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ABSTRACT

Following in the wake of the People’s War (1996–2006) and the
2015 earthquakes, donor-funded projects supporting community
mental health programmes and psychosocial counselling have
proliferated in Nepal. This article explores one outcome of the
expansion of ‘psy’: the transformation of ghosts and spirits, bhutpret, into a psychosomatic affliction of repressed emotion and
unconscious desire. By engaging theories of translation, I
approach interventions for cases of ‘mass conversion disorder’
and the therapeutic encounters, contestations and uncertainties
that coalesced around them as a lens into the politics of psychic
life currently under way in Nepal.
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Our translations, even the best ones, proceed from a wrong premise. They want to turn
Hindi, Greek, English into German, instead of turning German into Hindi,
Greek, English.1

‘When a child cannot talk about her anger to anyone what happens?’ asked Shanti of
the group of teachers who had gathered for the psycho-education session in the office
of a government school in central Nepal. Shanti, a seasoned psychosocial counsellor
with decades of experience, had come to the rural district to treat a case of adolescent
‘mass conversion disorder’ that had been reported to the non-governmental organisations (NGOs) for mental health and counselling in Kathmandu. In Nepal this was not
an unheard-of event in schools, where episodes entailed sudden unexpected symptoms
of screaming, crying, writhing, hair-pulling and loss of consciousness which spread
throughout a group, usually of teenage girls. Shanti told the teachers that when children cannot express their anger, it comes out through the body. Using the example of
a pressure cooker, she explained that personality is the thickness of the pot, coping and
sharing are the steam, and stress is the fire. After she finished her lecture, a teacher
raised his hand: ‘People say it is caused by bhut-pret, ghosts and spirits, or because the
teachers don’t teach well. But now we have learned that this is related to the life
CONTACT Aidan Seale-Feldman
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1. Rudolf Pannwitz, quoted in Walter Benjamin, Illuminations: Essays and Reflections (New York: Schocken Books,
1969), p. 80.
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situation of the students’. I could not help but think of my friends in the small mountain settlement where I had followed a similar case. There, outside the range of psychosocial interventions in the dusty hills of Eastern Nepal, the case had coalesced around a
series of women’s deaths and resulting ghostly hauntings, pichaas and bhut-pret
laagne, which had slowly woven themselves into the story of the mysterious affliction
of fifteen adolescent girls.2
I had been invited to join Shanti and her team of psychosocial counsellors on a
four-day intervention for an ongoing case of adolescent ‘mass hysteria’ in a rural,
earthquake-affected district with the suggestion that I could provide ethnographic
‘thick descriptions’ to share with the foreign and Nepali NGO staff to facilitate reflection and debate on their approach. This case had caught the attention of both the
Mental Health Sub-Cluster and the Psychosocial Working Group that had been held
on a weekly basis in Kathmandu following the 7.8 magnitude earthquake and 7.3 magnitude ‘aftershock’ that claimed over 9,000 lives and generated a surge of resources for
humanitarian mental health interventions.3 In the midst of the post-disaster response,
the pre-existing problem of adolescent ‘mass hysteria’ sparked the interest of the
humanitarians and suddenly became an unexpected object of concern. At one of the
cluster meetings, the topic was discussed at length. Speaking to an audience of foreign
and Nepali humanitarians, a Nepali staff member from the NGO explained
the problem:
We cannot say it is a mental health problem, this is due to our culture and social
environment. The younger girls are in stress, they cannot ventilate, cannot express their
feelings, so it accumulates and then it comes out like mass fainting. Fainting in
general … the problem comes from family and this is enlarged in the school—how we
teach. Teaching with a stick, not in a child friendly environment. These are the key factors which we are trying to address … this is not a health problem … it is a psychosocial
problem that started from the family and the school, so we need to intervene in
the family.

It was decided at the cluster meeting that representatives from various international
and local Nepali organisations would not only evaluate and intervene in this particular
case but would work together to create a manual of guidelines on the management of
mass conversion disorder, to be circulated at the national level.
This article explores the transformation of ghosts and spirits, bhut-pret, into psychosomatic afflictions as one outcome of the expansion of ‘psy’ in Nepal—that is, the ways
of being, thinking and acting brought about by the disciplines of psychiatry, psychology
and their associated fields.4 By drawing on two years of ethnographic fieldwork conducted among psychosocial counsellors and in small farming settlements where cases
of adolescent ‘mass hysteria’ occurred, I follow the ways in which a gendered and relational form of affliction known in Nepali as chopne, being taken over by ghosts, is
transformed into an individual and internalised problem of repressed emotion, somatisation and tanab (tension). The psychiatric diagnosis of ‘conversion disorder’ and the
2. Aidan Seale-Feldman, ‘Relational Affliction: Reconceptualizing “Mass Hysteria”’, in Ethos, Vol. 47, no. 3 (2019),
pp. 307–25.
3. Aidan Seale-Feldman, ‘The Work of Disaster: Building Back Otherwise in Post-Earthquake Nepal’, in Cultural
Anthropology, Vol. 35, no. 2 (2020), pp. 237–63.
4. Nikolas Rose, Inventing Ourselves: Psychology, Power, Personhood (Cambridge: Cambridge University Press, 1998).
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therapeutic encounters, contestations and uncertainties that coalesce around it become
a lens into the politics of psychic life currently under way in Nepal’s psychosocial
transformation.
During the time of this research, Nepal had not yet incorporated mental health into
the health-care system and there were few psychiatrists in the country.5 As such, the
existence of psychosocial interventions for cases of ‘mass hysteria’ in Nepal was a result
of the growth of foreign, donor-funded community mental health programmes that
began in the mid 1980s following the World Health Organization’s (WHO’s) turn to
primary health care, and rapidly expanded in the post-conflict and post-earthquake
periods. Since the early 2000s, these projects and interventions have been implemented
by a handful of Nepali NGOs, operating in parallel with a government health system
that provides only minimal psychiatric services at the district level. Among the many
disorders targeted for psychosocial intervention (such as depression, anxiety, psychosis
and post-traumatic stress disorder), psychologists and counsellors within NGOs for
mental health and counselling identified ‘conversion disorder’, and particularly cases of
adolescent ‘mass conversion disorder’ among groups of schoolgirls, as a persistent yet
complicated problem in need of intervention. According to counsellors familiar with
such cases, the difficulty of the disorder was due to the fact that the affected communities resisted the approach of psychosocial counselling and insisted that the affliction
was caused by the ghosts of those who had died a bad death, bhut-pret laagne or
pichaas, or by the displeasure of angry goddesses. As a result, in addition to offering
psychosocial counselling to individuals, mental health NGOs focused their efforts on
psycho-education in order to ‘correct’ the misguided belief in spirits by explaining the
psychodynamic processes operating behind or beneath the symptoms.
As a central node through which leading researchers have circulated, Nepal occupies
a position as a key site in the production of knowledge for the new Movement for
Global Mental Health.6 In Nepal, the emergence of this new therapeutic paradigm has
long been connected to the discipline of anthropology and the legacy of Arthur
Kleinman’s ‘new cross-cultural psychiatry’.7 In the late 1970s, Kleinman outlined a
cross-cultural approach focused on incorporating anthropological insights into transcultural psychiatry so the field might move beyond the ‘category fallacy’ that led to ‘the
application of Western psychiatric categories to non-Western societies’, and focused
instead on the role of culture in shaping both experiences and conceptualisations of
mental illness.8 Kleinman illustrated this approach with the case of depression and
somatisation in China, where he found that patients who ‘exhibited all the signs and
symptoms’ of depression and responded to anti-depressant medication complained
only of somatic pain, but not dysphoric affect. Here Kleinman argued that physical
symptoms were metaphors through which individual and collective distress could be
5. Nagendra P. Luitel et al., ‘Mental Health Care in Nepal: Current Situation and Challenges for Development of a
District Mental Health Care Plan’, in Conflict and Health, Vol. 9, no. 3 (2015), pp. 1–11.
6. Aidan Seale-Feldman, ‘Historicizing the Emergence of Global Mental Health in Nepal (1950–2019)’, in HIMALAYA,
The Journal of the Association for Nepal and Himalayan Studies, Vol. 39, no. 2 (2020), pp. 29–43.
7. Arthur Kleinman, ‘Depression, Somatization and the “New Cross-Cultural Psychiatry”’, in Social Science &
Medicine, Vol. 11, no. 1 (1977), pp. 3–10; Brandon Kohrt and Ian Harper, ‘Navigating Diagnoses: Understanding
Mind–Body Relations, Mental Health, and Stigma in Nepal’, in Culture, Medicine and Psychiatry, Vol. 32, no. 4
(2008), pp. 462–91.
8. Kleinman, ‘Depression, Somatization and the “New Cross-Cultural Psychiatry”’, p. 4.
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voiced—that is, symptoms were the somatisation of depression. Although Kleinman
offered a strong critique of psychiatric universalism, at times the ‘new cross-cultural
psychiatry’ was more ambiguous. Even when Western psychiatric diagnostic categories
were critiqued as culturally constituted, they continued to serve as key reference points
from which cultural variation was measured, as opposed to being treated as one among
many equivalent ethno-psychiatries.9 Beyond this, the underlying notion of a universal
‘global psyche’ and its psychodynamic mechanisms remained unquestioned.10
Since the 1980s, a number of applied anthropologists have worked in Nepal where
they have infused anthropological insights on culture and psychiatry into a development model otherwise dominated by drug-based therapeutics. As in global mental
health more generally, here Nepali culture and ethnopsychology have been variously
operationalised as resources to improve the viability of psychosocial counselling while
destigmatising mental illness.11 As Liana Chase has shown, from this work, the
‘psychosocial approach’, broadly defined as listening to matters of the heart–mind,
man, has found success precisely because of the space it leaves open for ambiguity and
plurality in meanings of affliction and modes of healing.12 Yet the critical analysis of
the management of ‘mass conversion disorder’ in Nepal brings us to the limits of this
ideal model and reveals an unexpected local response: the active refusal of anthropological theories of somatisation and ‘idioms of distress’ that are mobilised in psychosocial interventions and interpretations of affliction. Such ‘ethnographic refusal’
inspires the re-examination of anthropological approaches to conversion disorder and
somatisation that we turn to now in the next section.13

Politics and paradigms: Anthropological approaches to
conversion disorder
Conversion disorder, a descendent of hysteria, is an indeterminate object of anthropological inquiry (see Willford in this issue). According to the fifth edition of the
Diagnostic and Statistical Manual of Mental Disorders (DSM-V), conversion disorder is
filed under the category of ‘somatic symptom[s] and related disorders’. Symptoms of
conversion disorder are described as weakness or paralysis, abnormal movements, a
sensation of lump in the throat, slurred speech, attacks or non-epileptic seizures, anaesthesia or sensory loss, sensory disturbances, non-responsiveness or coma, all unexplainable by neurological disease. The DSM-V states that the onset of conversion disorder
9. Roland Littlewood, ‘From Categories to Contexts: A Decade of the “New Cross-Cultural Psychiatry”’, in The British
Journal of Psychiatry, Vol. 156, no. 3 (1990), pp. 308–27.
10. Ana Antic, ‘Decolonizing Madness? Transcultural Psychiatry, International Order and Birth of a “Global Psyche” in
the Aftermath of the Second World War’, in Journal of Global History (2021), pp. 1–22, DOI: https://doi.org/10.
1017/S1740022821000115.
11. Ian Harper, Development and Public Health in the Himalaya: Reflections on Healing in Contemporary Nepal
(London/New York: Routledge, 2014); Kohrt and Harper, ‘Navigating Diagnoses’; Brandon Kohrt and Emily
Mendenhall (eds), Global Mental Health: Anthropological Perspectives (London/New York: Routledge, 2016); Anne
Lovell et al., ‘Genealogies and Anthropologies of Global Mental Health’, in Culture, Medicine and Psychiatry, Vol.
43 (2019), pp. 519–47.
12. Liana Chase, ‘Psychosocialization in Nepal: Notes on Translation from the Frontlines of Global Mental Health’, in
Medical Anthropology Theory, Vol. 8, no. 1 (2021), pp. 1–29.
13. Sherry Ortner, ‘Resistance and the Problem of Ethnographic Refusal’, in Comparative Studies in Society and
History, Vol. 37, no. 1 (1995), pp. 173–93.
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may be associated with stress or trauma, such as childhood abuse and neglect; it is
more frequently diagnosed among women and is commonly associated with
‘maladaptive personality traits’. Symptoms may be transient or chronic, but are frequently linked to experiences of ‘depersonalization, derealization, and dissociative
amnesia, particularly at symptom onset or during attacks’.14
Theoretical explanations for the mechanism of somatisation, the embodied expression of mental distress that underlies the diagnosis of conversion disorder can be traced
back to the early work on hysteria by Josef Breuer and Sigmund Freud in which unconscious psychic trauma is understood to be converted from the mind and somatised into
the body.15 As Laurence Kirmayer and Allan Young have pointed out, ‘somatization is
a term originally tied to a psychodynamic theory of illness causation in which psychological conflict was transformed or transduced into bodily distress’.16 Conversion disorder is thus the contemporary successor to the nineteenth-century concept of
hysteria, that famed feminine malady which is etymologically linked to the ancient
Greek term hustera, meaning ‘womb’ or ‘uterus’. For the ancient Greeks, hysteria was
regarded as a disease of a disturbed womb, in which a ‘wandering womb’ would drift
through the body causing an illness similar in form to epilepsy (for a South Asian
genealogy of hysteria, see Pinto in this issue). In the nineteenth century, hysteria was
rediscovered by French physician Jean-Martin Charcot, who became famous for his
‘Tuesday lectures’ at the Salp^etriere Hospital in Paris where he presented on stage the
symptomatic bodies of female patients to demonstrate treatment by hypnosis to his
male students and colleagues. Charcot remains known for his photographic iconographie in which he meticulously documented forms of hysteria in the bodies of young
women, a project that aimed to create a scientific classificatory system for the disorder
through its visual manifestations.17
Freud attended Charcot’s lectures in Paris and the techniques he observed there profoundly affected the young neurologist. Soon after, Freud returned to Vienna where he
and his colleague, Josef Breuer, began to experiment with the use of hypnosis to treat a
number of female clients who were suffering from unexplained somatic symptoms.18
Based on these early sessions, the psychoanalytic method and the concept of the
unconscious took form. In his writings on hysteria, particularly the famous case study,
‘Fragment of an Analysis of a Case of Hysteria’, Freud links the embodied symptoms
of hysteria to repressed psychic trauma and sexual desire.19 Freud sums up his
approach to the treatment of hysteria when he explains: ‘ … all that is done is to translate into conscious ideas what was already known in the unconscious … ’.20 Here we
find a conceptualisation of the therapeutic process as translation, in which symptoms
14. Diagnostic and Statistical Manual of Mental Disorders (DSM-V) (Arlington, VA: American Psychiatric Association,
5th ed., 2013).
15. Josef Breuer and Sigmund Freud, Studies on Hysteria (New York: Basic Books, 2009).
16. Laurence Kirmayer and Allaen Young, ‘Culture and Somatization: Clinical, Epidemiological, and Ethnographic
Perspectives’, in Psychosomatic Medicine, Vol. 60, no. 4 (1998), pp. 420–30 [420].
17. Georges Didi-Huberman, Invention of Hysteria: Charcot and the Photographic Iconography of the Salp^etriere
(Cambridge, MA: The MIT Press, 2003).
18. Breuer and Freud, Studies on Hysteria.
19. Sigmund Freud, ‘Fragment of an Analysis of a Case of Hysteria (“Dora”)’, in Peter Gay (ed.), The Freud Reader
(New York: W.W. Norton, 1989), pp. 172–238.
20. Ibid., p. 197.
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are cured once the unconscious idea is ‘translated’ from somatic expression into conscious thought. While Freud may seem to be an obscure figure to conjure, his idea that
symptoms are caused by unconscious and repressed ideas that are then converted into
the body remains central to contemporary psychiatric and anthropological theories of
conversion disorder and somatisation in the Himalayas and elsewhere.
In Nepal, the symptoms that most closely overlap with conversion disorder are
referred to as chopne, a term drawn from the Nepali verb chopnu, meaning ‘to cover’.
When used to refer to affliction, chopne signifies the unwanted and unexpected experience of being taken over by ghosts or spirits, bhut-pret or pichaas. Symptoms of chopne
include seeing black, behos hune (fainting), possession, seizure-like fits and aggressive
speech. Anthropologist Alfred Pach and colleagues, who studied the prevalence of
chopne among women in a high-caste Hindu village in Nepal in the early 1980s, noted
that when men suffered from chopne, it was taken as an indication of a divine calling
to become a medium of a clan deity or lineage spirit, whereas when women did so,
they were assumed to be the victims of witchcraft.21 Prior to the onset of chopne,
women experienced ‘pre-symptoms’ such as dizziness, seeing coloured lights, headaches, or visions of terrifying figures, all of which indicated an impending attack.
Ultimately the authors argued that because women suffering from chopne explained
that it was sent by witchcraft, and, when prompted by the researchers, mentioned having undergone difficult experiences such as the loss of a child or spouse, chopne can be
interpreted as an ‘idiom of distress’ through which women express anger, loss, abandonment and powerlessness in relation to social conflicts.22
The idea that feminine possession is an idiom of distress and mode of resistance is
not new. I.M. Lewis’ classic work on spirit possession among women in North Africa
was particularly influential in popularising this interpretation in spite of its regional
specificity.23 We also find this analysis in the early anthropological literature on spirit
possession in Nepal, where in John Hitchcock and Rex Jones’ classic volume, a chapter
on ‘Limbu spirit possession’ uses Lewis’ theory to analyse a case of possession of a
woman in terms quite similar to the concepts of conversion disorder and hysteria.24
Here Shirley Kurz Jones writes about her servant, Kanchi, whom she and her husband,
Rex Jones, employed during their research. Kanchi’s possession began soon after she
started working for the Jones and increased after she asked for an advance of two
months’ salary and they refused. After describing Kanchi’s illness trajectory, Kurz
Jones argues that such bouts of possession were a ‘culturally prescribed response to
pressures [Kanchi] felt in a master–servant relationship’.25 Kurz Jones draws on I.M.
Lewis’ concept of female spirit possession as resistance to argue that Kanchi’s possession was a tactic of manipulation to ‘gain access to goods and rewards’.26
21. Alfred Pach et al., ‘Chhopuwa, Distress, and Gender in a Hindu Village of Nepal’, in HIMALAYA, The Journal of
the Association for Nepal and Himalayan Studies, Vol. 22, no. 1 (2002), p. 40–7 [40].
22. Ibid., p. 42.
23. I.M. Lewis, Ecstatic Religion: An Anthropological Study of Spirit Possession and Shamanism (Harmondsworth:
Penguin, 1971).
24. Shirley Kurz Jones, ‘Limbu Spirit Possession: A Case Study’, in John Hitchcock and Rex Jones (eds), Spirit
Possession in the Nepal Himalayas (Warminster: Aris & Phillips, 1976), pp. 22–8.
25. Ibid., p. 22.
26. Ibid., p. 27.
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In their canonical writing on somatisation, Kirmayer and Young demonstrated that
clinicians and anthropologists rely on six frameworks for the interpretation of somatic
symptoms: (1) index of disease; (2) expression of psychological conflict; (3) manifestation of psychopathology; (4) cultural idiom of distress; (5) social positioning; and (6)
social commentary and contestation.27 Both Pach et al. and Kurz Jones’ interpretations
can be located among these frameworks.28 All of these frames have and continue to be
employed by psychiatrists and psychosocial counsellors working in Nepal, as well as by
anthropologists in their analyses of conversion disorder, mass hysteria and possession
among women in the Himalayas.29 Yet by interpreting possession as somatisation,
ghosts and spirits are automatically transformed into an individual and internalised
pathology of repressed emotion. This one-way process of translation discounts the validity of other onto-epistemic possibilities. What if instead of approaching ghosts and
spirits as an idiom of distress, metaphor, or behaviour to be corrected through psychoeducation, we could open a space for dialogue between psychiatric and indigenous theories?
A key dimension of cross-cultural psychiatry concerns the possibility of translation
between indigenous and psychiatric ‘models’ of affliction. As Kleinman put it in his
influential manifesto, ‘the “ideal” cross-cultural study … would enable us to compare
indigenous and professional psychiatric explanations of these disorders along with the
behaviors they interpret … . Translating between these local cultural accounts would be
the basis for elaborating a comparative model and for making cross-cultural comparisons’.30 Yet to what degree is comparison possible between radically different worlds?31
It is here I would like to consider the politics of translation and dynamics of power
involved in light of theories of translation and anthropological concept-work.32
Following Walter Benjamin, what would it mean to bring ‘the task of the translator’
into the milieu of transcultural psychiatry?33 As Benjamin writes: ‘The task of the
translator consists in finding that intended effect [Intention] upon the language into
which he is translating which produces in it the echo of the original’.34 For Benjamin,
27. Kirmayer and Young, ‘Culture and Somatization’.
28. While Pach and colleagues rely on the framework of possession as an ‘idiom of distress’, Jones, inspired by
Lewis, analyses possession as a form of social positioning in order to receive what psychiatrists term
‘secondary gains’.
29. Pustak Ghimire, ‘“Living Goddesses Everywhere?” On the Possession of Women by the Goddess Bhagavati in
Some Mountain Villages in Eastern Nepal’, in David Gellner et al. (eds), Religion, Secularism, and Ethnicity in
Contemporary Nepal (New York: Oxford University Press, 2016), pp. 146–66; and Ram P. Sapkota et al., ‘A Village
Possessed by “Witches”: A Mixed-Methods Case-Control Study of Possession and Common Mental Disorders in
Rural Nepal’, in Culture, Medicine and Psychiatry, Vol. 38, no. 4 (2014), pp. 642–68.
30. Kleinman, ‘Depression, Somatization and the “New Cross-Cultural Psychiatry”’, p. 4.
31. Elizabeth Povinelli, ‘Radical Worlds: The Anthropology of Incommensurability and Inconceivability’, in Annual
Review of Anthropology, Vol. 30 (2001), pp. 319–34.
32. Talal Asad, ‘The Concept of Cultural Translation in British Social Anthropology’, in James Clifford and George
Marcus (eds), Writing Culture: The Poetics and Politics of Ethnography (Berkeley/Los Angeles: University of
California Press, 1986), pp. 141–64; Benjamin, Illuminations; Bhrigupati Singh, ‘How Concepts Make the World
Look Different: Affirmative and Negative Genealogies of Thought’, in Veena Das et al. (eds), The Ground
Between: Anthropologists Engage Philosophy (Durham, NC/London: Duke University Press, 2014), pp. 159–87;
Marilyn Strathern, The Gender of the Gift: Problems with Women and Problems with Society in Melanesia
(Berkeley/Los Angeles: University of California Press, 1988); and Eduardo Viveiros de Castro, ‘Perspectival
Anthropology and the Method of Controlled Equivocation’, in Tipitı: Journal of the Society for the Anthropology
of Lowland South America, Vol. 2, no. 1 (2004), pp. 3–22.
33. Benjamin, Illuminations.
34. Ibid., p. 76, interpolation in original.
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translation is a form that lies ‘midway between poetry and doctrine’, whose success
depends on the translator’s ability to produce an echo or reverberation in a way that
‘gives voice to the intentio of the original’.35 ‘A real translation is transparent’, writes
Benjamin, ‘[i]t does not cover the original, does not block its light’.36 As Eduardo
Viveiros de Castro puts it, paraphrasing Benjamin, ‘a good translation is one that
allows the alien concepts to deform and subvert the translator’s conceptual toolbox so
that the intentio of the original language can be expressed within the new one’.37
Thinking with these theories of translation, what might be lost, obscured, erased or
overlooked when chopne is translated merely as a culturally-shaped iteration of conversion disorder, as opposed to trying to rethink the concept of conversion disorder in
dialogue with the concepts of chopne and bhut-pret laagne? Although Nepali psychosocial counsellors and psychiatrists suggest that different interpretations of the same set
of symptoms can be resolved through psycho-education, as Talal Asad has shown,
cross-cultural translation is severely limited, if not rendered impossible, by the problem
of ‘unequal languages’ in which one concept, and the form of life it indexes, dominates
and replaces another.38 In this way, for Asad, translation is transformation, in which
geopolitical histories of inequality determine the forms that ‘cultural translation’ may
take. Echoing Stacy Pigg’s findings on the asymmetrical dynamics of power embedded
in the translation of concepts of AIDS and sex in health education programmes in
Nepal, today the ‘strong’ language of psychiatry continues to dominate a ‘weak’ Nepali
discourse of ghosts and spirits, bhut-pret laagne, forcing it to transform its concepts in
a one-sided process of translation;39 that is, chopne and bhut-pret laagne quickly
become culturally-shaped iterations of conversion disorder, but conversion disorder
cannot easily be transformed into a culturally-shaped form of chopne or bhut-pret
laagne. This situation mirrors what French ethno-psychiatrist Tobie Nathan has
described as the ‘one world’ reality of ‘science-based’ psychotherapy, which, like scientific research more generally, ‘is never trying to discover worlds, just to extend
its own’.40

Beneath the symptoms
It was a rainy monsoon day in Kathmandu in 2015. Aftershocks kept coming. I was
attending a training of the NGO supervisors. We sat on a circle of plastic chairs in a
nondescript hotel meeting hall for the training, which was led by Michelle, a foreign
systemic family therapist. Michelle had travelled to Nepal to do the training after the
recent earthquakes because the NGO had received additional funding from multilateral
organisations to start a new project to provide psychosocial care for earthquake victims
in the affected districts. Michelle was there in the role of supervisor and trainer, with
the aim of supporting the Nepali staff by working through the challenges and
35.
36.
37.
38.
39.

Ibid., pp. 77–8.
Ibid., p. 79.
Viveiros de Castro, ‘Perspectival Anthropology and the Method of Controlled Equivocation’, p. 3.
Asad, ‘The Concept of Cultural Translation in British Social Anthropology’.
Stacy Pigg, ‘Languages of Sex and AIDS in Nepal: Notes on the Social Production of Commensurability’, in
Cultural Anthropology, Vol. 16, no. 4 (2001), pp. 481–541.
40. Tobie Nathan and Isabelle Stengers, Doctors and Healers (Medford, MA: Polity Press, 2018), p. 10.
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unconscious blockages they might be facing in their work as supervisors of minimallytrained field-level counsellors. That day, to Michelle’s surprise, none of the supervisors
shared material directly related to the earthquakes, even when the training itself was
interrupted by a sudden violent aftershock. Instead, the counsellors talked at length
about the problem of ‘conversion disorder’, particularly a case of ‘mass conversion disorder’ that had occurred among adolescent girls in a rural school before
the earthquake.
Michelle asked the supervisors to think of a title for a difficult case they would like
to present and work through as a group. One of the supervisors presented a case, first
writing ‘False Belief’ on the whiteboard, but then quickly crossing it out, changing the
title to ‘Difference in Understanding’, ‘bujhai ta pharak chha’. He said that this was a
case involving strong religious belief which caused the symptoms: students would
‘faint’ at home and at school, he explained, because they believe in gods, goddesses and
traditional healers. ‘When we tried to intervene with other methods, we were not successful’, he told the group. From his perspective, the affliction was caused by ‘tanab
(tension), stress, caused by study or teachers, or reasons of adolescence, body development or puberty, maybe friends are teasing them or perhaps they have marriage pressures’.41 Michelle sought further reflection, asking him: ‘What for you is the problem?’
The supervisor replied that he did not know how to make the teachers and patients
understand, and that if they did not understand, he could not intervene in the case.
The teachers had no interest in working with him because they did not believe in his
approach. Ultimately for him, his struggle was ‘how to deal with people who do not
believe me’.
The supervisors explained to Michelle that when cases of ‘mass conversion disorder’
occur, they disturb the school. The more people present, the worse the symptoms get,
so counsellors try to control the unruly bodies, hold the students so they will not hurt
themselves, and separate them so they can ‘be alone with their symptoms’. Michelle
asked the group: ‘Why do we need to treat this?’ The supervisors responded that it
must be treated because it disrupts the school, because the unafflicted are also disturbed and are unable to get on with their studies, and because the symptoms spread
from one person to another, often among close friends. As one supervisor explained:
‘You should separate the students, so it doesn’t spread, like an infection, like a virus’.
Michelle hypothesised that the supervisor’s blockage had to do with his fear of
‘looking behind the symptoms’ in order to address the deeper meaning of their appearance. The refusal to ‘see’ the symptoms was identified by Michelle as a central problem.
As such, the resolution of the supervisor’s blockage would be found when he learned
to ‘see’ the symptoms, face them and ‘say Namaste’ to them. Throughout Michelle’s
training workshop, a clear ontology of the psyche crystallised in her lessons.
Conversion disorder manifested as a set of symbolic symptoms, each with a deeper
meaning, and through which the afflicted girls were trying to communicate otherwise
unspoken or unspeakable truths. Like Freud’s analogy of the mind as an ancient
Roman city, the psyche was represented topographically in which layers could be
41. Similar explanations are described by Marrow in Jocelyn Marrow, ‘Feminine Power or Feminine Weakness?
North Indian Girls’ Struggles with Aspirations, Agency, and Psychosomatic Illness’, in American Ethnologist, Vol.
40, no. 2 (2013), pp. 347–61.
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excavated in order to discover what was hidden beneath.42 From this perspective, a
healing intervention could only be efficacious if it could dive deep beneath the recesses
of individual subjectivity to reveal what lies at its inner core.
The category of the person implied by a theory of somatisation is distinct from that
assumed by the concept of chopne and bhut-pret laagne. Somatisation relies on the division between body and mind, reflecting what Kirmayer and Young have described as
‘the dualism inherent in a Western cultural ideology of the person’.43 Somatisation
begins from a psychodynamic theory of the subject in which symptoms conceal a
deeper meaning or hidden truth, such that if one looks ‘behind’ or ‘beneath’ the symptoms, it will become possible to resolve unspoken conflicts. While the psychosomatic
subject is an individual whose unconscious trauma or repressed emotion is expressed
through the body because it is otherwise unavailable to the individual’s conscious
mind, the subject afflicted by ghosts and spirits, bhut-pret or pichaas, is a medium of
relational affliction through which the suffering of others must be attended to and
healed.44 It is the incommensurability of these concepts of affliction, personhood and
theories of the subject that form the basis of conflicts and contestations between psychosocial counsellors, communities and afflicted girls over the meaning of symptoms
and the viability of psychosocial intervention.

Constructing the hysterical subject
A central assumption held by those with whom I worked was that cases of conversion
disorder were a class- and caste-based problem. Psychiatrists and psychosocial counsellors described conversion disorder as a form of ‘survival’, particularly for low-income,
rural, high-caste Brahman and Chhetri women trapped in oppressive family situations
seen as ‘traditional’ and ‘backward’. One counsellor explained that such cases were ‘due
to strong culture and power play’, arguing that ‘this is a strategy for the powerless’.
These sentiments echo those of the North Indian psychiatrists described by Sarah
Pinto in her beautiful, haunting text on women and madness in India, for whom
‘hysteria came to relate to cultural conditions and, in medical terms, gave increasing
attention to constraint’. 45 In Nepal, the intersection of culture, class, caste and gender,
as mapped onto place, became directly implicated in the discourse on conversion
disorder. Perceptions of difference between caste and ethnic groups in relation to
affliction were a common topic of discussion among people I met throughout my
research. Frequently, people from a range of caste and ethnic backgrounds critiqued
the dominant pahadi culture of high-caste Hindu hill communities as the most restrictive for women, particularly in comparison to the perceived egalitarianism within indigenous groups (janajati) such as Sherpa, Rai and Limbu.46 For example, in Eastern
Nepal, where I conducted extended research on a case of ‘mass hysteria’, a local Rai
schoolteacher described what he saw as the distinction between his Rai community and
42.
43.
44.
45.

Sigmund Freud, Civilization and Its Discontents (New York/London: W.W. Norton & Co., 2010), pp. 32–3.
Kirmayer and Young, ‘Culture and Somatization’, p. 472.
Seale-Feldman, ‘Relational Affliction’, pp. 320–1.
Sarah Pinto, Daughters of Parvati: Women and Madness in Contemporary India (Philadelphia: University of
Pennsylvania Press, 2014), p. 180.
46. Sherry Ortner, Making Gender: The Politics and Erotics of Culture (Boston, MA: Beacon Press, 1996), pp. 116–38.
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the Chhetris of the village where the case had occurred: ‘They are not free like us’, he
explained, citing evidence of lack of singing. He claimed that even at weddings, fathers
from the Chhetri settlement would not allow their daughters to dance or sing.
Such perceptions of restriction often focused on kinship and disordered relationships in the family. High-caste Hindu traditions of patrilocal marriage require women
to leave their maiti, their natal home, and move to the ghar, the home of the husband’s
family. This movement from maiti to ghar has traditionally corresponded to a drastic
shift in status within the family.47 The maiti is idealised as a place where a daughter is
given love, food and care, while the ghar is a place where a daughter-in-law is an outsider. Psychiatrists and counsellors see the relationship between buhari and sasu,
daughter-in-law and mother-in-law, as a site of tension and manifestation of what
Andrew Willford calls ‘the violence of the social’ (see Willford in this issue). Likewise,
as Pinto has shown, hysteria in South Asia has long been conceptualised as ‘the wife’s
disease’ by psychiatrists and anthropologists alike (see also Marrow in this issue).48
Problems of disordered kinship were assumed to be more pronounced in rural areas as
opposed to the urban setting of Kathmandu. Yet in rural areas, even in highly conservative ones such as the villages of Eastern Nepal, women were reflexive about marriage
as well as the nature of the relationship between buhari and sasu. Such critiques not
only indicated changing attitudes toward kinship, but also suggest that the caste, ethnic
and class-based assumptions of hysteria should be reassessed.49
The connection between hysteria and high-caste women in Nepal appears in early
training materials for community mental health workers, suggesting that foreign development programmes have played a role in crystallising this particular ‘cultural’ translation. In the 1980s, the Christian missionary organisation, the United Mission to Nepal
(UMN), launched the first community mental health development programme. The
programme ran for fifteen years with the goal of incorporating mental health into the
health-care system and was celebrated as an early model for what was then called
‘world mental health’.50 In this project, UMN psychiatrists trained community health
workers to diagnose and treat a selection of disorders, including hysteria. In the
archives of the United Mission to Nepal held at the Yale Divinity School, I stumbled
across the first edition of UMN’s Nepali-language ‘Manual of Mental Health for
Community Health Workers’. Published in 1988, the manual provides insights not only
into how cross-cultural translation was approached in this early project, but also into
the possible origins of the construction of the hysterical subject in Nepal.
In the training manual, bhut-pret laagne (ghost and spirit possession), particularly
among women, was identified as a ‘local’ manifestation of a universal mental illness:
hysteria. According to the manual, ‘chopne rog’ (being taken over by an external force),
‘deuta aeko’ (possession by a god or goddess) and ‘bhut lageko’ (ghost affliction) were
47. Lynn Bennett, Dangerous Wives and Sacred Sisters: Social and Symbolic Roles of High Caste Women in Nepal (New
York: Columbia University Press, 1983).
48. Pinto, Daughters of Parvati, p. 188.
49. On changing attitudes towards love and marriage in Nepal, see Laura M. Ahearn, Invitations to Love: Literacy,
Love Letters, & Social Change in Nepal (Ann Arbor: The University of Michigan Press, 2001).
50. Sarah Acland, ‘Mental Health Services in Primary Care: The Case of Nepal’, in Alex Cohen et al. (eds), World
Mental Health Casebook: Social and Mental Health Programs in Low-Income Countries (New York: Kluwer
Academic/Plenum Publishers, 2002), pp. 121–52.
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recognised as possible symptoms of disorder. The manual outlines a sketch of the
‘typical’ hysterical subject:
You will find hysteria mostly among women between the ages of 15–25 years old.
Generally, women suffer from this illness after getting married and leaving for the ghar,
the husband’s home. In the ghar a woman must learn a lot of new things, and must give
her sasu-sasura, mother and father-in-law, a lot of maya, love. At this time, if she cannot
explain her feelings, she may be unable to reduce her own distress and you might see
symptoms of hysteria.51

The explanation of the disorder focuses on life in the ghar and the young wife’s inability to talk about her struggles when faced with ‘new things’ and new responsibilities to
her mother-in-law and father-in-law. The manual explains that if such a woman is
unable to talk about her problems to others, this may be expressed through somatic
symptoms including weakness and paralysis of the limbs, inability to speak, blindness
and symptoms identical to chopne rog, deuta aeko and bhut lageko. As such, suggested
treatment included listening to the client’s problems with empathy, helping her family
to understand her problems, and explaining to them that this is not a ‘thulo rog’ (serious illness). Here, a Euro-American psychiatric diagnostic model is recontextualised
for a Nepali cultural context in which high-caste Hindu kinship arrangements and the
resulting family conflicts become the new normative framework. Yet, despite crosscultural translation, the psychosomatic mechanism behind hysteria, in which unspoken
conflicts are converted from the mind to the body, remains the underlying yet
unspoken universal.

The intervention
Let us return to Shanti and the scene of the psychosocial intervention. In the village,
located high up on a hill about four hours’ walk from the nearest road, we were told
that every day for nine months, girls had been suffering from a strange affliction in the
local government school. The psychosocial intervention was carried out by four counsellors, two men and two women, with varying levels of experience and expertise.52 On
the first day, we met with the teachers. It was a school day and students filled the
grounds of the partially-destroyed school. After Shanti explained the pressure-cooker
mechanism of conversion disorder, the teachers said that, in their opinion, the affliction must be caused by problems at home: one girl’s mother was sick; another’s father
had abandoned the family and moved to Kathmandu; the girls were weak in their studies. At first, the teachers had felt afraid when the girls fell ill at school, but after nine
months, they had resigned themselves to the disruption. Suddenly the meeting was
interrupted by a scream—a girl had become afflicted. When we looked to see what had
51. United Mission to Nepal, ‘Samudayika Swastha Karyakartako Laagi Tayar Pariyeko Manasik Swastha Pustika:
Manasik Swastha Karyakram (Manual of Mental Health for Community Health Workers)’, 1988, H-03.04.01/0039,
Box 160, Folder 3, Archives of The United Mission to Nepal, Record Group No. 212, Special Collections, Yale
Divinity School Library, New Haven, CT, USA, translation by author.
52. After the intervention, I shared the following observations with the NGO staff, and they were discussed in a
group meeting with the lead psychosocial counsellor on the intervention, as well as with the Nepali supervisors
and myself.
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happened, we saw her, screaming and crying, as four teenage boys carried her out of a
classroom. We were told this was the second affliction that day.
The next morning, the counsellors met with the mothers of the afflicted students for
a psycho-education session. The mothers were worried about their daughters. They
said that their daughters had been suffering from bhut-pret laagne, ghost possession,
and they also suggested that the teachers might be mistreating the children. Shanti led
a discussion about chinta, worry. She told the parents that this problem was related to
tanab, tension, and that when you cannot express your worries with words, you find
other ways to do so. Some parents responded that they did not know why their children would have any chinta, while others asserted that only adults could feel chinta
and not children. Shanti pressed on: ‘They have tanab, tension, and they cannot talk
about it with their words’. She explained that you carry your chinta, your worry, and
you need to share it, otherwise you will keep your problems in your body. She
reminded them that as parents they must not hit their children but show them love, let
them play, and reward them for good behaviour. At the end of the mothers’ session,
Shanti introduced a kind of prayer for the mothers to send the ‘dear symptoms’ away
to a nice place. Looking at me, she said: ‘Let’s send them to America’. So the parents
gave the symptoms to me to carry away for them.
On the third day, the counsellors led an intervention for the afflicted girls.
Seventeen students assembled in the transitional shelter above the main schoolyard:
‘We have come to have fun. You can’t faint or else we can’t do our work’, one counsellor joked. The counsellors opened the session by singing for the girls—showing them a
good time. But an uneasy atmosphere permeated the space;53 I sensed the possibility of
an impending outbreak. Shrijana, a student who had fallen ill in school many times,
arrived late. She asked if she could sing a song for the group. Shrijana stood at the front
of the room and proceeded to sing a melancholy song about alcoholism during Tihar,
the upcoming holiday. The atmosphere became tense and suddenly a girl in the group
became afflicted. We were instructed by the counsellors to leave her alone, to pay her
no attention. The students filed down the hill to another classroom while I remained
behind with Shanti. The afflicted girl slipped off the school bench and fell to the
ground. There she rolled around in the dust humming a song, punctuating it with shrill
screams. She lay on the ground with her arms outstretched. When she regained consciousness twenty minutes later, she quietly complained of knee pain and walked away.
Shanti and I joined the other students in another classroom. It was clear that
Shrijana, whose song had acted as the catalyst for the sudden outbreak, was a powerful
presence. As soon as she entered this new room, another girl became afflicted and fell
to the ground. We were again instructed to leave. Desperately trying to reassure the
girls in the midst of chaos, Shanti told them, as if citing the UMN manual, that this
was ‘not a serious illness, thulo rog hoina’. ‘But for us it is!’ Shrijana protested.
Exasperated and out of sorts, Shanti drew on the geographical and class hierarchies
that lent her knowledge its authority: ‘When people come from Kathmandu, do you
believe them or not?’ Then a third girl fell ill, then a fourth.
53. For a discussion of affective atmospheres, see Kathleen Stewart, ‘Atmospheric Attunements’, in Environment and
Planning D: Society and Space, Vol. 29, no. 3 (2011), pp. 445–53.

14

A. SEALE-FELDMAN

After four days of psycho-education groups and individual counselling sessions, we
left the intervention without having addressed a key detail of the case: reports that the
school was populated with ghosts. Recently a girl had died in a landslide near the
school; such accidental deaths are known to produce wandering ghosts (pichaas) which
community members said had become trapped in the school grounds by the school’s
tall barbed-wire fence. Others, including students, asserted that the girls’ bathroom had
been constructed on a burial site for dead children. The afflicted girls themselves
reported having seen the figure of a woman dressed in red beckoning them to follow
her down the hill. Yet the counsellors, believing in their expert psychosocial knowledge,
refused to discuss the possibility of spirits; instead, they diligently focused on addressing individual and familial sources of distress.
Sometime later I received an email from one of the NGO staff asking me for my recommendations on the guidelines for mass conversion disorder that they had finalised
with members of the World Health Organization Nepal. Although the initiative had
originated from within Nepal and had been independently organised by Nepali psychiatrists and NGO staff, I found myself in some disagreement with the manual’s
guidelines, which strategically avoided engagement with indigenous theories of affliction by ghosts and spirits, bhut-pret laagne. In the manual, the symptoms of conversion
disorder were defined as being caused by ‘traumatic events, insoluble and intolerable
problems, or disturbed relationships’ that ‘the individual cannot solve’, and which are
then transformed into physical symptoms. In its final version, the manual suggested
explaining conversion disorder to those who suffer from it in the following way:
We understand your belief about conversion symptoms based on the cultural
explanation that symptoms are because of bad spirits, effects of angry gods, or ghosts
etc. You might have tried existing healing processes in your culture, which we respect.
However, research has shown conversion symptoms are because of stress experienced by
the person and there are scientifically practiced treatment processes which we
recommend. As we know when we are in distress, it causes headaches, similarly, stress
can lead to conversion symptoms. So, we request your cooperation for this treatment.54

As observed in global health more generally, it became clear in the guidelines that
‘culture’ and its attendant ghosts, spirits and gods were seen as a barrier to the success
of psychosocial interventions for ‘conversion disorder’.55

Conclusion: The possibility of translation?
Unlike the concept of conversion disorder in which symptoms are seen as the result of
problems arising from an individual’s inability to manage life’s struggles, bhut-pret
laagne or being taken over by the spirits or ghosts of those who have died a bad death
results from the movement and transfer of affliction between bodies, spirits and worlds.
One outcome of psychosocial interventions in Nepal is the transformation of ghostly
haunting, bhut-pret laagne, what I have elsewhere called a ‘relational affliction’, into the
54. Personal email communication, sender’s name withheld.
55. Lawrence Cohen, ‘Making Peasants Protestant and Other Projects: Medical Anthropology and Its Global
Condition’, in Marcia Inhorn and Emily Wentzell (eds), Medical Anthropology at the Intersections: Histories,
Activisms, and Futures (Durham, NC: Duke University Press, 2012), pp. 65–92; and Stacy Pigg, ‘On Sitting and
Doing: Ethnography as Action in Global Health’, in Social Science & Medicine, Vol. 99 (2013), pp. 127–34.
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individualised somatisation of unconscious desires, repressed anger and tension. In India,
Murphy Halliburton has demonstrated that among people seeking treatment for affliction, cases of ‘spirit possession’ have become less common and less specific and are
slowly being replaced by complaints of tension and ‘depression’.56 While Halliburton
attributes this shift in the descriptions of the complaint (from specific to ‘context free’)
to the larger influence of modernity in India, in Nepal, ‘the erosion of spirit possession’
is the result of direct intervention. When psychosocial counsellors translate ghosts into
psychosomatic affliction, they assume that there is one universal disorder that has multiple forms of cultural expression. This translation has the effect not only of dominating
the concept of bhut-pret laagne, but also, and more importantly, of transforming the
form of life it indexes. At the same time, when interventions fail because communities
push back against psychosocial counsellors on conceptual grounds, in this failure we also
find evidence that even when marked by power asymmetries, the transformative effects
of translation are not always total, complete or permanent.
In this article, I have provided an ethnographic glimpse into the politics of translation at play in psychosocial interventions for ‘conversion disorder’ in Nepal. Because
the field of mental health development has taken form in close conversation with
anthropology and transcultural psychiatry over the course of thirty years, to examine
psychosocial interventions in Nepal is also necessarily to turn the lens onto anthropology itself: its politics, paradigms and ontological assumptions. By zooming in on the
problem of ‘conversion disorder’—in anthropological theory and in the field—I have
shown how asymmetrical approaches to ‘cultural translation’ work to transform chopne
and bhut-pret laagne into a universal language of psychosomatic affliction and somatisation. Here we find that while chopne and bhut-pret laagne may be transformed into
conversion disorder, the ‘strong’ language of conversion disorder is not affected by its
proximity to ghosts.
In Epistemologies of the South, sociologist Boaventura de Sousa Santos writes that
‘after five centuries of “teaching” the world, the global North seems to have lost the
capacity to learn from the experiences of the world … that is, in terms that allow for
the existence of histories other than the universal history of the West’.57 What if, in the
contact zone of translation (both practical and theoretical), another kind of encounter
were possible, one in which psychiatric diagnostic categories and theories of affliction
might be transformed in dialogue with epistemic diversity? To stage such an encounter
would, perhaps, open up a space to reconceptualise, expand and alter psychiatric theories of affliction by thinking from elsewhere.
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