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 Evan Watters wrote a book entitled Crazy Like Us: The Globalization of the American 

Psyche that focuses on the cross-cultural differences of mental illness.  He examined four 

specific mental illnesses, each one in a different part of the world.  While in Hong Kong, he 

studied the rise of Anorexia Nervosa that had been happening.  Watters explained in his book 

how a natural disaster impacted the people of Sri Lanka, causing them to experience Post-

traumatic Stress Disorder.  When he traveled to Zanzibar, he noticed how the indigenous people 

dealt with Schizophrenia.  Watters also incorporated in his book how Japan had begun to 

increase its marketing efforts towards the treatment of Depression with prescription drugs.  In all 

four mental illnesses, Watters explained how the Western ideals has had an impact on the spread 

of those illnesses.    

The Rise of Anorexia in Hong Kong 

 Evan Watters traveled to Hong Kong to visit China’s most distinguished researcher on 

eating disorders, Dr. Sing Lee.  Anorexia was a rare disorder among Chinese women and Dr. Lee 

was the first to document its presentation in the culture.  He found that women of Chinese culture 

who were diagnosed with Anorexia Nervosa displayed symptoms that were different than the 

typical symptoms seen in Western culture.  Originally, the main difference between the two 

cultures was that the Chinese women with Anorexia did not show any fear of fatness, along with 

not having the misconception they were overweight.  Over time, however, Dr. Lee noticed those 

differences disappeared and the Chinese version of Anorexia started to appear much like the 

American version.   

 Lee wondered why there were so few cases of the disease when Hong Kong was a 

modern city in China that had all the same triggers as the Western culture.  He thought maybe the 
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Chinese practices and beliefs served as a protective mechanism against the disease.  

Traditionally, the Chinese associated gaining weight and eating with good luck and women 

tended to experience puberty a year or two later than women in the West.   

 One of Dr. Lee’s first patients in 1988 was a 31 year old woman whom he referred to as 

Jiao.  Her ideal body weight as a woman of five feet three inches was around 110 pounds but she 

only weighed 48 pounds by the time she was treated.  He begun to examine her personal history 

after he confirmed the disease was not being caused by something organic in her body.   

   There was no history in her family of any kind of mental illness.  He was able to 

identify the trigger for her refusal of food.  Her boyfriend had left the country to move to 

England and she was overwhelmed with grief.  She lost her job and became socially withdrawn 

and her excuse for not eating was that she experienced abdomen pain and discomfort.  She did 

not experience the distorted perception of her condition and knew exactly how thin and sick she 

looked.  She also did not display any sign of fear of becoming overweight.  Jiao never 

consciously restricted her food intake because she explained that she often simply felt no hunger 

and complained of a swollen stomach.  Non of her symptoms matched the conditions required 

for the Diagnostic and Statistical Manual of Mental Disorders, the third edition, (DSM III) 

diagnosis of Anorexia Nervosa except for how dangerously thin she was.  Jiao was not the only 

patients of Dr. Lees’ that displayed these symptoms and it seemed to be a similar trend among all 

the women Lee treated.  He believed one of the reasons his patients would not admit the had a 

fear of fatness was because it was not a recognizable and legitimate reason for self-starvation in 

the culture.     
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 Jiao was a difficult patient to treat because of her constant refusal of food and medicine 

provided for her.  Lee thought it would help her if he had a Chinese herbalist and qigong master 

involved in her treatment.  Jiao still refused to be treated by the herbalist and the qigong master 

gave up because he knew she was not willing to get better.  When all the treatments were 

unsuccessful, Jiao decided to leave the hospital.  She had gained five pounds while she was there 

but then lost four more pounds two weeks later. 

 Jiao was brought into the emergency room four years later and weighed only 42 pounds.  

She then agreed to be hospitalized and seemed to experience a positive turn around.  She seemed 

hopeful and started eating small amounts of food by mouth.  Unfortunately two days later he 

heart stopped beating form multiple organ atrophy from her self-starvation.  Her case gave Dr. 

Lee the realization that the Western understanding of the disease was not helpful and there 

needed to be a more local understanding of the cultural forces that were apparent.   

 Dr. Lee decided to preform his own experiment on himself to better understand the mind 

of his patients.  He started skipping lunch and eating less food overall and begun an intense 

excise routine.  The first couple weeks he felt a drop in his energy levels and he struggled to 

make it through the day but lost 10 pounds.  After three months his energy returned and his mood 

had improved.  He described it as similar to a runner’s high.  The next 10 pounds came off easily 

and he wanted to stay on this diet by knew he needed to return to his normal routine.  He recalled 

experiencing the feeling most of his patients described that they followed to their death.  His 

experiment was dangerous but also successful.  

 The public in Hong Kong still was mostly unaware of the disease until a 14 year old girl 

died on her way home from school in 1994.  She displayed many of the same symptoms as Dr. 
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Lee’s patient, Jiao but was never seen by a medical professional.  She became the public face of 

Anorexia Nervosa and caused the spread of recognition of the disease in the Hong Kong culture.  

The media placed blame on the fashion and beauty industry.  The media then recommended that 

the schools should educate students about eating disorders and their consequences, as well as 

provide counseling.   

 Lee’s published work had little effect on the general population’s understanding of the 

disease because they were mostly influenced by the medias portrayal based on the Western 

meaning of Anorexia.  Once the disease was identified with a name, the number of identified 

cases increased.  The symptoms Lee first saw in his patients were no longer prominent 10 years 

later.  Fat phobia had become the main reason behind self-starvation.  The symptoms seemed to 

be conforming to the Western version.  The Western diagnoses being implemented into the 

culture changed the way the disorder was talked about and the presentation of the disorder by the 

women.  The Western assumptions about Anorexia were easily adopted by clinicians, inhibiting 

them from listening to the unique truths women were trying to communicate.  

 Once everyone understood eating disorders it was an easy outlet for young women to use 

to display their anxiety and unhappiness.  When princesses Diana confirmed to the media she 

had been suffering form Bulimia, women started displaying the symptoms for that disorder as 

well.  When the disorder was stated in the media, it made the disorder seem as a somewhat 

fashionable way for women to cope with distress.  

 Dr. Lee believed the Western assumptions of eating disorders were overriding the local 

variations of the disorder and could be helping spread the disorder.  each patient’s own individual 

experiences of the illness were being ignored because of the Western ideals about the disorders. 
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 In one mets-analysis study conducted by Iris Podar and Jüri Allik entitled “A Cross-

Cultural Comparison of the Eating Disorder Inventory” aimed to collect data for the Eating 

Disorder Inventory (EDI).  In this study they had a total sample of 310 from past use of the EDI 

and the EDI-2.  From those samples, 39 were Asian, 21 Arabic, 8 Latin American, and 5 African.  

Within the 310 samples, 59 were with people diagnosed with Anorexia Nervosa and 64 with 

people diagnosed with Bulimia Nervosa.  All of the samples were also separated into Western or 

non-Western, but the vast majority were Western.  The non-Western groups featured cultures 

such as Chinese, Chilean, Israeli, Japanese, Mexican, Saudi, South African, Russian, and Tai.  

The results of the study showed that non-Western groups scored higher on the EDI and EDI-2 in 

both the normal and disordered eating samples than the Western groups.  Overall non-Western 

cultures seemed to display more  concern with their weight, body shape, and eating.  People of 

non-Western cultures with disordered eating tended to express less drive for thinness and 

perfectionism than their Western counterparts, implying that disordered eating in non-Western 

cultures does not come from a fear of fat or desire to appear more attractive.  Non-Western 

cultures that were in the disordered eating groups expressed  significantly higher rates of 

maturity fears, asceticism, impulse regulation, and social insecurity.  These results can indicate 

that non-Western disordered eating is more influenced by cultural concerns.  Non-Westerners 

expressed more social insecurity, showing that they are more concerned with how their society 

views them rather than their own view of themselves, expressing a more collectivistic point of 

view.  The higher rates of asceticism expressed by non-Westerners displayed their importance of 

religion in those cultures and how that could play a role in eating behaviors.  Maturity fears in 
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non-Western cultures could be associated with a collectivistic view because there is more 

pressure and expectation on adults in those cultures.           

The Wave that Brought PTSD to Sri Lanka    

 Watters explained the experience Debra Wentz had while she was in Sri Lanka when the 

tsunami destroyed the country.  She was the executive director for the New Jersey Association of 

Mental Health Agencies.  When the natural disaster took place she saw families running for 

higher ground and could see they were all in shock.  It wasn't until later that she learned how 

devastated the country had become.  She knew the people of Sri Lanka would be psychologically 

effected by the tsunami long after their immediate physical needs were met. 

 She decided to alert the indigenous people about the symptoms of post-traumatic stress 

disorder (PTSD) and explained that only a professional would be able to help.  She started to 

train the local counselors on how to identify and treat PTSD.  Wentz assumed that the reaction to 

horrific events is similar around the world and that Sri Lankans were not prepared or able to 

provide assistance for the mental health crisis that was about to come.  Many Westernized 

countries sent over trauma counselors and researchers to help the people of Sri Lanka.     

 Westerners believed they knew the right way to treat people that experience a traumatic 

event.  They did not think that people could have different reactions to trauma because the 

physiological response is so fundamental.  Therefore, trauma counselors traveling to Sri Lanka 

did not take the time to understand the culture and history of the country they were about to 

enter.  There was a constant language barrier between them and Westerners did not ask the 

opinion and help from respected leaders of communities because they were thought to be 

unknowledgeable about their own psychological needs.  When researchers collected data from 
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Sri Lankans, it mainly focused on the similarities between the Western idea of PTSD and the 

experience in Sri Lanka.  The surveys did not include any culturally specific questions about the 

experience of living in Sri Lanka during the tsunami.   

 One woman, Dr. Gaithri Fernando, was a Sri Lankan native and a psychology professor 

at a university in America and was in Sri Lanka at the time of the tsunami.  She had previously 

conducted research of the psychological impact of the constant civil war the country continued to 

face.  Through her research, she learned how resilient Sri Lankans really were and how they 

were always able to remain functional and hopeful without Western assistance.  Many other 

Westerners believed that the civil war made Sri Lankans even more susceptible to experience 

PTSD.  It could also be possible that the hardships and war had made the Sri Lanka culture better 

equipped to handle the aftermath of the tsunami. 

 Sri Lankans relied heavily on their religion, especially in times of need.  Because of the 

Hindu and Buddhist beliefs of karma and reincarnation, Fernando found they were less likely to 

experience psychological distress then those of other religions.  Fernando created a survey to 

examine the expression on psychological distress specifically for Sri Lankans.  She found that 

they complained of more physical symptoms after the trauma and they viewed the negative 

consequences of the trauma and emphasized the disruption of their social networks.  Rather than 

the psychological illness causing the failure of social networks, which is typical for Westerners, 

Sri Lankans noticed the failure of their social network and then experienced the feelings of 

depression or anxiety.  Unlike the West, Sri Lankans respond better when they are around other 

people and have social support rather than isolation to solve the problem.  Trauma counselors 

learned to apply familiar community settings and rituals for the therapy to seem more acceptable.   
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 Sri Lankans also dealt with loss due to trauma in a different way.  If parents went 

missing, neighbors would tell the child that the parents went to another village to work.  If a 

child went missing or died parents would often be told that the child was seen in a neighboring 

village, sending them on a mission to find the child.  Some Westerners believed this could cause 

more harm than good.  It has been found that the purpose of lying was to ease the mind by 

implying they were not dead.   

 A majority of disasters happen outside of the West but they still come into other countries 

to help by assuming they know how to help them deal with the trauma.  The West seems to 

dehumanize the people of other cultures by ignoring their culture and forcing the West ideals 

onto the indigenous people because they assume they do not know how to deal with the 

consequences of the trauma.  

 Kelly Koo, Hong Nguyen, Amanda Gilmore, Jessica Blayney, and Debra Kaysen 

conducted a study “Posttraumatic Cognitions, Somatization, and PTSD Severity Among Asian 

American and White College Women With Sexual Trauma Histories” to examine how cultural 

backgrounds can influence PTSD severity and somatization through posttraumatic cognitions.  

They predicted that Asian Americans will display greater signs of PTSD severity compared to 

White Americans.  The participants of the study included 518 White Americans and 112 Asian 

Americans.  There results showed that Asian Americans displayed higher PTSD symptom 

severity because they had more unrealistic beliefs toward the sexual assault then White 

Americans.  The study also found that White Americans expressed greater amounts of 

somatization.  Asian Americans were also found to have more negative posttraumatic cognitions 

about themselves and the world.  The attitudes Asian Americans expressed after the trauma could 
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be associated with the cultural beliefs they grew up with.  Typical Asian cultural beliefs for 

women is to maintain chastity, limit emotional expression, and place blame on the victim.  The 

high regard for female chastity can place enormous blame on the victim when it is taken from 

her because if it is taken before marriage the woman is viewed as bringing shame to the family.  

Because Asian culture is very collectivistic, the family is the most important, increasing the 

amount of negative cognitions after the trauma.  Some practices and beliefs within the Asian 

culture can create an environment that causes victims to not trust themselves or the world around 

them, increasing the risk for PTSD.  Asian American women might also experience more 

negative posttraumatic cognitions because they experience more pressure and concern with how 

their culture would view them.       

The Shifting Mask of Schizophrenia in Zanzibar 

 Watters traveled to the island of Zanzibar with the intention to learn the different ways 

the people in the Swahili culture expressed emotions when presented with mental illness and 

other life challenges.  He stayed with Juli McGruder and her husband and business partner 

Ahmed Kassim.  Her prominent research was on three families that struggled with schizophrenia.  

She was particularly curious as to why it has been found that people with schizophrenia in 

developing countries have a better outcome later in life then those in industrialized countries.     

 Even though there was research that supported schizophrenia was due to chemical 

imbalances or brain abnormalities, the people of Zanzibar did not believe this and instead 

believed the disease was due to spirit possession or magical forces, which made the unusual 

behaviors more forgivable and decreased the shame the family would otherwise experience.  

McGruder believed the disease could also be due to other influences besides biological or 
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genetic.  It has been found that people with schizophrenia experience different symptoms based 

on their religious affiliation or culture.  Some would experience visions of God or ghosts, while 

some experience hearing voices.  

 One of the families McGruder was studying had a father, Hemed, and daughter, 

Kimwana, both diagnosed with schizophrenia.  The family home was only 600-square-feet and 

housed 10 adults and 10 children.  The family focused around Hemed’s ex-wife and Kimwana’s 

mother, Amina.   

 Hemed’s first psychotic episode occurred around the time of political upheaval when 

Zanzibar was becoming an independent country from British rule.  He started to behave in 

unpredictable ways, scaring is wife.  That confirmed the idea that biological factors can make 

someone more susceptible to schizophrenia but environmental stressors can cause the disease to 

become present through behaviors.  While Hemed was in and out of the mental hospital for 

years, his daughter started to show signs of schizophrenia by hearing voices and was hospitalized 

for only a couple days before returning to herself, but still heard voices regularly.   

 McGruder observed the home atmosphere on a particularly stressful day.  She never once 

saw anyone in the whole family pressure Kimwana into doing productive chores and display 

normal behavior.  The Western idea is that productivity and participation in group activities could 

cause people with schizophrenia to get better was not seen in that Zanzibar household.  When 

Kimwana was not feeling well her family even encouraged her to withdraw from the family and 

spend time alone.  She was hardly monitored by the family and did not receive any comments 

from them either.  The family displayed an overall calm tone and had a passive acceptance of her 

condition, so she did not feel that she had to identify herself as someone with a permanent mental 
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illness.  That seemed to support previous research that found how people who were overly 

emotionally involved in a schizophrenic’s life led them to have poor outcomes. 

 The family, along with most families in Zanzibar, belong to the Sunni sect of Islam.  Part 

of their belief system was that Allah would not burden someone with something they could not 

handle.  They took their misfortune or illness and believed it was a way for them to prove to God 

that they were able the endure the challenge and were grateful for the opportunity.  They 

embraced any challenges rather then trying to prove they are stronger than the challenge.  

 When some patients were exposed to Western medication, it changed the families way of 

thinking.  In one instance, a women was prescribed Western medication and her brother became 

overly involved in her life.  They had previously believed in the workings of traditional 

treatment.  Her brother learned more about Western ideals and treatment and lost his previous 

beliefs of traditional medication.  He became so involved in her life and felt he could justify his 

actions and dehumanizing of his sister by focusing in Western treatment.  That one case showed 

the drastic effect Western treatment can have on different cultures.  It was also shown by 

McGruder’s own experience with her first husband, who suffered from schizophrenia.  After 

being in Zanzibar for the first time, she returned to America hoping she could incorporate the 

behaviors she witnessed with Amina’s family.  She tried, but she was ultimately unsuccessful 

possibly because it was not apart of the culture they had previously experienced.   

 A study was conducted by Muhammad Zahid and Jude Ohaeri called “Relationship of 

family caregiver burden with quality of care and psychopathology in a sample of Arab subjects 

with schizophrenia” to examine how caregiving relationship and the caregiver’s distress, along 

with the socio-demographics, and quality of care interact with patients with schizophrenia.  The 
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study took place in Kuwait and had 130 patients and 121 caregivers with a little over half in both 

group being male.  All patients had to have been diagnosed with schizophrenia for at least one 

year and had to be accompanied by a caregiver who lived with them.  A majority of the 

caregivers were either spouses or family members.   

 Results of the study showed that a majority of caregivers expressed either a fairly heavy 

burden or very heavy burden, a little over half of the caregivers rated that regularly or always 

their role made them unable to pursue other activities, and a majority expressed they got used to 

the patients problems most of the time.  They also found that the educational level of the 

caregiver affected the amount of burden they felt while taking care of the patient.  The less 

educational level, the greater expression of tension, worrying, and supervision with the patient.  

Female caregivers also expressed greater amounts of worrying and total burden.  Caregivers also 

expressed higher amounts of burden when they had to meet all of the patients needs and caused 

them more distress.  Tension due to the patient’s disruptive behavior was found to be the main 

cause of burden.  Even though caregivers expressed heavy burden, most of them got used to the 

problems suggesting that the religious culture in Kuwait helps the caregivers because it 

emphasizes that extended family also contribute to help the sick.  The expression of female 

caregivers experiencing greater burden could be due to the Arab culture that suggests women 

handle issues in secrete.    

The Mega-Marketing of Depression in Japan 

 Watters visited Dr. Kirmayer to listen to his story of the interaction he had with the 

pharmaceutical giant GlaxoSmithKline.  For the first time Kirmayer accepted an invitation to the 

International Consensus Group on Depression and Anxiety, first in Kyoto and then in Bali, 



CROSS-CULTURAL                                                                                                                    !14

financially supported by GlaxoSmithKline.  The representatives for the company seemed more 

interested in what was known about how illness was experienced in different cultures.  No other 

companies had launched SSRIs in Japan because there was requirements that the companies 

retest the drug using only a Japanese population.  GlaxoSmithKline was about to make their drug 

Paxil available for doctors to prescribe and wanted to make sure it was the first major selective 

serotonin reuptake inhibitors (SSRI) to be launched in Japan and that the people would accept 

the drug.  

 In order to make sure Paxil would be prescribed, GlaxoSmithKline needed to learn how 

to market depression so that it did not seem like a rare disease.  They needed learn how the 

original beliefs and understandings of depression had taken shape in the culture, the reason 

behind the conference.  A leading psychiatrist in Tokyo, Osamu Tajima, explained how the 

public’s concern was the rise in suicide rates and how health care services were changing.  He 

explained how young psychiatrists were leaning more toward the Western definition and 

symptoms of depression through the DSM, which was helping the prevalence and correct 

diagnosis for depression.  He was interested in how the SSRIs would help the Japanese reduce 

the burden of depression and anxiety disorders.   

 When Kirmayer spoke at the conference, he warned the group how different cultures can 

express symptoms in different ways and that can help explain the case of the problem.  He 

explained that a cultures specific beliefs and traditions can effect an individual to have certain 

symptoms and feelings that are unusual to outsiders.  The expectation of a culture can impact the 

experience of the individual with the disease.  He explained how this was overlooked by most 

clinicians and researchers because of the checklist provided by the DSM, that assumed symptoms 
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were universal.  Kirmayer also stated that American’s were unique because they accepted mental 

illness as a health care issue and it was acceptable for people to express their distress of emotions 

to outside help.  Most other, more traditional, cultures expected those people to seek help within 

family or elder leaders in the community.   

 GlaxoSmithKline was interested in changing the already existing notion of mental illness 

in Japan.  The company was identify the cultural challenges they were facing and wanted to 

reach out to the public so they would accept their help.  Their marketing strategy was to inform 

how depression was extremely underestimated and that Western treatment of SSRIs were 

effective in treating depression and anxiety disorders.  

 It was found that the influence of Western medicine started in Japan with the cholera 

epidemic.  The Western medicine proved to help diminish the disease, allowing the Japanese to 

be more willing got accept their help in the future.   

 When depression became its own disorder in the DSM-III, Japanese psychiatrist believed 

it was too vague and could not be a meaningful mental illness.  The language barrier also had an 

effect because the English word depression could not be directly translated into Japanese.  The 

Japanese also would describe sadness as including the body, mind, and beyond the self.  When 

word associations were compared between Americans and the Japanese, it was found that overall 

the Americans were describing internal emotions while the Japanese were describing more 

outward feelings.  Kirmayer times to explain that through the acceptance of feelings of sadness.  

He explained that the culture viewed feelings of melancholy and experiencing hardships as a way 

to better understand oneself.  He stated that what one culture might view as pathological, another 
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might view as accepting.  Those examples might explain why the drug companies were so 

tentative to market their SSRIs in Japan.   

 The was a drastic change in the culture’s view of suicide and depression when a middle 

aged man committed suicide.  He worked an abundant amount of overtime hours at a company 

and although people noticed he seemed troubled, no one offered him help and then he ended his 

life.  When his family sued the company the courts ruled that anyone placed under enough stress 

could experience depression, shifting the traditional idea that personality determined a person’s 

fate.  As the public followed the case, they semis to change their opinion of suicide and 

depression.  It was the first time Japanese made the connection of suicide with depression.  

Another even took place that influenced that change in the population as well.  The media aired a 

special on a book entitled Listening to Prozac.  The public’s reaction was very positive and 

caused psychiatrists to address the common unhappiness people expressed.  

 Marketers of SSRIs aimed to get a message to the public that would make it more 

acceptable to take medication and accept the diagnosis of depression.  They expressed that it was 

not a severe condition and should not carry social stigma, choosing to take medication should be 

an easy decision, and depression was similar to the common cold.  They advertised the 

medication indirectly through magazines, websites, and patient advocacy groups.  Once it was 

revealed that a highly distinguished person of Japan was suffering from depression and taking an 

antidepressant, SSRIs were seen as more acceptable.   

 Marketers can become so determined to sell the medication that they do not provide 

entirely true information about the drug.  Some publishers supporting the medication explained 

that they helped the companies because they would have done it anyways and it was better if 
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they had people that were more knowledge.  There was not distinctive support that SSRIs could 

cure everyone with depression and that the root cause of depression was the lack of serotonin in 

the brain.  The drug companies would publish scientific articles supporting their drug, but the 

data was not always true.  It was also a controversy if SSRI actually increased thoughts of 

suicide.   

 Paxil was initially very successful in sales in Japan.  It worked some people how may 

Japanese had been diagnosed with depression and started taking Paxil after the availability of the 

drug.  Dr. Tajima expressed his concern with how the drugs were being implemented into 

countries like Japan and worried that companies would continue to use psychiatrists to promote 

any drug. 

 Jenny Su, Richard Lee, and Shigehiro Oishi conducted a study entitled “The Role of 

Culture and Self-Construal in the Link Between Expressive Suppression and Depressive 

Symptoms” to examine the differences between expressive suppression and depressive 

symptoms in European Americans and Chinese Singaporeans.  The study consisted of 172 

European Americans and 151 Chinese Singaporeans.  Results of this study found that European 

Americans expressed more depressive symptoms when they had high levels of suppression of 

positive disengaging emotions and that for Chinese Singaporeans that level of suppression of 

positive disengaging emotions did not have an effect on the amount of depressive symptoms.  

Chinese Singaporeans expressed more depressive symptoms than European Americans when the 

suppression of positive disengaging emotions was low and they experienced the same amount of 

depressive symptoms when the suppression of positive disengaging emotions was high.  Positive 

affect, a factor in depression, was found to be lower in European Americans when there was 
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more suppression of positive socially engaging emotions, but not for Chinese Singaporeans.  The 

study found that socially engaging and disengaging emotions can effect the culture and the way it 

impacts emotional reactivity and vulnerability to depression.  They also found that the level of 

independence based on culture could have an affect on vulnerability of depression. 
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