symptoms significantly impair an individual’s functioning, for example, socially or
occupationally, (b) there is evidence of psychotic symptoms, for example, delusion, and (c) the
episode is not primarily due to the physiologic effects of a general medical condition, for
example, a brain tumour (APA, 1994).

Although mood disorders are described in standardised diagnostic systems, such as the
DSM, experiences and diagnoses of mental illnesses generally vary considerably in different
social and cultural contexts (Kirmayer, 2005). Common mental disorders, such as depression,
show greater cultural variability than do severe mental illnesses, such as schizophrenia (Helman,
2007). In this regard, Hwang, Myers, Abe-Kim and Ting (2008) argue that culture pervasively
influences six domains of health, namely; (a) the prevalence of mental illness, (b) aetiology of
disease, (c) phenomenology of distress, (d) diagnostic and assessment issues, (€) coping styles
and help-seeking pathways, and (f) treatment and intervention issues. The domains of mental
health, according to Hwang et al. (2008), are intricately linked with each other, for example,

expression of distress as either a somatic or psychological complaint influences whether a
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medical or psychiatric diagnosis is made. Similarly, beliefs about causes of distress, such as
witchcraft or chemical imbalances, influence the nature of treatment, such as rituals or
medication, sought and provided (Helman, 2007). With regard to the prevalence of mental
illness, Hwang et al. (2008) indicate that certain populations, such as refugees, experience more
stressful experiences, including war, violence and famine that elevate their risk for developing
psychiatric disorders, such as depression, than do other members of the public. Acculturative
stress, including linguistic difficulties, separation from families and racial discrimination, often
aggravates distress experienced by refugees prior to seeking asylum in other countries. Social
epidemiologists have similarly found social adversity associated with a refugee status to cause
mental illness through the social selection processes involved (Dohrenwend, et al., 1992). |
discuss in detail social causation theory on page 39 of this thesis. Similarly, cultural norms and
beliefs influence the labelling and socio-cultural meanings of illnesses (Hwang et al., 2008).
While some symptoms of depression, for example, lethargy and insomnia, may be found in
different cultural contexts (Helman, 2007), patients tend to emphasise different symptom
domain