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The hermeneutics of recovery:
Facilitating dialogue between African and
Western mental health frameworks
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Abstract

The widespread use of faith-based and traditional healing for mental disorders within African contexts is well known.

However, normative responses tend to fall within two camps: on one hand, those oriented towards the biomedical

model of psychiatry stress the abuses and superstition of such healing, whilst critics adopting a more ‘local’ perspective

have fundamentally challenged the universalist claims of biomedical diagnostic categories and psychiatric treatments.

What seemingly emerges is a dichotomy between those who endorse more ‘universalist’ or ‘relativist’ approaches as an

analytical lens to the challenges of the diverse healing strands within African contexts. In this article, we draw upon the

resources of philosophy and existing empirical work to challenge the notion that constructive dialogue cannot be had

between seemingly incommensurable healing practices in global mental health. First, we suggest the need for much-

needed conceptual clarity to explore the hermeneutics of meaning, practice, and understanding, in order to forge

constructive normative pathways of dialogue between seemingly incommensurable values and conceptual schemas

around mental disorder and healing. Second, we contextualise the complex motives to emphasise difference amongst

health practitioners within a competitive healing economy. Finally, we appeal to the notion of recovery as discovery as a

fruitful conceptual framework which incorporates dialogue, comparative evaluation, and cross-cultural enrichment

across divergent conceptualisations of mental health.

Keywords

Africa, faith healers, global mental health, hermeneutics, recovery

Introduction

The immense challenge of reconciling different explan-
atory models of mental health disorder and treatment
in African settings is well documented (Patel, 1995;
Sohrsdahl et al., 2010). Though indigenous knowledge
systems around health are increasingly recognised as
important, with calls to foster greater collaboration
between practitioners of parallel streams of health
care, worries persist that indigenous or local forms of
mental health care, particularly faith-based healing,
can result in human rights violations and abuse
(Mfoafo-M’Carthy, 2017; Ofori-Atta, 2018; Read,
2019; Edwards, 2014). This gulf between practitioners
of biomedicine and indigenous faith-based healing is
highlighted in two quotations:

It’s very difficult to differentiate between psychiatric

conditions and when . . . you are hearing the voice

from God. When the person really has a psychiatric

condition—a known psychiatric condition—and says

he’s hearing [a] voice from God, and he’s seeing

things in dreams while he’s fasting . . . we [the biomed-

ical staff] believe that he’s maybe hallucinating. Maybe

he’s undergoing the signs and symptoms of [a] psychi-

atric condition . . . [The faith healers] will believe
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anything that the patient says, any form of hallucina-

tion. In talking to this person, they will believe it, that

actually there is [a] spirit talking to them. (Community

psychiatric nurse)

First is the spiritual, before the physical . . . The [psy-

chiatric] medicine won’t work [and] the physical issue

won’t resolve itself until the spiritual is addressed first

. . . The healing actually comes spiritually before it

manifests itself physically. (Prayer camp pastor, cited

in Arias et al., 2016)

At first glance, the divide between these two views
appears to illustrate the incommensurable mental
health perspectives running parallel within Africa, spe-
cifically around the epistemic standing of hallucina-
tions, mental disorder causation, and the status of the
spiritual and the physical worlds. These divergent
accounts of mental disorder seem to provide a
window into fundamentally irreconcilable worldviews.

There are two possible normative responses to this
putative incommensurability: one might be to dismiss
outright the claims of non-biomedical practices, like
faith-based healing, working towards the phasing out
of these ‘primitive’ practices and beliefs to be replaced
with a ‘universal’ standard of care, diagnostic catego-
risation, and/or normative frameworks (such as human
rights). A second response, in contrast, is to adopt a
relativist position, suggesting that claims of biomedical
psychiatry and faith-based healing might be equally
valid depending on the local context, but neither has
priority over the other given the absence of any univer-
sal criteria. These responses have represented an area
of longstanding debate in global mental health between
proponents of universalist and cultural relativist
approaches (Bemme & D’souza, 2014; Cooper, 2016;
Jain & Orr, 2016; White et al., 2017; Whitley, 2015).

However, this article argues for a third, relatively
unexplored but much-needed conceptual framework
to ground strategies of dialogue, reciprocity, and
mutual enrichment, which fundamentally support
recent challenges to the false dichotomy that have his-
torically characterised debates around global mental
health.1 Three aspects of this response are crucial:
first is the need for conceptual clarity and normative
resources to develop an intellectual framework that fos-
ters interpretive openness, dialogue, and conceptual
enrichment. Second is to contextualise the motivation
to emphasise incommensurable difference, whereby prac-
tices and the performance of identity within the econ-
omy of healing can help elucidate why practitioners of
both biomedicine and faith-based healing in African
contexts can emphasise, and potentially exaggerate,
their respective distinctiveness. Third is an appeal to
a practical concept that can function as a potential

locus of productive cross-cultural dialogue. This
approach applies a combined practical and philosoph-
ical analysis to highlight constructive points of contact,
integration, and continued cross-pollination between
divergent cultural practices of mental health.2

Philosophical resources have been largely ignored in
discussions of global mental health, yet these will be
useful in identifying areas of conceptual confusion as
well as potential normative frameworks which can
ground cross-cultural dialogue and engagement.

We first outline the objectives of a global mental
health (GMH) approach and how these have been sub-
ject to critiques by more cultural relativist approaches
to mental health, particularly around the aspiration to
‘scale up’ psychiatric interventions in the global con-
text.3 These critiques, however, have historically tended
to perpetuate a false dichotomy between universalist
and relativist positions, resting on a conceptual elision
between incommensurability and incomparability. The
article then suggests ways in which the normative
resources of hermeneutics will be an important mech-
anism to help foster interpretive engagement, construc-
tive dialogue, and conceptual enrichment between the
biomedical model in psychiatry and faith-based healing
in the African context and global mental health debates
more generally. We also explore how the performance
of identity and power dynamics in a competitive heal-
ing economy can lead to the emphasis on, or even exag-
geration of, difference between practitioners of
psychiatry and faith-based healing in African settings.
Finally, the concept of recovery as discovery is dis-
cussed as a potential area of productive convergence:
this concept draws upon key claims of the recovery
movement, but is further enriched through an exami-
nation of how spiritual dimensions of healing might be
understood and differentiated. We suggest these as
vital strategies which might encourage greater reciproc-
ity and collaboration between the practices and
conceptual frameworks of indigenous modes of faith-
based healing and psychiatry.

Global mental health approach

The ethical argument for global health equality and
social justice grounds a GMH approach (Kirmayer &
Pedersen, 2014) which also draws from a human rights
perspective to promote human dignity and fairness
across countries, cultures, and contexts (Kleinman,
2009). The imperative to redress social inequalities
(Venkatapuram, 2010) is based on evidence of the
high prevalence, disabling impact, and economic
burden of neuropsychiatric disorders, and the vast dis-
parity in mental health care services and resources
between high and low–middle-income countries,
including vulnerable populations such as the poor,
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immigrants, and refugees (Kirmayer & Pedersen, 2014).
The GMH approach seeks to develop, implement, and
evaluate evidence-based mental health care practices in
low- and middle-income countries (LMICs), scaled up
through task-shifting from the relatively few psychia-
trists and psychologists to mental health care workers,
in order to improve access to services and interventions
and thereby reduce the treatment gap (Lund et al.,
2012; Patel, 2014). Moreover, GMH aims to implement
policies which lead to greater parity between physical
and mental health care investment.

However the GMH approach has historically come
under critique from more localised, socio-cultural per-
spectives which highlight how Western psychiatry is in
itself a cultural product that cannot be assumed a priori
to have universal application (Kirmayer & Swartz,
2013). With an emphasis on social determinants of
mental health, local priorities, and strengthening com-
munity resources, socio-cultural approaches argue that
GMH may perpetuate Western psychiatric categories,
concepts, and interventions that may not be
locally relevant (Kirmayer & Pedersen, 2014). The
imposition of global categories could divert attention
from local social determinants of health and the poten-
tial value of indigenous healing strategies that could
contribute towards recovery (Kirmayer & Swartz,
2013). Some critics of GMH suggest even further that
its normative and practical agenda symbolises the con-
tinuation of Western colonialism through its disregard
for indigenous culture and implicit promotion of the
economic interests of multinational pharmaceutical
companies (Mills, 2014; Summerfield, 2012).

As Bemme and Kirmayer (2020) indicate, this long-
standing debate between what may be termed univer-
salist approaches within GMH and their more cultur-
ally relativist critics has developed some important
nuances beyond the caricatures which stipulate that
either one must adhere to a general framework of
mental disorder causation (drawn from Western psy-
chiatric diagnostic classifications and health determi-
nants), or one is committed to a cultural relativist
position, where all local, indigenous approaches stand
equal to that of the psychiatric model. Even as discus-
sion has evolved from the false dichotomy between uni-
versal and relativist positions, there remain deeper
questions around which normative lens can best pro-
mote greater health equity between high-income coun-
tries and LMICs, and the contextual practices that best
address stigma, social integration, and recovery. GMH
often draws upon a framework of universal human
rights and relativist approaches appeal to more contex-
tualised strategies consistent with decolonisation and
the uptake of local practices (Mascayano et al., 2020).
Proponents of transcultural psychiatry rightfully cau-
tion that unreflective applications of psychiatry in the

global context often mean a failure to engage meaning-
fully with the conceptual schemas and normative prac-
tices of different cultures (Whitley, 2015). Some argue
that within African thought and practice, for example,
mental disorder cannot be reduced to physical causes,
but is situated within a holistic framework with meta-
physical commitments, where existents in the spiritual
domain (i.e., spirits, ancestors, etc.) are believed to
exercise agency within the physical world, impacting
on the health and well-being of individuals (Kahissay
et al., 2017; Kyei et al., 2014; Omonzejele, 2008).
Moreover, the maintenance of healthy social relation-
ships is conceived of as an intrinsic part of health and
healing. These social and metaphysical commitments
sit uneasily with the reductivist, secularist orientation
of Western frameworks focused on the biogenetic cau-
sation of mental disorder. Consequently, attempts to
‘upscale’ psychiatric practices tend to represent some
form of intellectual and cultural imposition, particu-
larly from an African worldview.

Cultural differences can nonetheless be exaggerated
for two reasons: first, the existence of plurality is often
conceptually mistaken for relativism, where the
descriptive fact of cultural divergence, of incommensu-
rable values, conceptual schemas, and ways of life, is
presumed to entail a relativistic acceptance of all
values, beliefs, and practices. Yet incommensurability
can be understood in two different senses (Chang,
1997): first is a claim about the difficulties of finding
a common measurement of value, whereby different
values or goods cannot be quantified according to a
single metric. For example, one may experience a con-
flict between equally valuable goods, such as religious
devotion—which might mean adhering to one’s pacifist
commitments—and love of country—which might
mean going to war. Both goods are not reducible to
the same scale, where we attach numerical values to
one good and compare it with the numerical values
of the other. These goods are therefore incommensura-
ble in a strict sense, as in immeasurable according to a
single unit of value.

The second sense of incommensurability refers to
the more dubious claim that there is no criterion that
could be used to compare, evaluate, and decide
between plural values, conceptual schemas, or ways
of life. Put differently, the diversity of values, human
goods, and conceptual schemas means that these are
incomparable. This claim has implications for the
boundaries of culture and the (im)possibility of finding
common ground between different outlooks towards
human experience. Indeed, Bemme and d’Souza
(2014) point out that the act of asserting a neat distinc-
tion between global and local approaches is in itself an
act of construction, and may not reflect what happens
in practice. Local adaptations and applications of
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GMH often require considerable adjustment given

local conditions, but these adaptations may not be

fully attended to because of the manner in which

these adaptations are written up for a GMH audience.

Similarly, those with a close interest in the ‘local’ can

defocus from aspects of local practice which easily

translate into global terms.
We will have more to say about how different values

and conceptual schemas might be compared and eval-

uated in the next section. The key point here is that,

though recent work in GMH has rightly sought more

nuanced discussion of longstanding questions about

the cultural adaptations and contextualised strategies

required to achieve global mental health aims, concep-

tual presuppositions which confuse incommensurabili-
ty with incomparability—manifest at times in practical

attitudes on the ground—can function as substantive

barriers to forging a truly dialogical and collaborative

approach (Arias et al., 2016; Kozuki & Kennedy, 2004;

Spiro, 1986). Yet acknowledging the absence of a

common measurement need not lead to the culturally

relativist conclusion that divergent values, conceptual

schemas, and practices cannot be compared or evalu-

ated. Nor in challenging such relativism does this lead

to a crude universalism that promotes certain frame-

works without question, e.g. human rights or Western

psychiatry.4

Second, as we discuss further below, the exaggera-

tion of differences can reflect complex motives amongst

health care practitioners within the African health care

context. Claims of incommensurability, particularly

around modes of healing, are closely related to the

development and performance of distinctive healing

identities within a pluralistic, competitive health

marketplace.

Incommensurability and the

hermeneutics of dialogue

So far, we have suggested that there remains the temp-

tation to frame divergent conceptual schemas around

health and healing as a choice between universal eth-

nocentrism or relativism if we remain unclear about

what claims of incommensurability amount to. If we

deny the prospect of ‘universal,’ cross-cultural stand-

ards of some kind—or at the very least are alive to the

problems associated with unquestioned commitment to

such standards—it seems that we are then logically

committed to an incommensurable modus vivendi.

This means that all ways of life are equal to one anoth-

er given the absence of any Archimedean standpoint or

objective rationality by which different values and

practices can be evaluated. The prospect of relativism

suggests that no external standards can be used to

judge particular cultural practices as ‘inferior’ or ‘prim-

itive.’ A normative commitment to relativism seems not

only to be inevitable, but ethically necessary if due

respect is to be shown to African faith-based healers

and those who use their services.
But this way of presenting the issue is misleading for

two reasons. First, it conflates two separable claims:

the fact that there are highly problematic comparisons

does not entail the additional claim that no evaluative

comparison is possible. This is particularly evident in
the context of mental health. Different cultures may

reference the same phenomena differently: for one con-

text, the phenomena might be called ‘depression,’ in

another it might be referred to as ‘thinking too

much.’ We might rightly consider whether the phenom-

enon of ‘depression’ is exactly equivalent to ‘thinking

too much’—just as we might rightly question the com-
parative leap involved when a psychiatrist recommends

anti-depressants in a context where it is considered

‘thinking too much’ (i.e., ‘this phenomenon is exactly

the same and demands the treatment that is recom-

mended in Western psychiatry’). We have to be mindful

of constitutive cultural and linguistic meanings implied
even at the descriptive level. But none of these claims

preclude evaluative comparison writ large: the fact that

divergent conceptual schemas and practices can revolve

around a common phenomenon or a common con-

cern—even as the linguistic equivalencies are absent—

presupposes something in common. By implication, the

potential for some evaluative comparison is left open.
Returning to our example, whether diagnosed as

‘depression’ or ‘thinking too much,’ in both cases the

common element is that this condition is seen as

‘unhealthy.’5 The differences lie in the interpretive con-

struct which in turn conditions the importance that is

attributed to the condition and the therapy that is rec-

ommended. The presence of a common element con-
stitutes the foundation for an evaluative comparison

and a search for converging, richer interpretations of

the phenomenon.
Second, claims of incomparability essentialise the

conceptual schemas and practices within culture, char-
acterising these as isolated and self-perpetuating rather

than dynamic, interactive, and evolving. When paired

with the concerns around GMH, this generates a rather

contradictory picture. Post-colonial critiques of GMH

emphasise the need to respect indigenous perspectives

and practices and recognise the harm of the ethnocen-

trism implied in GMH initiatives. Indeed, appreciating
local culture remains, at root, a core animating princi-

ple of transcultural psychiatry. However, such respect

is poorly served through a relativist framework: what a

protectionist picture of static, insular local mental

health practices may emerge which, ironically, would
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be equally at home within colonial perspectives of the
‘primitive.’

The underlying presumption of incomparability in
cultural relativism also has deeper costs. The possibility
of comparison and evaluation is necessary to appreci-
ate and recognise cultural difference in a meaningful
way; it requires pathways to engaging in dialogue and
critical assessment about the respective merits and
shortcomings of different cultures—including one’s
own. However, a relativist framework produces self-
validating ‘enclaves of mutual incomprehension’
(Healy, 2013, p. 268). This is pernicious in a descriptive
sense, insofar as it contradicts the historical reality and
experience of translation, enculturation, and cultural
exchange within Africa, situated within a globalised
world. Even as these experiences are intertwined with
abuses of colonial power and status, they are also close-
ly bound to the negotiation, navigation, and reappro-
priation of power relations, agency, and social norms
in fostering African identity.

Equally, it is pernicious in a normative sense, insofar
as it treats these enclaves of mutual incomprehension
as a valuable state of affairs, removing any positive
obligation to engage in meaningful dialogue of some
form to understand the conceptual schemas and prac-
tices of others. At the heart of relativism is a core ten-
sion between community and tolerance. Typically, the
ethical warrant of relativism is grounded in its potential
to cultivate tolerance for another’s set of beliefs and
conduct. But as Ajei points out, tolerance is in itself
an unstable concept: it presupposes a negative norma-
tive judgement which denotes difference that is rooted
in undesirability, disagreement, disapproval, and a
sense of one’s own superior or better judgement
(Ajei, 2017). Toleration suggests that ‘we remain
respectful of each other in our silos of conviction and
conduct and endure our differences’ but ‘the negative
cast at the onset of our encounter, and conduct to sub-
stantiate this judgment, has the effect of obstructing the
creation of community’ (Ajei, 2017). Erecting barriers
which separate us from different others therefore
becomes a justifiable form of addressing and living
with diversity. By contrast, mutual respect of different
cultures necessarily challenges claims of incomprehen-
sibility premised on the exoticisation of certain practi-
ces and beliefs; recognising the truth and value of
different conceptual schemas stems from aspirations
towards building community through identifying
potential common points of concern, being open to
possibilities of enriched awareness, and learning
through cross-cultural contact.

Given these descriptive and normative problems, we
can pinpoint the conceptual pitfalls of a dichotomised
approach to global mental health, justifying the current
imperative of greater collaboration, integration, and

interdisciplinarity in global mental health discussions
(Bemme & Kirmayer, 2020; Saraceno, 2020).
Approaches focused on either ‘scaling up’ or adopting
culturally specific strategies towards mental health care
and human rights both share a desire to improve the
health and dignity of individuals with mental disorder.
But what is often overlooked and particularly insidious
about an overly dichotomous approach to global
mental health is how both universalist and cultural rel-
ativist positions share the same epistemological orien-
tation at a deeper level. On one hand, there is the
widespread realisation that some form of cultural mod-
esty around mental health is necessary—if not owing to
the imperative to respect cultural difference and local
practices, then for basic pragmatic reasons (such as
optimising the uptake of certain treatments). But such
modesty seems to demand a retreat to relativism pre-
mised on the incomparability of cultures and concep-
tual schemas. On the other hand, our methodological
commitments in the human and social sciences hold
fast to norms of objective validity, where the ideal of
universal repeatability is presumed to guide our
descriptions and analysis of human behaviour and
experience—including that of mental disorder. Either
our commitment to cultural modesty or our model of
scientific knowledge has to give way as a result: what
we might sacrifice in cultural openness we gain in terms
of the putative epistemological soundness of our meth-
odology, or vice versa. Regardless, whether from a rel-
ativist who rejects it or an ethnocentric standpoint that
embraces it, the shared presumption is that ways of
acquiring knowledge of human behaviour and experi-
ence demand methodological adherence to an ideal of
objective validity. They might lead to different conclu-
sions, but ultimately the epistemological orientations of
both share the same misguided starting point.

Unpicking the putative validity of this starting point
will be critical to providing firm conceptual grounding
for recent imperatives to eschew false dichotomies in
global mental health debates and facilitate the genuine
cross-cultural engagement needed to establish fruitful
points of contact between different explanatory
models, conceptual schemas, and practices towards
mental health. Here, the framework of Gadamer’s
(2004) philosophical hermeneutics is central in two
ways, each of which we discuss in turn. First,
Gadamerian hermeneutics poses the critical question
as to whether this model of science—with its epistemo-
logical orientation and the methodological trappings
that follow—is even appropriate when we are dealing
with complex human experience and meanings.
Instead, there is the validation of intersubjective
forms of knowledge, constituted by complex expressive
meanings and divergent but evolving conceptual sche-
mas. Second, this framework provides a dialogical
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model that helps foster an interpretive understanding
of different ways of life, where alterity or ‘otherness’ is
considered a necessary foil for conceptual enrichment
and ethical growth.

Gadamer in Truth and Method presents a critical
challenge to the predominant model of scientific
knowledge within the domain of human affairs. This
model presumes that valid knowledge of human behav-
iours and phenomena comes about through the deploy-
ment of a particular methodology, committed to
epistemic norms of neutrality which effectively
remove the knower from her historical, cultural, and
social context. Only through a stance of impartiality
are we then capable of grasping an object in a unilat-
eral, fixed sense. What this implies is that the interpre-
tive and linguistic domains lack any epistemological
standing in understanding the human sciences: they
are relegated to ‘subjective’ or ‘unreliable’ descriptions
of behaviour or meaning that cannot stand for objec-
tive truth.

Crucially, Gadamerian hermeneutics fundamentally
questions this epistemological stance, suggesting that
the interpretive domain of understanding is in fact
the only grounding we have to come to grips with the
complexity of human meaning and affairs. In other
words, when scientific methodology is upheld as the
standard by which we understand human meaning,
we have effectively adopted the incorrect model of sci-
ence to understand ourselves and others; rather than
achieve an elusive (and impossible) goal of ‘objective
truth,’ we occlude the intellectual orientation that is
necessary to enrich understanding. Truth in the
domain of the human sciences never achieves the final-
ity or control over the object or phenomenon in a way
that mimics the natural sciences, but is ever evolving
and open-ended by virtue of the intersubjective, inter-
pretive, and linguistic dimension that is constitutive of
human meaning and behaviour. Rather than perceiving
the scientific self as a disengaged subject before an
object, Gadamer points to how culture and language
influence our way of perceiving and interpreting the
world. Our understanding of ourselves and the world
is an ongoing conversation, where ‘the conversation
that we are’ brings us into contact with realities of
the past and the present.

In questioning the neutral descriptions of the human
sciences, Gadamer reveals a different framework of
understanding that is premised on dialogical engage-
ment rather than epistemological detachment. Our lin-
guistic descriptions of the human sciences necessarily
have to appeal to basic features of our understanding
of human life—but our appeal to these basic features
can also function as a barrier to understanding differ-
ent ways of life and conceptual schemas. We all have
prejudice in this way: prejudice (literally ‘pre-

judgement’) forms the prism through which we inter-
pret ourselves and our engagement with others and the
world (Gadamer, 2004). Gadamer removes the pejora-
tive connotations of prejudice to point out how they
constitute our way of being, our conceptual schemas,
and our language, forming an unavoidable starting
point which grounds our initial interpretive
understanding.

Dialogical engagement at two levels is required to
further shift our prejudices, enrich our understanding,
and come to a non-distorted grasp of others or phe-
nomena: first the presence of our prejudices and con-
ceptual schemas that orient our intellectual outlooks
needs acknowledgment, so that we can more readily
identify where it is difficult to understand the practices
or conceptual schemas of another. Second, encounters
with ‘alterity’ or otherness function as a necessary trig-
ger for conceptual enrichment and ethical growth—
they bring to the forefront the contingency of that
which we assume as true in our prejudices and concep-
tual schemas. Coming face-to-face with such difference
heightens our awareness of the barriers and various
distortive views that inhibit genuine understanding of
another perspective. Our conceptual schemas necessar-
ily develop and move when we start to question these
barriers as a result of engaging in dialogue with what
seems alien to us. Gadamer describes this process as a
‘fusion of horizons’—where our respective horizons
become expanded and more comprehensive through
acknowledging the potential truth of other forms of
human life (Gadamer, 2004). Through this dialogical
process, our construal of others is enriched in ways that
mean it becomes truer and less distortive—combining
different ways of interpreting the world and what mat-
ters to human beings. In other words, such dialogical
engagement generates a change in one’s own views so
that they now include the possibilities imminent in
what was initially alien.

This approach to dialogue clearly distinguishes a
hermeneutical framework from that of relativism. The
latter suggests that the same proposition might have
different truth values and implies that respect for dif-
ference logically follows. Yet a hermeneutical approach
is not committed to such a misguided claim, nor would
it suggest that this could properly ground genuine
respect for different ways of life. The end game of
‘fusing horizons’ could not be more different. We
acknowledge different vantage points, different ques-
tions that we might ask, different features that stand
out based on our respective orientations towards the
same phenomena, but ultimately, engaging with such
difference is for the purpose of developing an account
that is richer, and more comprehensive or mutually
comprehensible from a broad range of views or hori-
zons (Taylor, 2002). Thus, Gadamer still holds fast to
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the idea that different accounts and descriptions can be

evaluated against one another—some will incorporate

less or more distortion, some will be less or more com-

prehensive, some will have more depth and others more

superficial. Learning and understanding are essentially

works of mediation where new situations are interpre-

tively integrated—even by rejection—into our existing

perceptions to ‘broaden our horizons.’
The process of developing undistorted understand-

ings is not easy, however: the transformative potential

of dialogue contains its own explanation as to why such

dialogue can be so difficult to engage with in the first

place or is often engaged with only superficially. As

discussed in the next section, we need to be alive to

the difficulties inherent to achieving such dialogue in
certain contexts.

Performance of identity and power

dynamics between spheres of healing

The reality is that genuine dialogue towards a fusion of

horizons is highly demanding. Gadamerian hermeneu-

tics is frequently criticised for its overoptimistic depic-

tion of dialogue, where it purportedly misjudges the

extent to which we are willing to undertake the

demanding task of relinquishing our misleading views

of others (Habermas, 1990). Even as Gadamer might

be guilty of this charge to some degree, this framework

nonetheless sheds important light on the barriers to

cross-cultural dialogue—namely our reluctance to

face the identity cost incurred through transformative
engagement with alternative conceptual schemas and

practices. As Taylor writes, ‘Really taking in the

other will involve an identity shift in us. That is why

it is so often resisted and rejected. We have a deep

identity investment in the distorted images we cherish

of others’ (Taylor, 2002, p. 141). Even if this painful

shift is viewed subsequently as better and ultimately

richer, it still means others may be unwilling to under-

take the initial identity cost that comes with genuinely

understanding different standpoints.
The deep tensions inherent to mental health practi-

tioners’ cultural experiences and perceived identity,

particularly within a competitive healing market, illus-

trate well the identity cost in, and the social barriers to,

engaging in the type of transformative dialogue that

fosters a ‘fusion of horizons.’ The motivational barriers

to engaging in dialogue are important to acknowledge

because they reveal the reality that the identity costs of

genuine dialogue are not necessarily distributed evenly

or fairly. How practitioners express their distinctive

healing identities is grounded on complex motives

related to the need to assert one’s influence and

unique services within a competitive health market,

suggesting a potential subjective incentive to empha-
sise, even exaggerate, difference and incommensurabil-
ity. This reveals that it is not necessarily the case that
these different approaches to mental health are incom-
mensurable or that they commit us to a relativist posi-
tion, but rather that there are complex reasons to at
least let it appear as though constructive dialogue
remains impossible, not least to protect and regulate
the boundaries of one’s healing identity.

Numerous studies have shown how mental health
care (and health care more generally) operates in a
complex, sometimes overcrowded market, where prac-
titioners from different traditions of healing compete to
varying degrees to provide services to the public
(Kpobi & Swartz, 2018a; Read, 2017). In relation to
mental health care, non-medical practitioners can feel
the need to distance their own practices from those of
biomedicine by making claims that their approaches
are more in tune with local understandings and spiri-
tual experiences (Asamoah et al., 2014; Kpobi &
Swartz, 2018b; Kpobi et al., 2019). Claims of cultural
efficacy seem to constitute a performance of identity
within a competitive health care domain but could
also be reflective of experiences of the limits of biomed-
ical psychiatric care (Read et al., 2009). By contrast,
biomedical practitioners in the mental health field who
may, like many people globally, simultaneously hold a
range of apparently contradictory beliefs about mental
disorder, its origin and treatments (Swartz, 2008), can
sometimes feel the need to distance themselves as pro-
fessionals from views which could be interpreted as
animistic or unscientific. Consequently, inadvertent
tensions between the practitioners’ cultural experiences
and perceived identity, and their biomedical training
can emerge, particularly for professionals who come
from formerly colonised societies, where the wish to
be seen as cosmopolitan and sophisticated forms part
of a response to racist colonial histories in which local
beliefs were viewed as primitive and dangerous. These
tensions are experienced not only by practitioners but
also by academics and researchers who take on the role
of presenting and representing the ‘other’ to an aca-
demic market in the Global North, whilst at the same
time presenting themselves as able to traverse bound-
aries in a thoughtful and sophisticated manner (Swartz,
2018; Swartz & Marchetti-Mercer, 2018).

Within the non-biomedical healing sector, some
practitioners may wish to denigrate the views of
others in order to accentuate the extent to which they
offer distinctively indigenous or appropriate services.
In a competitive healing economy, successful business
is typically dependent on different levels of identifica-
tion of practitioners with target users. Moreover, indig-
enous and faith healing practices include elements of
everyday experiences and occurrences. Non-biomedical
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healers can be seen as possessing (and indeed empha-
sising) culturally familiar identities which afford them
some level of influence in their communities. This is not
to suggest that non-biomedical practitioners work
purely for profit, as various studies have shown the
commitment to care that many non-medical healers
possess (Abbo, 2011; Akol et al., 2018; Musyimi
et al., 2018). However, in a context where indigenous
and faith practices are construed in dominant thought
as primitive, practitioners sometimes find it necessary
to highlight the distinctive benefits of their methods
over others. Paradoxically, across all sectors (biomed-
ical, indigenous, and faith-based) there may in fact be
greater overlap in beliefs and values than at first
appear. For example, some people express great faith
in biomedicine but also set store by Christian prayer as
a means of healing, and some people who identify as
indigenous healers can also identify as Christians, as
many of the herbalists interviewed by Kpobi, Swartz,
and Omenyo (2019), for example, revealed.

The empirical data thus shows the complex intersec-
tions of identities and motivations that erect the prac-
tical and motivational barriers to engaging in dialogue
amongst mental care practitioners. These practical
challenges, however, do not invalidate the goal of
trying to achieve an enriched understanding of differ-
ent languages and cultures as a normative ideal. But
what they do reveal is the need for a potential concep-
tual framework which can help foster cross-cultural
dialogue and the building of a common healing com-
munity in the context of diversity, as we discuss in the
next section.

Recovery as discovery

The concept of recovery is a potentially fruitful basis
for constructive dialogue and cross-cultural enrichment
in divergent conceptualisations of mental health, but it
requires some critical distance from overly reductive
notions of individual recovery. Discourses of recovery
have understandably focused on the patient, moving
away from a narrow emphasis on clinical outcomes
(i.e., observable, measurable outcomes related to symp-
tom remission and a return to previous functioning) to
person-centred health and individual well-being related
to establishing a meaningful, satisfying life within the
experience of disability and illness (Anthony, 1993;
Davidson et al., 2005b; Slade et al., 2012). However,
the current patient-centred paradigm with its emphasis
on empowering the person as an active partner rather
than passive recipient of care, involved in treatment
planning, decision-making, and leading a productive
life (Mezzich et al., 2016), imports neoliberal traits of
individualism, self-control, rationality, and subjective
choice (Adeponle et al., 2012). This conceptual lens

towards the patient as the subject and owner of recov-
ery broadly presupposes a neoliberal vision of the
person which tends to assume its putative universality,
disregarding its own cultural genealogy.

Though resonant with biopsychosocial approaches,6

this liberal self does not necessarily carry across differ-
ent cultures easily (Adeponle et al., 2012; Aldersey et al.,
2017; Slade et al., 2014). As frequently noted, many
African cultures are committed to a more communitar-
ian self, where the descriptive and normative dimen-
sions of personhood are closely interlinked with one’s
social belonging.7 The communitarianism of African
personhood does not rest on a trivial claim (i.e., one
lives and functions within community) but rather pre-
supposes a deeper relational ontology at three levels: (i)
intrapersonal (that which connects the person to one’s
physical and environmental self); (ii) interpersonal (that
which connects the person to social and familial rela-
tions); and (iii) transpersonal (that which connects the
person to spiritual and ancestral entities) (Gyekye,
1995; Kpanake, 2018; Metz, 2018; Wiredu, 1996).
Personhood as embodied in the interconnected agency
of physical, social, and spiritual essences means that the
treatment and healing from mental disorder will depend
on this holistic framework. Like other cultural con-
texts,8 the communitarianism of African personhood
could therefore be seen to run counter to the individu-
alism implied in the recovery movement, where dis-
courses and disagreement around recovery could
inadvertently replicate the conceptual polarisation we
have argued against throughout this article. The imper-
ative of dialogical engagement is not necessarily embed-
ded in overly individualist accounts of recovery, whilst
the etymology of the term ‘recovery’ seemingly fosters
misleading connotations of regaining certain function-
alities or a return to some kind of subjective equilibri-
um, giving the concept a backward-looking inflection
(Davidson et al., 2005a).

Tensions between African and Western notions of
personhood must not be overexaggerated, though they
do indeed point to some disagreement around the locus
of and type of agency that is entailed in recovery. What
they do indicate is the need for some conceptual refine-
ment to the recovery framework: the integration of dis-
covery can help capture how horizons of healing are
hermeneutically expanded at a subjective, intersubjec-
tive, and conceptual level. What we call recovery as
discovery expresses the open-ended, forward-inflection
that is required to understand multiple dimensions of
illness and healing experiences through intersubjective
dialogue. As such, this refinement of the recovery con-
cept expresses explicitly how healing points to finding
new equilibriums in our perceptions of health. The
dialectical process of discovery is dynamic, and concep-
tual tensions generate growth that resembles an
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upward-moving spiral rather than a linear process,

such that the new equilibrium is not a return or re-

covery to a defined place but a new state, albeit vaguely

resonant of previous states.
Recovery as discovery thus supports and critically

refines the recovery framework, making it constructive

at two levels. At the ‘micro’ level, this concept focuses

on the very real, practical negotiation of the interpre-

tive meanings of social connection, spiritual belonging,

and personhood to foster healing at the individual
level, and which can model the type of interpersonal

engagement that is needed across different healing

strands. At a ‘macro’ level, the concept tracks the

more abstract cross-disciplinary, cross-cultural intellec-

tual dialogue that must occur to overcome false dichot-

omies in the global mental health debate, in order to

foster genuine conceptual reciprocity between Western
and African frameworks of healing.

At the micro level, recovery as discovery does not

foreclose the possible harmony that is both interior to

the self and exterior with regards to how others relate

to the self. Different cultural contexts place varying
emphasis on what this harmony might entail, but prob-

ing deeper one finds a common strand emphasising the

importance of family, restoring social connectedness,

and normative questions about how to live a flourish-

ing life (Adeponle et al., 2012; Aldersey et al., 2017).

Much like the variable terms which cluster around

symptoms broadly defined as ‘depression,’ recovery
across different strands of African healing congregates

around the process of establishing links at a horizontal

level (with family, social relations) and at a vertical

level (with one’s spiritual beliefs and identity), and

the containment of adverse forces and disruption to

harmony (Kpaneke, 2018)—thus making the journey
towards health and well-being a physiological, psycho-

logical, social, and spiritual enterprise. In these con-

texts, the individual’s self-perception is tied to a series

of relations that are visible—community, ethnicity, the

earth, religious affiliation—and invisible—the world of

the transcendent being, spirits, ancestors. The notion of

well-being is grounded on the harmonious dovetailing
of these relations. This suggests that recovery within

the person’s environment may include adjustments in

attitudes and practices that allow persons who do not

fit into the dominant model to live and to thrive,

encouraging a wider approach towards healing that

considers both the individual and her surrounding con-

text as the subject of healing. It accommodates the pos-
sibility of persons undergoing psychiatric care

recurring to other health care streams which provide

the type of moral or spiritual assistance they feel is

absent in mainstream psychiatry (Ae-Ngibise et al.,

2010).

The concept of recovery as discovery thus captures
possibilities where dialogical engagement could be
found and achieved across healing cultures, particu-
larly in how individuals subjectively and intersubjec-
tively negotiate their healing in a nexus of complex
relations through comparative evaluations and
mutual respect across mental health perspectives. For
example, Kpanake (2018) explores a case study in Togo
where a patient navigates the seemingly incommensu-
rable tensions between the beliefs of traditional healing
and his Christian faith. Rather than treat these as
dichotomous modes of recovery, the patient sought a
compromise, involving a family member in the tradi-
tional healing ceremony whilst he followed rituals in
accordance with his spiritual identity. Likewise,
Adeponle et al. (2012) use the example of an individual
whose combination of traditional rites, ceremonies,
and psychiatric treatment led to recovery—not just in
terms of the reduction of psychotic symptoms, but ‘on
both the horizontal plane of family and communal
relations and the vertical plane of relations with ances-
tors’ (p. 121). Thus, patients at the crux of different
healing processes often model the necessary conceptual
and dialogical enrichment that comes through negoti-
ating different facets of the interconnected self. As a
model, it is particularly instructive for health practi-
tioners of whatever stripe in terms of how dialogue
could be negotiated in ways that, on one hand,
acknowledge the depth of one’s commitments, yet on
the other, aspire towards a fusion of horizons with
seemingly divergent discourses around mental health.
Notably, in Kpanake (2018) the clinical team explicitly
acknowledged and accepted the patient’s simultaneous
investment in recovery as defined by the traditional
healer and other congregation members of his
Catholic Church (pp. 210–211). This is not to disregard
the reality of the motivational barriers and identity
costs which can aggravate polarisation amongst practi-
tioners of different health care strands. But those fac-
tors should not orient discussion of the normative aims
and practices of healing and mental health which can
foster some commonality and enhance humane treat-
ments that address the person in a holistic fashion.

At the ‘macro’ level, recovery as discovery describes
the intellectual orientation and dialogue that is needed
to deepen current theorisations and concepts of mental
health and well-being. Above, we cautioned against the
intellectual dogmatism that is implicit in relativist and
universalist positions in the global mental health
debate. The dynamism underlying recovery as discov-
ery demands an intellectual orientation that is open to
dialogical engagement with, and the possibilities immi-
nent within, various conceptual schemas around
mental health, aspiring towards a Gadamerian ‘fusion
of horizons.’ Such a dialogue would not only stop at
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the level of persons and their individual mental health,
but would be extended to questions of how surround-
ing mental health approaches emerge historically, con-
textually, and culturally—thereby enriching common
descriptive and normative language around such prac-
tices. The temptation to treat the human rights
approach in Western psychiatry ahistorically ignores
how more humane practices are a product of historical
circumstance and the ever-developing negotiation of
cultural and intellectual traditions. As such, assump-
tions about the inability of traditional and spiritual
healing practices in Africa to undertake and engage
in a similar dynamic process, to advance more
humane treatment of persons with mental disorders,
are unwarrated.9 In other words, the macro-level
global mental health dialogue we are proposing here
is an open context of discovery where new ideas and
perspectives are discovered and where the context of
justification involves a plurality of interpretive
models. This demands acknowledging the prejudices
that guide one’s intellectual orientation—whether
these be disciplinary or socio-cultural—and ‘testing’
them through engaging with frameworks that seem
other to one’s own.

For example, the increasing biogenetic orientation
in mental health is a pre-judgement that forecloses a
connection to spiritual forms of transcendence as part
of healing the person. Drawing on Philip Rieff’s cultur-
al analysis of the therapeutic turn, Taylor (2007) in A
Secular Age discusses how the transcendent has become
off-limits through the therapeutic lens of modern
Western secularism, whereby the symptoms of mental
illnesses, like depression—melancholy, emptiness,
etc.—are conceived as immanent pathologies of the
individual rather than what were formally perceived
as signs of spiritual misdirection. He writes, ‘a crucial
feature of a purely immanentist therapy is that the cure
of these incapacities is held to involve—or even
demand—our repudiation of, or at least distancing
from, an aspiration to the transcendent, like religious
faith’ (Taylor, 2007, p. 622). But so long as this intel-
lectual ‘distancing’ or ‘repudiation’ occurs, the impor-
tant role of spiritual transcendence and the meaning it
brings for many living with mental disorder will be
disregarded, even within the secular West (Koenig,
2009; Luhrmann, 2013).10 It is through undertaking
the challenge of crossing disciplinary boundaries, of
engaging with intellectual frameworks that focus on
the deeper history, meanings, and significance of spir-
itual therapies, both in the African and Western con-
texts, that the academic lens is better able to
understand the transcendent aspirations of patients
and human beings more generally. Attending to the
spiritual ambitions of patients in their quest to discover
a harmonious condition of being is therefore a useful

resource, not just in the micro sense discussed above.

Indeed, at the macro level, recovery as discovery pro-

motes academic, cross-disciplinary dialogue which fos-

ters an awareness of the historical genealogy and

genuine reciprocity in considering ways that African

conceptual schemas around personhood, social con-

nectedness, and physical and spiritual belonging

could enrich global understandings of healing, health,

and well-being.

Conclusion

Too often, the reality of culturally diverse practices and

beliefs towards mental health is thought to imply the

need to abandon attempts to foster a common purpose

and a sense of global community for fear of perpetu-

ating colonial discourse, and a retreat instead to the

intellectual confines of relativism. But as we have

shown, relativism represents a false comfort: its prob-

lematic epistemological assumptions and normative

implications perpetuate barriers rather than enhance

deeper understanding of the conceptual schemas, prac-

tices, and complex motivations of African populations.
This article has explored the type of interpretive ori-

entation that could foster dialogical engagement with

seemingly incomparable conceptual schemas in global

mental health, whilst not ignoring the very real identity

costs involved in such dialogue. The moral import of

the hermeneutics of recovery as discovery is in its cul-

tivation of genuine reciprocity and humility towards

African conceptual schemas, including appeals to spir-

itual forms of transcendence. The ‘Global’ in global

mental health, if taken seriously, requires a framework

which assumes that there is a ‘global’ community: in

the very etymology of community (communitas), cum

munere underlines witness (cum) and reciprocity of

giving and receiving (munere), whereas the contrary—

‘im-mune’—denotes isolation and non-exchange.

Implicit in any coherent global mental health agenda

therefore should be the idea of the pursuit of together-

ness that is not monolithic but a communion of diver-

sities, where we make space for the question of: ‘What

can African thought and practice teach us?’ As Appiah

(2006) rightly describes, why ‘cosmopolitans don’t

insist that everyone become cosmopolitan’ is because

‘[t]hey know they don’t have all the answers. They’re

humble enough to think that they might learn from

strangers; not too humble to think that strangers

can’t learn from them’ (p. 32).
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Notes

1. There has been some important progress to reduce this

stark dichotomisation in discussions of global mental

health: see Bemme & Kirmayer, 2020; Lovell et al.,

2019; Patel et al., 2018. Even as these are welcome devel-

opments, the temptation to revert back to a dichotomised

approach remains; see Cosgrove et al.’s (2020) critique of

the Lancet Commission and the charge that the

Commission continues to reinforce a biomedical model.

Moreover, the growth of psychiatric genomics research is

important to highlight as potentially exacerbating divi-

sions between adherents to biomedical and more

holistic explanatory models of mental illness (see Kong

et al., 2017). Although the Lancet Commission 2018

referred to a dimensional approach to mental

disorder, the prioritisation of psychiatric genomics

research (both financial and intellectual) has crystallised

a reductive, highly physicalist notion of mental

disorder, exacerbating the universal vs. relativist framing

implicitly. The concept of dimensionality as a diagnostic

tool has already been utilised by behavioural psycholo-

gists to reiterate the predictive nature of genetics in

behavioural traits—see Craddock & Owen (2010);

Kong (forthcoming); Krapohl et al. (2018); Plomin

(2019). Global projects in psychiatric genomics spear-

headed by Western academic consortiums may also

have an important impact on the way in which African

psychiatrists and other mental health practitioners under-

stand mental illness causality and engage with patients,

potentially reinforcing a rigid biomedical model in order

to be taken seriously professionally—see Akinyemi et al.

(2016); Kamaara et al. (2020); Kong (2018); Mulder et al.

(2018).
2. We are not attaching geo-cultural signifiers to biomedical

and faith-based approaches to mental health, though our

concern revolves around the relationship between

African indigenous forms of healing and the biomedical

approach in psychiatry that is seen to be part of the

corpus of Western scientific knowledge. It is important

to acknowledge differences between the divergent

conceptual schemas and their substantive commitments

in order to facilitate genuine understanding and concep-

tual engagement (see Kong, 2018).
3. We differentiate between the GMH approach and global

mental health in the following way: as outlined in the first

section, GMH refers to a particular academic and policy-

oriented discussion (sometimes described as the

Movement for Global Mental Health) which presupposes

the legitimacy of ‘scaling up’ psychiatric treatments as a

response to statistical analyses of the treatment gap

between physical and mental health treatments. Global

mental health as a scholarly approach, by contrast, does

not necessarily start with the GMH presuppositions and

we take it to be concerned with the cross-cultural explo-

ration of mental health conceptualisation, treatment, and

their justification in different contexts, thereby encom-

passing the concerns of transcultural psychiatry.

4. As Bemme and Kirmayer (2020) rightly note: “Of course,

focusing on culture in mental health care may not ensure

effective care, just as universalism and globality do not

always lead to the erasure of meaningful difference; both

cultural specificity and claims of universality can be

mobilized to different ends” (p. 13).
5. Importantly, psychiatric nosology is based on a consen-

sus rather than any formal validation of the features

which characterise common mental disorders. A condi-

tion like depression is defined by that consensus, sup-

ported by evidence generated out of the ‘West’—and as

such, could be narrowly conceived as a ‘Western’ con-

struct. Beyond the rather straightforward question of

whether putative linguistic equivalents exist in different

contexts (i.e., ‘thinking too much’), there is the more cru-

cial question of whether those prospective equivalents

correspond to the same phenomenon as depression,

which then orients discussions about whether and how

definitional/practical adaptations are negotiated, rather

than the exoticisation of African mental health

approaches. Our thanks to an anonymous reviewer for

raising this important point.
6. Which increasingly veer towards patient rights and

autonomy.
7. This is not to suggest that African cultures are homoge-

neous, and the diversity of African cultures is important

to recognise. However, we follow Gyekye (1995) and

Kanu (2013) that there are certain patterns in the cosmo-

logical beliefs, conceptual schemas, and practices that can

warrant some broad generalisation regarding notable

common features. And of course, communitarianism

does exist within Western conceptual schemas, but not

necessarily with the same ontological presumptions sur-

rounding the person.
8. Such as the Maori in New Zealand and the indigenous

peoples in Canada: see Kirmayer & Valaskakis (2008);

Lavallee & Poole (2010); Mental Health Commission

(1999); O’Hagan, et al. (2012).
9. Our thanks to an anonymous reviewer for making this

point.
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10. See, for example, the legal judgment in England and
Wales, Wye Valley NHS Trust v B [2015] EWCOP 60.

References

Abbo, C. (2011). Profiles and outcome of traditional healing
practices for severe mental illnesses in two districts of
Eastern Uganda. Global Health Action, 4(1), 7117.

Adeponle, A. B., Whitley, R., & Kirmayer, L. J. (2012).
Cultural contexts and constructions of recovery. In A.
Rudnick (Ed.), Recovery of people with mental illness:

Philosophical and related perspectives (pp. 109–132).
Oxford: Oxford University Press.

Ae-Ngibise, K., Cooper, S., Adiibokah, E., Akpalu, B.,
Lund, C., Doku, V., & Mhapp
Research Programme Consortium. (2010). ‘Whether you
like it or not people with mental problems are going to go
to them’: A qualitative exploration into the widespread
use of traditional and faith healers in the provision of
mental health care in Ghana. International Review of

Psychiatry, 22(6), 558–567.
Ajei, M. O. (2017). Tolerance, consensus, and community:

An African perspective. 21st Century Global Dynamics,

10(86). 28 December. https://www.21global.ucsb.edu/
global-e/december-2017/tolerance-consensus-and-commu
nity-african-perspective

Akinyemi, R. O., Owolabi, M. O., Oyeniyi, T., Ovbiagele, B.,
Arnett, D. K., Tiwari, H. K., . . . & SIREN group of
H3Africa Consortium. (2016). Neurogenomics in Africa:
Perspectives, progress, possibilities and priorities. Journal
of the Neurological Sciences, 366, 213–223.

Akol, A., Moland, K. M., Babirye, J. N., & Engebretsen, I.
(2018). “We are like co-wives”: Traditional healers’ views
on collaborating with the formal child and adolescent
mental health system in Uganda. BMC Health Services

Research, 18(1), 258. https://doi.org/10.1186/s12913-018-
3063-4

Aldersey, H. M., Adeponle, A. B., & Whitley, R. (2017).
Diverse approaches to recovery from severe mental illness.
In R. G. White, S. Jain, D. M. Orr, & U. M. Read. (Eds.),
The Palgrave Handbook of Sociocultural Perspectives on

Global Mental Health (pp. 109–127). London: Palgrave
Macmillan.

Anthony, W. A. (1993). Recovery from mental illness: The
guiding vision of the mental health service system in the
1990s. Psychosocial Rehabilitation Journal, 16(4), 521–538.

Appiah, K. A. (2006). The case for contamination. New York

Times Magazine, 1, 32.
Arias, D., Taylor, L., Ofori-Atta, A., & Bradley, E. H. (2016).

Prayer camps and biomedical care in Ghana: Is collabo-
ration in mental health care possible? PLoS ONE, 11(9),
e0162305. https://doi.org/10.1371/journal. pone.0162305

Asamoah, M. K., Osafo, J., & Agyapong, I. (2014). The role
of Pentecostal clergy in mental health-care delivery in
Ghana.Mental Health, Religion & Culture, 17(6), 601–614.

Bemme, D., & Kirmayer, L. J. (2020). Global mental health:

interdisciplinary challenges for a field in motion.
Transcultural Psychiatry 57(1), 3–18.

Bemme, D., & D’souza, N. A. (2014). Global mental health
and its discontents: An inquiry into the making of global
and local scale. Transcultural Psychiatry, 51(6), 850–874.

Chang, R. (Ed.). (1997). Incommensurability, incomparability,

and practical reason. Cambridge: Harvard University
Press.

Cooper, S. (2016). “How I floated on gentle webs of being”:
Psychiatrists stories about the mental health treatment gap
in Africa. Culture, Medicine, and Psychiatry, 40(3),
307–337.

Cosgrove, L., Mills, C., Karter, J. M., Mehta, A., & Kalathil,
J. (2020). A critical review of the Lancet Commission on
global mental health and sustainable development: Time
for a paradigm change. Critical Public Health, 30(5),
624–631.

Craddock, N., & Owen, M. J. (2010). The Kraepelinian
dichotomy – Going, going . . . but still not gone. The

British Journal of Psychiatry, 196(2), 92–95.
Davidson, L., O’Connell, M. J., Tondora, J., Lawless, M., &

Evans, A. C. (2005a). In L. Davidson, C. Harding, & L.
Spaniol (Eds.), Recovery from severe mental illnesses:

Research evidence and implications for practice, Vol. 1

(pp. 5–26). Boston: Center for Psychiatric Rehabilitation.
Davidson, L., O’Connell, M. J., Tondora, J., Staeheli, M., &

Evans, A. C. (2005b). Recovery in serious mental illness:
Paradigm shift or shibboleth?

Edwards, J. (2014). Ghana’s mental health patients confined
to prayer camps. The Lancet, 383(9911), 15–16.

Gadamer, H. G. (2004). Truth and method. Trans. and ed. J.
Weinsheimer & D. G. Marshall. Bloomsbury: Bloomsbury
Publishing.

Gyekye, K. (1995). An essay on African philosophical thought:

The Akan conceptual scheme. Philadelphia: Temple
University Press.

Habermas, J. (1990). A review of Gadamer’s Truth and
Method. In G. L. Ormiston, & A. D. Schrift. (Eds.), The
hermeneutic tradition: From Ast to Ricoeur (pp. 213–244).
Albany: SUNY Press.

Healy, P. (2013). Overcoming incommensurability through
intercultural dialogue. Cosmos and History: The Journal

of Natural and Social Philosophy, 9(1), 265–281.
Jain, S., & Orr, D. M. (2016). Ethnographic perspectives on

global mental health. Transcultural Psychiatry, 53(6),
685–695.

Kahissay, M. H., Fenta, T. G., & Boon, H. (2017). Beliefs
and perception of ill-health causation: A socio-cultural
qualitative study in rural North-Eastern Ethiopia. BMC

Public Health, 17(1), 124.
Kamaara, E., Kong, C., & Campbell, M. (2020). Prioritising

African perspectives in psychiatric genomics research:
Issues of translation and informed consent. Developing

World Bioethics, 20(3), 139–149.
Kanu, I. A. (2013). The dimensions of African cosmology.

Filosofia Theoretica: Journal of African Philosophy,

Culture and Religions, 2(2), 533–555.
Kirmayer, L. J., & Pedersen, D. (2014). Toward a new archi-

tecture for global mental health. Transcultural Psychiatry,
51(6), 759–776.

12 Transcultural Psychiatry 0(0)

https://www.21global.ucsb.edu/global-e/december-2017/tolerance-consensus-and-community-african-perspective
https://www.21global.ucsb.edu/global-e/december-2017/tolerance-consensus-and-community-african-perspective
https://www.21global.ucsb.edu/global-e/december-2017/tolerance-consensus-and-community-african-perspective
https://doi.org/10.1186/s12913-018-3063-4
https://doi.org/10.1186/s12913-018-3063-4
https://doi.org/10.1371/journal. pone.0162305


Kirmayer, L. J., & Swartz, L. (2013). Culture and global

mental health. In V. Patel, H. Minas, A. Cohen, & M. J.

Prince (Eds.). Global mental health: principles and practice

(pp. 41–62). Oxford: Oxford University Press.
Kirmayer, L. J., & Valaskakis, G. G. (Eds.). (2009). Healing

traditions: The mental health of Aboriginal peoples in

Canada. Vancouver: UBC Press.
Kleinman, A. (2009). Global mental health: A failure of

humanity. The Lancet, 374(9690), 603–604.
Koenig, H. G. (2009). Research on religion, spirituality, and

mental health: A review. The Canadian Journal of

Psychiatry, 54(5), 283–291.
Kong, C. (2018). Cultural translation, human meaning, and

genes: Why interpretation matters in psychiatric genomics.

In Y. A. Frimpong-Mansoh & C. A. Atuire (Eds.),

Bioethics in Africa: Theories and praxis (pp. 95–112).

Wilmington: Vernon Press.
Kong, C. (forthcoming). Balancing prevention and respect:

The ethical stakes of a psychiatric genomics lens for

mental disorder and intellectual disability. In E. E.

Tsermpini, G. P. Patrinos, & M. Alda, (Eds.),

Psychiatric genomics. Elsevier.
Kong, C., Dunn, M., & Parker, M. (2017). Psychiatric geno-

mics and mental health treatment: Setting the ethical

agenda. The American Journal of Bioethics, 17(4), 3–12.
Kozuki, Y., & Kennedy, M. G. (2004). Cultural incommen-

surability in psychodynamic psychotherapy in

Western and Japanese traditions. Journal of Nursing

Scholarship, 36(1), 30–38.
Kpanake, L. (2018). Cultural concepts of the person and

mental health in Africa. Transcultural Psychiatry, 55(2),

198–218.
Kpobi, L., & Swartz, L. (2018a). Implications of healing

power and positioning for collaboration between formal

mental health services and traditional/alternative medi-

cine: The case of Ghana. Global Health Action, 11(1),

1445333. https://doi.org/10.1080/16549716.2018.1445333
Kpobi, L., & Swartz, L. (2018b). ‘That is how the real mad

people behave’: Beliefs about and treatment of mental

disorders by traditional medicine-men in Accra, Ghana.

International Journal of Social Psychiatry, 64(4), 309–316.
Kpobi, L. N., Swartz, L., & Omenyo, C. N. (2019).

Traditional herbalists’ methods of treating mental disor-

ders in Ghana. Transcultural Psychiatry, 56(1), 250–266.
Krapohl, E., Patel, H., Newhouse, S., Curtis, C. J., von

Stumm, S., Dale, P. S., . . . & Plomin, R. (2018). Multi-

polygenic score approach to trait prediction. Molecular

Psychiatry, 23(5), 1368–1374.
Kyei, J. J., Dueck, A., Indart, M. J., & Nyarko, N. Y. (2014).

Supernatural belief systems, mental health and percep-

tions of mental disorders in Ghana. International Journal

of Culture and Mental Health, 7(2), 137–151.
Lavallee, L. F., & Poole, J. M. (2010). Beyond recovery:

Colonization, health and healing for Indigenous people

in Canada. International Journal of Mental Health and

Addiction, 8(2), 271–281.
Lovell, A. M., Read, U. M., & Lang, C. (2019). Genealogies

and anthropologies of global mental health. Culture,

Medicine, and Psychiatry 43, 519–547.

Luhrmann, T. M. (2013). Making God real and making God

good: Some mechanisms through which prayer may con-

tribute to healing. Transcultural Psychiatry, 50(5),

707–725.
Lund, C., Tomlinson, M., De Silva, M., Fekadu, A.,

Shidhaye, R., Jordans, M., . . . & Thornicroft, G. (2012).

PRIME: A programme to reduce the treatment gap for

mental disorders in five low-and middle-income countries.

PLoS Medicine, 9(12), e1001359.
Mascayano, F., Toso-Salman, J., Ho, Y. C. S., Dev, S.,

Tapia, T., Thornicroft, G., . . . & Susser, E. (2020).

Including culture in programs to reduce stigma toward

people with mental disorders in low-and middle-income

countries. Transcultural Psychiatry, 57(1), 140–160.
Mental Health Commission. (1999). New Zealand’s National

Mental Health Strategy; review of progress 1994–1999.

Dublin: Mental Health Commission.
Metz, T. (2018). What is the essence of an essence?

Comparing Afro-relational and Western-individualist

ontologies. Synthesis Philosophica, 33(1), 209–224.
Mezzich, J. E., Botbol, M., Christodoulou, G. N., Cloninger,

C. R., & Salloum, I. M. (2016). Introduction to person-

centred psychiatry. In Mezzich, J. E., Botbol, M.,

Christodoulou, G. N., Cloninger, C. R., & Salloum, I.

M. (Eds.), Person centered psychiatry (pp. 1–15). Berlin:

Springer.
Mfoafo-M’Carthy, M., & Sossou, M. A. (2017). Stigma, dis-

crimination, and social exclusion of the mentally ill: The

case of Ghana. Journal of Human Rights and Social Work,

2(4), 128–133.
Mills, C. (2014). Decolonizing global mental health: The psy-

chiatrization of the majority world. London: Routledge.
Mulder, N., Abimiku, A. L., Adebamowo, S. N., de Vries, J.,

Matimba, A., Olowoyo, P., . . . & Stein, D. J. (2018).

H3Africa: Current perspectives. Pharmacogenomics and

Personalized Medicine, 11, 59. International Review of

Psychiatry, 24(1), 56–63.
Musyimi, C. W., Mutiso, V. N., Loeffen, L., Krumeich, A., &

Ndetei, D. M. (2018). Exploring mental health practice

among Traditional health practitioners: A qualitative

study in rural Kenya. BMC Complementary and

Alternative Medicine, 18, 344. https://doi.org/10.1186/

s12906-018-2393-4
Ofori-Atta, A., Attafuah, J., Jack, H., Baning, F.,

Rosenheck, R., & Joining Forces Research Consortium.

(2018). Joining psychiatric care and faith healing in a

prayer camp in Ghana: Randomised trial. The British

Journal of Psychiatry, 212(1), 34–41.
O’Hagan, M., Reynolds, P., & Smith, C. (2012). Recovery in

New Zealand: An evolving concept?
Omonzejele, P. F. (2008). African concepts of health,

disease, and treatment: An ethical inquiry. Explore, 4(2),

120–126.
Patel, V. (1995). Explanatory models of mental illness in sub-

Saharan Africa. Social Science & Medicine, 40(9), 1291–1298.
Patel, V. (2014). Why mental health matters to global health.

Transcultural Psychiatry, 51(6), 777–789.
Patel, V., Saxena, S., Lund, C., Thornicroft, G., Baingana,

F., Bolton, P., . . . & Herrman, H. (2018). The Lancet

Kong et al. 13

https://doi.org/10.1080/16549716.2018.1445333
https://doi.org/10.1186/s12906-018-2393-4
https://doi.org/10.1186/s12906-018-2393-4


Commission on global mental health and sustainable

development. The Lancet, 392(10157), 1553–1598.
Plomin R. (2019). Blueprint: How DNA makes us who we are.

Cambridge: MIT Press.
Read, U. M. (2017). “Doctor sickness” or “pastor sickness”?

Contested domains of healing power in the treatment of

mental illness in Kintampo, Ghana. In H. Basu, R.

Littlewood, & A. S. Steinforth (Eds.), Spirit and mind:

Mental health at the intersection of religion and psychiatry

(pp. 167–188). Münster: LIT Verlag.
Read, U. M. (2019). Rights as relationships: Collaborating

with faith healers in community mental health in Ghana.

Culture, Medicine, and Psychiatry, 43(4), 613–635.
Read, U. M., Adiibokah, E., & Nyame, S. (2009). Local suf-

fering and the global discourse of mental health and

human rights: An ethnographic study of responses to

mental illness in rural Ghana. Globalization and Health,

5(1), 1–16.
Saraceno, B. (2020). Rethinking global mental health and its

priorities. Epidemiology and Psychiatric Sciences, 29(e64),

1–3.
Slade, M., Adams, N., & O’Hagan, M. (2012). Recovery: Past

progress and future challenges. International Review of

Psychiatry, 24(1), 1–4, https://doi.org/ 10.3109/09540261.

2011.644847
Slade, M., Amering, M., Farkas, M., Hamilton, B., O’Hagan,

M., Panther, G., . . . & Whitley, R. (2014). Uses and

abuses of recovery: Implementing recovery-oriented prac-

tices in mental health systems. World Psychiatry, 13(1),

12–20.
Sorsdahl, K. R., Flisher, A. J., Wilson, Z., & Stein, D. J.

(2010). Explanatory models of mental disorders and treat-

ment practices among traditional healers in Mpumulanga,

South Africa. African Journal of Psychiatry, 13(4), 284–

290.
Spiro, M. E. (1986). Cultural relativism and the future of

anthropology. Cultural Anthropology, 1(3), 259–286.
Summerfield, D. (2012). Afterword: Against “global mental

health”. Transcultural psychiatry, 49(3–4), 519–530.
Swartz, L. (2008). Globalisation and mental health: Changing

views of culture and society. Global Social Policy, 8,

304–308.
Swartz, L. (2018). Representing disability and development in

the global south. BMJ Medical Humanities, 44, 281–284.

https://doi.org/10.1136/medhum-2018-011484
Swartz, L., & Marchetti-Mercer, M. (2018). Disabling Africa:

The power of depiction and the benefits of discomfort.

Disability and Society, 33, 482–486. https://doi.org/10.

1080/02684527.2017.1400240
Taylor, C. (2002). Gadamer on the human sciences. In R. J.

Dostal (Ed.), The Cambridge Companion to Gadamer (pp.

126–142). Cambridge: Cambridge University Press.

Taylor, C. (2007). A secular age. Cambridge: Harvard

University Press.
Venkatapuram, S. (2010). Global justice and the social deter-

minants of health. Ethics & International Affairs, 24(2),

119–130.

White, R. G., Orr, D. M., Read, U. M., & Jain, S. (2017).

Situating global mental health: Sociocultural perspectives.

In R. G. White, S. Jain, D.M. Orr, & U. M. Read (Eds.),

The Palgrave Handbook of Sociocultural Perspectives on

Global Mental Health (pp. 1–27). London: Palgrave

Macmillan.
Whitley, R. (2015). Global mental health: Concepts, conflicts

and controversies. Epidemiology and Psychiatric Sciences,

24(4), 285–291.
Wiredu, K. (1996). Cultural universals and particulars: An

African perspective. Bloomington: Indiana University

Press.
Wye Valley NHS Trust v B [2015] EWCOP 60.

Camillia Kong is a philosopher and Senior Research

Fellow based at the Institute for Crime and Justice

Policy Research, Birkbeck College, University of

London. Her research focuses on the medico-legal con-

ceptualisation of mental capacity, the ethics of psychi-

atry and psychiatric genomics, and the hermeneutics

and phenomenology of mental disorder, with a partic-

ular interest in intersections between Western and

African normative thought and practice. She is current-

ly the Principal Investigator of the Judging Values and

Participation in Mental Capacity Law project and is the

author of Mental Capacity in Relationship: Decision-

Making, Dialogue, and Autonomy (Cambridge

University Press, 2017).

Megan Campbell is a counselling psychologist and

associate professor of psychology at Rhodes

University. She is interested in explanatory illness

models and language. Over the years, she has also pub-

lished in the areas of ethics of psychiatric genomics and

stigma and mental illness.

Lily Kpobi is a clinical psychologist and researcher at

the Department of Psychology, University of Ghana.

She is interested in understanding the interplay between

religion, culture, and mental health care. Her published

work has included examining indigenous mental health

systems with a particular focus on collaboration

between various health systems. Currently, she is co-

investigator on a study exploring the use of local con-

temporary arts in the co-production of mental health

interventions in Ghana.

Leslie Swartz is a clinical psychologist and professor of

psychology at Stellenbosch University. His work focus-

es on mental health and disability issues, with a partic-

ular focus on questions of access in sub-Saharan

Africa. His most recent book is the co-edited

14 Transcultural Psychiatry 0(0)

https://doi.org/ 10.3109/09540261.2011.644847
https://doi.org/ 10.3109/09540261.2011.644847
https://doi.org/10.1136/medhum-2018-011484
https://doi.org/10.1080/02684527.2017.1400240
https://doi.org/10.1080/02684527.2017.1400240


Palgrave Handbook of Disability and Citizenship in the
Global South. The co-edited Physical Disability and
Sexuality: Stories from South Africa is due for publica-
tion by Palgrave in 2020. A memoir dealing with care
and end of life issues, entitled How I Lost My Mother,
will be published by Wits University Press in April
2021.

Caesar Atuire is a bioethicist and a Senior Lecturer in
the Philosophy and Classics Department at the

University of Ghana, Legon. Dr. Atuire’s areas of
research are the epistemic and normative frameworks
of health and health care from African philosophical
perspectives. He is currently the Principal Investigator
of a study into the frameworks of attitudes towards
psychosis in Ghana. He is co-editor of the volume
Bioethics in Africa: Theories and Praxis.

Kong et al. 15


