Challenginthe globalisation
of biomedicapsychiaty

For over 100 years biomedica psychiatry has dominated the way people throughout the western

world undestandtheir sadnesanddistresglespitethe lackof empricalevidencehatdistressas
a biological basis. Now, the interests of the global pharmaceutical industry and trans-national

professionatlitessuchastheWorld HealthOrganisatioandtheWorld Psychiaic Associatiomare
extending these biomedical accounts across the globe.This paper briefly describes biomedical

psychiaty anditsoriginsbefore consideinghow thisprojectisclosdy alignedo the interestof the
pharmaceuticd industry. It endswith a call for anew agendain menta health, driven by the concerns
and interests of ordinary people in local communities, and an outline of recent developments in

Britainandelsewherehatillustatethischallengéo the biomedicahegemay.

n September 2005 the 13th World Congress of
Psychiatrywill takeplacein Cairounderthe title
Five Thousand Years of Science and Care:
Building the Future of Psychiatry (XII11 World
Congressof Psychiatry, 2005). Followingthe 12th
World Congress in Yokohama in 2002, a more
appropriate subtitle for this year® event might be
Buildingthe Future of the Pharmaceutical Indugry. The
2002 congressincluded satellite symposa organised by
pharmaceutical companies. Some dealt with the
transcultural aspectsof diagnosis ®sychiatric treatment
of mental health disorders across populationsbdo east
and west meet XX Pfizer), Granscultural aspects of
depression and anxiety disordersGlaxoSmithKline),
®ecognition and treatment of depression: differences
between American, European and Japanese practices)
(Janssen), @ye on Asa: Reducing the socio-economic
burden of depresson(Wyeth). Othersdealt with the
management of psychosis. ®Raising the level of
schizophrenia careQ{ Janssen-Cilag) and @ptimising

patient outcomes in schizophreniad (Pfizer). The main

soonsorsof the 2005 congressare Hi Lilly, Brigol-Myers
Squibb and Otsuka Pharmaceutical. Nationally and
internationally, the interests of psychiatry and the
pharmaceutical industry are becoming ever more
tightly-woven.

In this paper we examine these developments
critically. Biomedical psychiatry hasenormouspower to
shape our undergandings of ourselvesBespecially our
sadnessand digress. We see the globalisation of this
view asundemocratic, unsugtainable and without aclear

ethicalfocusThereis,in ourview, anurgentneedfor a
new agendain mental health, driven by the concerns
andinterestsf ordinarypeoplein local communities.

What is biomedical psychiatr y?

Psychiatry has provided fertile soil for endlesstheories
aboutdistresandmadnessTo someextentthis reflects
afundamentafeatureof Westernmedicine heir asit is
to bodybmindandmindbsocietglualismgseeBracken
& Thomas 2005). Until recently, psychiatry attempted

to contain these dualistic tensions within the
biopsychosocial model, but recent yearshave seen the
emergence of new discourses, such as clinical

neuroscience, that are eclipang the psychological and

the social.

Biomedical psychiatry involvesthe use of science
and technology to develop causal accountsof distress,
which isformulated in termsof illness categories, such
asschizophrenia. Schultzand Andreasen (1999) put it
this way:

Q@urrent research seeksto detect causal mechanisms
in schizophrenia through studies of neural
connectivity and function, aswell asmodels of
genetic trangmisson, such as polygenic models of
inheritance in genetic research. Potential genes
have been identified that may confer vulnerability
to the illness, perhaps in conjunction with
environmental factors. Neuro-imaging research
with magnetic resonance imaging and positron
emisson tomography hasinvedigated differencesin
volumesand functional dysregulation in specific
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Challenginthe globalisationf biomedicapsychiaty

neural sub-regions Areasgtudied includethefrontal
and temporal cortex, the hippocampus, the
thalamus, and the cerebellum. Despite these
advancestreatmentof symptomsnd psychosocial
and cognitive impairmentsremainsonly partially
successfiibr manypatients.O

Biomedical psychiatry involvesthe application of
technology from awide range of scientific disciplines,
including genetics molecular biology and neuroscience.
As the authors@nal sentenceruthfully acknowledges,
it hasdelivered limited therapeutic benefits Onereason
isthat, despite the huge sums of money expended on
such research, the causes of schizophrenia remain
unknown:

®n the absence of visible lesions and known
pathogens, investigators have turned to the
exploration of modelsthat could explain the
diversity of symptomsthrough asingle cognitive
mechanism.@ndreaseng Black,2001)

and

M any candidate regions|[of the brain] have been
explored [for schizophrenia] but none have (sic)
beenconfirmed.@A\ndreasen&. Black,2001)

To put it another way: 100 years of scientific research
have failed to demondrate replicable abnormalitiesin
the brains of people identified as suffering from
schizophrenia.

The word we want to draw attention to in the
extract from Schultzand Andreasen is @ausal Ofor this
yields an important clue about the heritage of
biomedical psychiatry. The belief that it ispossbleto
develop causal accountsof human experience isan
important feature of podtiviam, which sressesthe unity
of natural and human sciences. In psychology and
psychiatry the use of podtivism assumesthat human
experience can bes be approached through the formal
methods of scientific inquiry. It is important to
undergtand the origins of such ideas. Both postiviam
and psychiatry share common rootsin the historical
period of the European Enlightenment. Elsewhere,
Bracken & Thomas (2001) have described how
Enlightenment (or the Age of Reason) preoccupations
have shaped modern psychiatry (sseasotable1). There
are three grandsto which we want to draw attention.
Thefirst istherole that psychiatry cameto play in
maintaining an orderly society through the Great
Confinement (Foucault, 1967; see also Thomas &
Bracken2004;Bracken& Thomas2005).The second
istheimportance attached to asearch for technological
solutions to human problems, and the third is a
preoccupation with the seif, itsdepths, and individual
subjectivity. This emerges in psychoanalyss,
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cognitiviam, and the variety of phenomenology that has
become highly influential in psychiatry. All seek
sientific accounts of experience in termsof @nterior®
proceseslocated in the depthsof the individual mind.
These three themes are woven together in the
modernig project of psychiatry. These originsare deeply
rootedin aparticularepochof Europearhistory, andit
isimportantto bearthisin mind throughoutthis pape.

It isalso important that we dwell on the role of
phenomenologyn psychiaty, becauseftheroleit has
cometo play in shapingtheway the professon relatesto
the experiences of madness We have covered thisin
detail elsewhere (Bracken & Thomas, 2005, see
especially chapter four), drawing attention to a
digtinction between the phenomenology of Karl JaspersD
general psychopathology, heavily influenced by the
work of Edmund Husserl on the one hand, and the
hermeneutic phenomenology of Martin Heidegger on
the other. Theformer setsout to be arigorous science
that approaches experiences of suffering by wrenching
experienceout of the cultural and personatontextsin
which experience is embedded. This resultsin a
preoccupatiorwith the form of experienceatherthan
itscontent. Hermeneutic phenomenology isprimarily
concernedvith howwe makesensef ourexperiences,
and how the world sandsout for usin our attemptsto
make it intelligible. This means that individual
experience isinseparable from the contexts (personal
narrative, cultural, political and historical) that render
experienceneaningfulandunderstandablelhis, aswe
shall see, hasimportant implicationsfor the way we
should be regponding to gates of digressand madness
It impliesthat reponsesand support networksfrom
within the persor€dwn cultural settingaremorelikely
to facilitate understanding@ndrecovey.

The globalisation of biomedical psychiatry
In economically advantaged (EA) countries psychiatry
isapowerful forcethat dominatesthe way wetalk about
ourselvespurrelationshipsandemotions(Rose 1986).
This is now being extended to economically
disadvantaged (ED) countries. The World Health
Organisation® mental health Global Action Plan
(mhGAP) (World Health Organisation, 2002) isa
global strategy to make governmentsmore aware of
mentalhealth problemsandto getthemto spendmore
money on psychiatric services. Thisisamental health
promotion srategy aimed at educating and persuading
hundreds of millions of people acrossthe planet about
their mental health, but it articulatesavery limited view
of how we are to undersand @nental healthOlt asserts
that psychiatric disorders are universalsthat: @50
million people suffer from mental disordersin both
devel oped and devel oping countries, Gaind: @nein every
four peopleE develop one or more mental disordersat
somestagen life. §WHO, 2002)

The strategy emphasises the need for action to
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Table 1: Enlightenmeribfluencesn psychiaty (Braden & Thomas2005)

Enlightenment

(ageof reason)
Importanceof reason Focuson the self

g% Zicc)irgroltlon b.Technol ogical c. Exploration

_ y solutions to of subjectivity
society human problems

Y !
TheGreat Humansciences Cartesiarformsof
Coninement phenomenology
psychoarigsis

\

\

Psychiatry

/

counter the economic impact of psychiatric disorders.
Those who suffer from mental health problems, and
their families experience @educed productivityGind loss
of income, and face @atastrophicthealth care cogs The
WHO asertsthat progressin biomedical psychiatry will
rectify this, bringing new hope through treatment
advancegjispellingignoranceandthusstigma:

®Ve knowthat mentaldisordersrethe outcomeof
a combination of factors, and that they have a
physicabasisn the brain.O

It claimsthat effectivetreatment can rexult in successful

symptom control in 70% of cases of depression and

schizophrenia, and the continuation of treatment

subgtantially reducestherisk of recurrence. It pointsout

that drugtreatmentis cheapin manycountriesit costs
$5 a month to treat schizophrenia and $2-3 for

depresson. It proposesanti-gigmacampaignsto change
publicattitudes,aimedat:

& consumers familiesand their organisations who
need to be sensitized about mental disorders,
available treatment, and their rightsin the service
system.O

The WHO Project Atlas2000-2001 (WHO, 2001;
2005) surveyed 185 countriescovering 99.3% of the
world®@population. The governmentsof two fifths of
thesecountrieshadno mentalhealth policies.In more
than a quarter, patients had no access to basic
psychiatric drugsin primary care. More than 70% of the
world® population had access to less than one
psychiatrig per 100,000 people. ThemhGA Pinitiative
proposegpartnershipsvith othergroupsincluding UN
organisations, the World Bank, private industry,
academic ingitutionsand NGOs, to ensure that all
governmentfiavestrategieso increasehe availability
of pgychiatric treatment in primary care, improve public
education about psychiatric disorders, and establish
national policiesandprogrammes mentalhealth.
ProjectAtlas carriessnormousveightin the global
community, and WHO continuesto base much of its
drategic planning on the survey.* Jenkinset a (2005)
havedexcribed itslimitations For example, itsgatigical
base is mideading and questionable. It doesn®include
social care homes in which many people are
incarcerated, despite the fact that in many countries
such ingtitutions are often the main source of
compulsory admissons The conditionsin many of these
ingtitutionsare appalling. An investigation by the

*The latestupdateMental Health Atlas 2005is at www.who.int/mental_health/evidence/atlgaccessedl August2005).
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Mental Disability Advocacy Centre (MDA C, 2003)
revealed that four European Union accession countries
including the CzechRepublicandHungary, wereusing
caged bedsin their psychiatric ingtitutions, despite
ministerial denialsand the representationsof WHO
officials(Hungarysubsequentlpannedtheir use).

We question the ability of global strategieslike
Project Atlas to deliver large-scale, ethical and
ugainable support for people who experience ditress
Such programmesfail to acknowledge the economic,
political andculturaldimension®f mentalhealthcare.
Project Atlasforegroundshbiomedical undersandingsof
digress and thusthe meaningsand interpretation of
digressare downplayed and regarded as secondary to
conquering the GientificGhallenge of mental illness
Of coursg, it isvital that everything possbleisdoneto
improve the lives and circumstances of those who
experience psychossand digress and organisationslike
the WHO have akey roleto play in this However, we
argue that the WHO, in foregrounding the role of
biomedicinejsinadvertentlyplayinginto the handsof
adifferentsetof interests.

The global pharmaceutical industry
We are told that the pharmaceutical industry invests
huge sums of money in developing new drugs. A close
examination of thefiguresrevealsadifferent picture. In
termsof annual profits the pharmaceutical indugry is
the second largest sector of the US economy, second
only to armaments. Degpite the economic uncertainties
of 2001, the pharmaceutical industry maintained its
position in the Fortune 500 list of most profitable
companiesin 2002.2 On average, company profitsfell
53% in 2001, but the profits of the top ten US
pharmaceutical companies rose by 33%, to $37.2
billion. Theywerethe mostprofitablesectorin the US,
reporting a profit of 18.5 centsfor every dollar of sales
The financial strengthof the industryreflectsa 30-year
trend. The s0-called decade of the brain, declared by US
president George Bush on 17 July 1990, saw a 50%
increasen drugcompanymedianprofit asapercentage
of revenue (Fortune, 2002a). Of particular interes isthe
role of blockbuster drugs. those with annual salesin
exces®f $1billion. In 2001,the numberof thesedrugs
almog doubled over the previousyear. These 29 drugs
had an extraordinary impact on the market, accounting
for over a third of all sales. They were the most
expensive drugs, with an average prescription price of
nearly double the national average. The advertisng
budget of each of the seven mog heavily advertised
drugstoppedthat of Nike ($78 million).
Drugcompaniegustify their enormousgprofitswith
the claim that their technology isa risky business.

Extraordinary levels of revenue are required to fuel the

R& D cogsinvolved in developing new drugs In fact,

the Fortune500reportshowghat they ploughfarmore
of their revenueinto profitsand marketingthan they do
into R& D. On average, drug companiesdirected 18.5%
of revenudnto profitsin 2001,asagainsonly 12.5%of
revenue on R& D. Thusthe ideathat companiesplace
R& D cogtsbefore and above profit and marketingis
simplynot borneout by the figures.

Joanna Moncrieff has described how the boundary
between science and marketing hasbecome muddiedin
the pharmaceuticaindustry:

& marketing strategies now include attemptsto
shape psychiatric thought through the academic
arena. Thisisdone by agrategy that isconceived

longbeforeaproductisofficially marketedandmay
involvethe promotion of disease conceptsand their
frequency. A recent guide to pharmaceutical

marketing suggests the need to Qreate
dissatifaction in the marketQ Gastablish a need®
andOcreatadesireO(Rloncrieff, 2003)

Unholy allianceshaveemergedetweenmentalhealth
professonals users government and the pharmaceutical

industry, reflecting the interplay of mutual

interdependenciesand chainsof interest. In the context
of globalisation, these multi-layered relationships may
vary accordingto local contexts For example, in central

Europe the pharmaceutical industry has, on occasons
where it servesits purposes, funded user groups and
grassroots advocacy to lobby and campaign for greater
accesto psychiatricdrugs At othertimesindustryand
governmentshave colluded in illegal drugstrials, as
testified by Hungarian survivor and activist Gabor
Gombos, who described to BBC Radio 4 in February
2004 some of the practices he had encountered. One
included moving patientsfrom Estoniato Hungary to
by-passinquistive officialsand to enable dubiousdrug
trialsto be completed away from Estonian scrutiny. In

India, on the other hand, the government hasbeen keen
to protect itsbudding pharmaceutical indusry, which

produces bootleg medication, and hasresisted the
challenge of trans-national companiesto regpect their
international patents On the greetsof Indiaandin the
(private) clinics of Pakistarcheapversion®ofthe latest
psychotropic drugsare readily available. Thismay or
may not bein theinteressof South Asan usersand
their families,but it indicatesthe complexdynamicsof
theserelationships.

The globalisatiorof biomedicalpsychiatrycanalso
be seen aspart of arelentlessmodernist agendadriven
by the ideal of progressthrough the never-ending
growth of technology. Technology hasbrought great
benefitsin health, but it also raises questionsof an
ethical nature. So far, our analysssuggessthat aswell
as being driven by the ideal of global health

2Fortuneis the Americanbusinessnagazin¢hat monitorsthe progressf the world8richestcompaniesThe materialon the pharmaceuticaindustry

reportedherederivesrom dataaccesseftom Fortune(2002b).
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improvement, the extenson of psychiatry serveswell

the interests of the pharmaceutical industry and

powerfulprofessionagroupdike the World Psychiatric
Asociation. Thisraisesthe isuesof sugainability and

democracy. Whether in the guise of new drugsor new
therapies, technology iscostly. How long should we

reasonably be expected to go on paying for these
developments, epecially when their effectivenessisat

bes limited (Schultz& Andreasen, 1999)?How are
economically disadvantaged countriessupposed to fund

these developments, given the competing priorities of

providing food and combatingillnesseslike AIDS?
More fundamentally, perhaps, what are the
consequences of the world becoming ever more
dependent on technological responses to distress,

didocation and aienation? These quetionsraisethe

needfor ademocratiddebateaboutouremotions.

Sustainability and democracy in health

Priceet a (1999) have described how theforcesof trans
national capitalism, led by the World Trade
Organisation, have shaped domegtic health policiesin
EA countries. In England, the controversal private
financeinitiative (PF) givesthe private sector accessto
public fundsfor health and social care. Asareallt, the
gatenolonger ownsthe new hospitals which areleased
out tothe NHS by the private companieswho own
them, and who can use them for other purposeswhen
the leaseexpiresThis isbut oneexampleof howglobal
capitalism is changing the face of health care.
According to Price et al, this jeopardises local
accountabilit, andrepresentafundamentathangen
thevalue base of health care away from local democratic
control towards consumer choicein health care. This
can be seen in the emphasis on league tables and
performance measuresthat dominatesthe NHS. They
conclude that, as far as health care is concerned,
globalisation represents a threat to & universal
(health) coverageE equity, comprehensive care, and
democraticaccountability®.

Health improvement through biomedicine is
expensive. Let usconsider the situation in Britain.
When it came to power in 1997, the Labour
government pledged asugained increasein pendingon
the NHS over and above inflation until 2008. Nearly
ten yearsinto thisenormousexpanson it isclear that
the service cannot go on growing endlesdy. In March
2001, the chancellor appointed Derek Wanlessto
review the long-term funding of the NHS. Hisfinal
report made a number of recommendations (Wanless,
2004), thefirst of which ishighly pertinent to our
arguments:

@ fter many yearsof reviewsand government policy
documents, with little change on the ground, the
keychallengenowis deliveryandimplementation,
not further discusson. An NHS capable of

Challenginthe globalisationf biomedicapsychiaty

facilitatinga Gully engagedQpopulation will need to
shift itsfocusfrom anationa dcknessservice, which
treatsdisease, to anational health service which
focusesn preventingit. YRecommendatiord.1)

In otherwords the reportproposes fundamentakhift
in ethos with amoveawayfromthe ideologyof disease
and itstreatment to that of public health and disease
prevention.Settingasideanyother considerationshe
bas ¢ economic facts suggest that ahealth service that
prioritises disease, underwritten by biomedical models
of illnessand high-tech treatments isnot susainable,
given the current levels of growth and the likely
resource base over the next 20 years. An alternative
approach isapublic health model that recognisesthe
importance of dealingwith hedlth inequditiesand other
environmental factorssuch assmoking and obesty, as
well asengaging actively with patientsand communities
toinvolvethemin decisonsabout hedth priorities The
summanyfthe reportpaintsawidedefinition of public
healthas:

& the xcience and art of preventing disease,
prolonging life and promoting health through the
organised effortsand informed choices of society,
organisationspublicandprivate,communitiesand
individuals.O

It attaches particular importance to the @ull
engagement Cof the population in order to improve
OhealtliteracyQespeciallyn chronic conditions.

Wanless draws many conclusions, many of which
deal with the future funding of the NHS. One way of
interpretinghisreportisthat the publicmusttemperits
belief that progressin health can only be achieved
through continuing developmentsin science and
technology. Wewant to st thisin agloba context. The
sustainabilityof health carein EA countriesissetin an
international context in which there are gross
inequalitiesin wealth, and where interpretations of
distressare dominated by the interests of the global
pharmaceuticaindustty.

Local developments in a global context
Our contention isthat biomedical psychiatry is a
hegemonic universal discourse driven by theinterestsof
the pharmaceutical industry and powerful professonal
elites There are two pointsto be made here. Thefirg
involvesthe potential harm that the globalisation of
biomedical psychiatry may cause (see with respect to
children, for example, Timimi, 2005); the second
concernstheview (articulated by McKenze et al, 2004)
that EA countrieshave much to learn from the ways
that ED countrieshavehadto adaptwesterrmodelsin
the light of their economicandpolitical circumstances.
We regard the gobalisation of biomedical psychiatry
asaform of neo-colonialiam; it involvestheimpostion of
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western values, cusomsand practiceson non-western
cultures. The baleful consequencesof earlier forms of
colonialignin menta health have been well-documented.
Higginbotham and Marsella (1988) described the
uniformity of psychiatric carein thecapita citiesof south
eadt Ada, degpitethelarge social, cultural and linguigtic
differences. This®omogenisation of psychiatryGvas
brought about through theinputsof earlier generationsof
wesern psychiatric experts which resulted in apsychiatric
practice that looked to the west for its conceptual
foundationsand for ideasabout innovation and progress
Thiscreated ahomogeneousmentd health sygemwith:

OE[a] commonlanguageiniting international and
local levels[deriving] from shared assumptions
about the shared nature of psychopathology, the use
of standardised assessment, and the efficacy of
ientifically derived bio-medical or bio-behavioural
interventions.®

These services had unanticipated and negative
consequencewith adeteriorationin the carereceived
by manypeople HigginbothamandMarselladescribed
seriouafteshocks®ithin local cultural systems:

Gheinability of local centresto generate research
and evaluate services, in combination with
pervasive resource and personnel deficiencies,
meansthat hospitals become cusodial end-points
for chronic cases. Drugs and electric shock
treatmentareoverused&ndnon-psychotigpatients
aredrawninto hospitalworkforces.O

The diffuson of western-based knowledge promoted
professonal elitism and ingitutionalised reponsesto
distress, and undermined local indigenous healing
systemsand practices. In reality: & he net result of
introducingaformal treatment sysem for psychol ogical
problemsslesshelp for thosein need.O

Recently the WHO has acknowledged the
limitations ofimportingthe discoursef post-traumatic
sressdisorder (PTSD) in pogt-disaster stuations(van
Ommeren et al, 2005). International regponsesto war
and disruption that prioritise technological
interventionsfor PTSD are ethically questionablein
such stuations, given the need to re-build human and
community resources, and for smple public health
interventionsto staveoff disease.

The dtuation isbeginning to change. McKenze &
al (2004) have pointed out that, although servicesin ED
countriesare under-resourced, through ingenuity and
the applicationof localknowledgethey havebeenable
to develop creative and adaptable services They argue
that the objective of traditional formsof careisnot to
trander social responghilitiesfrom the gate to under-
resourced familiesand communities, but to recognise
the important contribution that socialcapitalmakego
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a nation® wealth. This is vitally important and,
furthermore, it applieswith equal forceto EA countries
It meanghat we shouldseetraditional formsof careas
being dependent on human resourcesthat must be
nurtured and developed in a susainable manner. They
arenot Ocheapffernativeso technologicalpsychiaty.
In other words, within the economic congraintsthat
apply in particular cases, all countrieshave to make
choicesabout the extent to which they inves in local
resources, such astraditional formsof care, asopposed
to high-cog technological resources There hasto be a
balance struck between state responsbility and
empoweringand enabling local communitiestotakethe
lead in responding to their health and mental health
needs. We agree with McKenze et al®@analysis, that
invesment in socia capital mugt be exactly that Bthe
investment of resourcesthat support and encourage
grass-rootsinitiativesin mental health. Community
developmenis avaluablewayof achievingthis.

But community activation and development will
remain limited in itsscope aslong asit consss of amall
projectsworkingin isolation. If the might and power of
biomedical psychiatry isto be challenged, it isvita that
waysare found to draw local developmentstogether, and
to co-ordinate their campaigning activities on
governmentsand trans-national organisations NGOs
like Interaction areencouragindocal groupsof mental
health service usersand communitiesto question the
imposgtion of global initiativesby organisationslikethe
WHO. Interaction (2005) arguesthat global initiatives
reproduce and maintain existing power relationships,
support thegatusquo and thushelp to susain grosssocio-
economic digparitiesthat have a particularly malign
influence on people who experience mental health
problems thereby helpingto perpetuate social excluson.
These power relationshipsare, aswe have seen, rooted in
colonial and neo-colonia practicesthat are patriarchal,
elitig and ingendtiveto cultura difference. Higoricaly,
top-down (or global) approachesto the development of
mental health policy have condgentlyfailed to meet the
needsof local communities

M otwithstanding best intentions, neither

governments nor most international agencies have

achievedyoalsor expectedresultskE In transitional
economies[eg. countriesin the former communist
bloc, and the Balkan states] and developing
countries, thispresentsan additional challengein
promoting and managing alternatives to old
orthodoxiesof capitalismor socialismandthe need
to promote culturally acceptable and relevant
policies.Qnteraction, 2005)

Local action, global impact

Our argument isthat investment in social capital
through the mobilisation and involvement of local
communitiesiskey to developing ethically based,



sustainable and culturally sensitive mental health
srvices The three examplesbelow show how thiscan
beachieved]ocally, nationally andinternationally.

Sharing Voices(Bradford)

Sharing Voices (Bradford) (SVB) isa community
development project that focuseson mental health. It
workswith minority ethnic communitiesincluding
South Asian, African, African Caribbearandothersin
Bradford to find alternative and new formsof support for
those experiencing distress. It uses community
development (CD), premised on the belief that poverty,
racism, loneliness, relationship difficulties, domegtic
violence,sexuabbusendspiritualdilemmasareoften
at the heart of mental health crises. CD focuseson
improving well-being by addressng economic, social
and environmental factors, with a commitment to
equalityandempowermentlt providesan opportunity
for people to acquire killsand confidence in devisng
their own responsesto distress. It fostersa sense of
ownershipoftheir serviceandreduceddependencyn
others. Coheson and social incluson are recognised
aimsof CD (Yasmeeretal, 2004).

Theproject hasfive gaff, includingtwo community
development workers, one community engagement
workerandaco-ordinator It worksacrossll blackand
Adan communities identifying shared concernswhile
regpecting differences Thisresonatesdeeply in Bradford
where communities even within the majority Pakigani
population, have been described asfragmented and
suspiciousof each other. CD liesat the heart of many
activitiesaimedat buildingcommunitycohesionn the
city followingthe riots of 1995and2001.

SVBaimsinclude:

to enablepeopleexperiencingnentalhealth

problemstheir familiesandothersto develop

sustainableolutionswithin the community
liaisonwith statutoryserviceproviderso improve
the rangeandquality of services

to stimulateawiderdebatdocally, nationally and

internationally aboutthe natureof mentalhealth,

diverseperspectiveandethnicity.

Theworkershave succesfully engaged awide variety of
individuals, familiesand communities, including key
gatekeepersand existing voluntary/statutory sector
organisationsthat focuson mental health, and many
that work outsde the traditionally defined boundaries
of OmentaiealthOsuchasthe countrysideservicesthe
Bangladeshi Youth Organisation and youth services.
Thisrequiresperseverance; much timeisgent ligening
and talkingto peoplein awide variety of locations,
includinginformal and amall local networks, often with
no immediately obvious outcome. However over time
the workers have successully devel oped relationships

Challenginthe globalisationf biomedicapsychiaty

built on trug, with an open and honest approach that

acknowledgesthe limitations of maingream mental

health services Thishasreaulted in the development of

several community groups. Many of these are gender

and faith specific; some are neither. Hamdard, for

example, isrun by South Asian women who have

experiencedlistressandwho foundaroadto recovery
in their Idamic faith and peer support. On the other

hand, the Creative Expressons group has brought

together culturally diverse women, to share their

experiencesof distressand oppresson, and to express
this throughpoetryandpainting.

At the time of writing, SVB is nearing the
completion of an evaluation by the Saindbury Centre for
Mental Health andthe University of EastAnglia. This
work isnow in itsfinal stages but apreliminary report
hasalreadybeenpublished(Seebohnetal, 2004). The
evaluationusedparticipatoryaction researcl{PAR) to
identify sixcommunitygroupdinked to SVBwhowere
keen to participate in the evaluation. Community
volunteersfrom these groupsweretrained by the project
teamin qualitative research methodology, quegionnaire
and smi-gructured interview dedgn, interviewing kills
and ethics of research. These researchers then
egablished contact with 126 people in the community
from agreat variety of backgrounds, all of whom had
experiencednentaldistresandhadhadcontacteither
with SVB or with the mental health services. The
researchers set up focus groups and/or undertook in-
depthinterviewswith their peers.

EvolvingMinds*

Evolving Minds (EM) isa public forum for aternative
approachesto mental health. It meetsmonthlyin a
room above a pub in the West Yorkshire town of
HebdenBridge. The meetingwastriggeredby a public
sreening of thefilm Evolving Mindswhere the director,
Mel Gunasena, interviewed a monk, a shaman, a
nutritionist and a spiritual psychologist about their
different ways of helping someone who has psychotic
experiences. Over 70 people turned up to watch the
film, following which there wasalively discusson and
much interegt in taking the discussionsfurther. The
ensuingmeetingupholdthe valuethat thereisno one
superior way of underganding our mental health. EM
includespersonalpolitical andspiritualperspectivem
discussons. The meetings create goace for the wisdom
of subjective experience, which in western cultureis
rarely heeded. Consequently, many guest speakers
integrate personal experience with other forms of
knowledge.

Meetingsbegin with music, poetry, or sorytelling,
and thisisfollowed by one or two presentations, with
opportunitiesfor small group discussion. Topicshave
compared eagern and western peroectiveson thevalue

*salma.yasmeen@sharingvoices.orgh#ingVoicesBradford 99 ManninghamLane,BradfordBD1 3BN

‘rufus@rufusrydreeserve.co.uRufusMay, BradfordAssertiveOutreachTeam 48 Ashgrove Bradfod BD7 1BL
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of self-esteem, and considered the questions ®low do
we survive living in a mad world2or ® ow doeswar
affectusemotionally?@he aimisto demystifysubjects
and there is an emphasis on moving away from
professonal jargon and universal objectivity. EM has
a0 considered Blow to livewith suicidal ideasOand the
use of dance and movement to deal with low mood.
Future topicsinclude shamanic journeying, parenting,
coming off psychiatric medication, and peacework at an
individual and community level. Some of the
relationshipsforged at EM are resulting in innovative
developmentswith local mental health services. For
example, two membershave garted arecoveryinitiative
on the acute psychiatric admisson wardsat Lynfield
Mount Hospital, Bradford. These are attended by
patientsandstaff.

EM values socio-political approachesto mental
health. For example, it hasused Forum Theatre Baform
of participatorydramain which the audiencdsinvited
to re-enactthe scenen differentwaysfo achievemore
favourable resolutions of the original dilemma (Boal,
2000)bto respondo experiencesf oppressiorandto
protest againgt the rise of biomedical psychiatry. It
gandsin polar oppostion to the valuesof globalised bio-
medical psychiatry; in Britain, abasion of biomedical

psychiatryit looks in the opposite direction to a broad

range of folk and other undersandings of madnessand
healing. By attending the meeting, people from a
variety of backgroundsare ableto build alternative
undergandingsabout how bes to deal with and prevent
mental health problems. In thissense it encourages
communities to consider ways of taking more

responsibility for those who suffer or become confused,

rather than devolving this entirely to unknown
professionals.

PaPA>

Policy and Public Action (PaPA) isanew, four-year
programme developed by the charity Mental Health
International Development (MHID) to enable people
with mentalhealth problemsandtheir organisationso
engage effectively and creatively in mental health policy
issues locally, nationally and internationally. The
programme is based on the belief that grassroots
communitieshave amajor contribution to play in the
bottom-up development of successful and evidence-
based policy, and that building their capacities, ills
and knowledge can contribute to social development.
PaPA uses a bottom-up process in which users,
gakeholdersand NGOscan create and develop new
policyideasandmonitor andevaluatethe performance
of existing policy and legidation. PaPA embedsthe
policy-as-processmodel in all itsactivities Public action
iscollective action such aslobbying, campaigning,
direct action and mediawork to make social change and
influencethe developmenbf policy.

A core principle of PaPA is that people who
experience (or have previoudy experienced) mental
health problemanustbeat the coreof grassrootgolicy
development. Thismeansthey should bein apostion
to haveavoiceandmanagereviewandpromotepolicy
initiativesdirectly themselves not smply through the
activitiesof professonalsand other gakeholders Asa
consequence, PaPA ensures that at least 33% of
participantsare(ex)userof mentalhealth serviceand
that all srategic podtionsare occupied by users. PaPA
has emerged from a number of sources, includingthe
evaluation of the Pathwaysto Policy programme that
MHID led between 2001 and 2004. T hisprogramme
successfullglevelopedocal andnational policy forums
in Eagtern Europe, central Adaand India. Other sources
include action research data collected by activigsand
development managers developing public action for
mental health. A third isthe srategic analyssof the
international mental health policy environment
undertakerby MHID andbythe MIRROR think tank
run by the Interaction secretariat. Whereas previous
policy programmes have sought to build capacity and
networksin local communities, PaPA deploysthese
capacitiesand networksto bring about social change.
Thismeansmoreinclusve and supportive communities
in which excluded and vulnerable groupshave avoice
andawayto havetheir needsandaspirationsnet. The
programme istherefore more ambitious and supports
local users and other stakeholders to build more
inclusve communitiesin which people with mental
health problems (and their families) are valued,
respected and listened to through bottom-up policy
initiatives andco-ordinatedpublic action.

Conclusions

Table 2 compares the main features of local knowledge

with the dominant global biomedical paradigm. It is
important to recognise that QocalChere refersto a
diverdsified reality across the world, with multiple
identitiesand social groups. Globalisation ismulti-

faceted. Some aspects, such as the world-wide web and

internet, have brought benefits for many by
democratising accessto knowledge and information.
Nor would we wish to polarise too acutely the
distinction betweenglobalandlocal knowledgeThere
is much to be gained when those who challenge
hegemonic discoursescan network trans-nationally. For
exampleit isimportant that those who challenge and
ress universal interpretationsof distressknow that
othersin differentpartsof the world areengagedh the
same gruggle. Where globalisation tendsto homogenise
the world, engagement with the grassroots concerns of
peoplein local communities B issues embedded in
common socia redlitiesand relationshipsauch asgender
relationships, family structures, ethnicity, faith and
sirituality, age and sexuality Bhighlightsthe paradoxes

*Seewwwmhid.uk.net(accessed1stJune2005).
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Table 2: Localversusglobaknowledgein mentahealth

Locd Global

Epistemolog Heterogeneous Universal:
knowledgeisheldin the community,in knowledgeisdefined boundaiedand
life storiesin personalandcommunity protectedby languag terminolog,
experiene,inwrittenandspdenword, jargonandnotionsof expetise
in art,poetry andother diversesources

Values Participatay Oligardy
Demociatic Un-or pseudo-demamtic
Sociajustie Globalcapitalism
Negotiatel Marketing
Sustainae Bhumarrelationships Exploitatior®humarrelationships,
environmen environment
Diversity

Econany Sociatapitalbartering(eg LETSlocal Trans-nationalapitalism
emplg/menttradingschemesandother
alternatilesto money)
Blaclor greyeconomiedasedon local
trustinter-connectiondetween
households
Poverty andmarginalivelihoodsamediate
the day-to-dg prioritiesfor people

Interestsened Ordinaty peopleseiceuses, Centalisechureaucacies
individualandgrours Globalcorporationsandorganisations
Families/househasld Governments
Communities Prdessionagroups Bpsychiaty,

psychology

Interpretive systers Religioufaithandspritualiy Sciencandbiomedicine
Altemnatiwe lay beliefsystems Psychiatrandpsychology
Sociabndpoliticaktruggls Sociology

Roliticalgroupings
Householdsindfamilies

Understandingsf madnes

Normd
Jouney/enlightenmen
Possession/shaman
Spiitual

Crisisrisk

Inclusion

Recaoery

Mentalillnesgisk
Exclusion
OcCured

Accountabilit

Individuagrours
Localcomnunities

Oligarcheandshareholdes

Solutios

Localecologt, evolutionay smaH
scat, sharegrelevantindividual
involvingmeaningfubwned long-tem

Imposedalienatingnassstandardised,
frighteningshart-term projects

of divergty. These factorsare the ground out of which
weindividually nurtureourunderstandingef ourselves

throughourlives.

At the same time we are becoming more aware of
our cultural differencesThis meanghat toleranceand

respect for diverdgty are of paramount importance. We
believe that ED and EA countrieshave much to learn

from each other by comingtogether in a democratic

debate about the values and philosophy of mental
health care. Organisationslike the WHO, in fulfilling
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their global role, must recognise the importance of
plural interpretationsof digressthat take usbeyond a
narrow, biomedical approach. Thismeansdeveloping
policieswith arevitalised ethical focusthat emphasse
the importance of sugtainability and the value of local
democratiadebatesin which communitiesNGOsand
governmentscan st out for themselveshow digressis
to be undersood. Community development iswell-
suited to enable these debates, and to assist in the
articulation of localknowledge.

Finally, our analydssuggessthat, in termsof health
policy, it is essentiathat governmentsn EA countries
egablish independent reviews (independent, that is,
from the interests of professonal groups and the
pharmaceutical industry) into the future of mental
health services These reviewsshould be wide ranging
and cover the episemological bassof mental health
services, their values and sustainability. There are
already movesin thisdirection in England with the
working groups exploring workforce issuesin mental
health® set up by the National Ingtitute for Mental
Health in England and professional organisations.
Although there are service user and carer
representatives, professonal elitesdominate, o it is
difficult to see how the recommendationsof such groups
will be free from professonal interests The Stuation
with regardo psychiatnyjis particularlycomplex.There

are difficulties with recruitment and retention, signs of

a9lit between theinterestsof the majority of non-
academic clinicians and those of senior academic
clinicians (Bracken & Thomas, 2005, see especially
introduction), the burgeoning cost of the professon,
and the continuing problem of the relationship between
the professon and the pharmaceutical industry. For
thesereasonsve arguethat, asa matterof urgeng, the
government sstsup an independent review of the future
of the professions
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