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It is for me an honor to be here today, as the discussant of Dr. Mezzich’s presentation.

In the next few minutes, I will highlight the most relevant aspects of his talk keeping into

account his overall contribution to the mental health field not only in the US but also

worldwide. Dr. Mezzich has been a pioneer in recognizing the importance and role of

society and culture in shaping the etiology, diagnosis, and treatment of mental health

conditions cross-culturally.

Dr. Mezzich and his colleagues, have built a bridge between our understanding of the

biological causes of disease and the way through which society/culture actually assigns

illness with meaning. Along with psychiatrists, psychologists, cultural epidemiologists,

public health practitioners and medical anthropologists, Dr. Mezzich has steadily worked

on questioning uni-dimensional pathways of disease, as well as in broadening the

spectrum of health by making a reality the WHO’s statement of 1999: there is no health

without mental health. His work has promoted respect and appreciation for cultural

diversity, within an ecological framework that proposes multiple interactive levels. In

addition, the career and work of Dr. Mezzich has challenged the validity of ethnocentric

models of mental health care that tend to dissociate etiology, diagnosis and symptoms

from the context of people’s lives.

In his presentation, Dr. Mezzich examined the overstated role of pathology as the

target of health care agendas by coining the concept of “positive health” as opposed to “ill

health”.1 This concept relies on a holistic paradigm, and is etymologically anchored on the

idea of wholeness as supported by the WHO. Two of Dr. Mezzich’s outstanding

                                                
1 From the article “Positive Health: Conceptual Place, Dimensions and Implications” published in
Psychopathology, 2005, 38 (4):177-9.
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contributions, that I will examine next, are: the formulation of comprehensive diagnostic

models, and his critical review of American standards of psychiatric diagnosis.

Comprehensive Diagnostic models: Addressing the Tension Between Worldwide

Paradigms and Local Needs

Dr. Messich argues for culturally competent diagnostic systems, a practice that has

been developed by Latin American psychiatrists and that has given origin to the Latin

American Guide of Psychiatric Diagnosis. He has been a pioneer in pointing out the

challenges of an increasingly multicultural society, and the problem of standardized

single-procedures of diagnosis. In the article “the Latin American Guide for Psychiatric

Diagnosis, a Cultural Overview” Dr. Mezzich reviews the cultural validity of standardized

diagnostic tools proposing cutting-edge worldwide diagnostic systems, supported by the

standardized multiaxial formulation and the personalized idiographic formulations.

Reviewing American Standards of Psychiatric Diagnosis

In the 1990s, Dr. Juan Mezzich joined a scholarly independent NIMH workgroup on

Culture and Diagnosis, aimed at formulating guidelines for the fourth edition of the

Diagnostic and Statistical Manual of Mental Disorders (DSM-IV-TR) Outline for

Cultural Formulation. 2  By working as a team, Dr. Mezzich and other prominent scholars

and professionals summarized long-term efforts aimed at bringing culture into the fourth

edition of the Manual. In the article the Place of Culture in DSM-IV (1999) Mezzich and

his colleagues reveal the process and outcomes through which they enhanced the cultural

validity of the DSM-IV, and the tensions and negotiations that actually occurred in trying

to incorporate cultural knowledge, contextualization of illness and the multi-dimensional

expressions of distress that take place cross-culturally. Dr. Mezzich and his colleagues

observe that in spite of the efforts to include a glossary of culture-bound syndromes and

idioms of distress, as well as an outline for cultural formulation, the final manual did not

                                                
2 Mezzich and his colleagues note that the divorce of the glossary of culture bound syndromes from the
body of the DSM-IV text, as well as the exclusion of Western culture-bound syndromes, had the effect
of rendering the glossary a “museum of exotica”.



3

include proposals to challenge universalistic “nosological assumptions” while

marginalized those that contextualized illness, diagnosis and care.

Please note that concepts and knowledge that we now take for granted, such as

“patients’ cultural beliefs regarding illness and pain”, or “culture-bound syndromes”,

which allude to culturally specific mental disorders, have entered the public health

vocabulary thanks to the key contribution of Mezzich and his colleagues.

1) Person-centered Models of Diagnosis and Treatment in a Cultural Context

Dr. Mezzich is an adamant advocate of acknowledging the importance of culture, not

as a fixed, unchanged trait but as a set of values, beliefs and dispositions that are

contextualized according to patients’ social interactions, living circumstances and their

urban milieu. In the Place of Culture… he and his colleagues state that:

“Although the cultural perspective is primarily concerned with understanding human

problems, illness, and suffering contextually, the biomedical nosological enterprise is

traditionally committed to abstracting the assumed "basic" patterns of distress in a way

that allows disorders to be studied in and of themselves, divorced from context.”

2) Challenging the Notion of Culture as Foreigners’ Attribute and as a “Risk”

Dr. Mezzich questions the value-free concept of western scientific knowledge, by

stating that all societies rely on their cultural values to label health and disease. Mental

syndromes are shaped by culture, but not only as the “culture of the other” but also by

mainstream cultural values. Dr. Mezzich and his colleagues stress the importance of

including Western culture-related syndromes (e.g., anorexia nervosa and multiple

personality disorders) in standard glossaries of culture-bound syndromes. These

pathologies are also identified and linked to specific features of Western countries and of

highly westernized segments in urban milieus.3

                                                
3 As renowned psychiatrist and medical anthropologist, Arthur Kleiman asserts: There are psychiatric
syndromes unique to Western industrialized societies. “Anorexia nervosa seems as culture-bound to America
and similar in industrialized cultures as the amok is to Malaysia.”
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In mainstream thought, culture is like another problem we have to deal with and

fix, as if the “others” and not “us” were imprinted with cultural traits. Culture then

becomes a risk factor. For example, the “problem” is posed by the cultural barriers that

immigrants have, or by the ones who do not adapt to mainstream society, let’s say drug

users, street gangs, and so on.  So we tend to blame others’ culture as the barrier for

successful health outcomes and social integration. As Susan James (2002:103) argues in

the case of Azorean immigrants who suffer from “agonias”: “Thus if a patient does not fit

the paradigm, the generalizability of the theory is not questioned, but rather the ability of the

patient to have a valid experience is contested.” In addition, by emphasizing the negative

aspects of culture we tend to ignore the positive impact of diverse cultural values on

health outcomes. For example, as noted by Dr. Mezzich, we should consider the ritualistic

use of music and dancing amidst many indigenous groups and Latino populations, which

play a crucial role in promoting holistic ways of healing and health maintenance

strategies.

3) Contextual Cultural Factors and their Influence on Mental Health

In an article entitled “Culture and Urban Mental Health” (Psychiatr Clin North Am,

2001:581) Caracci and Mezzich asked themselves: How do urban realities and cultural issues

differ or not in New York and Jakarta? And they argue that:

 “Every city has a variety of unwritten cultural norms that permeate every aspect of its

mental health. Unless these norms are understood within the dynamic structure of city

living, any attempt to intervene on mental health programs will be doomed to failure.

Understanding the cultural blueprint of a city, however, is only the first step, as we need

to shed our cultural assumptions while we consider contextual socioeconomic and political

factors for each city.”… “Urban mental health is poised to be one of the central issues for

the next few decades, because of the size of the world urban population and because of the

protean nature of its problems. Cultural factors interplay with urban dynamics in a

unique, at times creative, other times destructive, fashion. Under conditions of

socioeconomic disadvantage vulnerable individuals who lack adaptive mechanisms may

become mentally ill or experience an exacerbation of their mental illness. Understanding
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how cultural dynamics articulate with adaptation to urban life may greatly enhance our

ability to properly assess and treat mental disorders in cities. In the assessment and

treatment of patients living in urban areas contextual cultural factors rather than being

merely complementary assume a preeminent if not crucial role.”

Example: Post-traumatic Stress Disorders

In order to illustrate the relevance of the previous quotation, I will briefly

comment on the literature on post-traumatic stress disorders, which has provided a

unique contribution to our understanding of refugees’ mental health illness. However, it

has understated the existence of a “refugee culture” and of a “welfare culture” in recipient

societies. As my colleague Elzbieta M. Gozdziak points out, refugees’ traumas are not

entirely due to the violent conditions they have experienced previously to their migration

to the US but are sometimes created, and exacerbated, by the structural constraints they

encounter here.

In my own words, refugees not only do carry post traumatic stress disorders from

their countries of origin, but they may also experience post-traumatic reception disorders

due to the stressors of their everyday life in the US, including downward mobility and

status depreciation, interpersonal exchanges with welfare agencies that mistreat them,

language barriers, and unemployment, among others.

Solutions: Cultural Formulation Guidelines

Dr. Mezzich has designed comprehensive diagnostic models that integrate

standardized multiaxial formulations (illness, disabilities, contextual factor and quality of

life) as well as idiographic personalized formulations (obtained in interaction with

clinicians, patient and family). As noted in his presentation, Dr. Mezzich proposes

multiple interactive levels that follow the paradigm of ecological and cultural

epidemiology, and which encompass the following dimensions:

1. Cultural identity of the individual, including reference group.

2. Cultural explanations of the individual’s illness (idioms of distress, explanatory

models)



6

3. Cultural factors related to psychosocial environment and levels of functioning

(social support and stigma)

4. Cultural elements of the relationship between the individual and the clinician (e.g.,

authority, dependency, transference and counter transference).

Conclusions

I want to end my presentation by reading an excerpt from the article the Place of

Culture in DSM-IV, where Dr. Mezzich and his colleagues state the following:4

“The DSM (Diagnostic and Statistical Manual) has traditionally concentrated on

pathology conceptualized as rooted and fixed in the biological individual. This

ignores the way in which many psychiatric problems are not only substantially more

prevalent among individuals facing social disadvantage but, in important ways,

constituted by those same economic, family, social, and cultural predicaments

(Desjarlais, et al., 1995; Kirmayer, 1989; Littlewood, 1993). It is instructive in this

regard to read in the Introduction to the WHO's 1995 World Health Report (WHO,

1995) that poverty is the chief cause of mortality and morbidity in the world. To the

extent that individuals' problems are manifestations of larger social problems, a

diagnostic process exclusively centered on individual pathology may work against a

clinically accurate-and a professionally and morally adequate-response.”

                                                
4 Mezzich, Juan E.; Kirmayer, Laurence JMD; Kleiman, Arthur; Fabrega Horacio Jr.; Parron
Delores L.; Good, Byron J; Lin, Keh-Ming; Manson, Spero. The Place of Culture in DSM-IV, The
Journal of Nervous and Mental Disease. 187(8): 1999:457-46


