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    The following is an interview with Arthur 
Kleinman, M.D., on “Cultural Anthropology and 
Global Mental Health,” conducted by Anna Yusim, 
M.D. Dr. Kleinman is the Esther and Sidney Rabb 
Professor and former Department Chair of Harvard 
University’s Department of Anthropology. Dr. 
Kleinman is also Professor and former Department 
Chair of Harvard Medical School’s Department of 
Social Medicine. As one of the international 
community’s leading medical anthropologists, Dr. 
Kleinman directed the 2001 World Mental Health 
Report. Dr. Yusim is a third-year Adult Psychiatry 
Resident at NYU and one of the Deputy Editors for 
the Residents’ Journal. 
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Dr. Yusim: You chose to pursue a 

career that combines medicine and 
anthropology at a time when these two fields 
were considered disparate entities. How did 
you make this decision? 

Dr. Kleinman: After completing my 
internal medicine internship at Yale during the 
Vietnam War, I became a Clinical Fellow at 
the NIH Institute of Allergy and Infectious 
Diseases. Thus, I began my medical career 
studying not psychiatric disease but leprosy 
and tuberculosis. Because my wife knew 
Chinese, I was sent as a public health service 
officer to the Navy medical research unit in 
Taiwan, where I was immediately impressed 
with the stigma associated with infectious 
diseases. In looking at stigma, it was 
impossible to realize how large a role history 
and culture played in determining which 
diseases were stigmatized, which carried less 
stigma, and which were even in some way 
“glamorous” to have, like tuberculosis, which 
at the time was thought of as deepening 
people’s sensibilities and thus bringing them 
closer to the romantic notion of ineffability 
and the transitory nature of life. After that 
experience, I went to Harvard and studied 
anthropology because I wanted a systematic 
way to understand the social consequences of 
illness. I chose to study psychiatry because it 
was the most humanistic of the medical 
disciplines and, by focusing on the 
anxiety/depression associated with medical 
disorders, would enable me to combine 
anthropology with a medical specialty. 

Dr. Yusim: In your career, you basically 
defined the entire field of medical 
anthropology. How did you go about doing 
this, and what are some of the fundamental 
tenets of this field? 
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Dr. Kleinman: The medical and 
academic world was very different when I 
trained. In the middle of my residency, I was 
awarded a wonderful fellowship that allowed 
me to spend part of my time during my 
residency on research and writing and after 
my residency ended to go back to the field 
(Taiwan) for 1 year. This really supported my 
intellectual life. In the middle of all this, I 
published four articles and wrote my first 
book, which ended up defining my career. 
One article was on the central role of 
meanings in medicine. The second was an 
attempt to lay out a model for comparing 
healthcare systems around the world. The 
third compared the different forms of 
medical care around the world, like 
biomedical care and religious and folk sorts of 
healing. The fourth article was related to the 
history of public health in China. Then I 
wrote my first book, Patients and Healers in the 
Context of Culture. It basically says that public 
health has it entirely wrong. If you really want 
to know what healthcare in society is like, you 
need to begin with the individuals who are 
sick. You need to examine the decisions they 
make, the ideas they have, and the ways in 
which they choose to navigate the different 
arenas of healthcare. In one of my empirical 
studies, I showed that around 75% of illness 
episodes in China never left the family 
network. People never went to any doctor or 
folk healer at all. This was an area even 
anthropology was not studying. This book 
took off and defined the entire field of 
medical anthropology. I had the 
phenomenon—that is different from most 
people—of having my greatest influence at 
the start of my career. Part of that was 
because there was a wave of interest gathering 
in this area, and somebody had to define it. 

Dr. Yusim: A topic about which you 
have written extensively is the pathologizing of 
normal human experience. I was really struck 
by your quote in your book, What Really Matters: 
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Living a Moral Life Amidst Uncertainty and Danger. 
You wrote, “Perhaps the most devastating 
example of human values is the process of 
medicalization through which ordinary 
unhappiness and normal bereavement have 
been transformed into clinical depression, 
existential angst turned into anxiety disorders, 
and the moral consequences of political 
violence recast as post-traumatic stress 
disorder. That is, suffering is redefined as 
mental illness and treated by professional 
experts, typically with medication.” 

Dr. Kleinman: I have become taken 
with the idea that at this moment in global 
psychiatry, there are many societies that have 
done absolutely nothing for the clinically 
mentally ill. At the same time, there is a 
counter movement seen in some of the most 
globalized market settings, but also in China 
and India, of overmedicalizing social 
problems. I’ve become quite interested in the 
overmedicalization of normal sadness and 
whether this is useful to do. For instance, why 
should you have a normal bereavement when 
you could take medications and not feel 
bereaved at all? My feeling is that there is 
something dangerous from a social 
perspective in doing that. So a paradox occurs 
in countries like China and India, where in 
rural and small cities, there is absolutely no 
attention paid to the mentally ill. In China, 
90% of people with serious and persistent 
mental illness are never diagnosed or treated. 
In contrast, in big cities like Beijing and 
Shanghai, you see the overmedicalization of 
normal sadness. If you come into a clinic with 
a loss of any sort, you will be offered 
antidepressants. This results in the remaking 
of the normal into the abnormal. 

Dr. Yusim: You have devoted a 
substantial portion of your career to 
international mental health, which is only 
recently becoming recognized as one of the 
global health priorities. What do you think is 
accountable for this change? 

Dr. Kleinman: With Vikram Patel and 
Bernardo Saraceno, I wrote a paper on the 
ethical reasons as to why mental health 
should be incorporated into the world’s 
global health priorities. In the paper, we 

clearly state that it is not a problem of 
insufficient evidence that global mental 
health is indeed important. There is plenty of 
evidence to support that mental health 
matters and affects all spheres of life all over 
the world. So now we begin to question why 
there is moral commitment to the treatment 
of illnesses like HIV/AIDS and not to 
mental illness? Part of my answer is that I 
think that basically psychiatry has failed its 
patients—not so much in the United States 
and Western Europe, but certainly in the 
developing world. And since most of the 
resources are in the United States and 
Western Europe, we have actually failed the 
developing world. 

For many years, psychiatry was not viewed 
like the other medical disciplines in the sphere 
of global health. Ophthalmologists, for 
example,  were welcomed in the global health 
arena to help fight illnesses with a high global 
prevalence, like trachoma and river blindness. 
Obstetricians and gynecologists were equally 
welcomed because of the enormous interest 
in reducing perinatal mortality and STDs. But 
psychiatry was still being treated as if our set 
of problems did not quite belong in the global 
health agenda. 

And then some remarkable things 
happened. First, we had the 2001 World 
Mental Health Report, which I released to 
Boutros Boutros-Ghali at the U.N. Summit in 
the late 1990s. Then we had the World Global 
Burden of Disease Report, which said that 
mental health problems like depression 
account for 14% of the total global burden of 
disease. Mental health was finally beginning to 
be recognized as a global health priority. 

Dr. Yusim: In the sphere of global 
mental health, what is the ethical obligation of 
the developed world to the developing world, 
and how can this ethical obligation be met? 

Dr. Kleinman: In meeting our ethical 
obligations to the developing world, we need 
to begin to think globally. No cancer expert 
or heart disease expert would regard the 
United States or Europe as the entire world. 
They’re looking at Japanese and Chinese 
work, encouraging it, looking at how cancer 
and heart disease differ worldwide. In 

contrast, psychiatrists have been extraordinary 
in their unidimensionality of understanding 
mental illness in American terms. I will never 
forget how in around the year 2000, when I 
was Vice Chair of the APA’s Committee on 
Global Mental Health, we had a meeting with 
the world’s foremost global mental health 
experts at the annual APA conference. This 
meeting attracted about 100 people in a room 
that could have held over 500. Next door 
there was a meeting on a very American issue 
that had over 500 people, and the room was 
overflowing. Some of my colleagues from all 
over the world were astonished that there was 
so little interest among American psychiatrists 
in global mental health. Having said that, I 
teach undergraduates as well as medical 
students, and there is the equivalent of a 
moral movement right now among young 
students who feel deeply passionate about 
issues of human rights, social justice, and 
global health. I think they are going to change 
the way that medical schools and hospitals 
begin to think about this. 

Dr. Yusim: What advice do you have for 
residents seeking to pursue a career in global 
mental health or cross-cultural psychiatry? 

Dr. Kleinman: You have to be willing 
to be uncertain about your future because 
there is no set career path in this discipline. 
One way to go about this is to parallel an 
M.D. with an M.P.H., which is like a union 
card to do international work. Most people 
in global health have an M.P.H. or social 
science degree, like anthropology, sociology, 
or economics. If you want to do global 
mental health, it is important to do your 
training at an institution where global health 
is strong. Then you need to be able to carve 
out a specialty within global health focused 
on psychiatry or mental health issues. 
Another way to do global mental health is 
through the cultural psychiatry perspective. 
There are certain institutions with programs 
focused specifically on cultural psychiatry, 
like UCLA and UCSD. One way or the 
other, you have to look hard for ways that 
will allow you to make the life you want. 
 

Anthropological Views on the Globalization of PTSD 
Yavar Moghimi, M.D. 

Department of Psychiatry and Behavioral Sciences, George Washington University 
 
 
Since the establishment of clinical criteria for 

diagnosing posttraumatic stress disorder 
(PTSD), there has been an exponential increase 
in the number of published studies on trauma 

(1). What began as the cause of psychiatrists 
advocating for mental healthcare for trauma-
exposed veterans returning home from the 
Vietnam War quickly expanded to also include 

victims of torture, natural catastrophes, serious 
accidents, assault, rape, and other forms of 
violence. The symptoms of PTSD have even 
been expanded to include the animal kingdom. 



For example, some elephants that have been 
assaulted by poachers are now being diagnosed 
and treated using techniques similar to those 
used to treat humans (2). Clearly since its 
inception, the diagnosis of PTSD has become a 
prominent model for discussing and 
understanding trauma-related stress. In the 
international arena, researchers and humanitarian 
agencies working in postconflict societies have 
embraced the diagnosis and made it a priority in 
the facilitation of development and relief work. 
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Numerous epidemiological studies of war-
torn societies have shown that survivors of 
conflict demonstrate various symptoms, some 
of which correlate with the symptom clusters of 
PTSD, although some symptoms might not. In 
Afghanistan, survivors of conflict have reported 
common complaints of a type of nervous anger, 
referred to as “asabi,” as well as a mental 
sensation of internal pressure, called “fishar-e-
bala” (3). The findings from a survey conducted 
among Salvadoran female refugees revealed that 
some women experienced sensations of intense 
heat in their bodies, referred to as “calorias” (4). 
In Sri Lanka, the most common complaints 
among survivors of conflict or natural disaster 
were the loss or disturbance of one’s role in the 
group (5). 

The variety of symptoms individuals 
demonstrate in response to traumatic events 
begs the question of whether PTSD should be 
examined as a universal syndrome or as 
culturally specific syndromes of trauma-related 
stress (6). How we elect to answer this question 
will have great implications in our treatment of 
the debilitating symptoms of trauma. Treatment 
of PTSD in the Western world is based on 
psychosocial, pharmacological, and cognitive 
behavioral interventions at the individual level 
(7). This contrasts sharply with more 
collectivistic cultures that may place more 
emphasis on healing through a social context, 
focusing on familial, sociocultural, and religious 
activities. Some have raised concerns that 
labeling an experience with Western psychiatric 
terminology unduly influences how people 
should suffer and heal (8). Another concern 
regarding treating PTSD by focusing exclusively 
on traumatic symptoms is that other mental 
health problems or socioeconomic issues might 
be overlooked, which, in some non-Western 
cultures, are actually deemed more important. In 
treating only the traumatic symptoms of the 
disorder, we tend to focus more on past events, 
when, in a continuously deprived environment, 
an individual may be more preoccupied with his 
or her current life conditions as well as the 
trauma of daily living (9). 

In 1977, Arthur Kleinman, M.D., psychiatrist 
and anthropologist, coined the term “category 
fallacy” (10) to describe the application of 

Western psychiatric diagnosis within a cultural 
context in which it is not relevant, although the 
symptoms could be found and measured. This 
fallacy, as described by Dr. Kleinman, lies in not 
taking into account how symptoms are 
understood and experienced among individuals 
in non-Western societies and whether they carry 
the same level of salience in these cultures as 
they do in Western society. This can be found in 
some internationally conducted research on 
trauma when the emphasis has been to look for 
symptoms without assessing the meaning and 
effects these symptoms actually have on the 
individuals in a particular society. 

PTSD is, without question, a debilitating form 
of traumatic stress. It is a real and important 
illness but one that should not be defined by 
global humanitarians in a naïve and 
reductionistic way. For the field of psychiatry to 
truly play a role in the relief of trauma-related 
stress in the international arena, there must be an 
appreciation of the nuanced ways people and 
societies have learned to recover the pieces of 
their lives in the face of tragedy. To achieve this, 
novel research programs and interventions that 
manage to meld local priorities with clinical 
perspectives have been developed. Most of these 
programs are pluralistic in their approach, relying 
on culturally accepted idioms of healing in 
concert with Western psychiatric understanding. 
Instead of assuming pathological effects and 
focusing on the victimization resulting from 
surviving trauma, these programs highlight 
resilience and positive coping skills for healing at 
individual and community levels (11). An 
example of such a project is one that was 
conducted by the international Transcultural 
Psychiatric Organization (a non governmental 
organization) with Bhutanese refugees in Nepal. 
The project was established to integrate the 
efforts of public health workers, psychologists, 
psychiatrists, and anthropologists. Prior to any 
epidemiological research being conducted 
among individuals in the refugee camp, narrative 
studies identifying local idioms of distress were 
performed, and group discussions were held 
regarding the social problems of the camp, 
knowledge of available help, traditional healers, 
and positive and negative coping strategies. This 
program showed that the refugees did endorse 
PTSD symptoms as well as symptoms from a 
range of other psychiatric disorders, but these 
symptoms were interpreted using local 
explanatory models, without inserting Western 
concepts of trauma into the local culture. 

The future of culturally based interventions 
for individuals suffering from traumatic stress 
requires collaboration between disciplines that 
can contribute varied understanding to this arena 
(12). The merger of quantitative and qualitative 
methodologies with microlevel interpretations of 

personal experience in the context of macrolevel 
sociopolitical forces will provide a holistic view 
of how individuals make sense of their world 
when lives and communities are destroyed (13). 
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Incarceration and Well-Being: The Multiple Bodies of the Incarcerated 

Justin Sanders, M.D. 
Department of Family and Social Medicine, Montefiore Medical Center 

 
Anthropological research has often been 

focused on the cultural “other” from exotic 
locals, providing narratives that are academically 
enriching but of potentially little value to medical 
practitioners at home. In contrast, medical 
anthropologists are increasingly adept at turning 
their critical lens on groups within their own 
societies, and in doing so have identified 
historical and contemporary inequalities in the 
provisions of medical care, particularly as these 
provisions relate to hierarchies of power. 
Medical anthropologists have observed human 
phenomena and developed theoretical 
frameworks that have particular bearing on 
public health. The present article applies one 
specific anthropological framework to the 
problems posed by incarceration in relation to 
the health and well-being of incarcerated 
individuals and their families. This framework, 
which clarifies the contexts in which incarcerated 
patients struggle to maintain health, is potentially 
useful to those who provide medical care to this 
population. 

Medical anthropologists Nancy Scheper-
Hughes and Margaret Lock (1) proposed an 
analytical framework in response to what they 
felt was the failure of the field to categorize and 
define the body and its subsequent susceptibility 
to the “biological fallacy and related assumptions 
that are paradigmatic to biomedicine” (1). The 
three bodies of an individual’s awareness and 
experience are the body-self (or embodied 
body), the social body, and the body politic. In 
the present article, these three bodies are 
discussed in relation to the effects of 
incarceration on the health of some individuals. 

The Embodied Body 
The embodied body is that experienced by 

each individual. It is the locus of bodily function 
and problems that might lead one to seek 
medical care. Healthcare providers prescribe 
medications and recommend healthy behaviors 
to treat this body. Western biomedicine 
(“medicine”) upholds the Cartesian dichotomy 
of body and mind, and medicine duly upholds a 
division between physical health and mental 
health. Worth noting is the contrast that this 
model presents to the more holistic conceptions 
of the body held by many other cultural groups 
(e.g., the complimentary duality of the Chinese 
yin/yang cosmology [1]). 

Incarceration has profound effects on an 
individual’s health. Individuals who are 

incarcerated suffer disproportionately from 
infectious and chronic diseases as well as mental 
illness. Regarding infectious disease, incarcerated 
individuals have higher rates of HIV/AIDS, 
hepatitis B and C, latent tuberculosis, and 
sexually transmitted diseases when compared 
with individuals who are not incarcerated (2, 3). 
For example, seroprevalence of hepatitis C 
among incarcerated men and women has been 
found to be as high as 41%. Furthermore, some 
have estimated that of the more than 4.5 million 
individuals infected with hepatitis C in the 
United States, approximately 30%-70% have 
served time in a correctional facility (3). 
Additionally, it has been projected that 
incarcerated individuals also carry a greater 
burden of asthma, diabetes, and hypertension, 
which require regular monitoring and consistent 
care and can be negatively affected by poor oral 
care (3, 4). The excess burden of mental health 
disorders among incarcerated men and women 
has been demonstrated over time by statistical 
findings pertaining to aggregated 
institutionalization. In 2000, the aggregated rate 
of individuals incarcerated in U.S. mental 
hospitals, psychiatric institutions, and state and 
federal prisons was nearly the same as it was in 
1955 (>600 per 100,000 individuals over age 15), 
despite a drop in the mental hospitalization rate 
from nearly 500 per 100,000 individuals to <50 
per 100,000 individuals (5). Although men and 
women who are imprisoned are legally entitled 
to medical care, there have been criticisms of 
both the poor quality (6, 7) and availability of 
certain types of care (8). These issues are 
compounded by conditions of overcrowding 
and longer prison sentences (9). 

The Social Body 
Scheper-Hughes and Lock describe the social 

body as a “natural symbol for thinking about 
relationships among nature, society, and culture” 
(1, p. 6). Anthropologists have long discussed 
ethnomedical systems in which social relations 
contribute significantly to individual health and 
illness. Scheper-Hughes and Lock point out that 
“the body is seen as a unitary, integrated aspect 
of self and social relations…dependent on, and 
vulnerable to, the feelings, wishes, and actions of 
others, including spirits and dead ancestors” ( 1, 
p. 21). Scheper-Hughes and Lock also note that 
modern biomedicine has been criticized as 
viewing social relations as “partitioned, 
segmented, and situational—generally as 

discontinuous with health or sickness” (1, p. 6). 
Data analyzing the effects of incarceration on 
families demonstrate that imprisonment 
influences the social body. Studies have reported 
that the children of incarcerated men and 
women have higher rates of developmental 
delay, learning difficulties, and mental health 
problems, including behavioral problems, 
teenage pregnancy, and substance abuse (2, 9, 
10). Incarceration can lead to the breakdown of 
families through divorce and loss of housing and 
employment (2). The inability of an individual to 
provide for his or her family may compound 
mental health issues and lead to disorders such 
as depression and anxiety. 

The Body Politic 
The body politic is affected by power 

structures that shape the behavior and well-being 
of groups and individuals. Scheper-Hughes and 
Lock describe the body politic as “the regulation, 
surveillance, and control of bodies in 
reproduction and sexuality, in work and in 
leisure, in sickness and other forms of deviance 
and human difference” (1, pp. 7-8). Moreover, 
Foucault (11) described various mechanisms of 
enforcement, among them the medical gaze, 
which exists as part of a paradigmatic “bio-
power,” which involves “numerous and diverse 
techniques for achieving the subjugation of 
bodies and the control of populations” (12, p. 
140). Government policies and enforcement 
may subjugate populations in potentially 
unintended ways. The war on drugs, for 
example, has significantly and disproportionately 
affected African American men, particularly 
regarding the rate and duration of sentences (2). 
The proportion of incarcerated minorities 
reflects economic and educational disparities in 
society as a whole (2). Federal and state laws and 
any discriminatory enforcement of these laws, 
which may implicitly encode racism or classism, 
could possibly be considered a form of structural 
violence. Iguchi et al. (13) point out that these 
laws and enforcement practices “exacerbate the 
impact of health disparities already evident in the 
community and clearly have an adverse effect on 
the health and well being of the offender, the 
family of the offender, and the community at 
large” (13, p. 50). 

Conclusion 
The causal relationship between the relatively 

poor health of incarcerated individuals and their 
families, as well as incarceration itself, has been 



an intense subject of debate. A calculus of blame 
that impugns the incarcerated themselves is 
likely to be simplistic, if not also discriminatory. 
Medical anthropologists frequently highlight 
culturally determined illnesses and responses to 
disease. Differential rates of incarceration among 
nations (which is particularly high in the United 
States [14]) suggest that incarceration is a 
culturally determined response to social ills. 
Medical providers must consider imprisonment 
to be both a risk factor for certain health 
problems and a type of morbidity. It is not 
enough to consider the individuated body when 
caring for an individual who has been affected 
by incarceration. As providers, we must also 
consider the social and political bodies that 
affect the mental and physical health of 
individuals who might also be affected by certain 
events that may have nothing to do with 
biological disease. 
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The Effects of Immigrant Status on Mental Healthcare in Latino 
Communities 

Flavio Casoy 
Brown University 

 
Recently, in my longitudinal clinic for Spanish 

and Portuguese speaking patients, I saw a 
woman with a long history of depression who 
came to the clinic for treatment because her only 
surviving son, whom she had been supporting in 
Central America by working legally in the United 
States, had been detained by Immigrations and 
Customs Enforcement agents while trying to 
enter into the United States without proper 
documentation. After years apart, their plan had 
been to eventually live together. When the 
mother came to the clinic, her son had been 
detained for 7 months in different Immigrations 
and Customs Enforcement facilities, but none of 
these facilities had been close enough for her to 

visit him. She was distraught and felt intense 
anxiety about her son’s safety, health, and future 
and whether she would ever see or speak to him 
again. This episode gave me pause and made me 
think about the particular effects that immigrant 
status has on Latinos and their communities as 
well as the role of mental health professionals as 
advocates and voices for this extremely 
vulnerable population. 

Latinos constitute 14% of the U.S. population, 
approximately 41.3 million people (1). Among 
these, there are an estimated 7.5 million 
undocumented men, women, and children, and 
more than 300,000 undocumented immigrants 
arrive in the United States each year (1, 2). 

In general, Latinos face high barriers to 
healthcare. For example, lack of health insurance 
prevents many Latinos from accessing quality 
and affordable care. Additionally, they are more 
likely than Caucasians and African Americans to 
be uninsured. In 2004, uninsured rates were 
32.7% for this population, while the rates for 
Caucasians and African Americans were 11.3% 
and 19.7%, respectively (1). Furthermore, 
immigrants and U.S.-born Latinos who have 
limited proficiency in English face additional 
barriers. These individuals have greater difficulty 
communicating their problems to healthcare 
providers as well as a more difficult time 
understanding providers’ instructions (1). 



As a result of less access to healthcare and 
lower quality care, Latinos are at higher risk for 
major complications from chronic and 
infectious diseases. Further, Latinos with mental 
illness underuse mental health services and are 
considered a high-risk group for depression, 
anxiety, and substance abuse disorders. The 
underuse of mental health services is especially 
prevalent in communities with a greater 
proportion of immigrants. Among Latinos with 
mental disorders, fewer than one out of 11 seek 
services from specialized mental health 
providers, and fewer than one out of 20 receive 
services. Additionally, fewer than one out of 10 
receive mental health service from a general 
healthcare provider (1, 3). 
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In an endeavor to better understand the 
circumstances surrounding the lives of 
undocumented immigrants, Cavazos-Rehg et al. 
(2) attempted to assess the use of mental health 
services among Latino immigrants. In their 
survey of 143 participants, 39% indicated that 
they did not visit social or government agencies 
for fear of deportation. Respondents who 
reported fear of deportation also reported 
feeling vulnerable and showed more negative 
emotions, particularly anger and stress. In such 
cases, documentation status not only created an 
additional barrier for the undocumented 
individual in accessing mental health services, 
but it also increased risk factors for psychological 
distress. 

Despite having reduced access to care and 
quality of care, Latinos need comprehensive and 
sensitive mental healthcare. In one study 
conducted in Fresno, California, U.S.-born 
Mexican Americans and Mexican immigrants 
demonstrated nearly double the rate of mental 
illness relative to Caucasians. These mental 
health problems appear to worsen the longer 
immigrants reside in the United States and are 
generally greater among U.S.-born Latinos. In 
another study, Mexican Americans who were 
born in the United States were twice as likely to 
report mental illness when compared with 
individuals who emigrated from Mexico to the 
United States. There are many possible 
explanations as to why U.S.-born Latinos and 
Latino immigrants with longer residency periods 
are at increased risk for mental illness when 
compared with immigrants who have recently 
arrived into the country. These explanations 
include a lack of community support, 

discrimination and minority status, and chronic 
lack of services (1). 

Of particular importance to mental health 
providers is the widespread violence experienced 
by immigrants in their country of origin. In one 
study conducted in Los Angeles, Eisenman et al. 
(4) found that out of 512 Latino immigrants, 281 
(55%) reported being subjected to political 
violence in their country of origin. Among these, 
8% reported torture; 15% had witnessed 
violence committed against their family 
members; 27% reported forced disappearance 
of family members; 26% had witnessed mass 
violence; 32% reported surviving attacks with 
bombs or heavy weapons; 5% reported 
witnessing rape or execution; and 3% reported 
being raped. Participants who reported 
experiencing political violence had more mental 
health problems than those who had not 
experienced violence, and they had greater 
incidence of both depression and PTSD. 
Alarmingly, of the 267 participants who reported 
experiencing political violence and who also had 
one or more prior visits to a mental health 
professional in the previous year, only seven ever 
told their provider about the history of violence 
experienced, and none reported being asked by 
their provider about any experiences of political 
violence (4). 

In the absence of a comprehensive 
immigration policy, what is our role as healthcare 
providers in caring for the immigrant 
population, which is a significant segment of the 
U.S. population? In order to ensure that all 
individuals in our society have access to quality 
care, we must aim toward increasing the 
diversity of the physician workforce so that it 
reflects the rest of society. This can be achieved 
by actively recruiting greater numbers of Latinos 
into the medical field. In 2004, only 7% of 
medical school students were Hispanic, and only 
1,000 medical school graduates (6.3%) were 
Hispanic (5). In addition to increasing the 
number of Latino healthcare professionals, it is 
critical to expand the use of professional 
translators who are specifically trained to work in 
mental health settings in order to overcome 
linguistic barriers to quality care. Finally, to 
ensure better mental health outcomes for the 
entire U.S. population—not just the Latino 
population—mental health providers must be at 
the forefront of the effort to expand access to 
quality mental health services. It is only with a 
determined commitment to system-wide reform 

that we can ensure the care that all of our 
patients deserve. 
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