


Mental Health: Are we on the right track? 2012 
 
 
 
Contents 
 
 
 
Welcome 2 
 
General Information  3 
 
Arai te Uru Marae 5 
 
Programme 6 
 
Plenary Speakers and Abstracts 12 
 
Public Lecture Abstracts 16  
 
Concurrent Abstracts 17 
 
Posters 39 
 
Delegate List 42 
 
   



15th International Philosophy & Psychiatry Conference 2012 

 

2 
 

Welcome to Dunedin 
 
On behalf of the organising committee, haere mai!  
Welcome to New Zealand- Aotearoa – the land of the 
long white cloud; to Dunedin-Otepoti – the ‘Edinburgh 
of the South’; and to the University of Otago, New 
Zealand’s oldest university, for the 15th International 
conference of the International Network of 
Philosophy and Psychiatry:  ‘Culture and mental 
health’.  Some of you have come from close by and 
some from the other side of the planet.  We are 
delighted, wherever you come from, that you have 
been able to join us. 
 
This conference promises to be fascinating and 
constructively challenging.  It perhaps could hardly fail 
to be, because the topic ‘culture and mental health’ is 
one which invariably provokes vigorous thought.  
Coming together from our various backgrounds, 
experiences and disciplines promises to ground an 
enriched sense of how we may engage with this topic. 
 
There is also a programme of associated events which 
should  enhance the experience of many of you. 
 
I would like to thank all those who have been part of 
organising this conference.  Some are and some are 
not mentioned on the previous page.  We have been 
hugely assisted by the University of Otago’s Office of 
Māori Development (Te Irika o Te Wharawhara Te 
Raki), and by the Arai te Uru Marae, in our planning.  
Our sponsors have made very much possible that 
which would otherwise have been pretty much 
impossible.  Our International Advisory Panel has 
provided a reserve of experience and enthusiasm.  
The Bioethics Centre, Ashburn Clinic and the Southern 
DHB have supported the members of the committee 
to invest considerable time and energy in this project.  
Our conference organiser, Sally of Events 4 You, has 
been absolutely invaluable – and will continue to be 
all through the conference. 
 
We on the organising committee look forward to 
meeting you all and welcoming you in person over the 
next three days. 
 
Haere mai!  Welcome again. 
 
Neil Pickering  
Conference Convenor 
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General Information 
 
Conference Venue 
St David Lecture Theatre Complex,  
University of Otago 
Cnr St David & Cumberland Streets 
Dunedin, New Zealand 
(map on back cover) 
 
Conference Website 
www.events4you.co.nz/inpp2012.html 
 
Travel 
The Dunedin International Airport is around 30 
minutes drive from Dunedin Central  Business 
District.  Taxi and Shuttles are available at the 
airport and will cost from $70-90 (taxi) to $25-35 
(shuttle).  We recommend that you pre-book your 
shuttle online with SuperShuttle 
www.supershuttle.co.nz  
 
Parking 
Parking is available on the streets surrounding the 
conference venue with metred parking on some 
parts of Cumberland Street. 
 
Registration  
The registration desk will be located in the Foyer on 
the Ground Floor during the conference and will be 
open at the following times: 
 
Wednesday 4th July 
8.30 am – 10.00 am 
4.00 pm – 6.00 pm 
 
Thursday 5th July 
8.00 am – 10.00 am 
1.00 pm – 6.30 pm 
 
Friday 6th July  
8.30 am – 5.30 pm 
 
Saturday 7th July 
8.30 am – 5.30 pm 
 
 
Registration Details 
All delegates will receive a registration pack when 
they register. 
 
 
 
 

 
 
 
Full and student registration includes: 
Morning and afternoon tea, lunches, welcome 
function (where indicated attending), conference 
bag and handbook, transportation to and from 
the Marae on Thursday.  Excludes optional 
events such as the Wednesday symposium and 
conference dinner.  
 
Day Only includes: 
Morning and afternoon tea, lunches on the day 
specified, conference bag and handbook.  Excludes 
optional events such as the Wednesday symposium 
and conference dinner.  
 
Marae Only includes: 
Return transportation to and from the Marae 
(departing St David Lecture Theatre Complex 8.30 
am Thursday 5 July returning at 1.15pm) morning 
tea and lunch at the marae. Excludes attendance at 
afternoon sessions and Welcome Function on 
Thursday. 
 
Name badges 
Name badges will be issued when registering at 
the conference.  For security purposes the 
conference name badge must be worn at all 
times during the conference. 
 
Catering 
All catering will be provided in the foyer area 
next to the Main Conference Room with 
morning/afternoon tea and lunches provided as 
part of full registration.   
 
General catering will include vegetarian and non-
pork/beef options. If you have requested a 
special diet, these will be labelled and available 
at the registration desk. 
 
For those wanting looking for a coffee outside of 
refreshment breaks, the St David Café is situated 
on the ground floor of the conference venue and 
will be open Wednesday-Friday.  The Good Earth 
Café is situated on Cumberland Street (across 
the road from the St David Lecture Complex) and 
is also open on Saturday. 
 
The conference dinner ($65) is an optional event 
and delegates who have pre-booked this option 
will have a ticket in their registration pack.   
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Internet Access 
All delegates will be issued with an internet 
username and password for Wireless Internet 
Access from personal electronic devices.   
 
There will also be a number of e-stops (refer to 
the venue map on back cover).  You will need to 
use the Username that is posted below the screen 
eg; conf01 and the password for all e-stops is:  
 
conferenc4july  
 
Messages 
A message board will be located near the 
Registration Desk. 
 
Toilets 
Please see the venue map for the location of the 
toilets on the ground floor. 
 
Presenter Information 
Presenters who have not emailed their presentations 
in advance should meet with the audio visual 
technician before the session or during one of the 
catering breaks.  It is essential that your presentation 
is loaded as soon as possible.  Please check with the 
Registration Desk staff. 
Posters: please leave your poster with the 
Registration desk and this will be put up for you. 

 
Wittgenstein & Mental Health Symposium 
(optional)  
This is being held in G05 Lecture Theatre which is 
located at the back of the Bioethics Centre (above 
VideoEzy Shop cnr Frederick & Cumberland Streets) 
and is accessed from Cumberland Street. 
 
Wednesday Interdisciplinary and Mental 
Disorder Symposium 
Delegates registered for this symposium will receive 
vouchers for morning and afternoon tea redeemable 
at St David Café (Wednesday 4th July – Friday 6th July) 
in their registration pack. 
 
Welcome Function 
This will take place on Thursday 5 July 5.20 pm – 6.15 
pm in the foyer situated outside St David Lecture 
Theatre.  Delegates registered for this event will 
receive a ticket that can be redeemed for one 
beverage (a cash bar/eftpos will also be in operation).  
Canapes will be served.   
 
 
 

Conference Dinner 
This is to be held at the University of Otago Staff  
Club (refer to the campus map on the back cover). 
A buffet meal is included.  Delegates who have 
booked a conference dinner (NZ$65.00) will be able 
to redeem their dinner ticket for one complimentary 
beverage (a bar will be operating and will include 
cash/eftpos).  Conference Dinner tickets will not be 
available for purchase at the venue, however please 
see the registration desk in case of cancellation. 
 
Suggestions for Dining in Dunedin 
There are a  large number of great restaurants on 
George Street and in the Octagon, and we can also 
recommend the following options which are in close 
proximity to the conference venue: 
 
Ombrello’s 
10 Clarendon Street 
(03) 477 – 8773 
Five minutes walk from conference venue 
 
Poppa’s Pizza 
74 Albany Street 
(03) 477 – 0598 
Five minutes walk from conference venue 
 
Eureka Cafe & Bar 
116 Albany Street 
(03) 477-7977 
Ten minutes walk from conference venue 
 
The Rainforest 
95 Filleul Street   
(03) 471 9265 
 
Little India Restaurant 
308 Moray Place   
(03) 477 6559 
 
Scotia Bar & Bistro 
199 Stuart Street   
(03) 477 7704 
 

 
www.events4you.co.nz/inpp2012.html 
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Arai te Uru Marae Thursday 5 July 
 
Pöwhiri – welcome ceremony/ritual of encounter 
 
A Pōwhiri encapsulates the formal welcome 
ceremony onto the marae (traditional meeting 
place), starting with the initial karanga (call) from 
the tangata whenua (people of the land, the 
hosts) right up to the sharing of kai. This process 
also removes the tapu (sacredness) from the 
manuhiri (visitors), who are referred to as 
waewae tapu (literally, sacred feet) if they are 
first-time visitors to that particular marae. 

 
This marae’s kawa is that shoes are removed 
before entering the wharenui (meeting house) 
and they would be removed outside the door. 
 
Whaikōrero or formal speech making follows the 
karanga.    A waiata or song is sung after each 
whaikōrero by the group the orator represents. 
Koha – a gift, generally an envelope of money, is 
laid on the ground by the last speaker for the 
manuhiri (visitors). A local kuia (female elder) may 
karanga as an expression of thanks. A male from 
the tangata whenua will pick up the koha. 
Hongi – the pressing of noses signifies the joining 
together of tangata whenua and manuhiri. 
Tangata whenua invite the manuhiri to come 
forward to shake hands (hariru) and hongi. 
Hākari – the feast, a meal is then shared. This 
usually signifies the end of the pōwhiri. 
 
 
 
 
 
 
 
 
 
 
 

Arai te Uru Marae – Run of Events 
 
 
8.00 am Registration opens in Foyer, St David 

Lecture Theatre Complex, University of 
Otago, Cnr St David & Cumberland 
Streets. 

 
8.15 am Gather in Foyer to meet bus. 
 
8.30 am Transportation to Marae departs from 

St David Lecture Theatre Complex, 
Cumberland Street entrance. 

 
8.50 am Arrive Arai te Uru Marae – follow guide 

to the Wharenui (meeting house).  
Shoes are removed and left outside the 
door of the Wharenui. 

 
9.00 am Pōwhiri (welcome ceremony / ritual 

of encounter) 
  
10.00 am Kai (morning tea) in the dining room. 
 
10.30 am Opening Address:  Professor Peter 

Crampton, Pro-Vice-Chancellor, 
University of Otago 

 
10.45 pm Marae Encounters, Māori World Views 

and Dilemmas for Clinicians 
 Professor Sir Mason Durie, Deputy Vice-

Chancellor and Assistant Vice-
Chancellor (Māori and Pasifika) Massey 
University, New Zealand. 

 
12.15 pm Hākari (the feast, meal that is shared) 

signifying the end of the pōwhiri. 
 
1.15 pm Transport departs from Arai te Uru 

Marae carpark back to St David Lecture 
Theatre Complex.  
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Programme 
(Venue is St David Lecture Theatre Complex unless otherwise stated) 
 

Tuesday 3 July  
TIME SESSION/PRESENTER LOCATION CHAIR PAGE 

2.00 pm – 
5.00 pm 

Wittgenstein & Mental Health 
Symposium (Optional) 

G05 Lecture 
Theatre 
Bioethic Centre 
Cumberland 
Street Entrance 

Grant Gillett  

 

Wednesday 4 July (optional) 
TIME SESSION/PRESENTER LOCATION PRESENTER PAGE 

8.30 am – 
10.00 am 

Registration Desk Open Foyer   

9.00 am – 
9.30 am 

Interdisciplinary Symposia on Mental 
Disorder (Optional) 
Introductory Plenary 

Room 1 Andrew Bradstock, 
Grant Gillett, Bridie 
Lonie 

 

9.30 am – 
4.30 pm 

Symposia splits into the following 
streams: 
 
Neuroscience and Mental Disorder 
Lead Facilitator: Grant Gillett 
Theology and Mental Health  
Lead Facilitator: Andrew Bradstock 
The creative arts and mental health 
Lead Facilitator: Bridie Lonie 

Facilitators will 
direct groups to 
symposia 
locations 

  

4.00 pm – 
6.00 pm 

Registration Desk Open Foyer   

 
 

Thursday 5 July 
TIME SESSION/PRESENTER LOCATION CHAIR PAGE 

8.00 am Registration Desk Open Foyer   

8.30 am Transportation departs for Arai te Uru 
Marae  

Foyer   

8.50 am Delegates guided into Wharenui 
(Meeting House)  

Arai te Uru 
Marae  
24 Shetland 
Street 

  

9.00 am – 
10.00 am 

Pōwhiri (traditional Māori welcome) Arai te Uru 
Marae  

  

10.00 am – 
10.30 am 

Morning Tea Arai te Uru 
Marae  

  

10.30 pm – 
10.45 pm 

Opening Address: 
 
Peter Crampton Pro-Vice-Chancellor, 
University of Otago 

Arai te Uru 
Marae  
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Thursday 5 July (continued) 
TIME SESSION/PRESENTER LOCATION CHAIR PAGE 

10.45 am – 
12.15 pm 

Plenary 1 
 
Marae encounters, Māori world views 
and dilemmas for clinicians 
Mason Durie  
  

Arai te Uru 
Marae  
 

 12 

12.15 pm – 
1.15 pm 

Lunch Arai te Uru 
Marae  
 

  

1.15 pm – 1. 
45 pm 

Transportation back to St David Lecture 
Complex 

Arai te Uru 
Marae  
 

  

1.45 pm – 
1.55 pm 

Welcome Address 
 
Tim Thornton  

Lecture Theatre Neil Pickering  

1.55 pm – 
3.00 pm 

Plenary 2 
 
Non-rational understanding? Can 
psychiatry draw on Wittgenstein’s 
discussion of other cultures? 
Tim Thornton  

Lecture Theatre Neil Pickering 12 

3.00 pm – 
3.10 pm  

Poster Introductions  
 
Fraternal communication: a spiritual 
way of regarding the other? 
Janine Joyce 
Mental state and juridical judgements 
Alva Strage 
Biopolar disorder: patients’ perceptions 
of people attitudes 
From self-care to hospitalization: bipolar 
patients’ health care practices in Mexico 
Ingrid Vargas-Huicochea 

Lecture Theatre Neil Pickering  
 
39 
 
39 
 
40 
40 
 

3.10 pm – 
3.40 pm 

Afternoon Tea Foyer   

3.40p m – 
5.10 pm 

Concurrent Sessions:    

TIME Lecture Theatre Room 1 
Chair: Grant Gillett 

Room 2 
Chair: Richard Mullen 

Room 3 
Chair: Digvijay Goel 

3.40 pm – 
4.10 pm 

Safety in numbers 
and crazy cultures: 
the limits of 
diagnosis 
(Workshop) 
Mohammed 
Abouellieil Rashed, 
Roman Pawar, 
Norman Poole  
Pg 31 

The mind from a 
monistic perspective 
of a personal  
brain 
Jakob Korf 
Pg 24 
 

The current 
approach of criminal 
law to the genetic 
defence 
Amir Bastani 
Pg 18 

The development of a 
culture-specific 
diagnostic  tool for 
Post Traumatic Stress 
Disorder in KwaZulu-
Natal, South Africa 
Thebe Madigoe 
Pg 26 
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Thursday 5th July (continued)  
TIME Lecture Theatre Room 1 

Chair: Grant Gillett 
Room 2 
Chair: Richard Mullen 

Room 3 
Chair: Digvijay Goel 

4.15 pm –  
4.45 pm 

Safety in numbers 
and crazy cultures: 
The limits of 
diagnosis (Workshop 
continued) 
Pg 31 
 

Zettel 608 
Stephen Rosenman 
Pg 33 
 
 

Neuro-testing for 
paedophilia: some 
legal and  ethical 
concerns 
Colin Gavaghan 
Pg 22 

Mental health and 
psychological help-
seeking among Iranian 
international 
university students: a  
qualitative study 
Shizar Nahidi  
Pg 28 

4.50 pm – 
5.20 pm 

Safety in numbers 
and crazy cultures: 
the limits of 
diagnosis (Workshop 
continued) 
Pg 31 
 

From the hubs to the 
pubs 
Lene Rachel Andersen 
Pg 17 

Determining 
'Culture': the 
problems and pitfalls 
of the right to 
respect for cultural 
identity in New  
Zealand  health law 
Luxi Nie  
Pg 29 

Te Tomokanga: 
appropriate Child and 
Adolescent Mental 
Health Services 
(CAMHS) : Māori  
caregiver’s 
perspectives’ 
Kahu McClintock 
Pg 27 

TIME SESSION/PRESENTER LOCATION CHAIR PAGE 

5.20 pm – 
6.15 pm 

Welcome Reception Foyer   

6.15 pm – 
7.30 pm 

Public Lecture (Members of the Public 
free to attend) 
 
The mind and mental health in two 
worlds 
Mason Durie & Grant Gillett 

Lecture Theatre Grant Gillett 16 

 
 

Friday 6th July   
TIME SESSION LOCATION CHAIR PAGE 

9.00 am – 
10.15 am 

Plenary 3 
 
Talking and rioting: philosophical 
perspectives on the summer 2011 UK 
civil disturbance 
Derek Bolton 

Lecture Theatre Armon Tamatea 13 

10.15 am – 
10.45 am 

Morning Tea Foyer   

10.45 am –  
12.00 pm 

Plenary 4 
 
Contradiction in diagnostic classification 
regarding causes: a conceptual challenge 
Werdie van Staden 

Lecture Theatre Derek Bolton 14 

12.00 pm – 
1.00 pm 

Lunch Foyer   
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Friday 6th July (contd)   
TIME SESSION LOCATION CHAIR PAGE 

1.00 pm – 
2.15 pm 

Plenary 5 
 
“How can it not know what it is?" The 
(a)morality of psychopathy - 
Psychological and philosophical 
considerations 
Armon Tamatea 

Lecture Theatre Tim Thornton 14 

2.15 pm – 
2.45 pm 

Concurrent Sessions    

TIME Lecture Theatre 
Chair: Grant Gillett 

Room 1 
Chair: Neil Pickering 

Room 2 
Chair:  Kristen Steslow 

Room 3 
Chair: Stephanie du 
Fresne 

2.15 pm – 
2.45 pm 

Culture, identity and 
the brain: animal 
human being - 
humanized human 
being 
Janine Joyce 
Pg 23 

Transient  mental 
illness: following a 
script 
Juan Garcia 
Pg 22 
 

Antidepressants as 
analgesia: some 
consequences of a 
non-reductionist 
model of depression 
Jonathan Epstein 
Pg 21 

Culture, vultures and 
politics 
Digvijay Goel 
Pg 23 

2.50 pm – 
3.20 pm 

Virtual addiction: is 
online gaming 
addiction fact or  
fantasy? 
Gemma Smart 
Pg 34 

Sex, metaphysics and 
mental (dis)order 
Jane Cook 
Pg 19 

All Blacks and happy 
pills:  medication, 
medicalization, 
authority and self-
help in the culture of 
New Zealand 
medicine 
Susan Wardell 
Pg 37 

Mental health to 
achieve millennium 
development goals in 
developing societies 
Sudhir K Khandelwal 
Pg 24 

TIME SESSION LOCATION CHAIR PAGE 

3.20  pm -
3.50 pm 

Afternoon Tea Foyer   

3.50 pm – 
6.05 pm 

Concurrent Sessions    

TIME Lecture Theatre 
Chair: Kristen Steslow 

Room 1 
Chair: Neil Pickering 

Room 2 
Chair:  Richard Mullen 

Room 3 
Chair: Grant Gillett 

3.50 pm – 
4.20 pm 
 

Philosophical 
foundations of a 
therapeutic 
community where 
culture is valued 
Sean Manning 
Pg 26 

On psychiatric 
metaphor: exploring 
the use of clinical 
concepts in cultural 
theory 
Angela Woods 
Pg 37 

Is psychopathology 
universal or local? 
Cultural 
insensitivity and 
psychiatric 
epidemiology 
Stephen Rosenman 
Pg 33 

Merleau-Ponty and 
the intentional arc in 
psychological 
medicine 
Tra-ill Dowie 
Pg 20 

4.25 pm – 
4.55 pm 
 

I’m waiting for a 
diagnosis 
(Workshop) 
Claire Aitkin 
Pg 17 

 Not that straight-
forward (Workshop) 
Jing Bao-Nie, Jacqui 
Leckie, Susan Heydon, 
Jonathan Marshall, 
Neil Pickering 
Pg 29 

The pleasure 
principle 
Joyce Arnold 
Pg 18 

Psychologist and the 
soul (Workshop) 
Piotr Legutko 
Pg 25 
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Friday 6th July (contd)   
TIME Lecture Theatre 

Chair: Kristen Steslow 
Room 1 
Chair: Neil Pickering 

Room 2 
Chair:  Richard Mullen 

Room 3 
Chair: Grant Gillett 

5.00 pm – 
5.30 pm 

I’m waiting for a 
diagnosis (Workshop 
continued) 
Pg 17 

 Not that straight-
forward (Workshop 
continued) 
Pg 29 
 

If clinical judgement 
involves tacit 
knowledge, what 
should we mean by 
‘tacit’? 
Tim Thornton 
Pg 35 

Psychologist and the 
soul (Workshop 
continued) 
Pg 25 
 

5.35 pm – 
6.05 pm 

I’m waiting for a 
diagnosis (Workshop 
continued) 
 

 Not that straight-
forward (Workshop 
continued) 
 

Reinstating the 
passions in western 
psychiatry 
Louis C Charland 
Pg 19 

Psychologist and the 
soul (Workshop 
continued) 
 

TIME SESSION LOCATION CHAIR PAGE 

7.00 pm Conference Dinner (Optional – must be 
pre-booked) 

University of Otago 
Staff Club 

  

 
 

Saturday 7 July   
TIME SESSION LOCATION CHAIR PAGE 

9.00 am – 
10.15 am 

Plenary: 
Hauora Hinengaro: historical and 
contemporary trends in Māori mental 
health 
Te Kani Kingi  

Lecture Theatre Werdie van 
Staden 

15 

10.15 am – 
10.45 am 

Morning Tea Foyer   

10.45 am – 
12.25 pm 

Concurrent Sessions    

TIME Lecture Theatre 
Chair: Neil Pickering 

Room 1 
 

Room 2 Room 3 
Chair:  Stephanie du 
Fresne 

10.45 am – 
11.15 am 

Spatial intentionality 
and animation in the 
psychotic experience 
Jorge Davila 
Pg 20 

Psychiatry and the 
challenge of culture 
(Workshop) 
Mohammed Rashed, 
Derek Bolton 
Pg 30 

Values Based 
Practice (Workshop) 
Werdie van Staden 
Pg 36 

All psychiatry is cross 
cultural 
Richard Mullen 
Pg 27 

11.20 am – 
11.50 am 

Delusions and folk 
psychology 
Dominic Murphy 
Pg 27 

Psychiatry and the 
challenge of culture 
(Workshop continued) 
 

Values Based 
Practice (Workshop 
continued) 
 

Beyond “madness or 
religion?” 
Kristen Steslow 
Pg 35 

11.55 am – 
12.25 pm 

Metaphysics, culture 
and the mind: Māori 
and western 
perspectives 
Grant Gillett, 
Samantha Jackson 
Pg 23 

Psychiatry and the 
challenge of culture 
(Workshop continued) 
 

Values Based 
Practice (Workshop 
continued) 
 

Addiction as dis-
integration 
Lynne  Bowyer 
Pg 18 
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Saturday 7 July (contd)   
TIME SESSION LOCATION CHAIR PAGE 

12.25 pm – 
1.25 pm 

Lunch    

1.25 pm – 
2.45 pm 

Panel: 
‘Is cross cultural psychiatry really 
possible?’ 
Carl Elliott, Jing-Bao Nie, Jubilee Rajiah, 
Werdie van Staden 

Lecture Theatre 
 

Grant Gillett  

2.45 pm – 
3.15 pm 

Afternoon Tea Foyer   

3.15 pm – 
5.00 pm 

Concurrent Sessions:    

TIME Lecture Theatre 
Chair: Kristen Steslow 

Room 1 
Chair: Neil Pickering 

Room 2 
Chair: Grant Gillett 

 

3.15 pm – 
3.45 pm 

The culture of 
enquiry and its 
enemies  
Stephanie du Fresne 
Pg 21 
 

A mad man in an 
African community: 
whose health, whose 
responsibility? 
Samuel Ujewe 
Pg 36 

Autonomy and 
agency in Islamic 
culture & theology: 
implications for 
psychiatric ethics 
Mohammed 
Abouelleil Rashed 
Pg 33 

 

3.50 pm – 
4.20 pm 

The politics of  
therapy 
Tra-ill Dowie 
Pg 21 
 

The cultural and the 
traditional beliefs in 
relation to mental 
health and psychiatric 
services 
Ehab Sorketti 
Pg 34 

Towards a multi-
layered discourse of 
the person:  the 
Changeux-Ricoeur 
dialogue and its 
relevance to culture 
and mental health 
Michael Wong 
Pg 36 

 

TIME SESSION LOCATION CHAIR PAGE 

4.20 pm  
4.30 pm  

Presentation from 2013 Conference 
Host 

   

4.30 pm – 
5.00 pm 

Conference Closing Ceremony    
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Plenary Speakers and Abstracts 
 

Professor Sir Mason Durie 

Deputy Vice-Chancellor and Assistant Vice-Chancellor (Māori and Pasifika) Massey 
University, New Zealand.  Professor of Māori Research and Development 
(Rangitāne, Ngāti Kauwhata and Ngāti Raukawa) 

Professor Durie completed postgraduate psychiatric training at McGill University in 
1970. He is a Fellow of the Royal Australian and New Zealand College of 
Psychiatrists and has published extensively on Māori health and Māori mental 
health. He was appointed to a Chair in Māori Studies at Massey University in 1988 
and has also served as Professor of Māori Research and Development.  He has 
affiliations with the Rangitane, Ngati Kauwhata and Ngati Raukawa tribes.  

Marae encounters, Māori world views, and dilemmas for clinicians  
 
 ‘Marae encounters, Māori world views, and dilemmas for clinicians’ will focus on the interface between Māori 
systems of knowledge and knowledge derived from science. The emergence of indigenous models of practice 
is seen as a response to both tensions and opportunities at the interface.  Based on encounters that occur on 
marae, four key themes that link mental health and culture are identified: 

• time and space are necessary precursors to engagement 
• human identity extends into the physical environment  
• spatial boundaries contribute to psychological organisation  
• metaphorical allusion is often a preferred style of communication.  

 
Implications for clinicians are discussed.     
 

Professor Tim Thornton 

Professor of Philosophy & Mental Health at the University of Central Lancashire, UK 

Professor Thornton brings to the conference a sense of the overall interaction between 
philosophy and mental health, which are expressed in two of his recent works:  
Essential Philosophy of Psychiatry (OUP 2007), and (as co-author) the Oxford Textbook 
of Philosophy and Psychiatry (OUP 2006).  A particular area of interest is his work on 
the interpretation of psychopathology and on reductionism and social constructionism in psychiatry.  He 
connects these to wider issues in the contemporary philosophy of thought and language.  From the point of 
view of the conference, these relate strongly to major themes around the relation of biology and culture. 

Non-rational understanding? Can psychiatry draw on Wittgenstein’s discussion of other 
cultures? 

Since Jaspers’ time, an important issue for psychiatry has been assessing the role of understanding, by contrast 
with explanation, for making the experiences and beliefs of people suffering mental illnesses intelligible. More 
recently, the key feature of understanding that has been taken to mark it off from other forms of scientific 
intelligibility has been a connection to the rationality and normativity of thought, influenced by Wittgenstein, 
Davidson and McDowell. But especially within recent philosophy of psychiatry this has also been criticised (eg 
recent work by Campbell and Bortolotti).  
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If, however, one does think that the connection between understanding something and fitting it within a 
rational pattern is a genuine insight, how can one approach phenomena which apparently resist such rational 
capture? In this presentation I attempt to balance two themes from the later Wittgenstein which, although 
both are contestable, are, I will argue, sound. The limits of sense coincide with the limits of rationality. 
Nevertheless, consideration of behaviour from quite different cultures can suggest, precisely because of its 
strange quality, a way of approaching phenomena which cannot be fitted within familiar rational patterns. 

 

Professor Derek Bolton 

Professor of Philosophy & Psychopathology at the Institute of Psychiatry, Kings’ College London, UK and 
Honorary Consultant Clinical Psychologist at the South London & Maudsley NHS Foundation Trust; senior 
faculty member of the new Centre for Humanities and Health at King’s College London 
 
Professor Bolton has both a clinical and a philosophical background.  His philosophical interests are particularly 
related to the themes of the conference; for example one of his most recent publications is What is Mental 
Disorder? which has been published by the Oxford University Press (OUP 2008) in their International 
Perspectives in Philosophy and Psychiatry (IPPP) series.  In this he discusses the conceptualisation of disorder 
and its relation to distress, and the nature of causal explanation in psychology and psychiatry.  He practices as 
a clinical psychologist and so brings to the conference both a psychological (as opposed to medical psychiatric) 
approach and the practical concern to bring conceptual discussions to bear upon the treatment of patients. 

Talking and rioting: philosophical perspectives on the summer 2011 UK civil disturbance 
 
In summer 2011 following a series of events rioting began in Tottenham and quickly spread to many other 
areas of London and through England.  It was unexpected and subsequently much discussed by politicians, 
police and the media. Local communities in Tottenham held a Citizens’ Enquiry on what has happened and 
what could be done in future. Moral, economic and socio-political factors were all in the mix. – Such a complex 
has also become apparent in health, including mental health. In the context of an accumulating literature on 
social determinants of health the UK Department of Health recently published the Marmot Review: Fair 
Society, Healthy Lives: A Strategic Review of Health Inequalities in England Post-2010. Among the social factors 
affecting health are indices of social exclusion of many kinds such as unemployment, poverty, and racism. 
There is indeed, as one senior physician has been heard to say, not much medicine in Marmot – more 
economics and socio-politics. The Review explicitly frames health inequalities as a matter of social justice, a 
perspective widely taken in current public health.  Health, ethics and politics, and the science, get muddled 
together here. – Indices of social exclusion are related to poorer health outcomes of many sorts, and 
apparently to rioting. So why riot? It has often been remarked, in one way or another, that war and talking are 
alternatives. Social exclusion means obviously that different groups of people do not share; not only goods, 
but activities – they do not live, work, play or go to school together. There is at least one philosophical view – 
the later Wittgenstein’s – that if people don’t share ways of life then they cannot communicate either. How 
does the absence of talking become rioting? 
 
  



15th International Philosophy & Psychiatry Conference 2012 

 

14 
 

Professor Werdie van Staden 

Nelson Mandela Professor of Philosophy & Psychiatry, Head: Division of 
Philosophy and Ethics of Mental Health; Honorary Consultant Psychiatrist 
(Weskoppies Hospital); Editor (in Chief): South African Journal of Psychiatry; 
Managing Editor: Philosophy, Ethics & Humanities in Medicine; Regional Editor 
(for Africa): International Journal of Person-Centered Medicine. 

Professor van Staden is both a psychiatrist and philosopher.  His core interests 
are in values in health, incapacity, and the symptomatology of schizophrenia. 
 His most important paper, published in the journal Philosophy, Psychiatry & 
Psychology (the journal most closely associated with the INPP), is “Linguistic markers of recovery: theoretical 
underpinnings of first person pronoun usage and semantic positions of patients” (2003).  His interest in the 
patient’s expression of his/her experience, as well as his background in wider philosophical work and in 
psychiatry make him an ideal key speaker. 

Contradiction in diagnostic classification regarding causes: a conceptual challenge 
 
This paper considers contradictions between the causal definitions of several psychiatric disorders as 
maintained in the ICD & DSM psychiatric diagnostic classifications and how these disorders are understood. 
The contradictions regarding cause are found in the diagnostic criterion common to many of the disorders, 
formulated in the negative, as the lack of a cause of a general kind. In DSM-IV it reads “the disturbance is not 
due to the direct physiological effects of a substance or a general medical condition”. In ICD-10 it reads “…. 
should not be diagnosed in the presence of overt brain disease or during states of drug intoxication or 
withdrawal”. For example, schizophrenia is defined accordingly by a lack of cause of this general kind. This 
definition as expressed in the diagnostic classifications is not merely saying the biological cause of 
schizophrenia is “not known”, but says biological causes are not allowed (to be known). Yet, in contradiction 
with this definition, research findings about biological causal factors of schizophrenia are extensive 
(constraints notwithstanding) and schizophrenia is invariably described in textbooks as being caused 
biologically. 
 
This contradiction is not between trivialities at all: both the biological causal aspects (and the related biological 
beneficial treatments) as well as the above exclusion criteria are critically important clinically.  If we take both 
seriously, what may the options in response to the contradiction be? I will outline our potential options in 
considering the following defences for the exclusion criterion: i) the lack of causal knowledge about mental 
disorders; and ii) the clinician’s insistence that one “has to exclude something organic” because the presence 
of such may require, for example, another kind of treatment.   
 

Dr Armon Tamatea 

Senior Advisor, Psychological Research, Rehabilitation and 
Reintegration Services, Department of Corrections, New Zealand 

Armon Tamatea is Senior Advisor (Psychological Research) for the 
Department of Corrections (New Zealand), and has worked 
extensively in the assessment and treatment of violent and sexual 
offenders, and contributed to the design and implementation of an 
experimental prison-based violence prevention programme for high-
risk violent offenders diagnosed with psychopathy.  Recent projects include exploring the experiences of men 
who leave gangs, situational management approaches to risk intervention regarding prisoner violence in 
maximum security institutions, offender desistance issues with individuals on community-based sentences, 
developing culturally-informed practices, and an experimental investigation of social information-processing 
with violent psychopathic offenders. 
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"How can it not know what it is?" The (a)morality of psychopathy - Psychological and 
philosophical considerations 

'Psychopathy', as an idea, has entered the public consciousness as an embodiment of social callousness and 
serious violence. Indeed, individuals deemed as possessing psychopathic traits have emerged as a central and 
persistent concern for law enforcement, judicial, and correctional systems because of the devastating and 
disproportionate economic, social, and human costs wreaked by these individuals.  In criminal justice contexts, 
the challenging behaviours of violent psychopathic individuals have been considered difficult (or impossible) to 
modify with traditional forms of treatment, intervention, and management in psychiatric and criminal justice 
settings.  Subsequently, many clinicians have avoided attempts to conduct treatment with this group despite 
existing research having been hampered by conceptual confusion and poor methodology.  However, recent 
New Zealand research has been instrumental in challenging some of the long-held assumptions about this 
population as being homogeneous and untreatable.  In this presentation, psychopathy will be explored as (1) a 
psychological construct that has implications for decision-making about risk of violence in the community as 
well as the applicability of these individuals to engage in rehabilitative efforts, and (2) a moral construct that 
identifies these individuals as a vulnerable group (that are typically prone to incarceration) who also makes 
others vulnerable. 

 

Dr Te Kani Kingi 

Director; Te Mata o te Tau, The Academy for Māori Research and Scholarship 
Massey University, New Zealand 

Te Kani Kingi is Director of Te Mata o te Tau, The Academy for Māori Research and 
Scholarship at Massey University in Wellington. He has a specialist interest in 
mental health research, psychometrics, and Māori health. He has formally been an 
executive member of the New Zealand Public Health Association, The Mental 
Health Advocacy Coalition, the National Ethics Advisory Committee, the National 
Health Committee, and the Public Health Advisory Committee.  He is currently a 
member of Statistics New Zealand’s Māori Advisory board, the Health Research 
Council’s Assessment Committee, the New Zealand Pharmacy Council and is Chair 
of the Mental Health Commission’s Advisory Board.  He was born and raised in Poroporo (near Whakatāne) and 
was educated at St Stephen’s School in Bombay (Sth Auckland).  He attended both Waikato and Massey 
University and has tribal affiliations to Ngāti Awa and Ngāti Pūkeko. 

Hauora Hinengaro: historical and contemporary trends in Māori mental health 

This presentation considers the relationship between culture and mental health.  It examines historical and 
contemporary trends in Māori mental health, perceptions of health and well-being, innovations in service 
delivery, present challenges and future opportunities.  It highlights the various factors which impact on the 
mental health of Māori and the role of culture in promoting positive and sustained outcomes. 
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Public Lecture 
 
The mind and mental health in two worlds: 
 
Professor Grant Gillett1, Professor Sir Mason Durie2 
1Bioethics Centre, University of Otago, New Zealand 
2Massey University, New Zealand 
 
Professor Grant Gillett  

MBChB (equivalent to MD); MSc(Psychology); D.Phil (Oxon); FRACS (equivalent to 
Board Certification in Neurosurgery); FRS NZ. 

Grant Gillett is a Professor of Medical Ethics at the Bioethics Centre, Division of 
Health Sciences, University of Otago. He has a D.Phil in Philosophy from Oxford 
University and is author of The Mind and its Discontents (1999), Bioethics in the 
clinic: Hippocratic reflections (2004) and over 200 articles in philosophy, medical 
ethics, and philosophy of psychiatry. His latest book is Subjectivity and Being 
Somebody: human identity and neuroethics. 

 
 
 
Philosophical foundations 
 
Western Philosophy begins its treatment of mind and mental disorder with Descartes and the metaphysical 
separation of mind and body into different orders of being. This separation is, however, contested successively 
by phenomenology, existentialism, hermeneutics, and post-structuralism to move towards a more holistic 
conception of mind being a mode of relating to the world that makes use of meaning and culture in the 
understanding of what we do and why. This has offered contemporary conceptions of mental disorder a 
different metaphysics to work with. 
 
 
Mind and mental health: cultural understandings 
 
A case study will illustrate different formulations of psychosis.  Māori views of the mind are more likely to 
identify determinants that lie outside the individual and to seek remedial approaches that link individuals with 
social and natural environments.  ‘Understanding’ (the problem) rather than’ classifying’ may be a more 
important priority.  It cannot be assumed that all cultures or populations will agree that psychosis is a medical 
condition requiring treatment.  While accepting that there has been a psychological change, the change may 
not necessarily be seen as a personal problem, let alone a medical problem. 
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Concurrent Abstracts 
 
Claire Aitken 
Moana House Therapeutic Community, NZ 
 
“I’m waiting for a diagnosis!” 
 
I don’t often get the chance to talk to experts like you about why society thinks I’m a threat to their safety and 
well-being.  I have a long and enduring relationship with the criminal Justice System, Drug and Alcohol Services 
and the mental health system. 
I’m a classified risk! A blight on the community! A disgrace to my family! A habitual criminal! 
I’m also a resident with the Moana House Therapeutic Community. 
Would you like to meet me?  Oh by the way I want to bring another 12 people who are just like me. 
The workshop is a presentation by the residents of Moana House.  They will present clinical and cultural 
aspects of three settings that are a feature of the Programme. 
Process group, Criminogenics group, and Psychotherapy group. 
Facilitators will dialogue and answer questions throughout the presentation. 
 
 
Lene Rachel Andersen 
Andersenske, Denmark 
 
From the hubs to the pubs 
 
The world must be intelligible and meaningful in order for us to enjoy mental health. When moved from 
indigenous culture to modernity the individual loses his cultural hubs; the core elements of his culture. 
 
By identifying the cultural hubs that make the world meaningful, can we develop a tool for re-establishing new 
hubs under new cultural circumstances and thus prevent mental breakdown which would otherwise lead to 
substance abuse? 
 
Three processes shape a variety of phenomena from cell biology to economy: scale-free networks, evolution 
and co-evolutionary diversity. I use these three theories to describe the way the individual acquires his culture 
and comes to perceive the world as meaningful. 
 
Scale-free networks are characterized by each new node preferring to hook up with the nodes with the most 
connections already. This way certain nodes become hubs. The infant’s understanding of the world begins with 
mother and food; all new understandings have to “hook up” to these two concepts to make sense. Mother and 
food are hubs in our lives; so are cultural core phenomena like language, landscape, mythology, rituals and 
songs. If we are deprived of these hubs of our lives, everything becomes meaningless. 
 
Evolution is a process of reproduction, variation and selection, and co-evolution means that all elements in a 
system are finely tuned to one another. We build up our personal representation of our culture through the 
same processes: whatever cultural hubs we end up with, they are finely tuned to one another. Losing some 
wreaks systemic havoc. 
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Joyce Arnold 
Deakin University, Australia 
 
The pleasure principle 
 
Sigmund Freud wrote his paper titled The Pleasure Principle which expounded the failure of the pleasure 
principle in the face of the reality principle. This paper revisits the pleasure principle. Firstly the Western 
philosophy tradition of eudemonia, Hedonic and Stoic is explored briefly then the ethics literature of Bentham, 
Mills, Kant  and Rawls is reviewed. 
 
The neurophysiology of pleasure and its role in aberrations of pleasure seeking, substance abuse, sexual 
addictions, sado-masochism is then discussed as the link from philosophy of pleasure to the psychoanalysis of 
pleasure. 
 
Sigmund Freud was an Oriental thinker with a background in Chassidic Judaism, his grandfather a Chassidic 
rabbi. This paper will then expand the Kabbalist view of pleasure with exploration of the Sabbath pleasure, 
sexual and oral pleasure of the animal soul, ecstatic pleasure of ascendency of the sephirot, dance and music 
as well as pleasure through the balance of ten sephirot in ethical and spiritual directions. 
It is proposed that pleasure is an antidote to depression and the isolation of Western social drives of the work 
ethic, individualism and loss of spirituality. 
 
 
Amir Bastani 
Faculty of Law, University of Otago, NZ 
 
The current approach of criminal law to the genetic defence 
 
Whereas genetic determinism has been argued since long before the function of DNA was clarified, the use of 
a “genetic defence” in the criminal trial is a relatively new phenomenon. Two recent cases have made the 
defence a fact for the criminal justice system in both Italy and the USA, and it is only a matter of time before 
the defence is put forward in New Zealand courts.   
In 1994, in the United States the first use of MAOA genotyping evidence to negate the defendant’s capacity to 
form the requisite intent for the offence has been introduced. In a widely publicized decision, the Georgia 
Supreme Court denied the defendant’s attorneys request to mitigate his sentence based on the MAOA genetic 
deficiencies and murderer’s family history of several relatives with serious antisocial behaviours.  
In stark contrast, in 2011, in Italy, genetic and neuro-scientific evidence has been accepted in reducing the 
sentence of a convicted murderer, both at trial and again on appeal. The Italian court reduced the sentence 
from 30 to 20 years in jail. The best characterized of these genetic diversities, those in monoamine oxidase A 
(MAOA), were referred as particularly related.  
In this paper, the author tries to review and analyse the genetic-based cases that previously have been 
introduced to find whether they share important characteristics. Thereafter, the prospects of success for 
genetic defence within the current criminal justice system will be investigated. 
 
 
Lynne Bowyer 
Bioethics Centre, University of Otago, NZ 
 
Addiction as dis-integration 
 
Understanding addiction has been historically problematic and addictions of one sort or another have haunted 
the fringes of psychiatry. Recently, neuroscientific inquiry has postulated a ‘brain model’ of addiction, 
considering addiction in terms of a ‘brain disease’ and so the debate has come to encompass both psychiatry 
and neuroethics. The neuropsychiatric conception of addiction has been supported by the use of new 
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technologies, particularly positron emission tomography (PET) and functional magnetic resonance imaging 
(fMRI). Such technologies have enabled researchers to observe and measure physiological changes in the living 
human brain after substances of addiction have been administered, leading to the proposal of a neural basis 
for addiction. Embracing the brain disease model has led to the use of pharmacological treatments for those 
with addiction. However, in this paper I argue that even if there is evidence that such substances alter the 
structure or function of the brain, this is not the same as addiction, and that the experience of addiction is an 
expression of the dis-integration of a Self and his/her world. On this account, effective treatment requires the 
healing of the Self, through healthy patterns of cultural interaction that enable the individual to re-inhabit a 
meaningful world. 
 
 
Louis C Charland 
University of Western Ontario London, USA 
 
Reinstating the passions in western psychiatry 
 
Once a major posit of the psychopathology of affectivity, the passions have completely disappeared from 
Western psychiatry, leaving only moods and emotions in their wake. However, there was a time, not so long 
ago, when the passions reigned supreme, not only in the psychopathology of affectivity, but also in psychiatry 
generally. Indeed, many of the great pioneers of psychiatry, figures like Philippe Pinel, Sir Alexander Crichton, 
and Jean-Etienne Esquirol, believed that the passions played a fundamental role in the genesis, and nature, of 
mental illness. With few exceptions, these lessons have been largely forgotten. Yet the exceptions are notable: 
leading figures like Théodule Ribot and Pierre Pichot. In this presentation, we examine Ribot’s and Pichot’s 
account of the passions and then consider several arguments why the passions must be reinstated in Western 
psychiatry. The passions, it turns out, are not only central constituents of any adequate theory of long-term 
motivation, but also a precious example of why it is so important to resist the upward reductionist 
intellectualist pressures of our current, predominantly cognitive, psychiatric culture; a theoretical paradigm 
that has, quite literally, sucked the life out of affective theoretical constructs, reducing them mostly to 
intellectual skeletons. 
 
 
Jane Cook 
University of Waikato, NZ 
 
Sex, metaphysics and mental (dis)order 
 
The ancient Greek philosopher Epicurus believed that our metaphysics determines our state of mind: a correct 
view of the nature of human and worldly existence brings inner peace and tranquillity; an incorrect view, inner 
turmoil. Based upon the historical lack of (consensus on) a correct metaphysics, I extend Epicurus’ theory to 
argue that our metaphysics is not just disturbing us, but making us mentally ill.  
 
I locate the source of this discontent in the Platonic/Aristotelian phallocentric misconception of essence as an 
immaterial, male preserve, with woman reduced to the proper/improper aspects of its immanent existence. 
This misconceived essence, and man’s cultivated - and ultimately feared, fatal - desire to submissively receive 
and retain it, underpins the entire history of Western philosophical, Christian, and Māori mythological thought, 
these discourses generated as the repressive sublimation and (binary logical) control of phallic man’s feared, 
(demonically) de-forming, feminizing will/desire to submit.  
 
Based upon my research, I argue for the existence of an originary ‘spirogenetic’ essence that shapes and 
motivates the whole individual/sexuate/species form, function, and growth of every human being, thereby 
permitting its adaptation to, and construction by, social, discursive and other environmental factors. It is the 
metaphysical denial of this (or any) essence to woman, that, through its familialy/socially/discursively imposed 
‘de-formation’ and demonization of the essential sexual female self, is causing its fragmentation and loss, and 
thus a generalized state of existential (di)stress, that, in these post-feminist, post-modern times, is (under 
certain further conditions) resulting in eating and associated (depressive, obsessive-compulsive, stress, 
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anxiety) disorders, as an inner purifying, punishing, redeeming ‘form’ of survival of the essential sexual female 
self. 
 
 
Jorge Davila1*, Grupo Filosofia y Psiquiatria2 
1Universidad Nacional - de Colombia, Colombia 
2
Asociación Colombiana de Psiquiatría 

 
Spatial intentionality and animation in the psychotic experience 
 
In this presentation, continuing with the issues presented in the PPP conferences of Heidelberg, Leiden, Lisbon 
and Gothemburg, I will explore the relation between some features of the psychotic experience (i.e. 
schizophrenia) and disruptions or anomalies in the constitution of the most basic register of intentionality, 
with emphasis about those related to the constitution of the animated space (i.e. the Leibraum), which give 
rise to a more refined and precise nonconceptual account of the core psychotic symptoms.  
 
In some phenomenological conceptions about embodied experience (Husserl, Merleau-Ponty, Varela, Depraz), 
it is emphasized that the kinesthetic patterns of the subject are always affectively tuned and that they deploy a 
peculiar space which configures a milieu, an in-between, which “surrounds” him and configures its most basic 
navigational environment. This element of experience has to be understood as   essential as other basic 
components of intentionality like affection, tendency, orientation, kinesthesias, and various forms of 
apprehension.  So, one of the layers of experience is this “medium” constituted as the horizon across which 
the subject is present in the world. 
 
The fact that this peri-personal space is affectively loaded, as is the kinesthetic flux of any given action or 
gesture to which it is tied, gives to it the character  of  an atmosphere (Stimmung). The objects and persons 
which populate this atmosphere also deploy their affective saliences as part of his mode of giveness. This 
ongoing emotional “palette” comes to be essential to establish the non-conceptual meaning of experience. In 
the same way a difference between Körper and Leib is proposed in the phenomenological account of the 
experience of the body, there is also a difference between the space as a network of neat geometrical 
coordinates and the “lived” or “animate” space of human empathy, i.e. the Leibraum.  
The changing repertoire of the vegetative activity of the Lieb – its vegetative tone – can be understood as one 
of the counterparts of the environment’s objectal and spatial affective variations. The flux of the receptivity-
kinesthesias diad runs always simultaneously with the flux of the affective valence-vegetative activity diad. It is 
tempting to propose that the vegetative tone is able to frame and channel the motor pole expressed by the 
subject through his kinesthesis: being actions or gestures.  
 
Recently Sheets-Johnstone has proposed the notion of animation as a fundamental phenomenological posit 
which encompasses many of the above mentioned components of antepredicative sense-making. In her work 
she debates approaches about movement  coming both from phenomenological accounts (f.e. Merleau-Ponty, 
Gallagher), and from recent cognitive science (particularly she criticizes the notion of “enaction” and 
“embodiement”). In this presentation I will discuss the possible relevance for psychopathology of Sheets-
Johnstone´s core notion of animation and its usefulness in the articulation between phenomenology and some 
specific neuroscientific findings of schizophrenia and other psychosis. 
 
 
Tra-ill Dowie 
Monash University, Australia 
 
Merleau-Ponty and the intentional arc in psychological medicine 
 
The purpose of this paper is to give a generalist outline of how Merleau-Ponty’s philosophy, a philosophy 
focused on embodied states of possibilities, can yield a useful and productive means for thinking about 
psychological distress and illness. Furthermore, Merleau-Ponty’s bodily ontology offers a means for 
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conceptualizing psychological renewal and treatment for clients through the reinvigoration of the intentional 
arc. The intentional arc can be defined as that which unifies human consciousness into a single meaningful 
experience. As Merleau –Ponty stated “the life of consciousness—cognitive life, the life of desire or perceptual 
life—is subtended by an ‘intentional arc’ which projects round about us our past, our future, our human 
setting, our physical, ideological and moral situation, or rather which results in our being situated in all these 
respects. It is this intentional arc which brings about the unity of the senses, of intelligence, of sensibility and 
motility. And it is this which ‘goes limp’ in illness. ” (Merleau-Ponty 1962:157). Thus this paper focuses 
specifically on drawing out Merleau-Ponty’s concept of the intentional arc. It then builds a means for 
conceptualizing and applying these ideas to the complex field of mental health in order to yield clinical utility 
through augmenting traditional diagnostic approaches in a more phenomenologically and subjectively 
sensitive mode of consideration. 
 
 
The politics of therapy 
 
The purpose of this paper is to engage in the long-standing debate into the issues of power and politics in 
psychotherapy and psychological medicine. The paper will take a critical theory perspective to examine the 
structures and nature of exchange that occurs in the various domains of treatment for the human mind. The 
key philosophers drawn upon are; Adorno, Foucault and Marcuse. The paper will also draw upon the work of 
Laing and Szasz in order to talk about and generate discussion regarding the validity of psychotherapeutic 
treatments of various persuasions. Essentially the paper concludes that, at its best, psychological treatment 
possesses large emancipatory potential, yet at its worse it can act as a means for social and personal coercion 
through the de-politicization of treatment, as well as a focus on adjustment to arbitrarily constructed social 
norms. 
 
 
Stephanie du Fresne 
The Ashburn Clinic, NZ 
 
The culture of enquiry and its enemies 
 
Democratic therapeutic communities outside of prison services are once again under threat, particularly in the 
UK where they originated and are most prevalent.  The task of staff in such settings is to attempt to 
consciously attempt to help build a culture within the therapeutic community which promotes mental health 
and recovery from maladies of the soul.  This paper will draw on some early writers on therapeutic 
communities, particularly Wilfred Bion and Tom Main, and some later writers, particularly Robert Hinshelwood 
and Rex Haigh to consider the inherent difficulties in the task (internal enemies), and whether the attempt 
itself is now outdated (external enemies). 
 
 
Jonathan Epstein 
The Northern Hospital, Australia 
 
Antidepressants as analgesia: some consequences of a non-reductionist model of 
depression 
 
This presentation examines the effect on our conceptualisation of antidepressants if biological reductionism 
fails. It relates to the theme of culture, identity and the brain.  
 
I take for granted that depression forms a recognisable natural kind in psychology. I focus on the model of 
reductionism discussed within the philosophy of science, which proposes that entities in a special science can 
be reduced to a more fundamental science by way of bridge laws. I argue that some psychological entities, 
such as Huntington’s disease and dementia, do indeed fit this model. However, through a brief examination of 
current neurobiological models of depression, I suggest that depression is unlikely to be reduced in this way. 
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Applying Fodor’s critique of reductionism, I argue that depression is multiply realised on the biological level. 
That is, although each case of depression does have a corresponding neurological underpinning, the set of 
these unique biological happenings do not constitute a natural kind. 
 
I explore the implications of this non-reductionist view of depression on biological treatment. I argue that, as a 
direct consequence of multiple realisability, the mechanism of action of antidepressants does not correct an 
underlying biological cause. Antidepressants should instead be seen as a form of symptomatic treatment 
analogous to analgesia. This view may elucidate certain features of depression itself, such as its continued high 
prevalence and its relapsing-remitting time course. It also leads to a more empowered position of the patient 
and to a genuinely pluralistic view of psychiatry. 
 
 
Juan Garcia 
Southern District Health Board, NZ 
 
Transient mental illness: following a script 
 
The presentation aims to illustrate the concept of Transient Mental Illness (TMI) as defined by Ian Hacking(1) 
and expanded by Borch-Jacobsen(2) by way of two literary works: “ Don Quijote de la Mancha”, by Miguel de 
Cervantes and “Sybil” by Flora Rheta Schreiber.    
 
Borch-Jacobsen  suggests that the patient´s symptoms and narrative, which become his interpretation of 
reality, are the product of a collaboration between patient and therapist. The end result will be a shared view 
of reality that will depend on the therapist´s training, history, style, etc. On the other hand the patient is not 
just a passive receptor, contributing in more or less degree to the construction of a reality that is shared by the 
dyad and, sometimes by other people.  We can infer that certain types of mental illness such as TMI cannot 
exist without the presence of an audience or receptive milieu. 
 
While dissimilar in context and artistic value, both texts offer an excellent illustration on the subject, depicting 
the process by which the afflicted person becomes entrapped to follow a script which will dictate the way he 
will behave, interpret and perceive reality.  They also show how the protagonist helps to create the script. 
Once the script is agreed on, the protagonist has no choice but to play a pre-determined role. 
1. Hacking, Ian: Mad Travellers: Reflections on the Reality of Transient Mental Illness (1998) 
2. Borch-Jacobsen, M: Making Minds and Madness: From Hysteria to Depression (2009) 
 
 
Colin Gavaghan 
Faculty of Law, University of Otago, NZ 
 
Neuro-testing for paedophilia: some legal and ethical concerns 
 
Attempts to measure sexual appetites for legal purposes, while by no means novel, have been rendered 
particularly topical by some recent high profile controversies. At the same time, a number of papers have 
demonstrated the potential for fMRI technology to identify and measure sexual interest with potentially 
greater accuracy than existing technologies, and in a manner that may be seen as less invasive and degrading.  
 
In this paper, I consider whether such technological advances could alleviate all concerns about such testing. 
While a safety-based case could certainly be made for seeking to identify potential sexual predators – indeed, 
we may expect such a proposal to prove politically popular - there may remain legitimate causes for unease. 
The most extreme (though hopefully remote) possibility, involving any sort of move towards pre-
crime/thought crime, should, I argue, be strongly resisted. But even less extreme uses of such tests could pose 
ethical concerns. 
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In particular, I suggest, we should be wary that the use of such evidence risks further conflation of appetite 
with propensity to act. Such conflation – seen perhaps most dramatically when ‘paedophile’ is commonly 
treated as a synonym for ‘child sex abuser’ - risks troubling false positives (and, indeed, negatives) in important 
legal contexts.  Potentially, it also threatens to blur the lines between important ethical categories, in a 
manner that has important consequences for our notions of responsibility and moral agency. 
 
 
Grant Gillett1, Samantha Jackson2 
1Bioethics Centre, University of Otago, NZ 
2Te Tumu, University of Otago, NZ 
 
Metaphysics, culture and the mind: Māori and western perspectives 
 
Māori metaphysics has never adopted the Cartesian route in relation to mind and body but is highly congenial 
to the Aristotelian view that body and soul are aspects of a holistic being with deep connections to the past 
and the future and a place of being. We will discuss the relevance of Māori metaphysics for a concept of being 
in context and the ways that culture preserves this treasured knowledge for a people so that they can 
reconnect to their roots and find a place to stand as individuals with their own integrity. 
 
 
Digvijay S Goel 
Southland Hospital, NZ 
 
Culture, vultures and politics 
 
The origins of the politico-economic ideology of neo-liberalism can be traced back to Adam Smith’s 1776 
classic, The Wealth of the Nations, which shaped the great American dream.  The cracks resulting from the 
Great Depression of the 1930s lead to the rise of Keynesenian economics which underpinned post-neoliberal 
thought and shaped politics, culture and science in ways few could have imagined.  Biomedical science, which 
had an inglorious history of becoming a willing handmaiden of racist ideologies, from Nazi eugenics in Hitler’s 
Germany to the infamous Tuskegee trials on American blacks with syphilis, could not remain immune and 
became an easy target for political activists and reformers.  Mental health provide a fertile field for such 
controversy and research evidence relating to ethnic variations in the prevalence, pathways to care and 
outcomes in schizophrenia, generated from epidemiological studies on migrant populations and the series of 
WHO-sponsored cross-cultural studies beginning with the international pilot study on schizophrenia (IPSS),  
became enmeshed in the dialectic around alleged institutional racism in psychiatry.  The debate has been 
particularly fierce in the UK, with deeply entrenched and highly adversarial posturing on both sides.  The 
presentation examines the evidence linking schizophrenia and culture, and how the politics of 
postneoliberalism threatens to derail scientific inquiry into this important area, with illustrations from the 
current scene in New Zealand.  Attempts are made to identify island of credible research in this politico-
cultural minefield  and to outline possible future directions. 
 
 
Janine Joyce1 2*, Grant Gillett2, Heather Devere1 
1National Center for Peace and Conflict Studies, University of Otago, NZ 
2Bioethics Centre, University of Otago,NZ 
 
Culture, identity and the brain: animal human being - humanized human being 
 
There is strong evidence that for humanity the capacity for empathy has had deep evolutionary, biochemical, 
and neurological meaning (Decety, 2011). In addition, the expression of empathy in humanity has created the 
underpinnings for attachment, parenting and affective communication. In these ways human beings have 
assisted each other to survive and thrive as populations and communities. From an evolutionary model it is 
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suggested that the neurological potential for compassion developed alongside the behavioral caregiving and 
attachment systems (Didonna, 2009). It is this development that created the capacity for the human being to 
become humanized- that is connected and cognizant and present with the other. However it is noted that 
within contemporary society there are many pressures and tendencies, which make it difficult for this to 
become realized. 
 
Spiritual practices based upon meditation have been shown to strengthen empathy, interpersonal intimacy 
and the capacity to be present (Kunz, 2009). It is in the capacity to be mindfully present that human beings 
begin to develop the capacity to be other focused. 
 
This paper argues that the humanized human being can be characterized as one who has learnt to see the 
‘Other’ or the ‘Self’ that is the same beyond external differences, the divinity that which is the image of God 
which is understood as humanity as we encounter each other. 
 
 
Sudhir Khandelwal 
Dept of Psychiatry, All India Institute of Medical Sciences, India 
 
Mental health to achieve millennium development goals in developing societies 
 
Mental health related morbidities exact a profound economic and personal toll worldwide. However, they 
remain neglected in most of the developing countries. It is well established fact that general health and mental 
health remain intricately related. Mental health is also significantly related to many of the social indicators of 
development of a country. In September 2000, 189 countries ratified the United Nations Millennium 
Declaration. This was an ambitious document reflecting a global consensus on how poverty, deprivation and ill 
health should be tackled in order to achieve higher levels of human development. Eight goals were identified 
and defined to improve the state of human development globally. Interestingly, three of these goals are 
directly related to health, but surprisingly, mental health has not found its place in these goals. Epidemiological 
studies across cultures have shown clearly the high prevalence of mental illness universally; besides causing 
personal distress and functional impairmet in the affected people, these disorders are responsible for huge 
burden onto the societies by way of consequent profound economic and personal toll. Mental illnesses are 
among the top conditions causing most of the disability worldwide. As part of its mandate, the Global Network 
for Research in Neurological and Mental Health examined the evidence that mental morbidity causes much of 
the disease burden, and ameliorating the mental morbidity directly helps to achieve these health and 
development related millennium development goals. 
 
 
Jakob Korf 
University Groningen, The Netherlands 
 
The mind from a monistic perspective of a personal brain 
 
From a materialistic perspective, mental activity including that referring to cultural, environmental or societal 
influences, might  -at least in principle- be understood in terms of brain physiology (Korf,J,.Neuroscientist. 
2010 Apr;16(2):118-24). We question firstly how do neurons and other cerebral entities relate to the mind or –
alternatively- should we consider the mind as being beyond the scope of neurobiology? We discuss some 
experiments investigating whether the psychological task performances are directly associated with brain 
physiology and metabolism. It appeared that brain metabolism is principally un-connected to mental effort, 
suggesting that biochemical conversions are a prerequisite for higher mental activity, instead. Perhaps more 
relevant are sub-nanosecond transitions of protein conformations, but they remain unnoticed with current 
imaging technologies.  
 
Our second question is: what cerebral configurations or processes produce or are directly related to mental 
activity? We reject the idea that particular brain sub-structures produce particular “parts” of the mind. Rather 
we appreciate the mind as an emerging “materialistic property” of the brain, that cannot be deduced, reduced 
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or predicted from underlying neural elements. Our ideas, being close to those of J.R. Searle (Rediscovery of the 
Mind; Making the Social World) and H. Bergson (L’Evolution Créatrice), invite to: 
1st incorporate mind/brain dualism in new monistic/materialistic/neurobiological concepts; 
2nd incorporate personal experiences as part of the “hard-ware” of the brain;  
3rd develop models and experimental approaches to assess how  -among other- cultural and first-person 
experiences might exert top-down causality on “lower neurobiological” processes of the brain. 
 
Piotr Legutko 
Department of Corrections, NZ 
 
Psychologist and the soul 
 
Is contemporary New Zealand psychology afraid of addressing client/patient's spiritual beliefs in its assessment 
and therapeutic interventions? Abstract It appears that psychological interventions in New Zealand of the last 
two decades or so, especially cognitive-behavioural therapy, have been somewhat ‘afraid’ or perhaps ‘shy’ of 
addressing their client’s spiritual beliefs. One may wonder whether the secularization of political, academic 
and other domains of public life has possibly also led on many occasions to the elimination of spirituality while 
attempting to remove religion from these arenas. Further, a strict empirical approach to scientific research has 
reigned across many fields, including medicine and psychiatry. Psychology, while attempting desperately to 
defend and strengthen its position as a scientific discipline, has focused mostly on therapeutic interventions 
that are time-limited and empirically driven. No doubt that this has resulted in the development of some 
efficacious psychological therapies. However, is it possible that the combination of secularism and empiricism, 
with its impact on the training of psychologists and psychological practice, has resulted in an excessive 
avoidance of spirituality in psychological assessment and interventions? Spiritual beliefs, or their lack, may play 
an important role in a client's development and in the maintenance of cognitive schemas and core beliefs. 
They are also a factor regarding his/her ability to cope adaptively with emotions and in the person’s overall 
ability to make changes in his/her behaviour. Spirituality is especially important to many clients who are Māori 
and/or Pacific Islanders, as well as to a number of other cultural groups in the New Zealand society. Therefore, 
it is critical for psychologists to be able to assess their client's spiritual beliefs and to incorporate this 
information into the psychological/clinical formulation.  
 
Brief outline  
1. Introductions - 5 minutes  
2. Eliciting participants’ expectations with respect to the content of the workshop (2 minutes)  
3. Overview of the content of the workshop (5 minutes) - outlining its objectives such as: - defining spirituality 
and spiritual beliefs in the clinical/therapeutic context - identifying therapist/psychologist's potential 
difficulties (e.g. lack of knowledge, countertransference, own spiritual/religious beliefs, etc.) in assessing their 
client's spiritual beliefs - outlining a clinical framework for assessing client's spiritual beliefs - discussing 
implications of client's spiritual beliefs for therapist/psychologist's formulation and therapeutic plan 
 4. "What is your understanding of spirituality and spiritual beliefs in the clinical/therapeutic context?" - 
eliciting participants' views about these concepts (working in groups of 4-5). Main themes will be noted on the 
whiteboard. (5 minutes)  
5. Defining spirituality and spiritual beliefs in the clinical/therapeutic context (presenter's part) and 
contrasting/comparing these with those elicited in the group exercise outlined above (10 minutes)  
6. Identifying therapist/psychologist's potential difficulties with assessing his/her client's spiritual beliefs - 
group participants will be invited to self-reflect (pen and paper) on their own and others' potential difficulties 
with addressing client's spiritual beliefs in assessment and therapeutic intervention (5 minutes) - presenter's 
part - outlining psychologist's potential difficulties in addressing his/her client's spiritual beliefs (10 minutes) - 
group discussion - participants will be invited to comment on the presenter's part in the context of their own 
self-reflection exercise (5 minutes)  
7. Outlining a clinical framework for assessing client's spiritual beliefs and their relevance for a psychological 
formulation and intervention (15 minutes) 
8. Paper case - participants (in small groups of 4-5) will be invited to generate questions that would assist them 
with assessing hypothetical client's spiritual beliefs (clinical vignette) and their relevance to his/her 
psychological formulation (10 minutes)  
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9. Discussion about the paper case - a list of assessment questions will be generated (white board) - (10 
minutes)  
10. Closure - revision of objectives, final questions (5 minutes). 
Thebe Madigoe 
University of Kwazulu-Natal, South Africa 
 
The development of a culture-specific diagnostic tool for Post Traumatic Stress Disorder in 
KwaZulu-Natal, South Africa 
 
Introduction: The experience of psychosocial stressors as traumatic can be determined by cultural beliefs 
(Helman C, 2000). In addition, Nutt D et al (2000) have argued that the cultural belief framework of victims of 
trauma may help them to deal with traumatic events. Nonetheless most trauma assessment tools described in 
the international mental health literature have been developed within Western cultural contexts. 
 
Objectives: This study was undertaken to explore the development of a trauma assessment tool specific to a 
local Zulu culture in South Africa, and to investigate its utility in the diagnosis of Post Traumatic Stress Disorder 
(PTSD). 
 
Methods: One hundred healthy, Zulu speaking, adult volunteers were interviewed using a demographic 
questionnaire, the PTSD section of the Structured Clinical Interview for DSM IV Disorders (SCID) and a Culture-
Specific Trauma Experience Questionnaire designed for this study. 
 
Results: The sample consisted of fifty males and fifty females with a diverse socio-demographic profile. The 
Culture-Specific Trauma Experience Questionnaire (CTEQ) significantly increased the rate at which traumatic 
events were elicited and PTSD diagnosed, as compared to the SCID used alone. The CTEQ also provided 
substantial qualitative content that could have therapeutic value in the management of trauma victims. 
 
Conclusion: This study highlights the importance of developing and using culturally appropriate tools in the 
assessment and management of trauma victims, particularly in multi-cultural clinical contexts. 
 
 
Sean Manning 
Moana House Therapeutic Community, NZ 
 
Philosphical foundations of a therapeutic community where culture is valued 
 
When one compares therapeutic community with mainstream treatment of those with psychological 
difficulties, or indeed, compares any two approaches that on the surface look different, we are necessarily 
looking at the manifestations of differing philosophical foundations – different sets of assumptions and ideas. 
  
When we deliberately add ‘culture’, in the sense of the values and traditions of one or  more nations or 
ethnicities, as a factor determining approaches to treatment, then the underpinning philosophy becomes a 
matter for everyday discussion, as much as matters of diagnosis, treatment effectiveness, and such.  When 
treatment exists naturally within a particular cultural milieu, as mainstream approaches do, there is less need 
for discussion and therefore probably less awareness of philosophy in the daily work. 
  
This paper begins with a picture of residents of Moana House Therapeutic Community in Dunedin, starting 
from a mainstream view (DSM and TSI), and discusses some aspects of how underpinning philosophy guides 
treatment, and where and why a constant awareness of underlying assumptions changes this picture and the 
treatment resulting from it. 
 
 
 
 



15th International Philosophy & Psychiatry Conference 2012 

 

27 
 

Kahu McClintock 
Te Rau Matatini, NZ 
 
Te Tomokanga: appropriate Child and Adolescent Mental Health Services (CAMHS) : Māori 
caregiver’s perspectives 
 
The development of Child and Adolescent Mental Health Services (CAMHS) that meet the needs of Māori is 
critical. To ensure that the desires and expectations of Māori CAMHS users are adequately met, a culturally 
relevant approach is advocated. This presentation identifies cultural factors that Māori caregivers consider can 
contribute to areas of CAMHS improvement. The details include, most specifically, a cultural framework based 
on the traditional Māori Pōwhiri process of access and engagement provided by a culturally relevant 
workforce. 
 
 
Richard Mullen 
Early Intervention Service, Southern District Health Board, NZ 
 
All psychiatry is cross cultural 
 
Psychiatric practice is to a large extent comprised of an effort to understand individual patients within their 
cultural context. A culture is, broadly, the assumptions, perspectives, values, norms, behaviour and beliefs of a 
particular group. 
 
Such cultures are not solely groups that can be defined by nationality, religion, language, or skin tone. Others 
which may, depending on time and place, urgently call upon our attention include political allegiance, 
ancestry, gender, sexual orientation, job, age, preferred football team, diet, wealth, illness, history of trauma, 
criminal connections, jail sentence, HIV status, military service, social commitments, and attitude to global 
warming. Each person may have a shifting array, a plurality, of several cultural allegiances and connections.  
An understanding of a person may be said to be attainable only in terms of the values, norms, assumptions of 
the culture that person is a part of. But once we acknowledge the plurality of cultures, we are confronted with 
a plurality of values and norms, which may compete or combine.  
 
Certain cultures and cultural divisions are highlighted in the media as important, for example politically. But it 
does not necessarily follow that these cultural divisions are, for an assessing psychiatrist, more important or 
insurmountable than others. Given the range of potential cultures, some more obvious than others, a patient 
will effectively always be a member of a different culture to their assessing psychiatrist. 
The task of an assessing psychiatrist is, thus, always cross cultural. 
 
 
Dominic Murphy 
The University of Sydney, Australia 
 
Delusions and folk psychology 
 
There are several notorious problems with the DSM definition of delusion, including the stipulation that no 
content can be delusional if it is only to be expected given prevailing cultural norms. In this paper I argue that 
the DSM definition, with all its problems, can be seen as continuous with commonsense attributions of 
delusions. The idea I explore is that when we call somebody deluded we reveal something about folk 
psychology in a much wider sense than philosophers normally bother to discuss. Specifically, I conjecture that 
our attributions of delusion rest on, and show something about, a folk epistemology. A folk epistemology is a 
set of expectations about the normal causes of human belief acquisition that guide our epistemic assessments 
of others. We can make sense of the role of cultural context in the attribution of delusion as a part of folk 
epistemology: we think that some otherwise unjustified or inexplicable beliefs should be regarded as perfectly 



15th International Philosophy & Psychiatry Conference 2012 

 

28 
 

normal if they count as beliefs that normal persons should expect to acquire as part of their upbringing. I 
cannot this idea to recent work on the folk psychology underlying the attribution of mental illness as well as 
studies of the mechanisms by which we evaluate the testimony of others. I argue that this approach deals with 
some puzzles about the concept of delusion within psychiatry, but also suggests that delusions are not a 
natural kind. 
 
 
Shizar Nahidi*, Ilse Blignault, Husna Razee 
University of New South Wales, Australia 
 
Mental health and psychological help-seeking among Iranian international university 
students: a qualitative study 
 
This research concerns mental wellbeing of an ethnic minority trickling into Australia from a country with a 
troubled socio-political history and a known high rate of brain drain. Given the gap in the existing international 
literature about the mental health of Iranian students and the notable recent increase of Iranian youth in 
Australian universities, their mental well-being appears to be an imperative, challenging issue. This study aims 
to assess the quality of life and general mental health of Iranian students at UNSW, and to explore their 
psychological help-seeking. Recruitment was by advertisement and e-mail. The qualitative phase of this 
research, which involved group discussions and individual interviews, was preceded by a set of questionnaires 
to assess participants’ socio-demographics, mental wellbeing and overall health. Group discussions were used 
to explore more general/shared concepts, whereas individual interviews were conducted to explore personal 
experiences, beliefs and expectations regarding psychological help seeking. Narrative data were coded using 
NVivo 9, then analysed thematically. A total of 38 participants (29 males, and 9 females) were initially 
recruited. Scores on the Kessler Psychological Distress Scale (K10) ranged from low to high. The qualitative 
findings were clustered under eight primarily themes, some of which were as follow: “Iranian students 
understanding of the concept of mental health”, “curability/preventability of mental health problems”, 
“factors influencing their mental health”, “psychological coping”, and “major stressors of Iranians in Australia”. 
Implications and suggestions for provision of culturally-appropriate mental health services for the population 
concerned, and directions for promoting their mental wellbeing are discussed. 
 
 
Jing-Bao Nie, Jacqui Leckie, Susan Heydon, Jonathan Marshall, Neil Pickering 
University of Otago, NZ 
 
Not that straightforward: how should cultural differences be compared? 
 
According to German philosopher Karl Jaspers, an Axial Age existed when major civilizations were founded, 
rather independently and almost simultaneously, in different parts of the world around 500 BCE. In the past a 
few centuries humankind has been in a New Axial Age whose characteristic lies in the increasingly large-scale 
and intimate interactions between and among different cultures and civilizations. In this age of 
multiculturalism and globalization, the question of how cultural differences should be addressed poses a 
persistent challenge. Cultural differences in every area of life are real and arresting. But the existence, socio-
historical roots, moral meanings, and political implications of these differences are rarely as straightforward as 
they appear. 
 
With speakers from different academic disciplines, this panel will discuss a variety of topics in several different 
regions. It includes a historical and anthropological analysis of mental health and illness in Fiji, a comparative 
study on the encounter of modern biomedicine with traditional beliefs and practices in the Mt Everest area of 
Nepal, a trans-historical examination of mental health in Europe as involved in retrospective diagnosis, and an 
investigation on whether Bao-Yu, the main character in the 18th-century classic Chinese novel The Story of the 
Stone, was suffering from Attention Deficit Hyperactivity Disorder (ADHD), a widely-diagnosed mental health 
problem for children (especially boys) in today’s Western societies. It concludes with a critique of the long-
rooted and popular habit of thought in defining cultural differences—dichotomizing cultures as radical 
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others—and a proposal of a “transcultural” approach to not only overcoming stereotypes and stereotyping 
thinking but also better understanding the complexity and richness of cultural differences.  
 
The common theme of these diverse presentations is to explore some general methodological issues on cross-
cultural and comparative studies. These issues include: How should cultural differences be best compared and 
contrasted? Are cultural differences so radical that they are “incommensurable” to each other and will 
inevitably clash or even war? How can cultural differences be highlighted whilst cross-cultural similarities and 
common humanity be adequately acknowledged? Can the body, or the sciences, offer a basis for cross-cultural 
investigation and history? What implications do these methodological issues bear for a better understanding 
of cultural difference as well as cross-cultural commonalities in the areas of mental health and illness?  
 
The panel consists of the following five presentations: 
Jacqui Leckie (Dept. of Anthropology and Archaeology, Division of Humanities) 
“Mental Health and Concepts of Insanity in Fiji: 1884—Present”  
 
Susan Heydon (Dept. of Social Pharmacy, School of Pharmacy) 
“’Modern’ Medicine in the Mt Everest Region of Nepal and its Encounter with Sherpa Beliefs and Practices” 
 
Jonathan Marshall (Dept. of Theatre Studies, Division of Humanities) 
“Retrospective Diagnosis: A Transhistorical Examination of Mental Health in Europe” 
 
Neil Pickering (Bioethics Centre, Division of Health Sciences) and Jing-Bao Nie  
“ADHD and Bao-Yu in the Classic Chinese Novel The Story of the Stone: What Are Culturally ‘Relative’ and 
‘Universal’?”  
 
Jing-Bao Nie (Bioethics Centre, Division of Health Sciences) 
“Beyond Dichotomizing: The Search for a Transcultural Approach to Cross-cultural and Comparative Studies” 
 
Note: This panel is organized by Jing-Bao Nie on behalf of the Cross-Cultural and Comparative Studies (CCCS) 
Research Theme of the Otago University. All the panellists are members of the Theme. Their participations in 
the panel and the conference are sponsored by the CCCS Research Theme. 
 
 
Luxi Nie 
Faculty of Law, University of Otago, NZ 
 
Determining 'Culture': the problems and pitfalls of the right to respect for cultural identity 
in New Zealand health law 
 
The right to respect for cultural identity is an important tenet in New Zealand health and mental health law. 
Right 1(3) of the New Zealand Code of Health and Disability Services Consumers’ Rights (New Zealand's official 
code of patient rights) states that a provider of health and disability services is required, when providing such 
services, to take the ethnicity and culture background of the consumer into account. Similarly, sections 5 and 
65 of the Mental Health (Compulsory Assessment and Treatment) Act – an Act which defines the 
circumstances in which a person may be required to undergo compulsory assessment and treatment – 
provides that any powers exercised over a person under the Act must be exercised with respect to cultural and 
ethnic identity. But how should this right be put into practice, and to what extent should it apply? More 
importantly, how should “cultural identity” be determined and defined? Through an analysis of the relevant 
legislation and a cross-cultural review of current scientific and sociological literature, this research will outline 
two problems that can arise in the application of such provisions: (1) the potential conflict of rights in the Code 
relating to a family’s request of non-disclosure to the patient in the non-psychiatric context, and (2) the 
dangers of the “fundamental cultural differences” assumption in determining “cultural identity” for the 
purpose of compulsory psychiatric treatment orders. 
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Mohammed Rashed, Derek Bolton 
University College London, UK 
 
Psychiatry and the challenge of culture: exploring the concept of ‘cultural congruence’ and 
its practical application (Workshop) 
 
Outline 
 
Psychiatry is increasingly finding itself having to address the problem of culture. The problem lies in the fact 
that professional psychiatric discourses are frequently at odds with certain cultural discourses brought to the 
clinic and which present an entirely different moral and explanatory perspective. In this workshop we explore 
the points of contact and conflict between psychiatry and culture. The aims of the workshop are: 
 
1. To illustrate the basis of the conflict between psychiatric and cultural discourses 
2. To explore the reasons behind the interest in this conflict 
3. To explore the concept of culture and attitudes to cultural diversity 
4. To specify accurately the locus of this conflict 
5. To explore the concept of cultural congruence and its clinical utility 
 
The workshop comprises three presentations which complement and build on each other. Each presentation 
will last between fifteen and twenty minutes. This will leave at least thirty minutes for group discussion.  
 
Abstract 1 
Psychiatric Theory and Practice, and the Challenge of Culture 
 
Diagnostic practices and phenomenological /psychodynamic discourses involve the transformation and 
rejection of subjective narratives, now recast in terms of ‘disorder’ or ‘alienated mental content’. This 
transformation requires first that the statements made by the agent are seen to violate epistemic and other 
norms, and second that this evaluation is extended to the capacities of the agent making the statement. In 
clinical practice this process may invite disagreement between the prospective patient and the clinician. When 
this disagreement can be said to lie at the boundary of psychiatric discourse and a subjective narrative seen to 
represent a coherent cultural discourse (for instance in terms of valued spiritual events or extra-human 
agents), then there is a conflict that cannot, in the current ethical/political climate, be resolved by the 
customary appeal to professional expertise. A solution is to seek norms and values in the relevant cultural 
context, and establish cultural congruence. The idea here is that the degree of fit between the individual and 
their context (culture, group) should feature in the answer to the question of the appropriateness or 
‘normalcy’ of their mental states. While this is an important and broadly correct approach, the question is how 
to conceptualise this ‘fit’, how to conceptualise congruence in a way that does not reduce it to mere 
testimony, and finally how to do this in clinical contexts. This suggests an examination of the concept of 
‘cultural congruence’.  
 
Abstract 2 
The Concept of Culture & Attitudes to Cultural Diversity  
 
This talk explores the development of the concept of culture and attitudes to cultural diversity. Section one 
covers the 16th to early 20th centuries. Understandings of culture progressed from ‘custom’ to ‘national 
character’ and finally to ‘all that humans acquire by virtue of belonging to a society’. Attitudes to cultural 
diversity were shaped by the evolutionary frameworks of the time where culture (or ‘civilisation’) was ranked 
on a scale of development, with ‘Eurocentric’ norms and values forming the standard of judgement. Section 
two considers an important turning point through the early 20th century work of the cultural relativists, e.g. 
Franz Boas and Ruth Benedict, and the suggestion that cultures are self-contained systems that can only be 
judged through criteria internal to the culture itself. Section three explores modern understandings of culture 
along two dimensions: content and demarcation. In terms of content, culture is now understood semiotically 
as a system of symbols and meanings, and phenomenologically as socially acquired meaning and significance 
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that precedes representation. In terms of demarcation, culture is no longer thought of as a bounded entity but 
through a host of metaphors implying flux, interconnectedness and human agency. 
 
Abstract 3 
‘Cultural Congruence’ 
 
This talk explores the concept of cultural congruence in light of the earlier discussion on culture. Section one 
raises the notion of embeddedness in an ecosystem or an intentional world, and whether such a world can be 
delineated sufficiently in order for it to be helpful as a reference point. The current use of cultural congruence 
in psychiatry and the problems with this are discussed. Contrary to the hasty assumptions of cultural belonging 
that are made in clinical contexts, it is suggested that a reference group is useful only to the extent there are 
good reasons to suppose that the individual should be embedded in it and harmonious with it. Assuming this 
to be the case, section two explores how and whether it is possible to gain knowledge of the cultural 
ecosystem in both its implicit and explicit dimensions. Such knowledge is the basis upon which the presence or 
absence of congruence can be established. Finally, the possibility of implementing the above in clinical 
contexts is discussed, employing the notion of cultural formulation. 
 
 
Rachel Bingham1, Natalie Banner2, Mohammed Abouelleil Rashed3*, Roman Pawar2*, 
Norman Poole4*, Abdi Sanati5 
1University College Hospital, London, UK 
2Centre for the Humanities and Health, King's College London, UK 
3University College London, UK 
4St Bartholomew's Hospital, East London, UK  
5North East London NHS Foundation Trust, UK 
 
Safety in numbers and crazy cultures: the limits of diagnosis (Workshop) 
 
Overview 
 
This workshop considers the role of community in understandings of normality. In 1994, the DSM added a 
caveat to the definition of mental disorder, that cultural congruence protects individual’s beliefs and values 
from being labelled as pathological. This reflected a blossoming political and ideological notion of ‘tolerance’, 
which now underpins widespread efforts to respect – and not alienate – communities with non-mainstream 
value systems and beliefs. The INPP 2012 conference reflects continued efforts to understand and embrace 
difference and promote tolerance.  
 
Yet, mental disorder is fundamentally about ‘difference’, and is by definition not tolerated but treated. We 
therefore propose the following presentations in an exploration of ‘difference’ as it arises within, and 
between, communities.  
 
The first presentation questions why it is that a single individual with an unshakable and dangerous value 
system may sometimes be diagnosed with a mental disorder, while an unshakable and dangerous value 
system held by a group may be criminal, but is not ‘pathological’.  
 
The second presentation considers the features of communities which protect against diagnosis. We consider 
the dependence of this immunity on being sufficiently organised and having a discourse and dialogue of 
acceptability or tolerance.  
 
The final presentation discusses the successes of the homosexual civil rights movement in establishing a 
respected orientation as opposed to a repressed medical condition. We consider the conceptual problems 
illuminated by this shift, which reveal important features of diagnosis itself.  
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1: Crazy cultures: can communities be delusional?  
Norman Poole* and Abdi Sanati  
 
It is sometimes said that a single person with an unshakable and dangerous value system is diagnosed with a 
mental disorder (such as Daniel McNaughton or more recently Anders Breivik in Norway) while a group with 
such beliefs is labelled a terrorist group or cult (Al Qaeda for example). Indeed, the lack of cultural congruence 
is at the heart of most criteria for delusions, implying that if the belief is shared by a sub-culture it cannot be 
considered delusional.  
 
This presentation compares the intuition that a shared belief or value should not be labelled pathological to 
the intuition that whether or not a belief is pathological depends upon the form of the belief and so is 
independent of the number who embrace it. Arguably in an effort to avoid pathologisation of groups, and 
corresponding cries of cultural imperialism, psychiatry is keen to emphasise criteria that relate to the form of 
the delusion. For example, a belief held by a tiny minority or even one individual need not be a delusion: 
quantum theory, evolutionary theory and many philosophical theories are examples of initially privately held 
beliefs we would not wish to count as delusions.  
 
This session aims to explore whether psychiatry’s claim that delusions have a different form to normal beliefs 
is a successful response to such problems. This is contrasted with the intuition that what makes beliefs and 
value systems intelligible is a community, which is developed in the following session.  
 
2: Safety in numbers: how communities secure immunity from diagnosis & pathologisation 
Mohammed Abouelleil Rashed* and Roman Pawar* 
 
This presentation considers some of the factors that proffer immunity to a group from diagnosis and 
pathologisation. The pivotal role of the homosexual civil-rights movement in removing homosexuality from the 
DSM, as explored in the final session, suggests that any group of individuals should be able, in principle, to 
impose a benign, non-pathological interpretation of whatever features bind them together. We consider four 
factors that are required for the success of such a project: The group must embrace a specific identity; be 
sufficiently organised; be able to garner social support through constructing a coherent discourse acceptable 
to the wider community; and be able to leverage sufficient support from the community in order to bring 
about further political change. We consider a number of groups currently attempting such a project – the 
Hearing Voices Groups and the Pro-Anorexia communities – exploring in each case the factors that may 
facilitate or hinder the groups’ abilities to present what defines them as a normal variant of human experience 
and behaviour. We conclude by exploring whether those now diagnosed with schizophrenia might escape 
pathologisation: what would be required to achieve this, what obstacles exist, and whether these traditionally 
disenfranchised individuals can be helped at constructing a shared discourse acceptable to the wider 
community. 
 
3: The limits of diagnosis: the transition of homosexuality and the definition of disorder 
Natalie Banner and Rachel Bingham (presented by Mohammed Aboulleil Rashed) 
 
This seminar considers diverse perceptions of homosexuality between societies and historical contexts. This 
illustrates shifts in understanding of a single condition as a moral problem, as a medical category and as a 
normal state. We discuss the successes of the homosexual civil rights movement in establishing a respected 
and protected orientation as opposed to a repressed, stigmatised and medicalised condition. The DSM-II 
declassified homosexuality as a mental disorder in 1973, largely in response to a high-pressure campaign from 
the homosexual civil rights movement, and empirical research from the likes of Alfred Kinsey suggesting that 
sexuality was more fluid than previously thought. Some compromise was made by DSM-III with the category of 
ego-dystonic homosexuality, but it was clear that homosexual orientation in itself was not to be considered a 
mental disorder in this classificatory system.  
The declassification of homosexuality was pivotal in the history of psychiatry. For some, it exposed the heavily 
political, as opposed to strictly medical, nature of classification. For others, it motivated extensive conceptual 
work on the definition and boundaries of ‘mental disorder’. This ambitious project, it was hoped, would not 
only legitimize those diagnoses still included in the classification, but would guard against repetition of past 
misclassification. Yet, it is far from obvious that homosexuality would have been excluded from early 
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classifications had a definition of ‘disorder’ been available: its status required change in the perception of 
homosexuality itself. We discuss whether a definition of disorder that excludes homosexuality is possible in 
principle, and if not, what conceptual safeguards we have against the accusatory hindsight of future 
generations. 
 
 
Mohammed Abouelleil Rashed 
University College London, UK 
 
Autonomy and agency in Islamic culture & theology: implications for psychiatric ethics 
 
Ethical practice in psychiatry is underpinned by a secular, anthropocentric concept of autonomy. While this 
reflects the cultural heritage of the communities where modern psychiatry was developed, it might not be 
suitable for populations with different understandings of autonomy. This presentation outlines some Islamic 
cultural/ethical issues of particular relevance to decision-making in psychiatry.  
 
First, the scope of autonomy is considered. Outside one’s personal relation with God, autonomy is secondary 
to community. A collectivity can only achieve salvation when the conduct of each member is aligned with the 
norms of the faith. Moral/social violations are not individual choices but a threat to this order, and therefore 
of concern for others. Shared responsibility for the actions of others renders decision-making a collective 
enterprise guided by figures of authority. This has implications for informed consent, confidentiality, privacy, 
and the duty of clinicians towards patients. 
 
Second, the paradox of agency is considered. Action in Islamic theology is both predetermined and the full 
responsibility of the agent. Suffering, in a determinist theodicy, is foreknown to God and is a trial and expiation 
for sins. This may promote fatalism towards treatment. With a free-will theodicy, humans bring suffering upon 
themselves through their actions, and must take an active attitude towards relieving it. Deterministic attitudes 
complicate the clinician’s duty to relieve suffering within the available means, and render sharing information 
(e.g. about prognosis) irrelevant. 
 
The presentation concludes by asking whether and to what extent a clinician should abandon her secular 
ethical principles in favour of other religious or cultural ones. 
 
 
Stephen Rosenman 
Australian National University, Australia 
 
Is psychopathology universal or local?  Cultural insensitivity and psychiatric epidemiology 
 
Background: 
The World Health Organisation is conducting an epidemiological survey to “obtain accurate cross-national 
information about the prevalences and correlates of mental, substance, and behavioral disorders” in 29 
countries across the Americas, Europe, Africa, Asia and New Zealand. The survey is driven and coordinated 
from the USA and Geneva. It uses the Composite International Diagnostic Instrument (CIDI) to make DSM-IV 
and ICD-10 diagnoses. 
 
Premise: 
The survey is based on the assumption that human psychopathology is universal, not local and can be tapped 
with the appropriate language translation of interview instruments developed in western countries.  
 
Argument: 
This assumption is invalid for reasons that go to the heart of philosophy in psychiatry. The survey method is 
the benevolently-motivated imposition of alien medical theory and the results will be potentially misleading. 
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Conclusion:  
The argument has implications for cross-national psychiatric research and for cross-cultural research within 
Australasia. 
 
 
Stephen Rosenman 
Australian National University, Australia 
 
Zettel 608 
 
Background: In paragraph 609 of his posthumously collected work “Zettel” (“Notes”) Ludwig Wittgenstein 
writes “It is perfectly possible that certain psychological phenomena cannot be investigated physiologically, 
because physiologically nothing corresponds with them”. The preceding paragraph 608 draws entirely novel 
arguments and analogies to this conclusion. It seems to make more understandable the continuing failure of 
neurophysiological explanation in psychiatry but from an original and compelling viewpoint. 
Objective: The explication and exemplification of Zettel 608 to introduce the ideas and to stimulate argument 
about presumptions and presuppositions of explanation in psychiatry. 
Conclusion: We should take a deep breath. 
 
 
Gemma Smart 
University of Sydney, Australia 
 
Virtual addiction : is online gaming addiction fact or fantasy? 
 
In recent years online gaming has come into the spotlight as socially and psychologically problematic, and is 
often referred to as an addiction. Addictions are philosophically interesting because they raise questions of 
rationality, motivation and responsibility, but there is dispute among philosophers about the best way to 
approach them. Behavioural addictions like gaming and gambling are particularly problematic because they 
appear to be the causes of irrational behaviour, without the obvious mediation of substances on neurological 
processes. Can multiplayer online games be addictive? In virtual worlds players are asked to engage in highly 
collaborative and problem solving behaviour. Certainly games themselves are a cornerstone of human society 
– they are engaging, artistic and productive. There is a tendency to view the addicted person as showing a lack 
of regard for the long-term consequences of their behaviour and hence see addiction as a matter of ‘choice’ 
and ‘responsibility’ rather than a pathology. Don Ross compellingly posits a neuroeconomic model of addictive 
behaviour, combining the work of behavioural economics with neuroscience. This supports the general 
hypothesis that at a neural level, there is a core expression of addiction which is common among all 
behavioural addictions, including, I argue, some cases of problematic online gaming. However, like Ross I argue 
that the number of cases of neurological addiction proportionally small. ‘Problem’ gaming is much more likely 
to be a value judgement regarding the worth of gaming within society, with the majority of gamers engaging in 
a non-pathological, complex and socially rich activity. 
 
 
Ehab Sorketti 
Faculty of Medicine, University of Malaya, Malaysia 
 
The cultural and the traditional beliefs in relation to mental health and psychiatric services 
 
Objectives: to understand: The Socio-demographic Characteristics of the People with Mental Disorders who 
seek Treatment in the Traditional Healers Centers. To know the Clinical Presentations, diagnosis, and the 
Outcome of the Traditional Healing Methods used for Treating People with Psychotic Disorders.  
 
Methodology: It is a Descriptive Cross-sectional study.  
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Study area: 10 selected traditional healers’ centers in Central Sudan. Study population and Sampling:  405 
Sample size was calculated using the Kish Leslie formula for single proportions for descriptive study. Measures 
and instruments: Structured Questionnaire, (MINI) mini international neuropsychiatric interview to illicit the 
diagnosis. Ethical approval was obtained before the start of the study and informed consent was obtained 
from all participants.  
 
Results: 405 were interviewed; 309(76.3%) were male and 96(23.7%) were female. The mean age was 31.48 
years. 69.4% (281) were from Central Sudan, 64.4% (261) were single. 34.1% (138) never been to school, 46.9 
%( 190) are jobless. The mean duration of stay in the traditional healer center is 5 months. The mean duration 
of untreated illness is about 14 months. 15.8 %( 64) were found to have major depressive Disorder, 27.4% 
(111) have Manic episode, and 34.6 %( 140) were found to have psychotic disorders, 5.9% (24) have 
generalized anxiety disorder. Interventions Methods were Restriction of food in 86.9 %( 352) Chaining of the 
patients in 69.9 % (283). 33.3% (135) patients were isolated. Recitation of the holy book was used as a method 
of treatment in all patients in the selected centers.  
 
Conclusion: Collaboration with healers could help in early detection and early management of mental 
disorders, with the prospect of better outcomes, my lead to end harmful methods of practice by the 
traditional healers, may help improving community aware¬ness and decrease the stigma of mental illness. The 
traditional healer centers can be used as basis for community rehabilitation facilities for people with mental 
illness. Improving the education level of traditional healers might enable them to have a better understanding 
of mental illness and of the benefits of modern psychiatric treatment. 
 
 
Kristen Steslow 
University of Otago, NZ 
 
Beyond “madness or religion?” 
 
Despite crippling conceptual problems, the search for a distinction between madness and religion (or in the 
quest’s currently popular instantiation, between psychosis and spiritual experience) persists in the literature 
between philosophy, psychology, and psychiatry, occupying the minds and budgets of philosophical and 
empirical researchers alike. 
 
But it’s a misleading pursuit and a sad waste of time and resources.  We must, at long last, recognize the fatal 
flaws in the “Madness or Religion?” construction and as a consequence of this conceptual work revise our 
understanding of persons gripped by psychosis.  The life of the spirit must cease to be a venerated, 
untouchable (or alienating, ignored) aspect of a person’s being and return to its ordinary place as one of 
several manners of human engagement whose functions and dysfunctions are germane to psychiatry’s 
ordinary practices of healing. 
 
 
Tim Thornton 
University of Central Lancashire, UK 
 
If clinical judgement involves tacit knowledge, what should we mean by ‘tacit’? 
 
In a discussion of tacit knowledge, Michael Polanyi suggests that even knowledge of anatomy involves a tacit 
element. There are prima facie reasons to think that psychiatric clinical judgement also involves a tacit 
element. But what should we mean by ‘tacit’. We face a dilemma. Accounting for the tacit status threatens to 
rule out an explicit articulation of the content of the knowledge. But without some explicit articulation of a 
‘content’ grasped by a subject, why think that tacit knowledge is any form of knowledge? A number of authors 
have adopted the second horn, but this threatens to make the idea of the knowledge concerned mysterious.  
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In this paper I outline and defend the proposal that tacit knowledge resists codification in context-independent 
language but is nevertheless capable of articulation in context-dependent practical demonstrations. On this 
approach, clinical judgement is conceptually structured, context-dependent, practical knowledge. 
 
 
Samuel Ujewe 
Bioethics Centre, University of Otago, NZ 
 
A mad man in an African community: whose health, whose responsibility? 
 
The Igbo people of southern Nigeria have a proverb that says: when a mad man walks naked, it is his kinsmen 
who feel shame, not himself. Among peoples of northern Nigeria, it is customary that when a person exhibits 
initial symptoms of madness, he or she is subdued by physical restraint, such as being bound and beaten. The 
traditional belief is that such subjugation could restore mental acuity to the person, especially in the early 
stages of madness. Informal as it is, this process is carried out by willing members of the family or community 
who share in the life of the mentally ill person. Their participation in the healing process is impelled by 
underlying relationships, which implies potential participation in the madness if the person’s mental faculty is 
not restored. Even today, in many parts of Nigeria, and amongst many African cultures, people express grief 
for a mentally ill family member, and feel great shame for inappropriate behaviours he or she may exhibit as a 
result. Hence, most families are willing to do anything that potentially restores mental stability. This paper 
explores various attitudes towards madness against the background of the African conception of a person, 
especially communalism and ubuntu. It determines what mental illness means to the community, and spells 
out obligations that members of the community have towards a mentally ill person. 
 
 
Werdie van Staden 
University of Pretoria, South Africa 
 
Values Based Practice invites cultural contributions to ‘substantive communication’ 
(Workshop) 
 
This workshop on Values Based Practice (VBP) invites participants to draw on their cultural and personal 
insights in contributing to the knowledge and skills base of VBP at the very workshop as well as in subsequent 
collaborative work. In particular, the workshop will explore ways of communicating substantively in health 
practice not only about shared values but accountably about diverse and even conflicting values.  
Using clinical case studies, participants will compare substantive communication (that is, where 
communication is pursued as an end in itself) with executive communication (that is, where communication is 
merely a means to an end). Participants will map their ordinary practices in health, cultural and societal 
discourses onto these comparisons in search of ways that serve substantive communication better. Examples 
of substantive communication in some African practices, like holding an “indaba” in the spirit of “ubuntu”, will 
be utilised as catalyst in exploring qualities that are supportive of substantive communication, including 
approaches to diversity of values; congruent kinds of interpersonal attitudes; chosen roles; and the co-shaping 
of expectations. 
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Susan Wardell 
University of Otago, NZ 
 
All Blacks and happy pills: medication, medicalization, authority and self-help in the 
culture of New Zealand medicine 
 
New Zealand has a high rate of depression, and here (as elsewhere) it is General Practitioners who deal with 
the majority of mental health complaints. in response to this, the prescribing patterns of these health 
professionals shape the way depression is understood and treated, and, internationally, there is significant 
corporate interest in shaping these ideas. This paper is based on a qualitative content analysis of such drug 
company advertising in New Zealand which is grounded in semiotics and framing theory. It briefly explores the 
way that psycho-pharmaceutical advertising in the magazine NZ Doctor and prescription guide MIMS New 
Ethicals frames depression and its treatment. It refers to analysis of advertising campaigns for the drugs 
Avanza (Mitrazapine) and Efexor-XR (Venlafaxine) alongside public health campaign ads for an online 
depression self-management programme called The Journal, (associated with former All Black John Kirwin), 
and some editorial content. It notes within the ads an emphasis on biochemical models of depression, and an 
authoritative, paternalistic model of doctor-patient relations very much at odds with the New Zealand ideal of 
client-centred care. It concludes that, as elsewhere, New Zealand drug advertisements promote a limiting 
frame of depression. However it also identifies the atypical framing of depression in The Journal campaign. 
This enables some initial suggestions as to some ways that more globalized and medicalized western 
discourses around mental illness might be interacting with more localised New Zealand-specific values and 
identities, to mediate the way in which the illness is framed overall and therefore to some degree the way it 
might be understood and approached by NZ health professionals. 
 
 
Michael Wong 
Monash University, Australia 
 
Towards a multi-layered discourse of the person: the Changeux-Ricoeur dialogue and its 
relevance to culture and mental health 
 
Following the Changeux-Ricoeur dialogue ‘What makes us think?’ which explores where science and 
philosophy meet, and whether there is a place for religion, this paper examines its relevance to culture and 
mental health and argues for the usefulness of a multi-layered discourse of the person in talking about human 
experience in psychiatric practice. 
 
This paper proposes that a ‘third discourse’ in the possible form of a multilayered personal discourse that uses 
ordinary language (‘first discourse’) and ‘specialist’ languages (‘second discourse’) - philosophical, 
neuroscientific and religious/theological – in a correlative but non-reductive way has the potential to promote 
explanation and understanding of human experience, facilitate diagnosis and treatment in psychiatric practice 
and address a number of shortcomings present in the widely used bio-psycho-social model of psychiatric 
formulation. 
 
This paper includes a clinical case vignette to illustrate its various arguments.    
 
Reference  
Changeux J-P, Ricoeur P (2000) What Makes Us Think? A Neuroscientist and a Philosopher Argue about Ethics, 
Human Nature, and the Brain (Translated by M.B. Debevoise). Princeton: Princeton University Press. 
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Angela Woods 
Centre for Medical Humanities, Durham University 
 
On psychiatric metaphor: exploring the use of clinical concepts in cultural theory 
 
“Anti-Oedipus” (1979): French philosopher Gilles Deleuze and Italian psychoanalyst Félix Guattari argue that 
schizophrenia is a process of psychic and social deterritorialization unleashed by capitalism. “Madness and 
Modernism” (1992): in his magnum opus, clinical psychologist Louis Sass plots the relationship between the 
phenomenology of schizophrenia and structures of modern art, literature and thought. “Hystories” (1998): 
American literary critic Elaine Showalter uses the psychoanalytic concept of hysteria to understand a range of 
anxieties specific to late twentieth-century Western culture. “The Weariness of the Self” (2010): French 
sociologist Alain Ehrenberg argues that depression has become the privileged disorder of the modern, 
autonomous, self-determining individual. 
 
How and why are clinical concepts used to interpret the structures of society and subjectivity? What are the 
effects of these kinds of analytic projects, and what relevance, if any, do they have for clinical practice? 
Extending the arguments of my book “The Sublime Object of Psychiatry: Schizophrenia in Clinical and Cultural 
Theory” (2011), this paper will offer a critical introduction to cultural theory’s deployment of clinical concepts 
from the ‘psy’ disciplines. Arguing against what is perhaps a majority view – that using psychiatric terminology 
‘metaphorically’ is illegitimate, imprecise, irresponsible, and insensitive to the human costs of illness – I aim to 
show why it is important philosophically and in practice to view diagnostic categories from multiple 
perspectives. 
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Posters 
 
Janine Joyce1 2*, Grant Gillett2, Heather Devere1 
1National Center for Peace and Conflict Studies, University of Otago, NZ 
2Bioethics Centre, University of Otago, NZ 
 
Fraternal Communication: a spiritual way of regarding the other? 
 
The role of spirituality and religion on physical and emotional health within the health services and 
the patient-professional relationship is mediated through awareness, receptivity and communication 
(Wills, 2007).  
 
John Brentlinger (Revolutionizing spirituality: Reflections on Marxism and religion”) defines 
spirituality broadly as: “the capacity to feel deeply bonded with all beings on this earth; to 
acknowledge the deep, ultimate value of life and community, among ourselves and with nature. It is 
expressed by love and a sense of responsibility for others. A spiritual perspective values all beings as 
intrinsically good and acknowledges and respects the parts they play- positively or unfortunately 
negatively- in the same creative, evolutionary process of life and liberation”.   
 
This poster presentation examines how such a perspective might impact upon the communication 
style and willingness to be open to the perspectives of others within the clinical setting. The 
constituent aspects of fraternal communication are posited based upon respect and recognition of 
the other, a deepening personal relationship with silence, introspection, mindfulness, a potential 
development of transcendent ethics, a consciousness of connection and resulting action. Links are 
made between these aspects of personal practice and thought and current relevant applied research 
in the field of health science. 
 
 Brentlinger, J. (2000). Revolutionizing spirituality: Reflections on Marxism and religion. Science and 
Society, 64(2): 171-193. Page 190. 
 
 
Alva Strage 
University of Gothenburg, Sweden 
 
Mental states and juridical judgements 
 
People committing serious criminal actions are sometimes acquitted from prosecution. There are 
different reasons for why a person would not be regarded as responsible in a juridical sense. It could 
be that the situation simply was not under the person’s control, she might have been forced to do 
something, or been unconscious. But there are also cases when the action was exercised in a 
seemingly conscious and calculating state of mind, but the person reports a very different view of 
reality than we consider as standard. It seems like the psychological state in a person plays a crucial 
role for how we judge her actions.  
I will analyze in which sense the juridical discipline is, or should be, interested in mental content, and 
I will do it in two steps:  
 
Firstly, I want to discuss to what extent we are interested in a person’s mental content when we 
decide if she is responsible in a juridical sense for a criminal action. In relation to this discussion I will 
point out possibilities and problems with different theories of what mental states are, and the way 
we access them.  
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Secondly, I will illuminate what we could possibly mean when we talk about people not knowing 
what they have done. This discussion will be related to juridical issues of responsibility, 
accountability and intentionality, and to philosophical discussions about knowledge, reality and free 
will. 
 
 
Ingrid Vargas-Huicochea*, S Berenzon-Gorn 
Universidad Nacional Autonoma de Mexico, Mexico 
 
Bipolar disorder: patients’ perceptions of people attitudes 
 
Introduction:  Despite the impact of bipolar disorder (BD), perceptions and attitudes towards this 
disease and towards those who have this diagnosis are not always favorable. Unfortunately  
negative attitudes can be an important obstacle for care-seeking and care-providing.  This study 
aimed to analyze, from a qualitative perspective, how patients with BD perceive people attitudes 
toward bipolarity. 
 
Method: We performed focused interviews with six patients diagnosed with BD type I. Through 
these interviews we got information about perception of disease from the perspective of the 
patients, and People’s Perceptions and attitudes toward BD was one of the categories of the study. 
Data was analyzed following the Meaning Categorization proposal.   
Results:  Respondents perceived different reactions from people around them. Most of the attitudes 
were related to rejection. But they said that their families usually stand next to them, facing the 
crisis of the disease, making decisions, and providing support and care. Among family members, 
parents are those who gave more support. 
 
Discussion:  Both, the characteristics of a sociocultural context and the prevailing perceptions of 
psychopathology, diagnosis, treatment and psichyatric patients, influence the way in which each 
society builds a particular set of ideas and reactions toward diseases such as BD.  
 
Conclusion: Psychiatrists, psychologists and health care providers must recognize the perceptions 
and attitudes that has our social context and the way each patient perceives them, since they are 
important for the way the patient experiences his suffering and makes decisions to address it. 
 
 
Ingrid Vargas-Huicochea*, S Berenzon-Gorn 
Universidad Nacional Autonoma de Mexico, Mexico 
 
From self-care to hospitalization: bipolar patients’ health care practices in Mexico 
 
Background: Bipolar disorder (BD) is a major psychiatric disorder that has important consequences for patients 
and their families. New research is continually improving the diagnosis and treatment of BD. However, many 
challenges remain to be addressed, such as understanding the pathways to care chosen by bipolar patients 
and the determinants of seeking treatment. This study aims to describe the selection of health care practices 
(HCPs) in BD and additional related subjective factors.  
 
Methods: Using a qualitative approach, we studied the HCPs of six patients with BD through focused 
interviews.  
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Results: We found that even patients who report using primarily allopathic care usually test out and combine 
different health care forms. This approach allows each patient to build his/her own pathway to care to address 
both his/her needs and the suffering involved in living with BD.  
Discussion: We found that HCPs are selected in a framework of socially shared meanings in which the patient’s 
and his or her family’s perceptions seem to be important factors. For future research it will be necessary to 
inquire in depth about “therapeutic silences” (those periods when patients did not use any type of care) and to 
explore perceptions of BD and its treatment in the other participants of the health-disease process (physicians, 
friends, and especially family). 
 
Conclusion: Pathways to care in BD are composed of a combination of HCPs because the patient needs to 
develop a stock of potential treatment alternatives to maximize his/her curative resources. In addition, using a 
variety of treatment modalities helps people with BD to deal with the different issues that are part of their life 
experiences. 
 
 
Kumiko Yoshioka 
Faculty of Humanities, Fukuoka University, Japan 
 
Young people's mental health literacy in Japan 
 
Objective: The aim of this study was to investigate the mental health literacy(knowledge 
and beliefs about mental disorders which aid their recognition, management or prevention) 
concerning young people in Japan.In2011,I conducted a survey using 331Japanese subjects between the ages 
of 15 and 17 years old. This survey was the ” Australian National survey of Mental health literacy in young 
people” and it was funded by a Japanese government grant. 
 
Methods: The participants were presented with a case vignette that described either depression, 
schizophrenia and social phobia. The questions investigated what was wrong with the person, help-seeking 
intentions and the likelihood of help from a broad range of intervention.  
 
Results: Rates of recognition of depression were51.2% and rates of recognition of social phobia were57.6% in 
the respondents correct level. Only 24.8% of respondents were able to correctly level schizophrenia. Intentions 
to ’seek help’ were highest with ‘I don’t know’ nominated as the most likely source of help across all vignettes. 
 
Conclusions: Most young people believe in the importance of seeking help. However, there is still potential for 
young people’s mental health literacy to improve in the areas of recognition and treatment beliefs for all the 
mental disorders. 
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