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ABSTRACT 

BIOCOMMUNICABILITY AND SUPERSTITION IN  

NOTIONS OF MENTAL UNWELLNESS IN BELIZE 

GABRIELLA HUFF 

Much qualitative research has demonstrated the variability and non-universal nature of 

conceptualizations of mental health and illness in different contexts, including ideas about illness 

etiology, timing and form of symptom onset, prognosis, and acceptable treatment. While much 

anthropological literature exists on how understandings of mental health and illness differ 

between contexts, to my knowledge there is limited qualitative research investigating the 

Belizean context. My research, described in this thesis, explored ideas about authoritative 

knowledge on the topic of mental health in television segments; the perceived individuality of 

psychological struggles and those experiencing them; and societal reactions to those perceived as 

behaving abnormally. I conducted 15 qualitative interviews and reviewed archival data from a 

series of television segments featuring mental health professionals to understand how mental 

unwellness is spoken about in Belize. I draw from Briggs and Hallin’s (2015) theory of 

biocommunicability to consider professional authority on the topic of mental health; and 

Goffman’s (1963) theory of stigma to explore participants’ notions of reasons for failure to 

engage in mental health care. I also consider the factors and individual characteristics understood 

as contributing to mental unhealth and how they inform participants’ variable interpretations of 

behavior and flexible recommended interventions. To provide additional context to comments 

about superstition and my interpretations of the limits placed on care-seeking in relation to 

mental unwellness, I briefly describe the history of and comments about Obeah, an Afro-

Caribbean belief system developed during the transatlantic slave trade that has continued as a 
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“medicine art” in Belize. Ultimately, participants’ judgments about some care as appropriate and 

some as merely “superstitious” and “stigmatizing” to those with abnormal behaviors simplifies 

and de-emphasizes macro, micro, and individual factors influencing health related decisions. In a 

process of attributing continued mental health problems to undesirable mental health 

management strategies of not seeking psy-resources, and blaming patterns of doing “nothing” on 

superstitious beliefs, fears of stigma, and Belizean emotion management strategies, participants 

indirectly implicate culture in the perpetuation of psychological struggles. Future research should 

explore the factors influencing decisions to not seek psy-resources in Belize. 
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Chapter 1 

Introduction 

 It is June 1, 2020 and I am sitting at my desk at home in Flagstaff, Arizona. The data 

collection phase of my research has technically begun, but I do not have any interviews or 

mental health related meetings in Belize lined up yet. Nor does it feel like I am in a different 

phase in my thesis research—after all, I am sitting at my desk on the day I thought I would be 

participating in and adjusting to daily life in Belize. I fill my time planning ways to get the 

cultural feel of Belize, the field site of my thesis research, since COVID-19 has indefinitely 

cancelled my research travel plans. I go about recruiting mental health professionals and 

advocates to interview. While COVID-19 has not impacted the focus of this research, it changed 

my methodology in ways that I detail in chapter two. 

 Broadly, this thesis explores the ideas that mental health professionals and advocates 

have about mental unwellness, asking, “How do mental health professionals and advocates 

conceptualize mental health and mental illness in Belize?” This, and the following questions, 

informed my inquires during interviews and informed my note taking when reviewing archival 

data. Some other primary research questions were: 

1. What do individuals perceive as signs (emotions, behaviors, reactions, etc.) of 

psychological distress, mental unwellness, psychological disorders, or however else they 

refer to mental unhealth? 

2. What is the recommended response (including both action and inaction) to these signs of 

mental unwellness? Are psychological interventions encouraged over inaction? 

Throughout this thesis, I focus on the ideas that mental health professionals and advocates have 

about mental unwellness, who is identified as having authority to share information about mental 
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health on a live broadcasted morning show, how people conceptualize negative societal reactions 

to individuals with psychological struggles, and the perceived barriers to care. In my analysis of 

a Belizean morning news show, I argue that an emphasis on education assumes that audience 

members are ignorant about mental health and will passively be educated about it, that the 

positioning of social actors privileges mental health professionals, and that mental health 

professionals act as a spokesperson for mental health information which promotes the notion of 

an uncontested body of biomedical knowledge. In the next chapter, I argue that there is a 

constrained flexibility in recommendations for managing mental unwellness despite many mental 

health professionals and advocates highlighting how there is no “one-size-fits-all,” “clear cut,” or 

“best” way to manage mental health. I assert that this constrained flexibility promotes action—

taking the form of biomedical, psy-interventions, or efforts mimicking psychotherapy—over 

“inaction,” and contend that promoting this definition of action may overlook the complex 

reasons informing biomedically undesirable responses to mental unwellness. In my analysis of 

ideas about negative societal reactions to mental unwellness, I argue that my participants 

understand stigma as a barrier to “proper” mental health care. I maintain that, like the promotion 

of biomedical and psy-interventions, conceptualizing stigma as a barrier to mental health care 

may falsely simplify and overlook the complexity of mental health management strategies.  

Literature Review 

 Much qualitative research has demonstrated the variability of how individuals 

conceptualize mental health and illness (mental health/illness), suggesting that understandings of 

illness etiology, ideas about timing and form of symptom onset, prognosis, and acceptable 

treatment are not universal between people, illness categories, settings, or contexts (Buus, 

Johannessen, and Stage 2012; Good 1997; Hatala, Waldram, and Caal 2015; Katz and Alegria 
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2009; Kleinman 1987; Kleinman 1991; McCabe 2004). In Kleinman’s (1980) conceptualization 

of explanatory models (EMs), he identified the key domains of how individuals conceptualize 

about illness. These domains include etiology, ideas about timing and form of symptom onset, 

illness prognosis, and treatment (Luyas 1991; Lewis-Fernandez et al. 2016). These domains can 

shift depending on the context of elicitation, such as during a clinical consultation or during 

discussions with family (Kleinman 1991). Kleinman (1991) particularly demonstrated how 

explanatory models about mental illness differ between patients, providers, and family members 

of patients and how these ideas sometimes shift depending on the context of elicitation. Bell and 

Figert (2012) have also demonstrated how these understandings and their associated health 

categories are actively and socially reinscribed by medical professionals, patients, consumers and 

users on small and large levels.  

While much anthropological literature exists on how understandings of mental 

health/illness differ between contexts, to my knowledge there is limited qualitative research 

investigating Belizean ideas about mental health/illness. Relevant medical anthropological 

research on Belize has focused on the globalization of certain mental health values (Anderson-

Fye 2003) and the ethnopsychiatry of the Q’eqchi Maya of southern Belize (Hatala, Waldram, 

Caal 2015; Hatala and Waldram 2017). This research is relevant to the present thesis because it 

contextualizes the body of medial anthropological literature in Belize and provides different 

examples of ethnopsychologies and ethnopsychiatries in the country. 

Anderson-Fye (2003) explored how a Belizean schoolgirl ethnopsychology of “never 

leave yourself” mediated globalized western ideas imported in western media and tourism. 

“Never leave yourself” is staying true to oneself by acting authentically, true, and honest to one’s 

“true thoughts, ideals, or feelings” (Anderson-Fye 2003, 67) when faced with temptation or 
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obstacles. The ethnopsychology of “never leaving yourself” is equivalent to staying true to 

oneself, not being taken advantage of, and maintaining oneself, and encompasses peer pressure 

resistance, honesty, eating according to hunger rather than beauty standards, and protecting 

oneself from harm (Anderson-Fye 2003). Anderson-Fye (2003) found that this ethnopsychology 

helped Belizean schoolgirls resist western values of thinness, thus mediating the impact of 

imported values from the global West, and shaped their responses to gender-based abuse. In this 

way, the “never leave yourself” mentality prevented Belizean schoolgirls from developing eating 

disorders by encouraging them to not to harm to themselves. It also facilitated a reinterpretation 

of past, present, and future gender-based trauma in terms of western definitions of abuse by 

identifying abuse as a type of harm to protect oneself against.  

Other medical anthropological research in Belize has explored the ethnopsychiatry of one 

of the indigenous groups of southern Belize, the Q’eqchi Maya (Hatala, Waldram, and Caal 

2015; Hatala and Waldram 2017). This research is relevant because it contextualizes the body of 

medical anthropological literature in Belize and provides one example of the varied 

conceptualizations of mental health and psy-healing practices in my research field site. Hatala, 

Waldram, and Caal’s (2015) exploration of Q’eqchi Maya nosology found that indigenous 

Mayan mental illness nosology aligned in some ways with two diagnoses in the Diagnostic and 

Statistical Manual of Mental Disorders. Hatala, Waldram, and Caal’s (2015) findings suggest 

that “traditional,” culturally grounded treatments of Q’eqchi mental disorders are effective, 

efficient, empirical, rational, engage in a clinical reasoning process, and are not inherently 

opposed to biomedicine. In another study, Hatala and Waldram (2017) found that among the 

Q’eqchi Maya in southern Belize, clinical encounters are co-constructed by “complex 

multidimensional existential, and spiritual being[s]” (284). This means that patient and healer 
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construct healing encounters with much more than conscious words, instead constructing the 

clinical encounter through “communication…between healers and their patient’s blood, and the 

spirit worlds” (Hatala and Waldram 2017, 284). What these studies indirectly demonstrate is that 

there are diverse ways of conceptualizing health and healing among different groups of people in 

Belize. 

Research Setting 

Belize is a small Caribbean county bordered by Guatemala to the west and Mexico to the 

north. It is a multicultural country and is the sole English-speaking country in Central America 

(“Belize”; The Country Summary Series Belize: Prioritizing Mental Health Services in the 

Community). English is the official language of Belize with Belizean Kriol as the unofficial 

language spoken by most people who live in the country. Belize is a culturally diverse country 

comprised of Maya, Mestizo, Crole, Garifunas, Mennonite, East Indian, Syrian, Lebanese, 

Chinese, Tawainese, Korean, and Central American peoples (“Ethnic Groups in Belize”) and the 

ethnic composition differs depending on where one is in the country. Belize gained independence 

from the United Kingdom on September 21, 1981 (Maguire 1982).  

Psy-Resources in Belize 

In the past, different individuals in Belize such as psychiatrist Dr. Claudina Cayetano 

pushed to move quality psychiatric service to all communities (Killion and Cayetano 2009). In 

1992, the Pan American Health Organization established the Psychiatric Nurse Practitioner 

(PNP) Community Mental Health Program and trained PNPs (O’Neill-Byrne and O’Neill-Byrne 

1994; The Country Summary Series Belize: Prioritizing Mental Health Services in the 

Community) to shift mental health care away from institutionalized care and to “increase and 

strengthen the availability of community psychiatric resources” (Bonander et al. 2000). The goal 
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of this training was to improve mental health care in all communities and increase the 

accessibility of mental health services (The Country Summary Series Belize: Prioritizing Mental 

Health Services in the Community). Then, in 2001, Pan American Health Organization/World 

Health Organization funded Belize’s first Community Mental Health project which established a 

mental health advisory board, mobile mental health units in villages that needed them, and a 

community education committee for mental health (The Country Summary Series Belize: 

Prioritizing Mental Health Services in the Community). Other important outcomes of the 

Community Mental Health project were reorganization of mental health referral systems, 

development of a plan to reorganize mental health and psychiatric services, and updates to 

relevant mental health forms (The Country Summary Series Belize: Prioritizing Mental Health 

Services in the Community). More mental health trainings were held for PNPs, mental health 

consumers, and stakeholders from 2001-2008. During this time period, the first integrated acute 

psychiatric unit opened in Western Regional Hospital, previously known as Belmopan Hospital, 

as part of an effort to integrate psychiatric care into the general health system. The year 2008 

marked a stronger shift from primary inpatient care to mostly outpatient facilities. During this 

year, Port Loyola Mental Health Day Hospital was constructed to provide patients with acute 

mental illnesses with follow-up care, a two-bed psychiatric unit was created to provide 

temporary inpatient psychiatric care, and Rockview Psychiatric Hospital (RPH) closed due to 

heavy flooding damage. The flooding of RPH sped up government plans to close it down. 

Rockview Psychiatric Hospital was Belize’s only psychiatric institution at the time, and its 

closure triggered the establishment of the “Community Treatment Program” in Belize City to 



 7 

address the mental health needs of RPH patients displaced from RPH to the surrounding 

communities.1 

Since the initial PNP training, PNPs have become more independent and clinically 

autonomous (Killion and Cayetano 2009). The current state of psychiatric services in Belize is a 

combination of residential facilities, community treatment services, mobile clinics, inpatient 

beds, and autonomous PNPs since the number of psychiatrists in Belize is limited (Killion and 

Cayetano 2009; WHO-AIMS Report on Mental Health System in Belize). In their summary of 

mental health services in Belize, the World Health Organization task force asserted that there is a 

gap with 49% of those experiencing mild to severe mental disorders receiving treatment based on 

relevant 2004 estimations (The Country Summary Series Belize: Prioritizing Mental Health 

Services in the Community).  

Bonander et al. (2000) describe those in Belize as taking a variety of treatment 

approaches when experiencing psychological distress in a “parallel use of local healer[s] and 

PNP[s]” (66). Personal nosology and etiology guide individuals to local healers, formal health 

practitioners like PNPs, self-help organizations, or lay practitioners like denomination ministers 

and local pharmacists (Bonander et al. 2000). The 2001 development of a plan to reform mental 

health and psychiatric systems (The Country Summary Series Belize: Prioritizing Mental Health 

Services in the Community) also suggests that national ideas about mental health treatment have 

shifted at least on the policy level. For instance, in its 2010-2015 mental health policy the 

Government of Belize stated that one of its national mental health aims was to implement 

community-level “prevention programs for early recognition and treatment of people with major 

 
 
1 For a more in-depth exploration of provider, client, and client family members’ ideas about the transition to the 

“Community Treatment Program” model of healthcare as well as how the shift has impacted these individuals, see 

Cassara (2016). 
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illnesses” (Belize National Mental Health Policy, 16). This contrasts the pre-2008 

institutionalized mental healthcare delivery system, demonstrating that mental health aims have 

shifted to preventative, community-based measures. It also suggests that mental health priorities 

and ideas about appropriate approaches to these mental health priorities have shifted. There has 

been no update to the mental health policy after the 2010-2015 policy, so national mental health 

goals beyond 2015 are unclear. 

A History of Obeah 

Obeah is an Afro Caribbean system of spiritual healing and supernatural practices with a 

long history as an ethnomedical tradition throughout the Caribbean (Bilby and Handler 2004; 

Handler 2000; Littlewood 1988; Murrell 2014; Owen 1981), and it is difficult to clearly define. 

Anthropologist Meudec (2017) claims that throughout the Caribbean, Obeah is understood as a 

“monolithic set of practices and representations of well-being related to therapy, spirituality, 

magic, and witchcraft” (19). Murrell (2014) poses contemporary Obeah as a secretive, distinct 

supernatural belief system and set of practices without clear organization. Whatever Obeah is or 

how it is defined, it has no pure form and it is one of the factors informing how people 

conceptualize and seek help for their physical, emotional, or behavioral experiences in Belize.  

Obeah developed out of cultural exchanges between slaves in European colonies in the 

Caribbean (Olmos and Paravisini-Gerbert 2011; Murrell 2010, 2014) and has West African roots 

(Richardson 1993; Murrell 2014). Obeah and other Afro-Caribbean traditions developed during 

the transatlantic slave trade (Lewis n.d.) when enslaved African bodies were imported to 

European colonies in the North American continent. Enslaved Africans were transported 

primarily from West Africa to European sugar colonies in the Caribbean to cultivate sugar cane, 

support the growing sugar cane industry, and add to the diminished labor work force (Mintz 
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1985), and they brought a variety of religious and healing-related practices to the Caribbean 

(Murrell 2010). Slaves with origins in different parts of Africa constituted most of the population 

of sugar colonies and contributed to a rich cultural environment. 

Obeah arose as a “powerful anticolonial tool” (Meudic 2017) and magic of resistance 

existing outside colonial control (Murrell 2014), playing a key part in slave revolts by facilitating 

and inspiring slave resistance around an “ideological rallying point” (Richardson 1993, 6) 

against colonial rule. Obeah played a large role in unifying slaves against hegemonic colonial 

culture (Richardson 1993; Paton 2012) and this solidarity, combined with the power of Obeah 

practices, directly threatened colonial hierarchies (Murrell 2010) by empowering African slaves 

to revolt or resist colonial dominance (Murrell 2014; Bilby and Handler 2004). Obeah thus was a 

tool which unified slaves and a tool to challenge and revolt against colonialism and slavery. 

Obeah has a long history as ethnomedicine and it continues this legacy as a “medicine art” 

(Littlewood 1988) treating psychological and physical health with herbal and supernatural means 

(Littlewood 1988, 2007; Murrell 2014). Struggles may be attributed to Obeah, which is 

something my participants highlighted when recounting the potential impact that Obeah may 

have on how people explain different behavioral, emotional, and illness experiences in their 

lives. 

People can use Obeah to manipulate spiritual forces to address a variety of client goals 

(Morrish 1982) such as treating illness (Bilby and Handler 2004; Handler 2000; Murrell 2014; 

Owen 1981), exacting revenge (Murrell 2014), inflicting harm (Bilby and Handler 2004; Handler 

2000), and achieving many other positive, negative, and neutral aims. Colonial fears of attacks 

and resistance may have contributed to colonial conflations of Obeah with danger or evil and 

writings that deemphasized Obeah as a healing practice (Bilby and Handler 2004), instead 
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characterizing Obeah as an inherently evil, malevolent, and hostile revenge magic (Bilby and 

Handler 2004; Handler 2000; Paton 2012; Savage 2012). Colonial fears of attacks and 

poisonings certainly also seems to have contributed to legal suppressions of Obeah (Paton 2012). 

Many Caribbean countries passed anti-Obeah laws criminalizing practice of Obeah (Paton 2009; 

Murrell 2010). While some of this legislation was repealed post-colonization (Murrell 2014) and 

Obeah is rarely prosecuted in contemporary times (Paton 2009), many of these laws exist in 

some form today (Paton 2009). This means that Obeah is still illegal in many parts of the 

Caribbean (Crosson 2020). I briefly describe the history of Obeah because it gives context to one 

of the beliefs and practices in Belize that my informants characterized as “superstitious” in 

chapter four and thus is relevant to my discussion of participant comments about inappropriate 

reactions to mental unhealth. 

Theoretical Frameworks 

Briggs and Hallin’s (2015) theory of biocommunicability and Goffman’s (1963) concept 

of stigma were central to analyses of archival data and qualitative interview data, respectively. 

Briggs and Hallin (2015) trace the production, circulation, and reception of information about 

health in their theory of biocommunicability, identifying how actors are positioned in these 

processes and the various influences of the spread of health information. Goffman’s (1963) 

influential work defines stigma as deviations from the norm which elicit negative societal 

reactions, and he conceptualizes two types of stigma management strategies. 

Briggs and Hallin’s (2015) theory of biocommunicability was key to interpreting a series 

of television segments on mental health that informed my research. In their conceptualization of 

biocommunicability, Briggs and Hallin (2016) build on communicability, a concept that refers to 

assumptions about the creation, spreading, and reception of knowledge (Briggs 2005; Briggs and 
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Nichter 2009; Briggs and Hallin 2010). Biocommunicability describes the production, 

circulation, and reception of biomedical information that is influenced by actors on macro 

(policy makers, politicians, etc.) and micro levels (ordinary citizens), competing perspectives, 

and varied interpretations of or access to health information influence these processes (Briggs 

and Hallin 2016; Briggs and Nichter 2009). Biocommunicability is a useful framework to 

understand how health news positions various actors into roles of knowledge maker, 

disseminator, passive receiver, or active seeker in communicative processes (Briggs and Hallin 

2016). 

Goffman’s (1963) conceptualization of stigma informed my investigation of participant 

interpretations of societal reactions to those struggling with mental unhealth. Goffman (1963) 

defines a stigma as a deviance from the norm whose stereotypes cause negative reactions. One of 

the key aspects of a stigmatizing condition is that society creates and uses “stigma specific 

terms” or labels to refer to people with stigmatizing conditions. Scheff’s (1966) arguments about 

residual rules, those unspoken rules without any apparent link with deviance, are also useful in 

thinking through the “crazy” label in Belize. Goffman’s (1963) writings on stigma again 

influence my approach to perceptions of stigma as a barrier to care. He describes two types of 

stigma management for those with a stigmatized condition: revealing and passing (Goffman 

1963). Revealing refers to one revealing that they have a stigmatizing condition to others 

(Goffman 1963). Passing involves efforts to try to pass as normal (Goffman 1963) and is only 

possible when others do not already know about another’s stigmatized condition. These theories 

about stigma and stigma management are useful frameworks to analyze participant 

conceptualizations of negative societal reactions to psychological struggles and culturally 

“normalized” ways of avoiding or minimizing these reactions. 
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Applying Goffman’s (1963) influential concept as a theoretical framework is a complex 

undertaking for a few reasons. While it is useful as a theoretical framework to navigate 

comments about societal reactions to psychological struggles, one cannot ignore the invisible 

ubiquity of Goffman’s (1963) notion of stigma. The omnipresence of Goffman’s (1963) ideas 

means that they have influenced how my informants describe, understand, and make sense of 

family, friend, and strangers’ reactions to those exhibiting diagnosable signs of mental illness. 

On another level, these ideas have also influenced me and as a result inform how I analyze 

informant comments and conceptualize reactions to mental unhealth itself. 

Positionality 

 My interest in conceptualizations of mental health stems from a few factors; the first 

relates to my familiarity with psychological concepts. I am what might be referred to as a 

“halfie” anthropologist (Abu-Lughod 1991, 2008)—someone of mixed background or who is an 

“insider-outsider” between two worlds studying one of those worlds. Abu Lughod (2008) writes 

about how her participation in Arab and American identities while investigating the stories of 

Egyptian women positions her as a “halfie” anthropologist. While I do not share the same 

national culture as my participants, what makes me a different type of “halfie” anthropologist is 

my upbringing by a social worker and psychotherapist mother and my undergraduate degree in 

general psychology. By choosing to investigate and write about mental health professionals’ and 

advocates’ conceptualizations of mental health, I am trying to make sense of a world that is 

sometimes familiar. It also means that there is a potential that I have grown up speaking some of 

the language of the world I now describe (Luhrmann 2000), which is a phenomenon I found to 

be true to a certain extent. Psychological anthropologist Tanya Luhrmann (2000), the daughter of 

a psychiatrist and author of an ethnography about American Psychiatry, has also briefly reflected 
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on how her “halfie” status impacts her exploration of a world she grew up speaking the language 

of. Due to my familiarity with psychological concepts and language, at times I found myself 

assuming what was meant when someone used psychological jargon rather than asking for an 

explanation. In this way, my familiarity with and knowledge of some general psychological 

theories, general mental health literacy, knowledge about some types of interventions, and so 

forth as provided by my educational background and upbringing had some impact on how I 

navigated conversations and the data I analyzed. My anthropologist brain had to keep my 

psychologist brain in check when I found myself making assumptions about the meaning of a 

participant’s comment or other assumptions about events, actions, experiences, or so forth. The 

anthropologist part of me kept these assumptions in check by asking for clarification on different 

phrases or concepts mentioned much to the annoyance of some of my participants. Sometimes 

my assumptions were right. Sometimes my assumptions were wrong.  

 Second, my frustration with the W.E.I.R.D. (Western, educated, industrialized, rich, and 

democratic) nature of psychological research (Henrich, Heine, and Norenzayan 2010) and the 

assumed generalizability of psychological theories or findings fueled my interest in how a non-

American audience might conceptualize mental health. This interest began during my 

undergraduate years and continues to inform my research interests in conceptualizations of 

mental health and illness, the types of behaviors or moods identifies as pathological, and notions 

of appropriate and inappropriate reactions to mental unwellness.  

What is to Come 

 Chapter two details the impact of the COVID-19 pandemic and related closures on my 

methodology, the data collection itself, and the analysis of the collected data. I utilized two main 

data collection methods to address some of the research questions detailed earlier in this chapter: 
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archival data relating to mental health in Belize and semi-structured interviews with mental 

health professionals and advocates. I analyzed one body of the archival data and all the data 

gathered from 15 interviews. 

Chapters three, four, five, and six describe the patterns in the qualitative data (semi-

structured interviews and archival data) gathered from June to September 2020. To my 

knowledge, there is limited qualitative research investigating Belizean ideas about mental health 

and illness. This thesis seeks to add to understandings of Belizean mental health providers’ and 

advocates’ constructs of mental health/illness by identifying patterns in these concepts as they 

relate to ideas about transmission of knowledge about mental health, the importance of 

individuality in identifying mental unwellness and personalized care, and psychiatric stigma. 

In chapter three, I focus on live-broadcasted segments on a Belizean news channel 

featuring mental health professionals and demonstrate how these segments position hosts, guest, 

and audience in roles of spokesperson, knowledge generator, transmitter/translator, passive 

recipient of knowledge, or well-informed consumer. Briggs and Hallin’s (2016) theory of 

biocommunicability informs this analysis, and I focus on three main themes: the positioning of 

actors, education and public awareness, and the guest as spokesperson.  

Chapter four investigates the complexity and individuality of mental unwellness as it 

informs the types of behaviors my informants identify as signs of psychological struggles and 

recommendations about what to do about these experiences. One size does not fit all when it 

comes to evaluations of behaviors or recommended interventions. This chapter also explores the 

types of practices my interlocutors identify as appropriate or inappropriate and the rationales 

about these evaluations. I organize the thoughts in chapter four into different sections of the signs 

of mental unhealth, recommendations for managing mental unwellness, action and inaction, and 
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“appropriate” and “inappropriate” ways to navigate psychological unwellness. Ultimately, there 

is constrained flexibility in the recommended interventions. In a continuation of a discussion on 

the perceived individuality of those experiencing psychological unwellness, I describe the 

psychotherapeutic philosophies of two school counselors in chapter five. 

Chapter six is about stigma: descriptions of the social stigma associated with mental 

unhealth, stigma as a perceived barrier to care, and the Belizean stigma management strategies 

that my informants identified. I utilize Goffman’s (1963) theory of stigma and stigma 

management as a framework to approach comment about stigma. The main themes in this 

chapter are patterns in descriptions of stigma, ideas about the origins of stigma, “crazy” as a 

stigma specific term, and stigma as a perceived barrier to care. This chapter also discusses 

normalized ways of managing emotions since they are understood as informing the stigma 

associated mental health service utilization. 
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Chapter 2 

Methodology 

The COVID-19 Impact on Methodology 

On January 30, 2020 the World Health Organization declared the novel coronavirus, 

COVID-19, an international public health emergency (Board of Supervisors of Coconino 

County, Arizona, March 18, 2020). The United States Secretary of Health and Human Services 

declared COVID-19 a public health emergency the following day (Board of Supervisors of 

Coconino County, Arizona. March 18, 2020), which resulted in travel prohibitions and meant 

that my summer research plans would be postponed at the very least. In efforts to slow the rapid 

transmission of the coronavirus, the U.S. Centers for Disease Control and Prevention released 

guidelines and recommendations urging the cancellation or postponement of large gatherings and 

community events (Board of Supervisors of Coconino County, Arizona. March 18, 2020). The 

Arizona Department of Health Services took it a step further by recommending the cancellation 

or postponement of gatherings with ten or more people on March 18, 2020 (Board of Supervisors 

of Coconino County, Arizona. March 18, 2020). This meant that rather than returning to the 

classroom after spring break in March, Northern Arizona University students “returned” to 

classes via video conferencing and online discussion boards. Graduate courses indefinitely 

moved online, non-essential businesses indefinitely closed, countless individuals were left 

unemployed, and travel was indefinitely put on hold. Many assumed and hoped that summer, 

with its increased temperatures, would bring down the COVID-19 infection rates and end the 

pandemic. It did not, and as I write this thesis in January 2021 not much has changed aside from 

the development and beginning stages of distributing the vaccination. The pandemic is ongoing 
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and NAU students have received official notification that the Spring 2021 commencement 

ceremony will be held virtually. 

 I mention the ongoing COVID-19 pandemic because it changed the research design of 

the present study. To put it succinctly, the ethnographic research experience of this thesis was 

not at all what I expected. Rather than taking in new cultural experiences, trying potentially new 

foods, navigating unfamiliar places, meeting new people, and getting the “on-the-ground” 

experience that comes with temporarily inhabiting an ethnographic field site, I spent my summer 

conducting remote research from my home. While the pandemic did not alter my research focus, 

it required me to turn to remote methodologies in favor of traditional on-the-ground ethnographic 

data collection methods. On one hand, my lack of participant observation meant that I was 

unable to observe the stigma that my informants described, hear how people discuss mental 

unwellness when talking to friends, or take in the cultural diversity of Belize. On the other hand, 

my remote methodologies granted me more flexibility in “collecting data” since I did not have to 

consider distance when arranging interviews or recruiting. I could interview anyone in any part 

of the country. It also meant I did not have to consider the distance between my meetings when 

arranging interviews or attendances at various mental health trainings.  

Overview 

This research occurred over different phases and was conducted remotely from June 1, 

2020 through August 24, 2020. The first phase was the planning phase, which occurred amidst 

the early stages of the COVID-19 pandemic and required quick and calculated adjustments to my 

methodology due to the rapidly evolving pandemic and resulting travel bans. I did not end up 

physically travelling to Belize for my research, which meant that my contingency plan of remote 

research design became my research methodology. Prior to gathering the data, I gained 
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permission to conduct this research from Belize’s Institute for Social and Cultural Research and 

the IRB. The goal of this project was to better understand how mental health professionals and 

advocates conceptualize mental health and illness.  

To get a “feel” for Belize since the global pandemic prohibited travel, I watched various 

YouTube videos about Belize, Belizean Kriol, watched a Belizean cooking show, chatted with 

Belizeans on WhatsApp, read blogs about Belize, read Benjy by Kathy Esquivel (a fictional book 

about a young Belizean man experiencing psychosis in late 1980s-early 1990s), and participated 

in Belize-based Facebook groups throughout the summer. A participant directed me to Kathy 

Esquivel’s book. During the data collection phase of my research, I recruited for and conducted 

semi-structured interviews. I also reviewed archival data. In the analysis phase, I coded interview 

transcripts with ATLAS.ti drawing from emergent themes and topics in the interviews. This 

analysis is found in chapters three, four, and five.  

Semi-Structured Interviews 

I used purposive sampling when recruiting individuals to interview to address the primary 

aim and research questions driving this research. I recruited school counselors, professional 

psychotherapists, social workers, school counselors who addressed the psychological needs of 

their students, and advocates for mental health in Belize, a group I refer to more generally as 

mental health professionals and advocates. I use pseudonyms to refer to these participants. To 

participate, these individuals needed to be currently or previously involved in mental health 

efforts in Belize, speak English, and be 20 years or older. Some of these individuals invited me 

to participate in mental health related video conference meetings, providing me with an 

opportunity to recruit and contributing to my understanding of mental health efforts in Belize, 

and some sent me the training materials from various mental health literacy workshops. Since all 
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interviews were conducted remotely, my interlocutors were not from any particular region of the 

country. I use pseudonyms when referring to those I interviewed to preserve confidentiality and 

anonymity. 

Table 1: Recruitment Methods and Who I Recruited from these Methods 

Recruitment Method Who I Recruited 

 

Networking through previous contacts, which 

involved: 

1. Asking those I was in contact with to pass 

along my information to anyone who 

might be interested. This usually resulted 

in them putting me in contact with the 

individual. 

2. Following up on recommendations 

 

Sandra 

Christiana 

Emilia 

Jaime 

Cintia 

Natalia 

Shana 

Sherry 

Alicia 

Barbara 

Tysha 

Ashley 

 

 

Announcement During Zoom Meeting 

 

 

No one 

 

Recruiting those found in archival data, which 

either involved: 

1. Contacting them at the provided contact 

information 

2. Asking other people I knew where I could 

find the contact of a specific individual, 

which often resulted in them simply 

giving it to me. 

 

 

Esther 

Alex 

Sylvia 

 

The above table details my recruitment methods as well as who I recruited through each 

method. I recruited for mental health advocates and professionals using a snowballing, purposive 

sampling technique in which I networked through the connections I made with individuals in 

Belize during the planning phase. I sent emails, WhatsApp messages, and Facebook messages to 
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those I knew and did not know based on recommendations about who might fit the criteria and 

be interested in being interviewed. Additionally, I introduced myself and recruited for 

participants during a Zoom meeting attended by many mental health advocates in the 

community. I did not gain any participants from this recruitment method. I also gave those I was 

in contact with permission to pass along my information to whoever might be interested in 

participating. Additionally, I followed up with recommendations when my informants or new 

Belizean friends suggested potential participants. Last, when I came across a mental health 

professional or advocate in my archival data, I recruited them through their provided contact 

information. When contact information was unavailable online, I asked my contacts in Belize 

where I could find the contact information of the individual(s) I sought to connect with. An 

informant often gave me the contact information and shared how they knew the individual, 

which made reaching out less awkward. In some instances this method gave me access to those 

outside my contacts’ networks. More often than not, it demonstrated just how interconnected 

people are in Belize.  

I interviewed as many people as I was able to schedule interviews with, meaning that 

there were a handful of people who previously expressed interest but never scheduled an 

interview time with me. I interviewed 15 mental health professionals and advocates over phone 

and video calls using the social media platform WhatsApp or video conferencing application 

Zoom. Two interviews were not conducted using these platforms but were conducted over 

FaceTime and a phone call not supported through WhatsApp. The smaller amount of interviews 

meant that I could more closely analyze the emergent themes spanning across most interviews 

while ensuring I had adequate data to interpret.  
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Interviews took anywhere from 1-2.5 hours with most taking 1.5-1.75 hours. I strove to 

help my informants feel comfortable before beginning an interview, and this rapport building 

most often occurred before reviewing the consent form and turning the audiorecorder on. In 

many instances, rapport building occurred over shared messages, photos, funny stories, and 

videos over WhatsApp. These efforts were the most comfortable way to become acquainted as it 

seemed to feel more natural than getting to know each other for the first time while being audio 

recorded. Interviews followed an interview guide and were guided by the informant with 

interruptions as I asked questions of clarification, expansion, or redirection. Upon reflection, the 

questions on my interview guide seem to have been too broad. I took detailed notes during the 

first few interviews I conducted but this practice gradually petered out as I continued conducting 

interviews. By the last few interviews, I kept a pen and piece of paper nearby to write down key 

words or phrases to follow up on during the interview, as well as general notes. The decrease 

from detailed note taking to a few key words jotted down was both a result of increased 

familiarity with the interview process and my interview guide, and a conscious effort make 

conversations more natural by removing distracting note taking. 

As I noted earlier, I also built rapport by keeping in close contact with my contacts in 

Belize over WhatsApp, a social media application that allows users to share messages, share 

media, and make phone and video calls to any user (WhatsApp Inc. 2009; “WhatsApp 

Messenger - Apps on Google Play”). As far as I am aware, and according to a Belizean 

classmate, WhatsApp is more commonly used than a traditional cell phone plan to connect with 

others. WhatsApp’s common use may explain why businesses list a WhatsApp phone number on 

their list of contact information along with what I presume to be a standard phone number. Since 

this service is free (aside from paying for the internet required to use the app), I was able to 

https://apps.apple.com/app/id310633997
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remotely interact with some informants and learn more about their lives. We traded funny 

stories, family photos, entertainment and food recommendations, videos of hobbies, and created 

some sort of acquaintanceship despite being roughly 2,500 miles apart. I learned information 

about them ranging from why they do what they do to how they were coping with the COVID-19 

pandemic. 

Archival Data 

 Another source of data for this study was archival data relating to mental health including 

social media posts (videos, graphics, or text) from mental health advocate Facebook pages based 

in Belize (i.e. Mental Health Association, Autism Speaks Belize, Counseling and Psychological 

Services), training materials from previous mental health literacy workshops, and segments on a 

Belizean morning show in which mental health professionals were invited to discuss a topic 

relating to mental health. I took detailed notes on how mental health and mental illness were 

discussed in these archival data and later returned to these sources in the analysis stage of the 

research. Archival data provided a valuable source in my investigation of the types of 

information shared in more public settings to wider audiences and gave context to the status of 

mental health services, education efforts, and professional (and sometimes lay) 

conceptualizations of mental health and mental illness. I focus on one of the groups of archival 

data and describe the specific details of my methodology in chapter three. I use real names when 

I discuss my analysis of this archival data. 

Analysis 

 I took different approaches to analyze interview and archival data beginning in October. 

Before analyzing the raw interview data in ATLAS.ti I transcribed interviews using 

ExpressScribe, a program that allowed me to control the speed of the audio as I hand typed the 
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conversation in a Microsoft Word document. I imported the raw transcripts into ATLAS.ti and 

coded interviews according to a few emergent themes identified while transcribing interviews. 

The relevant codes to interviews were “comments about stigma, being a judgmental society, 

discrimination, ‘crazy’, taboo,” “comments about therapy, medication, treatments, interventions, 

psychiatric help, psychiatrists, ‘professional’, mental health care, and so forth,” “prognosis,” 

“comments about Obeah, black magic, witchcraft, or bush medicine”, and “comments about 

mental health.” I report on the emergent themes relevant to these codes in chapters four and five, 

taking a thematic analysis approach that “identif[ies], analyz[es] and report[s] patterns within 

data” (Braun and Clarke 2006, 6). 

 I prepared my archival data for analysis by reading over my detailed notes several times 

and identifying the data source I wished to investigate. Exploring the entirety of the archival data 

I reviewed would be too large of an undertaking for this project, so I focused on a live-

broadcasted Belizean morning program called Open Your Eyes that often featured mental health 

professionals. A more detailed description of this methodology can be found in chapter three. I 

picked this source of data to analyze because it provided an insight into how some speak about 

mental health on one media source. Preparation for analysis also involved taking detailed notes 

with my research questions in mind, stumbling upon a theoretical framework to make sense of 

my chosen data, reviewing the original sources additional times and adding to my notes, and 

transcribing video sources when relevant. I do not mean to suggest that I had a theory picked out 

and collected data with that theory in mind, but rather that the theory piece emerged in more of a 

serendipitous “aha!” moment in which I suddenly noticed all the connections between a specific 

social theory and a body of data I was unsure how to approach. Simply put, the theory fit the 

data. After having this “aha!” moment, I read my notes and reviewed one of my original data 
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sources with the theoretical framework in mind and identified some of the relevant, emergent 

patterns. I created some codes from these emergent patterns, both informed by theory and the 

data itself, and hand coded my notes with these codes: “comments about recommendations,” 

“comments about education, public awareness, or learning (not in the school setting, but learning 

about mental health),” and “normal” versus pathological behaviors, moods, or mental health aka 

indications of mental disorder.” If my notes were not detailed enough on any of these codes or 

the general themes they pointed to, I reviewed the original source again with the intention of 

addressing these and other gaps in my notes. I report on these patterns in chapter three. 

 Conducting a thematic analysis for other themes in the archival data also involved a 

hybrid of both analysis strategies detailed above. For a discussion of whose voices were 

privileged in the live broadcasted tv segments, I did not code my notes according to any codes. 

Instead, I read through my notes and reviewed the original sources with the theoretical concepts 

in mind and took note of who had authority, whose voices were privileged, and how these voices 

were privileged. I then identified how these patterns fell into the theoretical framework. 
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Chapter 3 

Biocommunicability in a Belizean Morning Show 

Introduction 

Drawing from the biomedical authority model of biocommunicability as elaborated by 

Briggs and Hallin (2016), this chapter explores some of the ways in which this framework is 

useful to understand televised interviews on mental health topics. I demonstrate how these 

interviews incorporate aspects of biocommunicable models in how they position actors, what an 

emphasis on education reveals about these communicative processes, and how segment guests 

act as spokespeople for the wider psychology community. I treat the televised conversations 

between hosts and mental health professionals as texts for thematic analysis. I argue that most 

the interviews rely on the biomedical authority model to educate the wider public about mental 

unwellness in which the mental health professional is the expert of mental health “truths,” 

viewers are the assumed passive recipients of these truths, and mental health professionals 

promote the notion of a unified body of knowledge about mental health by acting as 

spokespersons for the field. 

I watched many mental health segments on a local Belizean news channel after they aired 

on the news station’s YouTube channel2. My in-depth analyses draw from televised 

conversations on a morning show called Open Your Eyes that airs on a Belizean news channel. 

Open Your Eyes airs from 6:30 AM to 8 AM Belize time and is broken into different segments 

which typically feature various guests to talk about a topic, comment on current events, teach a 

skill, promote their business, or do anything else the show producers have invited them to do. 

 
 
2 The news station’s YouTube channel can be found at 

https://www.youtube.com/channel/UC0xLyicoeOd6KsNbl1Qst1g 
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Sometimes a segment features a mental health professional to talk about a specific mental health 

topic like depression, Autism Spectrum Disorder, or Generalized Anxiety Disorder. I watched 

the segments featuring mental health professionals on the news channel’s YouTube page or the 

Open Your Eyes Facebook page. This chapter details the patterns in three of these interviews as 

they relate to biocommunicability. I use the guest’s real names when I interpret these interviews 

because this data is publicly available. 

While I focus most my analysis on the Open Your Eyes segments on mental health in this 

chapter, I also watched other clips about psychological health related topics on the news channel. 

I watched these videos after they aired and took detailed notes on how individuals discussed 

mental health and illness, the associated “signs” of a diagnosis, any coping or intervention 

recommendations, comments about causal attributions, and anything else shared about the topic. 

I then watched the interviews I wished to focus on a second time, paying close attention to how 

hosts introduced guests, commentary on the circulation of mental health news, and commentary 

of the imagined or wider audience.  

Biocommunicability is an important lens to look at the transmission of psychological 

information in this context because it may shed light on the information that mental health 

professionals shared on this public platform. Additionally, applying biocommunicability to 

mental health discourses seems to be a unique undertaking. As I will detail later, Holland (2017a, 

2017b, 2018) has applied biocommunicability to mental health discourse in Australia but her 

focus still differs from my own. My application of biocommunicability to Open Your Eyes 

segments is unique because I focus on the Open Your Eyes segments themselves while Holland 

(2017a, 2017b, 2018) attends to the actors in or reactions to biocommunicable processes in her 

application of biocommunicability to mental health news. The theoretical framework of 
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biocommunicability highlighted that what is said on public platforms about mental health does 

more than reveal what people feel is important to share with the audience about mental illness, it 

reveals ideas about who is an expert, assumptions about the wider audience, and conjectures 

about Belizeans as well. 

Biocommunicability in Health News 

In their conceptualization of biocommunicability, Briggs and Hallin (2016) expand and 

deepen understandings of health information communication beyond that of the dominant linear 

transmission model. Biocommunicability builds on communicability, a concept that refers to 

assumptions about the creation, spreading, and reception of knowledge (Briggs 2005; Briggs and 

Nichter 2009; Briggs and Hallin 2010). Biocommunicability describes the processes by which 

biomedical information is produced, circulated, and received—processes influenced by 

competing perspectives, actors on macro (policy makers, politicians, etc.) and micro levels 

(ordinary citizens), and varied interpretations of or access to health information (Briggs and 

Hallin 2016; Briggs and Nichter 2009). Biocommunicability is a framework to understand how 

health news positions various actors in communicative processes into roles of knowledge maker, 

disseminator, passive receiver, or active seeker (Briggs and Hallin 2016). In other words, 

biocommunicability illuminates the assumptions that health news makes about the lay public, 

who health news identifies as having authoritative knowledge, and how the body of health 

knowledge is portrayed and perceived. 

Briggs and Hallin (2016) propose three biocommunicable models: the patient consumer 

model, biomedical authority model, and the public sphere model. Briggs and Hallin (2016) use 

these three models to dispute the dominant idea that health information is only linearly 
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transmitted, instead suggesting that linear transmission is one of three ways health knowledge is 

communicated.  

Biomedical authority communicability (Briggs and Hallin 2016) refers to the idea that 

health news is linearly transmitted from biomedical authorities (the producers) down the 

channels to scientific texts, to popular discourse transmitted by media, then at last to be received 

by a passive “public.” This model positions biomedical professionals as the authority figure and 

the public as the passive audience.  

The patient-consumer model (Briggs and Hallin 2016) challenges the idea of a passive 

audience receiving biomedical knowledge, positioning health news consumers as well-informed, 

well-researched individuals with complete control over their health decisions. Patient-consumer 

biocommunicability empowers individuals to do their own research about health and assumes 

that they have limitless options available when making health decisions. This places the 

responsibility for health squarely on consumers’ shoulders.  

The public sphere model (Briggs and Hallin 2010; Briggs and Hallin 2016) positions 

readers as individuals who observe and judge health knowledge. Health information is thus 

portrayed as contested and political, acknowledging the dynamic nature of health knowledge 

within the biomedical community and the economic and political interests informing its 

construction. This model holds news media responsible for creating “public flows of 

information” that empower and allow citizens to participate in the decisions and actions 

informing health knowledge (Briggs and Hallin 2010, 157). 

Mental Health News 

While biocommunicability has often been a framework to study the circulation of 

physical disease information, I will use it to investigate the dissemination of mental health news 
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in Belizean televised interviews. I hope to expand its applicability to televised media on mental 

health topics, building on Holland’s (2017a, 2017b, 2018) demonstration of its relevance to 

mental health news in Australia. Holland focused on mental health news in Australia and 

primarily analyzed responses to media reporting of mental health (2017a), how Australian health 

journalists position themselves in mental health news sharing processes (2017b), and 

interpretations of mental health news (2018). Her research thus focused on the actors in or 

reactions to these processes rather than the mental health news itself, the latter which I address in 

this chapter. 

Holland’s (2017b) study on Australian mental health journalists suggests that they value 

traditional health experts as sources, reflecting aspects of biomedical authority communicability. 

In her investigation of mental health media reporting responses, she found that appraisals evoked 

different biocommunicable models and by extension, reflected different expectations of the 

media, mental health news, public broadcasters, and the “lay” public (2017a). This research 

demonstrated that perceptions of mental health news media make different presumptions about 

the construction and communication of psychological health knowledge, as well as the who and 

how of attending to this. Holland’s 2018 study found that the Australian mental health 

consumers, advocates, professionals, and researchers were critical about the various news media 

tendencies that they considered as barriers to a more public sphere model of biocommunicability. 

This suggests that they invoked a public sphere model as they conceptualized psychological 

health news media as a contested, malleable narrative with responsibilities to empower its 

audiences. 
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Overview of Themes 

This section provides an overview of the general themes which I will explore in this 

chapter. I organize this chapter by Open Your Eyes segments first by introducing the flow of 

each segment, then by discussing each theme within these individual segments. The general 

patterns in Open Your Eyes segments were a tendency to rely on the mental health professional 

as the primary source of this information, hosts acting as translators for whatever the mental 

health professional has said, and a sometimes subtle promotion of public awareness about mental 

illness. Mental health professionals also seemed to speak as spokespeople for what is portrayed 

as the ideologically unified discipline of psychology. I argue that the positioning of hosts and 

mental health professionals in knowledge generator and/or transmitter/translator roles mostly 

reflects a biomedical authority model, but some comments about education or the wider public 

make assumptions consistent with features of patient-consumer communicability (Briggs and 

Hallin 2016). For the most part, an emphasis on the need for viewers to learn about mental health 

rested on a biomedical authority understanding of audience members as passive recipients 

(Briggs and Hallin 2016). I will focus on three main themes: the positioning of actors, education 

and public awareness, and the guest as spokesperson. 

The Positioning of Actors 

All the Open Your Eyes segments on mental health introduce their guest by their name 

and profession, whether as a mental health therapist, mental health nurse, or biomedical doctor, 

which establishes the guest as a “psy-expert3.” This establishes the mental health professional(s) 

as an authoritative voice on whatever mental health topic is being discussed and reflects aspects 

 
 
3 Psy-expert refers to those with psychological expertise like social workers, psychotherapists, psychiatrists, and 

other types of mental health professionals. 
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of the biomedical authority model (Briggs and Hallin 2016) that grant biomedical professionals 

with authority. It also promotes a technocratic model investment of authority in biomedical 

practitioners (Davis-Floyd and St. John 1998), in this case granting authority to those with psy-

expertise as the sources of information about mental unwellness. This reliance on and confidence 

in “psy-expertise” in these matters similarly demonstrates how they have achieved a relatively 

privileged position in production and circulation processes, echoing tendencies in mental health 

news (Ohlsson 2018). Open Your Eyes hosts also translate mental health professionals’ 

comments and facilitate the circulation of this knowledge, incorporating a biomedical authority 

role (Briggs and Hallin 2016). 

Education and Public Awareness 

Many interviews emphasized the importance of educating the public about mental health 

and mental illness to promote public awareness and advocacy of the topic. The emphasis on 

education and public awareness utilizes a biomedical authority (Briggs and Hallin 2016) 

positioning of viewers as passive recipients of knowledge about mental health. Guests and hosts 

seemed to feel it was important for audience members to learn about the warning signs for 

general mental health problems or specific diagnoses. Awareness of these topics is understood as 

contributing to conversations about mental health, helping some people identify their emotional 

and behavioral experiences, helping people notice behavioral changes in others, and/or 

enlightening some to the extremity of their experience. On some level, hosts and guests appear to 

connect public awareness to decreased mistreatment of those with diagnosed mental illnesses, 

therefore contributing to a more inclusive society. The emphasis on public awareness and the 

need to educate audience members about mental health assumes that viewers passively receive 

information about mental health and incorporates biomedical authority biocommunicability. 
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The Guest as Spokesperson 

 While sometimes subtle, many interviews implicitly assume that the mental health 

professional is a spokesperson for the psychological sciences, or at least the broader community 

of psy-experts. This implicit assumption is an example of the biomedical authority model of 

biocommunicability (Briggs and Hallin 2016). Acting as a spokesperson for mental health 

information and presenting it without contradictions promotes the notion of an uncontested body 

of biomedical knowledge, which is another key piece of biomedical authority communicability 

(Briggs and Hallin 2016). Mental health professionals on Open Your Eyes use language to 

signify when they step outside this spokesperson role to express personal opinions or 

recommendations. 

Autism Spectrum Disorder Interview4 

This segment opens with the hosts introducing their guest, a clinical psychologist named 

Deshane Gutierrez. There are two hosts and one guest. While Deshane works with both child and 

adult populations, she mostly works with children. A host asks her what Autism Spectrum 

Disorder (ASD) is and she gives an overview of what type of disorder it is, the earliest that 

parents can detect it, its associated social and communication challenges, and contrasting autistic 

communication with “normal” communication. As they move through their 36-minute-long 

conversation, the clinical psychologist, Deshane, keeps the conversation clinical by continually 

bringing the focus back to the associated deficits of autism.  

The Positioning of Actors 

 
 
4 The YouTube video of the segment can be found at 

https://www.youtube.com/watch?v=1v0B04D0k9w&t=300s&ab_channel=Channel5Belize 

https://www.youtube.com/watch?v=1v0B04D0k9w&t=300s&ab_channel=Channel5Belize
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 The premise of the segment inherently promotes the mental health professional’s 

knowledge and reflects one aspect of the biomedical authority model of biocommunicability: the 

positioning of biomedical professionals as authoritative “experts” during actors’ positioning in 

communicative processes (Briggs and Hallin 2016). At the beginning, the hosts establish the 

clinical psychologist’s biomedical expertise by introducing her by name and profession. Her 

profession as a clinical psychologist lends credibility to everything she shares about autism 

because it suggests that she has earned the appropriate degree to be knowledgeable on this 

subject. In this sense her title is performative, and when the hosts highlight her expertise, they 

indirectly encourage their viewers to listen to her. This prioritizes her knowledge and gives her 

authority to comment on autism. This also positions the hosts in the facilitator role, which they 

adhere to by moving the discussion along, asking for clarification, and perhaps translating 

clinical terms and explanations into “lay”-speak.5 While the hosts are active participants in the 

conversation, the focus is on the mental health professional and her responses to various 

questions. Deshane, rather than the hosts, is the one sharing information about the warning signs 

of ASD, making recommendations to parents, commenting on an autistic child’s capacity to 

learn, and suggesting how to best address the mistreatment and misunderstanding of individuals 

with autism. This biocommunicable model gives each social actor a role: host as 

translator/facilitator and mental health professional as knowledge producer. There is little role 

reversal. When the hosts bring up relevant examples or what-if scenarios, they seem to be aimed 

at clarifying or simplifying what Deshane has already said. These instances provide her with an 

opportunity to correct or agree with the host’s commentary, further positioning her as a 

 
 
5 Lay-speak in this sense refers to simplified, jargon-less language that people with no knowledge of mental illness 

or health can understand. 
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knowledge generator as she passes these examples off as acceptable or not. This positioning of 

clinical-psychologist-guest as the source of mental health knowledge and the hosts as translators 

and facilitators suggests the biomedical authority model of biocommunicability (Briggs and 

Hallin 2016). 

Education and Public Awareness 

 Throughout the interview, the hosts and clinical psychologist continually reiterated the 

need to educate parents, teachers, families, school counselors, and the wider public about Autism 

Spectrum Disorder. This emphasis on education reflects an assumption that segments on mental 

health are opportunities to educate an unknowledgeable audience, invoking a biomedical 

authority model that assumes the audience is passive (Briggs and Hallin 2016). On their 

Facebook page, Open Your Eyes writes: “Clinical Psychologist Deshane Gutierrez was our first 

guest to educate on Autism Spectrum Disorder,” (@OpenYourEyesBz, February 21, 2018). The 

key word in this post is educate, which indexes the interview’s purpose and suggests a viewer 

base uneducated on autism. As they discuss this lack of awareness throughout the interview, they 

present it as something that needs correction because, as they insinuate, it prevents people from 

engaging with autistics, understanding its warning signs, and/or recognizing that a child is 

suffering. While they do not acknowledge how they are currently contributing to this education, 

they emphasize the importance of people understanding the “reality” of Autism as something 

“out there,” suggesting that many are ignorant about this “reality.” This invocation of reality also 

suggests a biomedical authority model since psychology, as a branch of biomedical science, is 

“understood as a reflection of “reality” (Briggs and Hallin 2016, 30) of autism in this instance. 

Their argument for increased education assumes that non-knowledge about autism related 

“facts” counts as ignorance and need correction, invoking a biomedical authority model of 
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biocommunicability as portrayed by Briggs and Hallin (2016). Where ignorance is the issue, the 

goal is to increase awareness of biomedical “truths” like autism being a neurological disorder 

causing repetitive behavior, deficits in communication, and a lack of social skills. Education 

from an expert such as Deshane, a clinical psychologist, facilitates this awareness by ensuring 

that they are receiving biomedically correct information. Portraying education as the solution to 

ignorance assumes a passive audience that will listen and internalize biomedical knowledge of 

Autism, invoking the biomedical authority model which positions audiences as passive recipients 

(Briggs and Hallin 2016) of mental health news. An emphasis on education also suggests that 

mental health knowledge flows downward, “reaching lay audience members who lack 

knowledge” on ASD (Briggs and Hallin 2016, 27) 

Just as their emphasis of education and public awareness matters, what the hosts do not 

say about or recommend to audiences is also valuable. The hosts do not encourage audience 

members to seek their own knowledge about autism, but instead they create opportunities such as 

the televised interview for the public to learn about ASD and other mental disorders. By not 

encouraging audiences to be active seekers of mental health knowledge, the hosts and guest 

invoke a biomedical authority model that assumes a passive recipient audience rather than an 

audience of active seekers. Had they perceived their viewers as well-researched people who 

actively seek and engage with biomedical knowledge on autism, the hosts and guest might have 

directed their viewers to some resources or empowered their viewers to do their own research. 

This positioning of parents, teachers, school counselors, and the wider public as the recipients of 

biomedical truths evokes the biomedical authority model (Briggs and Hallin 2016). It assumes 

that these recipients are not properly informed nor are they actively seeking information on 

autism, otherwise they would not need to be educated. 
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The Guest as Spokesperson 

 Briggs and Hallin’s (2016) biomedical authority model is also applicable to analyze how 

the guest positions herself in relation to broader psychological commentaries on autism and what 

this positioning suggests about the community of psychology professionals. It seems that there is 

an implicit understanding that the guest is on air to discuss her professional opinions rather than 

to express her personal ideas on Autism Spectrum Disorder. In fact, when a host invites her to 

share her personal opinion or the guest talks about what she recommends, the language clearly 

marks a departure from overarching ideas about ASD into personal territory—not personal as 

informed by family experiences with autism, but personal as informed by individual education 

and professional experience. A change in pronoun indicates when she shifts from speaking as a 

spokesperson of biomedical knowledge on autism to giving her personal input as a someone 

whose professional experience relates to the topic. When a host asks if there is a cure for ASD, 

the guest’s response suggest an awareness of her spokesperson role: 

There is no known cure for autism. What they recommend in terms of treatment is to 

educate the family, teach social skills for the person, and you have—It’s always best to 

know what are the strengths and weaknesses. So I always recommend, it’s always 

recommended that a child does a full psychological assessment. (Emphasis added by 

author). 

 

The guest begins by answering the question then segues to recommendations coming from two 

different sources: they and the guest herself. She begins with what they recommend, which I 

suspect refers to the general psychological literature on autism, her professional training, and 

broader psychological recommendations. This allows her to be a spokesperson for the 

overarching community of psychology on generic recommendations and suggests that 

biomedical knowledge on ASD is unified and uncontested. This invokes biomedical authority 

model assumptions about this knowledge (Briggs and Hallin 2016). She then shifts to say what 
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she recommends with a first-person pronoun, and quickly seems to correct the source of the 

recommendation by passively saying that “it’s always recommended.” This last shift suggests a 

shift back to a generic recommendation, and it simultaneously maintains her role as 

spokesperson while qualifying her personal recommendation of a full psychological assessment 

as something that others, presumably the broader psychological community, also recommend. 

This justification contributes to a unified front of recommendations, again suggesting a 

biomedical authority model that presents the biomedical knowledge realm as uncontested. The 

pronouns she uses mark a transition from a spokesperson role, to individual clinical psychologist 

role, and back to spokesperson role. 

The primary host calls attention to the implicit expectation of the guest as spokesperson 

for the broader community of psychology professionals in the instances she asks for the guest’s 

personal opinion. Like in the previous example of the guest giving recommendations, language 

marks the switch from overarching psychological opinions to personal ideas and therefore 

signifies the guest’s separate roles as spokesperson and individual practitioner. In this interview, 

the guest is perceived to be the representative of clinical psychology’s ideas about ASD, which 

suggests that the realm of psychiatric knowledge is uniform and unanimous on the topic of 

autism. This runs parallel to Briggs and Hallin’s (2016) observations about the biomedical 

authority in health news. 

Mental Health Overview Interview6 

 This 36-minute overview of mental health begins with the host introducing her guest, 

Aimee Jex. There is one host and one guest. The host introduces Aimee Jex as a professional 

 
 
6 This overview of mental health can be found on Youtube at  

https://www.youtube.com/watch?v=7XqFJkguFPM&list=TLPQMDQxMjIwMjAHtf-

7HIQVqQ&index=1&ab_channel=Channel5Belize 

https://www.youtube.com/watch?v=7XqFJkguFPM&list=TLPQMDQxMjIwMjAHtf-7HIQVqQ&index=1&ab_channel=Channel5Belize
https://www.youtube.com/watch?v=7XqFJkguFPM&list=TLPQMDQxMjIwMjAHtf-7HIQVqQ&index=1&ab_channel=Channel5Belize
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counselor who is on air to discuss mental health first aid, and they move through a discussion 

delineating the difference between pathological and normal behaviors or emotional states. As 

Aimee describes the mental illness “red flags,” she and the host provide this discussion with 

multiple examples of how these signs may appear. They then discuss the importance of starting a 

conversation about mental health when one notices pathological behavioral or emotional patterns 

in others. Right before the host wraps up the segment, her and the professional counselor discuss 

the benefits and drawbacks of self-diagnosing. 

The Positioning of Actors 

This interview incorporates aspects of the biomedical authority model (Briggs and Hallin 

2016) by portraying the guest as the source of authoritative truths about mental health. In the 

same way as the ASD interview, the host facilitates and translates whatever the Aimee says. For 

instance, when the guest tells viewers to watch for changes in eating or sleeping patterns, the 

host chimes in by asking a follow up question to clarify what these changes include.  

Guest: So you want to notice changes in the person. Changes in eating and changes in 

sleeping, are very big indicators that you can always watch out for. 

Host: And changes as in, you eat too much? Or you don’t eat at all. 

Guest: Yes, it can go either way. 

 

The mental health professional begins by describing the importance of noticing changes in eating 

and sleeping, and the host further clarifies what these changes may include. This offers the guest 

an opportunity to evaluate whether this interpretation is correct, and she affirms this 

interpretation by nodding and saying “yes”. 

This is the first time during the interview that Aimee mentions changes to sleeping or 

eating patterns, and she does not specify what these changes may entail. When the host helps 

clarify how these changes in sleeping or eating habits may appear, she demonstrates her role as 

translator by giving examples of what the guest means and helping viewers understand. This 
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incorporates aspects of the biomedical authority model (Briggs and Hallin 2016) which assume a 

passive role of television interviewers to translate information about health. The last portion of 

the guest’s commentary reflects one way in which the guest, as the authoritative source of this 

knowledge, controls the information the viewers are receiving to ensure they receive “correct” 

information. By saying that yes, changes to eating habits may include an increase or a decrease in 

eating, the professional counselor expresses her agreement with the host’s examples and puts her 

metaphorical mark of approval on it. In this way, she expresses her role as knowledge generator 

and source of knowledge about mental health, reflecting an aspect of the biomedical authority 

model (Briggs and Hallin 2016) and one of the main tenets of the technocratic model of medicine 

as conceptualized by Davis-Floyd and St. John (1998). Davis-Floyd and St. John (1998) present 

the inherent authority of the medical practitioner as a core principle of the technocratic paradigm, 

as well as a presumption of the doctor as the expert. Titles and white coats signal the authority of 

biomedical doctors (Davis-Floyd and St. John 1998). In the case of this segment on mental 

health, Aimee does not wear a white coat to signal her authority or expertise but her title of 

mental health professional, as announced by the host and flashed on the screen at random times 

throughout the interview, signals her authority. 

While Aimee is largely portrayed as the authority voice on mental health in general, there 

is an element of the patient-consumer model (Briggs and Hallin 2016) in how the hosts and 

guests perceive the wider Belizean audience as self-interested, informed individuals actively 

turning to Google to self-diagnose psychological or physical ailments. The host jokingly refers to 

this as being a patient of Doctor Google. The guest is a fan of Doctor Google and identifies a few 

benefits and drawbacks of self-diagnosis. She says that one benefit is that it may identify where 

people meet mental illness diagnostic criteria or may direct people to ways to start working on 
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their struggles. This gives people the flexibility to Google their symptoms to see if they fit the 

criteria for a specific mental illness diagnosis and Google potential treatments or 

recommendations on how to begin the symptom-mitigation process. Aimee’s positive Doctor 

Google comments reflect a move away from authoritarian mental health professionals like 

herself in educating lay-audiences, instead acknowledging personal research as a potentially 

positive endeavor.  

Regarding Doctor Google, Aimee says that it is important that individuals do not self-

diagnose or take on the label of the mental illness criteria they meet. Then if one notices they 

have the criteria for a specific diagnosis, the next task on Google is to investigate how to treat the 

diagnosis or start working on the symptoms. While Aimee empowers viewers to do their own 

research and relinquishes some of her role as knowledge generator, she offers authoritative input 

on how to go about researching one’s symptoms. While Aimee and the host acknowledge that lay 

people seek health information, there is an underlying tone that if they do search their symptoms, 

they should follow Aimee’s recommendations. The acknowledgment of self-diagnosis and 

Aimee’s recommendations simultaneously reflect the biomedical authority and the patient-

consumer models (Briggs and Hallin 2016) since Aimee tells viewers what the role of Doctor 

Google should be but does not suggest that that biomedical authorities should be the only source 

of this knowledge. 

Education and Public Awareness 

 Aimee and the host make several comments throughout this interview suggesting that the 

wider public is unknowledgeable about mental health and needs education, reflecting a 

biomedical authority (Briggs and Hallin 2016) understanding of audience members. The host 

highlights the viewers’ lack of knowledge shortly after introducing the guest: 
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 …I think this is very useful information for the wider public. Because, while we have 

general conversations about mental health, oftentimes, uh we, the general public, don’t 

know how to identify, uh, when something is wrong. 

 

This statement suggests that the goal of this segment is to teach an unknowledgeable audience to 

identify when something is psychologically wrong. At various points during the interview, the 

guest tells stories about people who perceive their abnormal moods, behaviors, thoughts, or other 

mental experiences as normal to demonstrate the importance of learning about and noticing signs 

of mental illness. This suggests that a lack of awareness about mental illness symptoms 

perpetuates psychological struggles and poses public awareness as a vital remedy to the problem 

of ignorance about mental health. But as they promote knowledge, they assume that audience 

members will passively receive and embrace this knowledge. This is an aspect of the biomedical 

authority model (Briggs and Hallin 2016).  

Throughout the interview, the professional counselor empowers the wider audience to 

apply what they have learned in this segment by watching for the warning signs of psychological 

struggles in others and starting conversations about mental health. Empowering audiences to 

share the mental health professional’s authoritative knowledge reflects biomedical authority 

biocommunicability (Briggs and Hallin 2016). By encouraging audiences to start conversations 

about mental health, Aimee spreads some of the knowledge-sharing responsibility to the wider 

public and positions them as knowledge recipients and transmitters (Briggs and Hallin 2016). In 

short, it gives viewers a bigger role in circulating mental health information without giving them 

an authoritative voice in health knowledge, so they must rely on biomedical authorities for 

authoritative information. The hosts and guest see increased awareness and sensitization as 

helping everyone become better “advocates” for mental health to help others realize the 

abnormality of their mental health experiences. Promoting increased awareness reflects aspects 
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of the biomedical authority model by identifying psy-expert knowledge as authoritative and 

assuming audience members will passively receive this knowledge (Briggs and Hallin 2016) for 

transmission. 

The Guest as Spokesperson 

 In this interview, the professional counselor precedes many statements with some 

iteration of “I always like to say…” but these statements do not seem to be an indication of 

personal opinion. There still does seem to be an implicit assumption that she is a spokesperson 

for standardized knowledge about mental health, integrating some biomedical authority model 

assumptions (Briggs and Hallin 2016) as she tells the hosts about the signs of psychological 

disorder. The hosts do not ask Aimee to provide her professional opinion, perhaps because they 

already assume she is already doing so. But when the primary host asks for their professional 

counselor-guest’s input on Doctor Google, the guest jokes about how her personal experiences 

with health influence her positive opinion. 

Host: We’re all patients of Doctor Google. And I think a lot of people tend to self-

diagnose—and not just mental health issues but also even physical conditions. The 

physicians will tell you the same thing if you talk to them. And, while I think—I mean 

what’s your perspective on that? So it seems that especially the younger generation will 

tell you they have x, y, and z so openly. And, without a proper diagnosis. What’s the pros 

and cons of this— [this phenomena]? 

 

Aimee: [I’ve always] been a fan of that because I’m a little bit of a hypochondriac 

myself. 

 

First, the host brings up self-diagnosis to get the guest to identify its benefits and drawbacks. 

Aimee then says that she is a fan of self-diagnosis due to a bit of anxiety about her health, which 

she phrases as being “a little bit of a hypochondriac.”  

Throughout the interview, she does not specify the sources of her claims about mental 

health. While many of her comments often begin with some form of “I always like to say” or “I 
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tend to recommend,” she does not usually describe these comments and recommendations as 

being informed by personal anxieties. This comment differs from the other statements she makes 

throughout the segment because she attributes her positive opinion of Doctor Google to a 

tendency to be a hypochondriac. This enters the realm of opinion not informed by professional 

experience or education, but purely informed by personal experience. This allows her to take a 

step outside her spokesperson role. By explaining that this opinion is the result of personal 

experience, she differentiates between personal and professional opinion and ensures that her 

positive attribution of self-diagnosis does not get included with biomedical “truths.” When she 

steps out of her spokesperson role by saying her hypochondria contributes to a positive opinion 

of Doctor Google, she draws attention to how she has previously been speaking as a 

spokesperson, which then presents biomedical knowledge as a unified body of knowledge. 

Presenting information about mental health as uniform is a key aspect of biomedical authority 

biocommunicability (Briggs and Hallin 2016). 

Social Anxiety Disorder Interview7 

The hosts begin the 27-minute segment on social anxiety disorder by introducing the 

guest, a professional counselor named Krista Courtney. The hosts immediately ask about the 

“real” prevalence of anxiety, which spurs on a discussion of the difference between normal and 

pathological anxiety. The professional counselor describes the causes and symptoms of social 

anxiety disorder, dispels myths about therapy being “just for crazy people”, and explains the 

psychotherapist’s role in therapy. Throughout the interview, Krista continually reiterates that fear 

of the unknown contributes to an unwillingness to seek counseling services and is the root of 

 
 
7 Readers can find a recording of this interview on YouTube at 

https://www.youtube.com/watch?v=VdFGOh39IX4&t=2s&ab_channel=Channel5Belize. 
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mental health stigma. The hosts and professional counselor end the segment by directing viewers 

to a website with compiled list of available mental health resources in Belize. 

The Positioning of Actors 

 This interview begins like all the other segments by introducing the guest by her 

professional title, which signals her authority and expertise. In this case, Krista is a professional 

counselor and this title establishes her credibility and positions her as a psy-expert within the 

biomedical mental health community. This establishes her authoritative viewpoint and prioritizes 

her knowledge over host comments on social anxiety disorder as the hosts facilitate the 

dissemination of Krista’s knowledge. Both these are aspects of the biomedical authority model 

(Briggs and Hallin 2016) while the authority of her viewpoint is an aspect of the technocratic 

paradigm of biomedicine (Davis-Floyd and St. John 1998). Then as hosts talk about the available 

mental health resources, their comments demonstrate characteristics of biomedical authority and 

patient-consumer biocommunicable models (Briggs and Hallin 2016). 

Kristy’s authoritative knowledge is especially evident in the how she responds to hosts’ 

comments about social anxiety. When the hosts make comments, the guest agrees, expands on 

the specifics of whatever claim was made, or makes corrections when a comment is not fully 

accurate. These evaluations reflect Krista’s role as authoritative knowledge generator and 

incorporate biomedical authority biocommunicability (Briggs and Hallin 2016). The 

prioritization of the guest’s knowledge is less obvious in this interview because the hosts make 

more comments than in other interviews, therefore giving the guest less time to share whatever 

information she has prepared. It also demonstrates a stronger positioning of the hosts as the 

facilitators of this knowledge transmission. Despite their increased commentary, the hosts still 

defer to the guest to share knowledge, correct misconceptions about social anxiety, or evaluate 
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commentary on something the host brought up earlier. Thus, the discussion centers around the 

guest’s authoritative “expert” knowledge of social anxiety disorder—a key part of the biomedical 

authority model (Briggs and Hallin 2016) and an assumed expertise that is integral to the 

“technomedical” model (technocratic model of medicine; Davis-Floyd and St. John 1998). This 

interview demonstrates how the hosts help Krista transmit her knowledge by reiterating points 

that she has made, moving the conversation along, and providing additional examples to clarify 

what the guest means, all while investing authority (Davis-Floyd and St. John 1998) in Krista as 

a mental health professional. 

At the end of the interview the guest and hosts discuss the available resources for social 

anxiety, and these comments reflect both biomedical authority and patient-consumer 

communicability in how they position the audience and professional counselor. Rather than 

directing the wider audience to specific interventions, the Krista directs those who wish to 

address their social anxiety struggles to a website with a comprehensive, authoritative list of the 

available resources. While this doesn’t fully embrace a patient-consumer model granting 

individuals full control over health decisions, it offers more freedom than a fully biomedical 

authority model might offer in deciding the type of psychological intervention to seek. This 

imagines the lay public as “individuals who make choices apart from the direct supervision of 

their physicians” (Briggs and Hallin 2016, 34) or mental health service providers, which is a key 

aspect of patient-consumer biocommunicability.  

Comments about resources also empower lay people to decide whether they want to seek 

care rather than authoritatively dictating how individuals should navigate their mental health. 

This is less prescriptive than the typical biomedical authority model since it gives individuals 

more space to make their own health decisions, but these individuals still depend on the guest to 
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identify the proper channels to find information on potential resources. When the guest directs 

audiences to a website with authoritative information on these available resources, it reflects a 

biomedical authority communicability positioning (Briggs and Hallin 2016) of authoritative psy-

expertise. But since the guest does not tell individuals they should seek the help of a mental 

health professional when they notice they are experiencing symptoms of social anxiety disorder, 

there is an element of patient-consumer (Briggs and Hallin 2016) imaginings of viewers. In this 

way, the responsibility of seeking help depends on the consumer and biomedical authority 

figures (Briggs and Hallin 2016): the professional counselor is responsible for presenting and 

sanctioning the available treatments and the consumer is responsible for picking from these 

choices. This demonstrates how this interview incorporates elements of biomedical authority and 

patient-consumer models of biocommunicable processes (Briggs and Hallin 2016). 

The audience is still portrayed as a passive one that is reliant on the professional 

counselor to describe the behavioral patterns to look for as potential signs of SAD, reflecting a 

biomedical authority positioning, but they are expected to be a little more involved in their health 

decisions by doing their own research, reflecting a patient-consumer role (Briggs and Hallin 

2016). If they were expected to be well-informed, active seekers of this information, perhaps the 

guest and hosts would encourage viewers to make conclusions from personal research on social 

anxiety disorder or any treatment approaches. By leaving mental health decisions, including non-

action, up to the individual, the guests and host imagine viewers as individuals making decisions 

on their own. As such, audience members are positioned both in passive-recipient and patient-

consumer roles, which reflects both the patient consumer and biomedical authority models 

(Briggs and Hallin 2016). 

Education and Public Awareness 
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 Biocommunicability (Briggs and Hallin 2016) also offers a powerful lens to interpret 

Krista and the hosts’ promotion of the awareness of social anxiety disorder symptoms and self-

awareness of the patterns that one has developed. This emphasis on public awareness reflects a 

biomedical authority model (Briggs and Hallin 2016) assumption that viewers passively receive 

mental health knowledge. Their language suggests that they believe that viewers do not fully 

understand the impact of social anxiety disorder, what it may look like, or how it may make 

people feel. Take the primary host’s concluding statement and a Facebook post about the 

interview for instance: 

Thank you for shedding light on social anxiety, helping us to understand what it looks 

like, what it may look like. Um, but more importantly helping us understand what people 

may be feeling, and that’s an important knowledge that we have to acquire. (Emphasis 

added by author). 

Facebook Post: What is social anxiety disorder? Krista Courtney, Professional Counselor, 

helped us understand this diagnosis (@OpenYourEyesBz, December 16, 2019) 

(Emphasis added by author). 

 

The host thanks the professional counselor for helping them understand what social anxiety is 

and what people may be feeling. The Facebook post then comments about how the professional 

counselor helped them understand the diagnosis of social anxiety disorder. While she does not 

specify who “us” or “we” are, I presume these are references to hosts and viewers. Both the post 

and the concluding statement indicate that the guest has helped this unspecified group understand 

more about social anxiety disorder.  

The key word in these statements is understand because it suggests that the hosts and/or 

audience members did not fully understand social anxiety prior to this televised conversation. It 

also assumes that a 27-minute segment on social anxiety disorder can address shallow or 

nonexistent understandings of social anxiety and that it was successful in these efforts. 

Portraying this interview as a success in helping individuals understand social anxiety assumes 
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that audience members listened to and embraced this knowledge without contestation, which is 

an element of the biomedical authority model (Briggs and Hallin 2016) because it assumes that 

viewers are passive recipients of mental health “truths.” 

Krista suggests that this ignorance is problematic because it normalizes extreme 

experiences, which perpetuates psychological suffering by keeping people from seeking mental 

health counselors. By describing a perceived connection between non-knowledge and mental 

struggles, the professional counselor portrays non-knowledge as a problematic barrier to “good” 

mental health. In some ways, this televised discussion offers an opportunity to alert the wider 

public about the symptoms of social anxiety disorder, encourage viewers to recognize these signs 

in themselves, and enlighten those experiencing these symptoms to the extremity and 

abnormality of their experience. But again, these goals assume that Open Your Eyes viewers are 

a passive audience, which is a characteristic of the biomedical authority model (Briggs and 

Hallin 2016).  

Conclusion 

 In responding to Briggs and Hallin’s (2016, 208) efforts to “stimulate what [they] hope 

will be a broad and deep current of further research” on biomediatization and 

biocommunicability, what can we learn from this investigation? I attempted to demonstrate how 

biocommunicable models (Briggs and Hallin 2016) shed light on communicable processes in 

televised segments about mental health on a Belizean news channel. While I found examples of 

the patient-consumer model and the biomedical authority model, the biomedical authority model 

of biocommunicability was the most prevalent. I found no examples of the public sphere model 

(Briggs and Hallin 2016).  
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Biomedical authority biocommunicability is powerful because it often positions guests as 

the generator of authoritative mental health knowledge and hosts as knowledge transmitters. It 

also assumes that viewers will passively absorb the biomedical “truths” mental health 

professionals share on this public platform. This assumption of viewers as passive recipients is 

particularly problematic because it ignores viewer agency and overlooks the complexity of the 

spread of mental health “truths,” the embracement of mental health information, and the many 

factors contributing to the ideas one adopts about their struggles. Hosts and guests present public 

awareness as the solution for misunderstandings and mistreatment of individuals experiencing 

psychological distress, which is limiting because it oversimplifies the factors contributing to 

society’s purported stigmatization of those with psychological struggles. The assumption that 

education is the solution rests on a belief that their audience is largely unaware, and therefore 

ignorant, of mental health topics. Mental health professionals also speak as if they are the 

spokesperson for a unified body of ideas and knowledge about mental health, which perpetuates 

the perception of biomedical knowledge as uncontested knowledge.  
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Chapter 4 

“If You’ve Met One Person with Mental Illness, You’ve Met One Person with a Mental 

Illness” 

Introduction 

 During semi structured interviews and in Open Your Eyes segments, many individuals 

emphasized the complexity and individual nature of experiences of mental unwellness when 

discussing the broad topic of mental health. Much of the chapter focuses on the comments the 

mental health professionals and advocates I interviewed made when discussing signs of mental 

unwellness, telling me about the perceived appropriate and inappropriate responses to 

psychological concerns, and identifying the best courses of action when reacting to mental 

unhealth. It also explores how some label inappropriate reactions to mental unwellness as 

“superstitions.” Those I interviewed felt that individual norms are extremely important to use as 

a comparison when evaluating the normalness of behaviors, which meant that it was important 

for them and others to be aware of the typical behaviors of themselves and those around them. I 

saw a similar emphasis in an Open Your Eyes segment in a professional counselor’s description 

of the warning signs of mental unwellness, which I describe in a case study about the assumed 

signs of psychological struggles. In this case study, I describe my findings about the purported 

importance of individual norms in identifying psychological distress. I found that the 

professional counselor emphasized the importance of individual norms in determining whether 

someone is mentally unwell. 

When it came to identifying the best course of action in navigating experiences of mental 

unwellness, my interlocutors told me it is important to take a personalized approach and 

acknowledge the role of individual factors in conditions of psychological unhealth. In other 
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words, the mental health professionals and advocates I interviewed do not conceive of universal 

manifestations of different types of mental illnesses or assume the existence of a one-size-fits-all 

intervention for various psychological struggles, but they have an understanding of some 

interventions as more preferable than others. The same goes for the professional counselor 

featured on Open Your Eyes; she does not conceive of a universal manifestation of mental 

unhealth. The “warning signs” are variable.  

I assert that even with the perceived importance of personalized approaches to managing 

mental unwellness, this flexibility is limited to psy-resources such as psychotherapy, 

psychopharmacology, visits to hospital acute psychiatric units, and others; a “flexibility” which 

privileges biomedicine in treating mental unhealth. Nonbiomedical practices such as Obeah and 

demon exorcisms fall under the umbrella of “inappropriate” and “wrong” responses to 

psychological struggles and are shunted into the category of “superstitious” responses. The 

“superstitious” category of practices is also a historically stigmatized place to go. 

Signs of Mental Unhealth 

 When it comes to identifying mental “disorder” in another individual, participants and a 

guest on Open Your Eyes explained how one must be familiar enough with others to differentiate 

between normal tendencies and out-of-the-ordinary behaviors. In this way, mental health 

professionals and advocates conceptualize individual norms as a valuable comparison point 

when determining whether the behavior another is an indication of a type of mental disorder, 

illness, unwellness, or general psychological struggle. Significant and small deviations from 

one’s typical emotions, sleeping patterns, reactions, eating habits, productivity, and so forth 

become grounds to suspect, identify, and perhaps diagnose experiences of mental illness. When 

individual norms are the comparison point, one must know an individual—whether family 
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member, client, friend, coworker, or employee—well enough to know what classifies as 

“normal” for that specific person since individual norms differ from person to person. I explore 

how signs of mental unhealth are conceptualized as individually variable in this section, starting 

with a case study from a Belizean morning show and ending on my participants’ descriptions of 

the signs of psychological unhealth. 

A Case Study in Distinguishing “Pathological” From “Normal” Behaviors on a Morning Show 

 Many mental health professionals on Open Your Eyes, the morning television show 

introduced in chapter three, made a point to delineate pathological from normal behaviors, 

moods, or psychological experiences to help the wider audience understand when certain 

behaviors fall outside the realm of normality. For the most part, hosts and guests presented 

behaviors as entering the realm of pathological depending on the level of functioning of the 

individual, the level of disruption in the person’s life, and “normal” patterns of behavior, 

interaction, or moods. This section will focus on one of these segments of Open Your Eyes in 

which a psychotherapist named Aimee spoke about mental health first aid. During her 35-minute 

segment, she delineates pathological from normal behaviors and encourages viewers to focus on 

individual norms when interpreting or evaluating others’ experiences as abnormal or normal. The 

purpose of this live broadcasted conversation seems to be to discuss the signs (the “red flags”) 

that people can look for as indications of potentially diagnosable mental illness. 

Aimee describes behaviors as pathological, and therefore indicative of mental disorder, 

when they impact the daily functioning of an individual or differ from an individual’s norms. 

Some examples of these red flags are eating or sleeping more or less than one typically does, 

changes to ones socializing patterns, underperformance, changes to behavior, increased 

emotional sensitivity, changes in hygienic practices or appearance, and productivity changes. In 
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other words, there is no specific, universal sign of mental unhealth. Rather, there are many 

manifestations of psychological struggles and whether these behaviors are a warning sign 

depends on individual patterns of behavior or moods. When one deviates, the deviance may be 

considered pathological no matter how minor or large. Small changes such as a coworker going a 

month without a new manicure despite typically getting a manicure every two weeks—a 

seemingly insignificant change—are a “big deal” because they may be a physical manifestation 

of disturbances to one’s mental health. In order to notice a change like this, one must know the 

normal habits of those around them. 

To further describe the importance of individual norms in interpreting behavior, Aimee 

provides two examples to show how signs of disorder may differ with different personalities or 

mood tendencies. A sign of disorder might be if someone with a stronger personality starts going 

with the flow. If someone is normally timid, it might be a sign of disorder if they start acting 

more angry. Decreased reactivity may also be a sign of mental unwellness if one is normally 

very reactive. The host summarizes this approach as looking for “something that is outside of the 

norm of what you would expect from the person.” When behaviors differ from these 

expectations, they may be sign of a diagnosable mental disorder. In short, how one evaluates 

another’s behavior on scale from normal to abnormal depends on individual patterns, and 

knowledge of these norms requires awareness of them and familiarity with the individual whose 

behavior is being interpreted.  

Aimee mentions changes in eating or sleeping patterns as a strong indication of disorder, 

specifying that whether these qualify as “changes” depends on whether they differ from 

individual patterns of eating and sleeping. Evaluating behaviors as pathological or normal 

requires one to pay attention to the normal patterns of others. She recommends that viewers 
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notice when others withdraw from their regular activities, make any small or big changes in 

appearance, change how much and how often they interact with others, or act in other ways 

differing from their norms. This demonstrates a more individualized approach to identifying 

normal and pathological behaviors since individual, rather than societal, norms are the standard. 

During this segment, Aimee seemingly encourages viewers to take up the responsibility 

of mental health monitoring by educating audiences on the signs of general mental health 

struggles and specific types of diagnosable mental illnesses to help them to be able to identify 

when someone else is struggling in their mental health. This encouragement is powerful because 

in some way, it promotes a country-wide surveillance system on high alert to detect 

psychological struggles. The behavior of friends, family, acquaintances, employees, coworkers, 

and others in Belize is subjected to surveillance and categorization as pathological or normal 

behavior, and everyone needs the skills to identify the “red flags” of mental unhealth. Lock and 

Nguyen (2018) describe how different activities like hygiene, exercise, and other aspects of daily 

life have entered the realm of surveillance with the help of public health initiatives and popular 

media (61) to exemplify one of the main functions of disciplines of surveillance. Perhaps 

encouraging Open Your Eyes viewers to take up the responsibility of monitoring others’ mental 

health, thus rendering behavioral and emotional aspects of daily life subject to public scrutiny, is 

another example of this function. It certainly sends the message that people should be concerned 

not only about their own mental health, but the mental health of those they encounter on a 

consistent basis. This message of surveillance solicits the help of friends, family, community, 

and others in identifying psychological struggles in others in a type of “surveillance as care” 

approach. 

Mental Health Provider and Advocate Comments 
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 Much like Aimee emphasized the importance of individual norms as a comparison point 

when determining whether one’s experiences or behaviors are a sign of disorder, the mental 

health service providers and advocates I interviewed highlighted the importance of individual 

patterns and tendencies in identifying signs of mental unhealth in oneself or another. I use 

pseudonyms for each of my informants from this point on.  

When I asked her about how mental unwellness may manifest, a mental health advocate 

named Tysha expanded on a famous quote about autism from Dr. Stephen Shore: “[I]f you’ve 

met one person with mental illness, you’ve met one person with mental illness.” What she meant 

by this is that people experiencing different types of mental illnesses are unique and individual. 

According to Tysha, this individuality means that people experiencing psychological unwellness 

have different symptoms, what works for one may not work for another, and their overall 

experience of mental unwellness differs from others. Since experiences are individual, others 

need to approach those exhibiting signs of psychological distress with this individuality in mind 

by acknowledging them as someone with their own contexts, experiences, support systems, 

desires, struggles, and other influencers of mental health. Most of my informants made 

comments suggesting the same message Tysha suggested of signs of mental unwellness varying 

depending on the individual. Like Aimee asserted in her Open Your Eyes segment, my 

informants expressed the importance of considering who one typically is or how one normally 

acts when interpreting another’s actions.  

I begin with Cintia’s thoughts about how she identifies whether a student is emotionally 

or psychologically struggling, and then move through a series of comments asserting the 

importance of individual norms: 

Cintia, school counselor: So because I work with students, I look up their grades[...] To 

see if there are changes in grades. I look at their appearance to see if there's changes in 
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appearance. I look at their attendance. I would interview a couple lecturers to see if they 

recognize any kind of, withdrawn behavior? Or the opposite where there's too much, 

fidgeting?[…] And I try to get a picture of who the person was before? And who the 

person is when the person comes in. 

 

Here, Cintia describes changes to grades, appearances, attendance, and behaviors (withdrawn 

behaviors or too much fidgeting) as some of the signs she looks for in students. Ultimately, it is 

important to factor in who person was before and who they are now, which points to the 

importance of individual norms as a comparison point when identifying signs of mental 

unwellness. 

Jaime, professional counselor: …the biggest thing I always tell people to notice is any 

ee someone who's change. In, in who they typically have been. So, you will s

nges in appetite, changes in mood, changes in sleep patterns, changes in experiencing cha

activity levels. So, when I look for mental health concerns, I always start with the basics. 

n leads to more specific things, What have you noticed that is different. Uh, that questio

maybe they're overthinking a lot more lately, maybe they have a lot less energy than 

usual, maybe they have more pains. 
 

Jaime tells me that any change, whether in appetite, mood, sleep patterns, energy, or activity 

levels, is a sign of mental unhealthiness and potentially mental illness. For this reason, it is 

important to take note of deviations from the way on normally is and “[w]hat you have noticed 

that is different.” One’s normal patterns are the comparison point, and the specific signs of 

mental illness differ due to differences in individual norms.  

Shana, professional counselor: From an observer point of view, that really varies. 

base rate is. What their normal  [’s]personBecause again, you have to factor in what that 

functioning [is.] 
 

Shana’s comment is perhaps the most succinct declaration of the importance of individual norms 

in identifying the signs of mental illness. She says that because the signs vary, one needs to 

factor in one’s normal level of functioning (their “base rate”) when determining whether one’s 

behavior is out of the ordinary for them, and by extension whether these signs indicate a type (or 

types) of mental illness.  
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Tysha, mental health advocate: So, I think signs [of depression] for different people, you- 

you see it on TV and you think the classical “Oh you can’t get out of bed. Or you’re not 

gonna, take a bath. Or you’re crying all the time.” And I call- I think- I call bullshit on 

that. I’m not saying that’s not real. And that’s not some people. But that’s just one 

impression of it. Is just like some people see, Rain Man [a movie portraying a man with 

Savant syndrome and Autism] and think that’s what autism is. And it’s not. It is for a 

small percentage of [people with autism]. But that’s- you know, if you’ve met one child 

with autism, you’ve met one child with autism…I think mental health, and being healthy 

or depressed or whatever. Will be a lot…different for different people. And it's going to 

manifest different ways. 

 

In the above statement, Tysha argues against the assumption that the signs of different types of 

mental disorders are the same for different people. She uses the examples of depression and 

autism, both diagnosable disorders in the Diagnostic and Statistical Manuel of Mental Disorders, 

Fifth Edition (2013), to demonstrate how stereotyped signs are just one manifestation of one’s 

mental unhealth. Instead, mental health and unhealth look different on different people. Some 

experiencing depression may be unable to get out of bed, neglect their hygiene, and cry all the 

time while others may have no issue getting out of bed to carry out their responsibilities, never 

cry, and may even go above and beyond when completing their tasks. As another mental health 

advocate named Shelly put it, “I don’t think there are any signposts that apply…It’s much more 

complex than that.” 

 Mental health advocates Natalia and Esther provide some more specific examples of 

some of the ways mental health struggles and illness may manifest, illuminating the individual 

variability of these manifestations: 

Natalia, mental health advocate: Well, it depends on the type of mental health issue that 

they’re facing?... And I think, when you see students in isolation, I think that's one of the 

] …cuttingthe  -For me as a teacher when it comes to, the physical aspectstriggers? 

anorexic? Or bulimic. [are] for students who  [the] bathroom…you knowunning to R

exercising. Uh, losing weight, tremendously, biting of nails. I pick up on all  tremeEx

could be also part of mental  thatI find that …Or even the over achievers…these things

 elseor  -because A. The overachievers thinking, “I need to study. I need to get an health

my parents’ expectations.” ing]Or not [meet…fittingI'm not …  
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Esther: … [you get] hit with, depression or And if you're normally a jovial person. 

irritable, you something like that. You tend to start, not want to laugh as much, you get 

get sad very easily. You get kind of closed out? So you go from somebody that like, 

To changing to like, keep o be out there. wants to do something, wants to explore, wants t

you  -And orto yourself, so your behavior completely just, it's like a 360 kind of thing. 

could even be like… you can't sleep well, too? Or um, you don't want to eat or you eat a 

 lot. There's like, a lot of things that happen with your behavior when it comes to mental 

illness. 

 

Both Natalia and Esther demonstrate that the signs of mental illness vary between individuals, 

which promotes an individualized interpretation of actions, behaviors, appearances, and so forth. 

Natalia mentions that the telltale signs differ between the modality of mental illness, again 

suggesting that the red flags are not universal. Happiness in excess can be a warning sign, but so 

can anger. Esther highlights the significance of changes from how one normally is. If one is 

normally jovial, a sign of depression may be increased irritability, sadness, and not wanting to 

laugh as much. In other words, whether behaviors or moods are signs of psychological illness 

really depends on how consistent they are with how one typically is and feels. 

 Overall, the mental health service providers and advocates I spoke with described the 

as a key factor when considering whether actions and behaviors  individual normsimportance of 

are manifestations of psychological disorder. The manifestations of mental unwellness are 

ations variable, and their comments about the individuality and variability of these manifest

make the same argument that Aimee does as she tells Open Your Eyes viewers how to 

differentiate between normal and potentially pathological behaviors. Interpretations need to be 

n one may be normal individualized and take norms into account since a sign of depression i

relative to how one  Whether one’s behavior is normal or pathological isbehavior for another. 

usually acts and behaves, their ordinary habits, and what is typical for them, which of course 

surprisingly, this is why it is difficult and person basis. Probably un-to-varies on a person
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perhaps impossible to articulate specific symptoms of diagnosable mental illness that hold 

salience across all populations in all contexts.  

“Each of Us has our Own Path”: Recommendations for Managing Mental Unwellness 

When giving hypothetical recommendations about how to react to mental unwellness, the 

mental health professionals and advocates I interviewed reiterated that there is more than one 

way to manage psychological concerns. Their comments are in line with an emphasis on the 

individuality of symptoms of mental health struggles and prognoses. Like symptoms and 

prognoses of mental illness, recommendations about how one should react to psychological 

struggles are not universal and depend on the individual. Despite this purported variability in 

paths to wellness, however, biomedical and psy-resources are understood as superior to non-

biomedical (religious, “superstitious,” etc.) interventions, and my informants recommended a 

mixture of psy-interventions. 

Action and Inaction 

When sharing their thoughts about inappropriate and appropriate reactions to 

psychological struggles and describing what they felt was a tendency for Belizeans to ignore 

their mental health, my informants subtly asserted that one should do something about the state 

of their mental health when they are struggling. Before I move on, it should be noted that not all 

Belizeans navigate their mental unwellness in the same way and that these navigation strategies 

most likely vary across different sociocultural groups, age groups, education levels, and so 

forth—but I did not attend to these varied approaches in this research. Instead, I attend to the 

how my informants spoke about different mental health management practices or strategies; 

comments which sometimes included sweeping generalizations about “Belizeans.” 
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I tried leaving my inquiries as open as possible during interviews by asking about what 

type of action or inaction is preferable when one is experiencing psychological unwellness, but 

everyone used that question as an opportunity to tell me about what type interventions might be 

appropriate. By doing so, they subtly asserted that that action was preferable, and therefore more 

appropriate, than inaction when considering how one could react to their own or another’s 

psychological distress. This assertion contributes to an idea that Belizeans should do something 

about their experiences of mental unwellness and sets an expectation of a self-interested, self-

regulating, mental health-conscious population of Belizeans who take advantage of psy-

resources such as Psychiatric Nurse Practitioners, mental health nurses, acute hospital units, 

psychotherapy, and others. I also observed an emphasis on a mental health-conscious, self-

interested population in the Open Your Eyes segments encouraging viewers to monitor the 

behaviors of others for abnormalities, one which I explored in a case study earlier in this chapter. 

In other words, contrasting the perceived need to consider individual cases with individualized 

care, my informants’ comments construct an expectation of how people ought to act when 

addressing mental health concerns. In doing so, they structure health-seeking behaviors over 

non-health-seeking behaviors. 

Mental health professionals’ and advocates’ value of action over inaction similarly arose 

when they commented on the utilization of mental health services in Belize. Many felt that 

enough people do not take advantage of the available psy-resources in Belize and that this is 

detrimental to mental health, which is a judgment underscored by a hierarchy that values health-

seeking behaviors over doing “nothing.” While kind-hearted intentions of preventing human 

suffering may inform ideas about appropriate management strategies and the value of action 

(defined as biomedical and psy-interventions), there are potential limitations in assuming the 
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power of taking action. Emphasizing the importance of action as they define it can be limiting 

because it may overlook the various social, economic, political, and historical factors impacting 

health-seeking behaviors and instead may assume equal access, identical ideas about health, and 

ignore other individual-specific mentalities and contexts. While some informants do not overlook 

the economic, ideological, and stigma-related barriers to care, their assertions about how one 

should navigate their mental unhealth sometimes simplified the factors informing mental health 

related decisions. 

Lock and Nguyen (2018) point out that this simplification is one of the limitations of 

biomedicine—that clinical biomedicine, with its emphasis on objectivity and standardization, 

cannot adequately acknowledge the role of local contexts or notions of health and wellbeing. For 

this reason, it tends to disregard the role of local contexts. In her investigation of Khmer refugee 

treatment in the United States, Ong (1995) found that Khmer refugees navigate the biomedical 

system with silent resistance to biomedical clinic rules and biomedical control by smiling and 

“listening” to medical recommendations as they navigate their health how they wish. Acting in 

these ways ensures their continued access to medical resources with minimal biomedical control 

(Ong 1995). Biomedical professionals perceive these efforts as noncompliance and as evidence 

of passivity, intellectual limitations, or trauma’s impact on the refugees, and Ong (1995) argues 

that the linkage between these factors with “noncompliance” is evidence of a biomedical 

disregard for local contexts that ignores and dismisses the roles of karma, cultural knowledges of 

the body, and a drive to maintain access to resources.  

Ong’s (1995) research is relevant to this discussion of action and inaction because it 

points out what may be lost when action, defined as psy-service utilization, is the idealized 

response to mental unwellness. Like biomedical professionals overlook the different factors 
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influencing how Khmer refugees navigate their health and biomedical systems in biomedically 

undesirable ways (Ong 1995), discourse which privileges action in mental health management 

may overlook the complex reasons informing undesirable, nonpreferred responses of “inaction.” 

Thus, setting action as the gold standard of reactions to mental unhealth may dismiss these 

different influences and expect all to seek care no matter their individual realities, ideologies, 

opinions of biomedicine, theories about the causes of their struggles, and so forth. 

Therapeutic Recommendations 

Many of my interlocutors told me there is no single “best” way to react to mental health 

struggles when I asked them what type of inaction or action they recommended, which is in line 

with their acknowledgement of the individuality of manifestations of mental unhealth. There is 

no one-size-fits-all, “clear cut” approach for mental health concerns and different factors inform 

what is “best” for someone experiencing mental unwellness. 

Shelly, mental health advocate: Well, [the best way to react to mental health concerns] 

really depends what the problem is…I mean…there’s no one thing…it really depends on 

the situation…It involves uh, knowing yourself, recognizing what you’re feeling, what 

you’re doing…taking whatever actions, will make that better…[And] depending on what 

your problem is, what those actions are. 

 
Shana, professional counselor: …it really and truly depends in terms of, what it is they’re 

dealing with…So, depending on the severity… So for example, if they’ve experiencing a 

change in their sleeping…it’s recommended that they see a mental health professional… 

[It d]epends on the type of psychiatric condition. 

 

Sylvia, school counselor: Huh. I- I don't know if there is, a best way? I just think that 

there's, there's several things?...That [can] be considered. Um I don't think- there's no 

clear cut…Answer to [manage emotions]? Or solution? 

 

As Shelly, Shana, and Sylvia suggest in the above quotes, various factors need to be taken into 

account when determining the best course of action to manage ones struggles with mental health. 

Sylvia’s initial comment about there being no “best way” to manage emotions, which she 

encompasses under the umbrella of mental health, succinctly summarizes the core suggestion of 
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Shelly and Shana’s comments—that there is no single approach that is universally appropriate 

for all psychological struggles. While these comments provide an example of the role of 

individuality in considerations of the perceived appropriate way to go about mental health care, 

personalization seems to be limited to the varied biomedical options for seeking treatment and 

care.  

Overall my interlocutors emphasized how therapeutic recommendations differ depending 

on the type of mental illness and severity of the condition. Participant comments suggest that 

there are no certain answers about treatment, which echoes their larger conceptualization of 

mental health as too complex and varied to be summarized in any single universalized 

description or recommendation. There are no easy answers or any single path to mental wellness, 

or even mental illness management. In short, recommendations need to vary because experiences 

of mental unhealth are understood as unique and complex. Many factors influence the 

manifestation and experiences of one’s psychological unhealth and illness and no singular 

intervention or combination of psy-treatments is universally applicable or can adequately address 

the multifaceted nature of mental health and unhealth. Similarly, since the various facets of one’s 

psychological state influence how mental health care is gone about, others need to be aware of 

these factors so they can take them into account when recommending psy-interventions. One 

needs to acknowledge and learn more about the complexity of one’s mental health experience to 

make an informed recommendation. 

Appropriate Responses to Mental Unwellness 

Up until this point in the chapter, I have explored the purported importance of non-

universal, personalized interpretations of behavior in identifying psychological unwellness and in 

therapeutic recommendations. Participants assert that there are many approaches and 
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combinations of approaches to manage mental health concerns, and recommendations depend on 

different factors. This individuality of mental health related topics points to the complexity of 

mental health. I also analyzed the subtle assertion that one should do something to address their 

mental unwellness and highlighted the limitations of this assumption. In this section, I argue that 

notions of appropriate care bias biomedical and psy-interventions despite informants advocating 

for individualized and flexible mental health care. To put it differently, I argue that this 

“flexibility” in care is not truly flexible and instead is constrained. 

While my interlocutors recommend a personalized and individualized approach 

depending on individual needs, circumstances, and goals, what is being tailored is a valuable 

consideration. I found that mental health service providers and advocates recommended action 

over inaction, and the type of action privileged types of psychotherapy (and non-professional 

efforts resembling psychotherapy), psychopharmacological interventions, or visits to biomedical 

professionals. This means that there is flexibility in addressing mental health concerns as long as 

efforts involve biomedical interventions or efforts resembling these approaches. I call this a 

“constrained flexibility” because there was not complete flexibility in how one is recommended 

to manage their mental health, rather that this flexibility is restricted to biomedical interventions. 

The “variability” of care thus privileges biomedical and psy-interventions, rendering inaction and 

nonbiomedical practices “inappropriate.” Lock and Nguyen (2018) write that the “ascendency of 

particular forms of knowledge and psychiatric expertise as privileged sources of this knowledge 

and intervention” (241) is the result of a process over the 20th century by which ideas of 

subjectivity and what it is to be human changed and psychological knowledge became taken for 

granted. When talking to my informants, it certainly is clear that biomedical and psy-

interventions are the preferred approach and that “superstitious,” spiritual, or cultural practices 
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are not privileged sources of intervention. In the case of recommended reactions to mental 

unhealth, participants grant psychiatric expertise as a privileged source of intervention. 

Management strategies and interventions thus are described as flexible despite not 

including the full range of biomedical and nonbiomedical responses. In short, flexibility does not 

mean that there is complete freedom in designing intervention plans or navigating one’s mental 

health. Flexibility is constrained and comes with stipulations: one must do something about their 

mental health struggles, which I explored near the beginning of this section, and they must utilize 

something in the realm of psychological or biomedical interventions. The primary exception to 

these stipulations is that confiding in non-medical professionals such as a priest, friend, or family 

member, significant other, and others is acceptable. 

Shelly, mental health advocate: [If someone is struggling in their mental health,] I would 

put them in touch with a health professional. 
 

school counselor: …personally, I would think that. You know, being in the Christiana, 

necessary, medical attention that they need [would be the best approach] 

 
Sylvia, school counselor: I would recommend that they, talk to somebody. Whether it's- 

it's at school? With me? or um, go to see a, a psychiatric nurse?  

 

Emilia, school counselor: Talk to someone, so whether that be starting with a friend? 

Someone may trust. So someone who cares for them? To get them help?... it's about So 

reaching out to someone they trust and talking with someone or, visiting a counselor or 

even you know, starting with, a doctor... So it's about reaching out to someone they trust 

or even you know, starting with, a and talking with someone or, visiting a counselor 

doctor. [General Practitioner]…Just reaching out for help. 
 
Alex, social worker: ically wrong with Well when, when we have something that is phys

we go to the, to the doctor. The, the medical doctor. -us, we ..[If someone is] emotionally 

unstable…you’re having your highs and your lows. And you’re constantly crying and. 

Things are not the way used to be.… a professional. You go and you find  seekThen you 

a professional that can help you…to balance, those things in your life. And how to cope. 

 

Shelly and Christiana recommend biomedical attention for suspected mental health concerns, 

while Sylvia and Emilia recommend talking to someone, whether a friend, counselor, doctor, or 
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psychiatric nurse. As such, they suggest that these interventions are appropriate and preferable to 

others. Then by identifying biomedical and psy-resources as preferred ways to manage the 

medical issue of psychological struggles, they privilege not only biomedical interventions but 

also the psy-knowledge of mental health informing these interventions. 

I cover non-preferred practices of the “superstitious,” spiritual, and cultural variety in the 

next section. For the most part, participants said that treatment approaches can be tailored but did 

not mention alternative healing approaches when they gave examples of intervention plans. So 

while recommendations are presented as variable and individualized, this flexibility existed 

within the realm of accepted interventions and in many cases promoted biomedical interventions 

or reactions resembling psychotherapy. By biasing biomedicine as a response to behavioral and 

emotional unwellness, participants make behaviors and emotions medical. 

Inappropriate Responses to Mental Unwellness 

A few interlocutors told stories of severe types of mental illness being neglected because 

of “superstitious” beliefs—stories which dismissed different theories about abnormalities in 

behavior or emotions and labelled practices that do not fall into biomedical categories as 

“superstition.” “Superstitious” practices have been a historically stigmatized category of 

practices. When asked about non-biomedical treatments for mental health struggles, my 

informants explained why these efforts may not be appropriate. There was an understanding of 

certain practices as appropriate and others as inappropriate, the latter including non-biomedical 

practices. Psy-interventions were privileged over most other options to manage one’s 

psychological struggles since these practices do not address the “real” cause of mental illness, 

when then draws on theories of etiology. When mental unwellness is understood as an issue that 

is chemical, situational, genetic, and other types of issues treated by biomedicine, spiritual 



 67 

practices or ethnomedicine have no place in treatment because they do not address any of the 

perceived causes of mental illness. In this way, assertions about what constitutes inappropriate 

care potentially highlight a privileging of biomedical knowledges of mental unwellness which 

then grants biomedicine authority in treating it. 

Sandra, a passionate school counselor, criticized what she felt was an “enormous amount 

of superstition in Belize” which she identified as the root of misguided and problematic 

confrontations of mental unwellness experiences. After giving three examples of the “enormous 

amount of superstition” in Belize relating to mental and emotional wellness, she told me about a 

young child who was taken to a police department suspected of being possessed by a demon. She 

told me this story to highlight how religious assumptions of abnormal behaviors prevent people 

from getting “the mental wellness that [they] need.” 

[H]ere’s a fourth [example] for you. oung child, maybe somewhere around second Of a y

or third grade age, maybe second grade age? Eight or nine? Um, brought to the police 

police station, um, and suspected of being possessed. By, a  -department. Pol

mental illness. Um and depression  rather this child was dealing with severe -but…demon

and probably needed, some medication. Um, and they brought him to the police station, 

for help. And the police station, um, um sent for a priest. To do an exorcism...So, rather 

s that he need, they, went to perform an than him getting the mental health wellnes

that's Belize. -I mean this is…exorcism  

 

Sandra problematizes religious interventions and the ideologies leading to them as factors 

preventing proper psychopharmacological care of a child experiencing a severe mental illness. 

According to her, rather than providing a child with medication (understood as preferable to 

“superstitious” practices), the police officers called a priest to perform an exorcism, which 

prevents them from providing the child with needed “mental health wellness.” 

While Sandra was the only one who spoke at length about demon exorcisms as 

inappropriate mental health treatment, her assertion that spiritual practices like demon exorcisms 

impede mental health care falls under the broader tendency of informants to characterize most 
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non-biomedical management strategies as inappropriate alternatives to proper mental health care. 

Participants identified demon exorcisms, self-medicating (alcohol use, marijuana use, and other 

types of substance-use), and inaction as inappropriate practices because they do not address what 

they identify as the medical issue of psychological unwellness. In other words, the mental health 

professionals and advocates I interviewed conceptualize mental unwellness as a largely medical 

issue, which grants biomedicine and psychiatry (as a branch of medicine) authority in mental 

health care.  

Buchbinder (2015) and Good (1994) have written in depth about the importance of causal 

attributions in determining care for chronic pain, demonstrating how care shifts depending on the 

perceived causes of chronic pain. It seems this may be the case in American psychiatry as well. 

In her ethnography on American psychiatry, Luhrmann (2000) describes how theories about the 

causes of psychological disorders, which vary depending on whether one is psychodynamically 

oriented or subscribes to the disease model of mental illness, inform the chosen psy-

intervention(s) and how one goes about providing mental health care to patients or clients. Of 

course, mental health care does not merely depend on ideological orientations or etiological 

understandings of health issues but also depends on financial, institutional, governmental, and 

other types of macro and micro influences. I mention the connection between causal attributions 

of illness and what care looks like because the assumed inadequacy of non-biomedical resources 

in managing different types of mental illnesses is, to some extent, wrapped up in theories of 

etiology. Since non-biomedical practices do not address what are understood as the causes of 

psychological unwellness, the “true” causes, they are not preferred. 

Obeah, which anthropologist Meudec (2017) claims is understood throughout the 

Caribbean as a “monolithic set of practices and representations of well-being related to therapy, 



 69 

spirituality, magic, and witchcraft” (19), is another practice that was spoken of as “inappropriate” 

and “superstitious.” When I asked her about Obeah, a professional counselor named Jaime told 

me about a client who came into a session with a large blister spanning from her wrist to her 

elbow. Jaime told me, 

[The client] kept insisting to me that it was Obeah. And, I said “Well. That is fine? You 

go to the Obeah lady but today, you go to the clinic because that needs antibiotics? 

Because it’s filled with pus!”… family who had  husband’s hersaid that it was  sheAnd 

or some reason. And so, a lot of times we explain things that are f ,herbeah on Odone the 

beah, through the magic.Orandom through, the .. We are still a very superstitious 

stitious society. country. We are still a very super  

 

Jaime’s comments on Obeah reflect some of her ideas about Obeah: first, at least in the case of a 

large blister, she does not recommend Obeah as the sole healing intervention but as a supplement 

to biomedical technologies of antibiotics; second, she generalizes Belizeans as a population of 

people who attribute “things that are random” to Obeah; third, she characterizes Belize as a “very 

superstitious country” since it uses Obeah as an explanation for the unexplainable.  

As I mentioned previously in this thesis, it is vital to highlight how mental health 

management strategies and ideas about mental health are not homogeneous among the diverse 

group of people who live in Belize or consider themselves Belizean. Such generalizations as 

“Belizeans are a superstitious people” are not accurate due to the diversity in the country, and 

those I interviewed would most likely urge me and others to acknowledge the diversity of ideas, 

beliefs, practices, and so forth. The accuracy of generalizations is not the focus of this thesis 

though, nor do I attempt make any generalizations myself—rather, I mean to identify the patterns 

in participant comments about Obeah, “superstitions,” or “inappropriate” care in this section. 

In Jaime’s story, while she does not discourage Obeah, the blister “needs antibiotics,” which 

suggests the urgency and necessity of biomedical technology and highlights a biomedical focus 

on the physiological causes of conditions. I do not suggest that Jaime’s client does not need 



 70 

antibiotics, but instead highlight how biomedicine does not offer an adequate explanation to the 

“Why me? Why now?” types of questions the client has about her blister—questions which 

Obeah-related explanations can answer. Attributing her blister to a family member with ill will 

explains why she is the one with the blister rather than someone else. Why her? Because her 

husband’s family did it to her. While biomedicine is adequately equipped to identify the cause of 

a blister in terms of infection, identifying and treating the symptoms of infection with antibiotics 

does not address the deeper questions Jaime’s client, and other afflicted individuals, seek 

answers to. Simply put, biomedicine cannot and does not clearly answer why Jaime’s client is 

the one afflicted with a blister and does not account for the timing of the blister. Jaime’s story 

also highlights how Obeah is shunted into the “superstition” category, which has historically 

been stigmatized. 

 Jaime’s and Sandra’s comments reveal some important opinions about nonbiomedical 

mental unwellness interventions. Their perspectives hold that these practices should not be 

implemented in place of psy-interventions because they do not address the “true” cause of 

psychological struggles. A demon exorcism is not acceptable mental health care since it does not 

target the depression and an Obeah woman’s magic cannot address the infection causing a blister 

to fill with pus. Both “superstitious” practices do not target what are assumed to be the causes of 

each condition whether they are an underlying disease of depression or an underlying infection. 

Jaime and Sandra also label these “inappropriate” practices as superstitious practices, using them 

as examples of how “superstitious” Belize is. “”Superstitious” is also a stigmatizing label used to 

mark that which is “wrong,” which in the case of Obeah may be part of a Caribbean colonial 

legacy of deemphasizing Obeah as a healing practice (Bilby and Handler 2004). While viewing 

Obeah healing practices as inappropriate does not conflate the practices with inherent evilness 
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and malevolence as was the case in Colonial writings (Bilby and Handler 2004; Handler 2000; 

Paton 2012; Savage 2012), calling these practices superstitious takes away their meanings. Then 

in extending this label to include demon exorcisms, Sandra uses the label to suggest the 

wrongness of these practices in treating psychological struggles. Conclusions like theirs 

categorize treatments considered to be morally “wrong” because of their assumed ineffectiveness 

to manage mental unwellness are characterized as superstition. “Superstitious” is thus a label that 

indexes this perceived immorality on some level and has the danger to dismiss the beliefs 

associated with these practices and the practices themselves.  

Conclusion 

In conclusion, my interlocutors understand mental unwellness as a complex and 

individual experience, and this complexity and variability informs the types of behaviors they 

identify as signs of psychological struggles and the recommendations they make about how to 

react to experiences of mental unhealth. One size does not fit all. I also saw this perceived 

individuality of clients in the psychotherapeutic philosophies of two school counselors, which I 

explore in the next chapter. 

Yet even with the individualization of psychological unhealth interventions, mental 

health advocates and professionals do not consider certain practices to be “okay” or appropriate 

as responses to psychological struggles. According to my informants, one should do something 

about their mental health concerns, and this “action” should include psy-interventions or 

interactions resembling psychotherapy. I argue that the range of possibilities for preferred, 

recommended ways to address mental unwellness is not fully open and instead comes with 

stipulations and parameters. Practices such as demon exorcisms and Obeah are considered to be 

morally wrong and inappropriate because they ignore the “true” medical problem of 
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psychological unhealth, and in being morally “wrong” these practices are shunted into the 

category of “superstitious” practices.  
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Chapter 5 

Psychotherapeutic Philosophies: Why it is Important to Know the Client Well 

Introduction 

In this chapter, I focus on the professional philosophies of two school counselors to 

explore the importance of treating psychotherapy clients as individuals with their own desires, 

struggles, mental health paths, contexts, and so forth. This focus is a continuation of a theme 

presented early in the last chapter on individuality and there being no universal interpretation of 

behaviors as abnormal or normal. Sandra and Cintia, the psychotherapists whose philosophies I 

investigate, feel it is important to acknowledge the individuality of each client when in the 

counseling room, and clients need to be given a tailored approach since each client is different. 

For this reason, Cintia and Sandra must know their clients well to know how to best interact with 

or counsel their students. In building on the themes in chapter four, in this chapter I demonstrate 

how the individuality of clients becomes important during psychotherapy sessions. 

Sandra 

Sandra is a school counselor and has both teaching and mental health counseling 

responsibilities as is the norm in Belize for her position. I connected with her during the planning 

stages of my research and she immediately put me at ease. She is well loved by her students, 

which Sandra believes is due to how she genuinely cares for those who come in her office. While 

she is originally from Jamaica and therefore does not fully consider herself to be Belizean, she 

has lived in Belize for many years, considers it home, and has no plans to move somewhere else. 

Her and I shared a few points of contact at various points in my research via text message, email, 

and phone calls, which provided a few opportunities to discuss the topics of mental health, my 

research, and the state of the world more broadly. When we set aside time for her interview, she 
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teased me about the broadness of my interview questions as if to say “Gabi, these questions are 

too broad to neatly answer about such complex experiences of mental health.”  

The core piece of Sandra’s psychotherapeutic philosophy is that everyone has their own 

mental health journey, mental health struggles, and mindset for hope and resilience. Since she 

believes each of us has different capacities for hope and our own mental health journey, Sandra 

takes a personalized approach when students come into her office for a counseling session. Part 

of her role as a psychotherapist is to get to the core of whatever is bothering students by peeling 

back layer by layer. Sandra tries to gauge her client’s mindset for hope, desire, and resilience 

during sessions since they guide her approach. In the following comment, she describes her 

individualized, rather than generalized, approach:  

skilled person to, navigate an  Depending on the individual again, I think it takes a

d not generalize. What I may do with, you know, Jose is individual as an individual. An

not going to be the same I do with Tiffany. Is not going to be the same I do with Jasmine 

because I  -m when it comes down tois not going to be the same I do with, um Karee

need to know this individual's sort of mindset for hope and desire. To want to be 

resilient. And snap back.…so, a lot of it is individual in that way…I cannot do one, one- 

one size does not fit all. 
 

What Sandra does with one client is not what she does with any other client. She completely 

personalizes her approach to the individual she is counseling. As she describes at another point in 

our conversation, those who do not have hope in their ability to “snap back” may need her to 

hold onto their desire for resilience until they can take the mantle of hope. For her, a 

personalized approach is most important because people are too multifaceted and layered for 

everyone to have the same mental health journey. Of course, this personalized approach fits 

within the parameters of “appropriate” care which include biomedical and psy-interventions, 

demonstrating the bounds of a tailored approach. She later describes what an individualized 
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approach looks like, which involves different interventions since “each of us individually has our 

own path”: 

… [the client and I are] going to try things…and if it means- Yeah, we got to try various 

levels of therapy or even medication if I have to get somebody else to refer them to, it’s 

like…We’re going to try all these different things…each of us individually has our own 

path. family, our partner or spouse, our kids. Your path is yours. No matter what our 

how are we gonna  -“So how are you gonnaNobody else is walking your path but you. 

do this?” Right?…each of us along our journey we’re gonna…be met with different, 

moments in our life of wellness and unwellness. 

 

In this comment, Sandra again reiterates the personalized approach she takes when counseling 

different clients. “Your path is yours. Nobody else is walking your path but you,” she says, 

highlighting the individuality and autonomy of mental health and unhealth as well as the varied 

roads one can take along their mental health journey. Her responsibility as a counselor is to guide 

her clients as they travel their path, helping them to “keep navigating and get through” their 

individual journeys. But ultimately, one’s individual mental health journey is up to the client and 

Sandra—not the client’s family, their partner, their spouse, or their kids. On this journey, Sandra 

and the client will try different “things” such as therapy, medication, or referring the client out if 

needed. In other words, she tailors the recommendations she makes and the approaches she takes 

to each client. 

After stating that everyone is met with different moments of wellness and unwellness in 

their lives, Sandra asked a series of rhetorical questions about how to help someone get on their 

individual mental health journey and verbally considered what this may look like. Depending on 

the individual, therapy may involve helping someone develop healthy coping skills or putting 

some buffers in place to hold one over until they can bounce back to wellness. Sandra’s 

comments that one may return to “a good space” tomorrow, next month, or next year leaves space 

for the multiple possibilities of the duration of mental health struggles while remaining certain 
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that one will eventually return to a state of “good” mental health. But like moments of unwellness 

are inevitable, so are moments of wellness. Each person requires a different approach to navigate 

these moments of unwellness, and Sandra needs to know her client well to best tailor her 

approach. 

Cintia 

 Cintia is a school counselor who works with university age students. As a school 

counselor, she works in the classroom as a teacher and in the counseling room as a 

psychotherapist. We spoke on two separate occasions: once while scheduling an interview and 

another time during the actual interview. On both occasions she made a point to tell me about the 

importance of acknowledging client cultural backgrounds when counselling them. In other 

words, she is a proponent of being aware of the client's cultural background and sees it as a very 

important piece informing how she interprets what her clients say, how they say it, what they do 

not say, and how they behave during sessions. Because of the variability of ones’ actions 

depending on cultural context, her interpretations change when counseling Mennonite, Mestizo, 

and Creole students. At the heart of her therapeutic philosophy is a personalized approach, a 

strong awareness of client’s cultural backgrounds, and an understanding of “who is coming into 

your counseling room.” 

In therapy you must know the cultural background of the client…For example, if I'm 

counseling a Mestizo or a Creole student? There- the student would have eye contact with 

me and I could read the body language…But if I um, if I'm counseling a Mennonite? In 

their culture, they're taught that minors should not look in the face of adults…And so I 

would not be able to interpret that as a student um, being shy or [that they] don't wanna 

answer or…is shutting down. ld say that Now if a Creole student does that, then you cou

a student is not comfortable...Or [they] don’t want to answer the question because they 

have no issues in looking, at you in the face…But with a Mennonite, it would be normal 

So you can’t ay. to have a conversation and they would be looking down…Or looking aw

So even … read into that body language as something um negative or alarming

understanding who is coming into your counseling room. The counselor has to be really 

culturally knowledgeable.  -culturally sensitive? And cult  
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Cintia describes how cultural background changes how her clients interact with her during 

counseling sessions to demonstrate the importance of being culturally sensitive, culturally 

knowledgeable, and aware of who is coming into the therapy space. She uses the examples how a 

Mestizo student, Creole student, and Mennonite student may act to show the impact of cultural 

norms in determining their behavior. Because similar actions do not hold the same significance 

or meaning, she cannot take a one-size-fits-all approach when counseling students from different 

cultural backgrounds. Thus, she personalizes her interpretations depending on the norms of her 

clients’ cultural backgrounds. In order to take these norms into account, she needs know her 

clients well. 

Like Sandra, Cintia approaches each client as an individual and tailors her approach and 

interpretation of behaviors when dealing with various clients. The difference is that Sandra pays 

attention to her clients’ capacities for resilience, hope, and a desire to improve while Cintia 

prioritizes cultural background. In both cases, a tailored approach is necessary due to individual 

differences. Cintia cannot always read into certain behaviors as a sign of discomfort because 

while they may be a sign of distress in one, they may be culturally appropriate for another. In 

Sandra’s case, the individuality of each client is extremely important to consider because these 

differences inform how she counsels each student. Both Sandra and Cintia reiterate how there is 

no universally appropriate interpretation of client actions in counseling sessions and highlight the 

importance of knowing the client well. For Cintia, the cultural piece is very important and should 

be acknowledged when disseminating foreign (non-Belizean) mental health research in the 

Belizean context. Her comments echo the notion of cultural competence in the global West, 

which lies in how Western healthcare professionals are encouraged to consider the impact of 

culture on client behavior and knowledge in a medicalization of culture (Lock and Nguyen 2018; 
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Santiago-Irizarry 2001). This paints culture as one of many variables in one’s patient history 

(Lock and Nguyen 2018, 8). For Sandra, individual capacities for hope, desires for resilience, 

and a desire to “snap back,” as well as the type of struggles clients are experiencing are factors 

informing her psychotherapeutic approach. 

Conclusion 

 Sandra and Cintia both emphasize the individuality of clients, whether in differences in 

hope, desire, and resilience or in cultural backgrounds. These factors inform how these 

psychotherapists navigate interactions with their clients whether by informing intervention plans 

as in Sandra’s case or by informing Cintia’s interpretations of client behaviors. Neither Cintia 

nor Sandra can afford to take a general, singular approach during counseling sessions, and both 

need to know their clients well enough to know how to adjust themselves during sessions. 

 In the next chapter, I depart from a discussion of the individuality of psychotherapy 

clients to an exploration of how my informants talk about discriminatory reactions to mental 

unhealth in Belize. Participants referred to these negative reactions as stigma, and they blamed 

the underutilization of psy-resources on fears of being stigmatized.  
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Chapter 6 

Perceptions of Psychiatric Stigma 

Introduction 

 This chapter focuses on stigma. First, I explore how mental health professionals and 

advocates conceptualize the stigma of mental illness or psychological struggles in Belize using 

Goffman’s (1963) definition and description of stigma in America as a theoretical framework. I 

then investigate comments identifying stigma as an inhibitor of mental health services, 

comments which arose as my informants and I discussed stigma, the utilization of recommended 

menta health services, and mental unwellness. The first section will demonstrate how mental 

health service providers and advocates describe the stigma of mental illness or psychological 

abnormalities in terms of the social consequences that those with psychological struggles, 

diagnosed and undiagnosed, face. After I discuss conceptualizations of stigma, I highlight how 

my informants identify stigma as an obstacle preventing people using mental health services in 

Belize. Last, I will discuss how descriptions of stigma as a barrier to care reflect a perceived type 

of stigma mitigation. 

Scholars have reported stigma associated with mental illness conditions in various 

contexts, including Italy (Bergstresser 2006), China (Jinhua and Kleinman 2011), Mexico 

(Jenkins 1988), Egypt (Coker 2005), and the United States (Jenkins and Carpenter-Song 2008) 

among many others. My analysis of descriptions of stigma mostly draws from sociologist 

Goffman’s (1963) seminal work on stigma in which he explores the stigmatized persons’ 

feelings toward himself and their relationship to those who can conform to societal standards, the 

“normals.” Goffman (1963) conceptualizes a stigma as a deviance from the norm, “an undesired 

differentness from what we had anticipated” (5) whose associated stereotypes cause negative 
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reactions. A stigmatizing condition can be “deeply discrediting” (Goffman 1963, 3) and socially 

consequential for someone. Goffman (1963) claims that “normal” people, those who adhere to 

the established norms, do not believe that stigmatized individuals are fully human, which he 

claims is the basis for discriminatory actions. Within this conceptualization of stigma, there are 

“specific stigma terms” or labels for the stigmatized that society has created. 

Scheff’s (1966) work about how labelling theory can help understand mental illness may 

also be useful to investigate the “crazy” label. Scheff (1966) argues that those that violate 

residual rules, subtle and unspoken rules with no apparent connection to deviance, may be 

labelled with a mental illness. So when someone is labelled with a mental illness, these residual 

rules are at risk of being broken by the labelled. Scheff’s (1966) residual rules builds on 

Goffman’s (1963) rules of engagement. Rule breaking may take the form of one not making eye 

contact during conversation, amotivation, not interacting with others, having too strong or too 

weak of a reaction, and so on.  

My exploration of stigma as a barrier to care draws from Goffman’s (1963) work on 

stigma management, which are found in his writings on stigma. He writes about two types of 

stigma management for those with a stigmatized condition: revealing and passing. Revealing 

entails revealing one’s stigma while passing involves efforts of fabrication, concealment, and 

discretion to try to pass as normal (Goffman 1963). Of course, stigma management becomes an 

option when ones stigma is not obvious or known by others. This would mean that those without 

visibly abnormal moods or behaviors can manage the social consequences of having mental 

disorder stigma by revealing their struggles or trying to blend in with “normal” people. In their 

investigation of strategies that those with schizophrenia-related diagnoses utilize to divert and 

resist stigma, Jenkins and Carpenter-Song (2008) found that some manage social stigma by 
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concealing their condition, among other stigma management strategies of educating others or 

trying to normalize the condition. 

Stigma was one of the strongest emergent themes in my interviews. In most interviews, 

the stigma or taboo of mental illness came up organically. It was one of the few topics that 

consistently came up without much prompting, which suggests that my informants witness the 

social consequences of emotional or behavioral abnormalities or that they interpret the treatment 

of people with assumed psychological disorder as stigma. My informants offered a lot of 

commentary on the impact of stigma, its origins, and its relation to help-seeking behaviors. Many 

described stigma as a problematic phenomenon by illustrating the negative impact it has on those 

with known mental, behavioral, or emotional abnormalities—whether known because the 

individual acts abnormally or made known to others because one seeks out mental health 

services. In the latter of these cases, seeking mental health services exposes those with a mental 

illness or psychological struggle by making invisible struggles known to others.  

“Barriers" to Care 

 The phrase “barriers to care” implies that something obstructs care for mental health 

struggles. An underlying premise of “barriers to care” is that people can and should seek care for 

their mental health struggles, the latter which I discussed more deeply in a chapter four 

discussion of inaction and action. My informants tended to value action over inaction as an 

appropriate response to psychological unwellness and privileged biomedical and psy-

interventions when it came to what constitutes “appropriate action.” When action, taking the 

form of care-seeking or actual mental health service utilization, is valued and mental unwellness 

is categorized as a medical issue, it becomes important to identify the factors keeping people 

from taking advantage of the available psychological interventions in Belize. Stigma as a 
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perceived “barrier to care” emerged as a theme when participants shared their thoughts on the 

utilization of their recommended approach to mental unwellness. Most said that the fear of social 

consequences—stigmatization—prevents people from seeking mental health services.  

Many also attributed stigma to “cultural” factors such as normalized ways of managing 

one’s emotions, which by extension indirectly implicates culture in perpetuating mental health 

struggles in Belize. This indirect role of culture in perpetuating mental health struggles occurs in 

a chain of culture “causing” stigma, which keeps people from seeking psy-resources, which 

results in “unaddressed” mental health issues, which results in the assumed continuation of 

psychological struggles. Anthropologist and physician Didier Fassin (2004) refers to the 

tendency to attribute health issues to culture as “culturalism,” and he asserts that non-culture 

related factors are better equipped to explain why people do not act in biomedically desirable 

ways. Culturalism is a useful tool to shift blame and responsibility away from institutions, 

governments, economic factors, and social causes of health to an essentialized notion of culture, 

which becomes the sole explanation for people’s behaviors (Briggs 2004; Fassin 2001). Paul 

Farmer (2006) also argues against the rampant culturalism in scientific literature that blamed the 

spread of HIV in Haiti on cultural practices rather than acknowledging the role of poverty, forced 

migration, and the United States. 

Descriptions of Stigma 

Before I begin describing how my informants discussed stigma, it is important to 

acknowledge the complexity of using Goffman’s (1963) theory of stigma as a theoretical 

framework to make sense of how my informants spoke about societal reactions to abnormal 

behaviors and states of mental unhealth. Applying his seminal concept as a theoretical 

framework is a complex undertaking for a few reasons. First, one must not ignore the invisible 
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ubiquity of Goffman’s (1963) notion of stigma. The omnipresence of Goffman’s (1963) ideas 

means that they have influenced how my informants describe, understand, and make sense of 

family, friend, and strangers’ reactions to those exhibiting diagnosable signs of mental illness. 

My participants recognize negative societal reactions to abnormal behavior as stigma because 

they have been taught and trained, whether directly or indirectly, to see these discriminatory 

reactions as stigma. On another level, these ideas have also influenced me and as a result inform 

how I analyze informant comments and conceptualize reactions to mental unhealth itself. To put 

it more succinctly, the ubiquity of Goffman’s (1963) notions of stigma contributes to the 

complexity of this analysis since his ideas about stigma have become so ubiquitous that they 

influence how I make sense of participant comments while influencing the comments 

themselves. Goffman’s (1963) work shapes both how I and my informants think about reactions 

to psychological unhealth.  

When my interlocutors spoke about stigma, they described it in terms of discrimination, 

social consequences, and mistreatment, reflecting a similar understanding to Goffman’s (1963) 

conceptualization of stigma. In other words, they discussed social stigma, rather than 

institutional or internalized stigma, and described the public reactions to abnormal 

behaviors/emotions or diagnosed mental illness. As I will demonstrate in this section, those I 

interviewed conceptualized stigma in the same way Goffman (1963) defines it—a perceived 

attribute that causes those around an individual with a stigmatizing condition to negatively react.  

I start with a social worker’s comments about stigma that demonstrate an understanding 

like Goffman’s (1963) definition. In our first conversation, Alex and I chatted about a lecture she 

prepared about stigma and mental health. While she had yet to present this lecture, she gave me 

access to her lecture materials and I took brief notes on these materials. The following comment 
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is her answer when, in a continuation of our first conversation, I asked her to tell me a little more 

about the stigma of mental illness. 

Alex, social worker: …we have…seen where, services are turned down to individuals 

because of [mental illness]… even though it’s not supposed to be used against you some, 

that we  -But the stigma, thatsome people will make an effort to use that against you…

people being turned away and, people being treated  -realm of beinghave, falls within the 

less than human, and they live on the street... ou're hidden [y]Even in familial settings, 

behind the door. You stay in a room because [of] your mental illness. You don't…the 

take you anywhere. It's rare that you see an individual [with a mental  family don't

illness] as a part of a family, take part in family activities. 

 

Alex’s begins by describing some of the discriminatory behaviors she has observed against those 

with mental illness, and continues by illustrating how people treat those with mental illness as 

“less than human” even when the individual with a mental illness is a family member. She 

describes stigma in terms of the stigmatized being turned away from services, being hidden from 

the outside world, and being discriminated against. In other words, she recounts some reactions 

to mental illness which she categorizes as stigma. 

Alex’s description of the negative reactions reflects a conceptualization of stigma like, if 

not influenced by, Goffman’s (1963) focus on the social phenomenon of stigma. Her comment 

about how mental illness is not supposed to be used against people suggests that reality 

contradicts what is supposed to happen, and that people do use ones mental illness against them 

by negatively reacting in the ways she describes. While I cannot speak to how reflective of 

reality Alex comments are, her comments reflect a similar understanding to Goffman’s (1963) 

understanding of stigma. Shortly after Alex’s above comments, she said that people look down 

on mental illness. I asked her to tell me why she thinks people look down on it, and she said it is 

“[b]ecause it’s the whole thing that- that is not considered a norm.” This theory about why 

people look down on those with a mental illness incorporates notions of normalness, reflecting 

another aspect of Goffman’s (1963) conceptualization of a stigma as “an undesired differentness 
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from what [most people] had anticipated” (5), or in other words the role of perceived deviance 

from the norm in negative reactions like the ones mentioned by Alex.  

 Other participants also described stigma in terms of discrimination or other negative 

social reactions to mental illness, further demonstrating an understanding of stigma as a social 

phenomenon. The following two quotes demonstrate how descriptions of stigma highlight the 

discriminatory reactions to those with mental illness. 

Cintia, school counselor: there still is, I must say, a stigma? Related to mental health. 

There still some type of discrimination, um for people with mental illness, but it is far 

less? [Now?] 

 

Barbara, mental health advocate: [… any sort of, um, mental health diagnosis,  having ]

means that um, they're going to be shunned from their community 

 

Sylvia, school counselor: -It's- if- if you say to somebody “Oh, I think you might be 

depressed.” Or, “I think you might be suffering from anxiety.” Especially in the case of, 

adults? I don't see more s- much with students? But mostly with adults? It's like you're 

telling them that they have, leprosy...Or like now, if you’re—if you’re telling them they 

have coronavirus. It’s like… “Oh no, not me. That would never happen to me” that type 

of thing. 

 

The above quotes, like the social worker’s thoughts about stigma, demonstrate how some of my 

interlocutors conceptualize stigma as a negative social phenomenon. The social consequences 

include discrimination, being shunned from the community, and not being included in family 

activities. 

A mental health advocate named Tysha spoke about stigma similarly during our 

conversation. According to her, people gawk at and mistreat those with visible signs of disorder. 

She illustrated some of the social consequences of observable behavioral abnormalities in an 

anecdote about grocery store reactions to a little girl with autism. She told me about how when a 

local family first moved in, strangers would gawk at the daughter with autism when her family 

brought her to the grocery store because the daughter’s presence violated norms. According to 
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Tysha, most people do not bring someone with observable psychological or behavioral 

abnormalities to public spaces such as the grocery store. Tysha told me that she has tried her best 

as a mental health advocate to encourage community members to treat people with mental illness 

like normal people, which has included encouraging grocery-shoppers to not stare at the girl with 

autism or anyone else acting abnormally. In short, she has pushed to normalize invisible and 

more obvious mental health struggles to try to combat some of the social consequences, 

including discrimination, of mental illness.  

Several others discussed the importance of normalizing mental health struggles or at least 

normalizing receiving mental health services. The perceived need to normalize mental health 

struggles perhaps highlights the role of abnormality in stigmatization since normalization is 

presented as the solution to the mistreatment of those whose mental disorder diagnoses, 

abnormal behaviors, or psychological experiences mark them as “different.” Perceiving these 

experiences as abnormal and somehow different is thus encompassed in comments about stigma, 

and their key role in stigma echoes how Goffman (1963) theorizes perceived abnormality as a 

key part of stigma. 

Overall, discrimination and mistreatment of people with mental illness seem to be key 

elements in how my informants conceptualize the social stigma of mental illness in Belize. Their 

ideas about stigma echo Goffman’s (1963) notion of stigma as a term describing social reactions 

and understandings that bar those with stigmatized conditions from full social acceptance and 

tolerance (Coker Stigma 2005; Jenkins and Carpenter-Song 2008; Littlewood, Jadhav, and Ryder 

2007; Goffman 1963). 
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Where Does Stigma Come From? Ideas about the Origins of Stigma 

 In a few interviews, I asked my informants where they thought the stigma came from. In 

other interviews, people volunteered their theories about the origins of stigma. Most 

conceptualized stigma as a learned “ignorance” about mental illness and discrimination against 

those with diagnosed or diagnosable psychological disorder, pointing to a socially constructed 

aspect of ideas about mental unwellness. Most felt that stigma is culturally constructed and a 

cultural issue, describing theories of parents teaching children to not cope with emotions in a 

process of passing down cultural norms of dealing with mental health struggles from older to 

younger generations. According to my participants’ theory, older Belizeans socialize younger 

Belizeans into handling negative emotions or struggles, which my informants believe contributes 

to culturally normalized reactions to those who deviate from the norm by expressing 

psychological struggles in socially unacceptable ways. 

In the words of a school counselor named Sandra, Belizean culture “set[s] the stage” for 

stigma and mental unwellness. According to Sandra, “setting the stage” involves Belizeans 

raising their children to not express their emotions, resulting in an emotionally unsupportive 

environment that stigmatizes those who share their mental struggles. In the following comments 

about the sources of stigma, a mental health advocate and three school counselors describe how 

“not dealing with it” is passed down from one generation to another. 

. It’s too, it’s too Deal with it .do notSandra, school counselor: Belizeans culturally, 

messy…It's too messy. And, and it's been um. Cycled through generation after 

ever told me that. Her mom generation. So someone will say to you, “Well, my mom n

. It’s generational.wowyou know?...It’s like,  ”-mom never tau hernever told her that,  

 

Esther, mental health advocate: I don't think it, it starts from like, home?…  -I think it's

the idea of feeling what you're feeling is actually something that is encouraged. We’re 

just taught to get over it. 
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talk about [mental …just casually speaking? People don’t Sylvia, school counselor: 

with um, how we’ve been socialized…it’s not  -it has to do withillness.]…I think 

something that’s, discussed in the home…When I talk to students about mental health 

able to and, wellbeing…I let them know…it’s about your emotions. And how you’re 

manage it. And, that simple conversation, doesn’t happen in the homes. 

 

Emilia, school counselor: [Mental health] starts from when you’re a child? Growing up? 

you need to  Your parents, they play a vital role…They teach you everything, that

And so it's know…before you go to school. Then, the teacher is an important role…

about, as a society, we, pull in our emotions and, if you let out your emotions, you're 

to cry. I'm considered weak. And so you grew up believing that, that I'm not supposed 

not supposed to show my emotions. So I'm supposed to, be this strong person. And I 

think that can affect your mental health because, if you reach a point where, it gets too 

much? Then, you can reach that breaking point. 

 

The above quotes generalize Belizeans as not dealing with their emotions, which is something 

that some of my informants connect to stigma. My interlocutors conceptualize the culturally 

appropriate, normalized way of emotion management as a pattern of not dealing with emotions, 

and this norm problematizes psy-resource seeking since doing so deviates from the cultural 

norm. My participants theorize and conclude that Belizean are socialized into not dealing with 

their emotions and as a result, grow up not expressing them.  

Later in her interview, Sylvia told me how she began teaching her teenage son coping 

skills at a young age and expressed the importance of doing so. When he was a young child, she 

would tell him to verbally express his upset feelings to her or to physically remove himself from 

a situation when he felt like screaming or was upset about something his little brother did. She 

then went on to say, 

I think- those simple, simple interactions? It helps kids from an early age learn how to 

control their emotions…to um, think about [their] actions…how you, relate and when 

you interact with other people. And, like I said. Growing up, you don’t get that growing 

up as a child. My parents didn’t talk to me like that. 

 

Developmental psychology literature identifies parents as a key influencer in emotion 

socialization of children (Raval and Walker 2019) with the understanding being that socialization 
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begins in the family setting and extends to other social worlds as the child enters them 

(Eisenberg, Cumberland, and Spinrad 1998; Zahn-Waxler, 2010). It should be noted that much 

of this literature, like much psychological literature, samples from Western countries and the 

findings cannot be generalized to all contexts. I mention developmental psychology’s 

conclusions because my informants make the same conclusions about how Belizeans learn to 

express their emotions and deal with them. Or rather, they make the same conclusions about 

what they identify as culturally normalized way of learning to not express or deal with emotions. 

I suspect developmental psychology’s conceptualizations of parent-child emotion socialization, 

which may have been taught in some distilled or expanded version in the graduate-level 

psychology programs some of my informants attended, have influenced how my interlocutors 

make sense of Belize’s culturally “appropriate” way to navigate their emotions. Those mental 

health professionals and advocates I interviewed conclude that normalized ways of not dealing 

with emotions cycle “through generation after generation,” teaching Belizeans at home “to get 

over” and not show their emotions. In the case of some, the assumed solution is to teach kids 

how to properly navigate unpleasant feelings and therefore end the generational cycle of parents 

teaching their children to ignore their emotions and not deal with them. 

Many anthropologists have written about the prioritization and the suppression of certain 

emotions in different contexts (Rebhun 1994; Röttger-Rössler et al. 2015; Miller and Sperry 

1987; Wikan 1989). Of particular interest is Rebhun’s (1994) exploration of women’s emotion 

work in the lower working class of Caruaru, Brazil and the surrounding rural area and villages; 

emotion work which requires “housewives, pieceworkers, seamstresses, bakers, and clay artisans 

married to factory workers, painters, mechanics, and peddlers” (169) to circumvent expressions 

of anger and envy in order to meet obligations of being loving, nurturing, and forgiving (174). 
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Some disguise their anger in sarcasm, bite their lips, pray that their anger will not explode, or 

employ other strategies to suppress expressions of anger. According to my informants, culturally 

normalized ways of managing emotions expect Belizeans to suppress negative emotions such as 

sadness or anxiety because they are “supposed” to be strong or because they have no “real” 

reason to be sad. Suppressing negative emotions such as these allows people to avoid criticisms 

of being weak. Suppressing negative emotions also allows children to avoid the inevitable 

reminder or lecture from parents that they (the parents) provide the child with food, an education, 

and a home; so therefore, the child does not “have any worries” or “have any reasons to be 

upset.” And so, at least according to the notion of cultural normalized ways of managing 

emotion, the child learns to suppress their emotions and to not talk to others about their feelings. 

According to my participants, children utilize different strategies as they grow older to avoid 

expressing and feeling their emotions, strategies such as praying the feeling away, self-

medicating with alcohol and other substances, sleeping, or simply ignoring the emotion. 

“Crazy” as a Specific Stigma Term 

A key aspect of Goffman’s (1963) definition of stigma is the presence of stigma specific 

terms marking the individual with a stigmatizing condition. In the case of a mental illness stigma 

in Belize, “crazy” and “mad” are the stigma specific terms (Goffman 1963) for mental illness. 

Ethan Watters (2010) also writes about how the United States makes the world “crazy” or “mad” 

like Americans through globalization. While my interlocutors themselves did not use the word 

“crazy” as a label for mental illness, they perceived it as “common language” in Belize to refer to 

psychological struggles. Their comments about the “crazy” label suggest that they perceive 

others in Belize using it to synonymously refer to mental illness. The following quotes 
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demonstrate how “crazy” is a synonym for mental health struggles or general psychological 

unwellness, and how they perceive this as a negative label. 

Sandra, school counselor: They use that word crazy as a real, um, um, horrible, just 

negative, like. “Oooh, you don't wanna ever be labeled in that.” But, if you display a 

certain [mental] unwell- then you must be crazy. 

 

Esther, mental health advocate: 're crazy. That's the …if you're, mentally ill, you

automatic thing to be, like, associated with? 

 

Natalia, mental health advocate: for us in Belize it's like, well, if your mental health and 

crazy.you're a retard or you're .. That has a dirty, negative connotation to it. 

 

Jaime, professional counselor: developed The people would just say [about a man who 

schizophrenia], “Oh. He gone crazy” 

 

Barbara, mental health advocate: I had taken my students to meet with [the psychiatrist 

“You know, sometimes you've got somebody [with a mental so she said, area] …in our 

diagnosis] in the hospital and you're trying to work with them and the family is  illness

you know, because you know, they're  ’-just like, ‘What? No! we can't take them bac

crazy then.  

 

Alex, social worker: the acute  -the -iew Center which houses theV the Palm -the

[psychiatric] patients. Was um, once called crazy house. 

 

As the above quotes demonstrate, those I interviewed reported that others use “crazy” as a label 

for mental unwellness. Alex’s comment then demonstrates how this label extends beyond 

describing people and is used to describe a mental health facility housing acute patients. 

Other Belizeans made similar comments about “crazy” as a common label for those with 

known or assumed psychological struggles. In fact, a social worker gave a presentation about 

reducing stigma and discrimination in a Mental Health Association meeting and discussed how 

Belizean society labels and describes mental illness as “crazy,” suggesting the widespread use of 

the label. My data, and the commonality of people frequently mentioning “crazy” when 

discussing stigma, does suggest that my interlocutors perceive the label as a key piece of social 

stigma and how they also see it as “common language.” While these comments do not shed light 
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on whether “crazy” is common language, they reflect a perception that “crazy” is a stigma 

specific term for mental illness, which then reflects conceptualization of stigma like, if not also 

influenced by, Goffman’s (1963) definition. The perceived ubiquity of labels also provides an 

example of the incorporation of labels associated with mental illness in everyday language, 

which Scheff (1966) discusses in his argument about the socially constructed nature of mental 

illness. Scheff (1966) writes about how mental illness-related labels are reproduced on macro 

(popular culture, mass media) and micro (individual interactions) levels. While I found no 

evidence supporting his claim about the reproduction of labels associated with mental illness on 

macro levels, my informants’ comments support his claim that people reproduce these labels in 

individual reactions and contribute to the commonality of the “crazy” label.  

  My participants also said that people associate psy-service utilization with craziness, 

providing another application of the stigma specific term (Goffman 1963). While mental health 

service usage is not stigmatized per-se, utilization indicates mental illness, which is stigmatized 

as has already been demonstrated. I will explore the perceived role of stigma in health-seeking 

efforts more in the next section. Applying Scheff’s (1966) notion of residual rules to norms of 

dealing with emotions in Belize and building on comments about the origins of stigma, residual 

rules may dictate one to not discuss their psychological struggles, behavioral abnormalities, or 

emotions. Culturally normalized ways to cope are drinking alcohol and not addressing the mental 

health concern. These norms may help explain why people are described as giving the “crazy” 

label to those seeking mental health services, which directly violates the unspoken residual rule 

that one should not deal with their mental health struggles. In short, my participants describe the 

commonality of “crazy” to label those with observable behavioral or emotional abnormalities 
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and those who utilize psy-services, which I think also describes an established, residual rule 

(Scheff 1966) for dealing with emotional struggles. 

Stigma as a Perceived Barrier to Care 

 Apart from discussing the social consequences of mental illness stigma, my interlocutors 

identified the social stigma associated with mental illness as a factor preventing people seeking 

help for their psychological struggles. They saw stigma as a barrier to care because they interpret 

it as preventing people from recognizing their symptoms and from seeking professional mental 

health services. Their assumptions about stigma as an inhibitor of help-seeking behaviors is a 

position that much psychological literature takes as well (see Corrigan, Druss, and Perlick 2014; 

Gary 2005; Noyes et al. 2011; Shidhaye and Kermode 2013; Thornicroft 2008), which perhaps 

suggests the influence of these ideas the assumptions about the influence of stigma on psy-

resource seeking efforts. 

It should be noted that stigma was not the sole identified barrier to care but was the one 

most commonly mentioned. The other factors cited as contributing to decreased health-seeking 

behaviors were the cost of private mental health care, which is preferable to free government-

provided care because of its anonymity; ignorance about the symptoms of various types of 

mental illnesses, the abnormality of one’s moods and behaviors, the usefulness of psy-resources 

for people with mild to moderate psychological struggles, and others; one’s upbringing, 

specifically how and for what they were disciplined; confidentiality concerns, which stem from 

fears that Belize’s “gossipy” culture will lead to others knowing that they are mentally unwell; 

culturally normalized ways of dealing with emotions; non-biomedical (religious and 

“superstitious”) understandings of abnormal behavior; and non-biomedical practices. In some 

instances, like in the cases of discourse on ignorance or culturally normalized emotion 
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management strategies, my participants cited these as contributing factors to societal 

stigmatization, mistreatment, and discrimination of those experiencing psychological unwellness. 

In other words, it is unclear whether my informants understand these other factors as directly 

keeping people from utilizing psy-resources or whether they conceptualized the above-

mentioned factors as indirectly preventing people from seeking mental health care by 

contributing to stigma, which then decreases health-seeking efforts. To put it very simply, it is 

complicated. Other contributing factors are entangled with stigma, sometimes assumed to be 

contributing to it and sometimes assumed to stem from it. But a common thread running through 

most interviews was to describe stigma as a barrier to mental health service use.  

According to my informants, not only are mental health struggles stigmatized, but 

Belizeans stigmatized the utilization of psychological health services because it indicates that 

one has mental health struggles. As an informant put it so concisely, Belizeans “would…think 

that counseling is only for, crazy people,” suggesting that psychotherapy clients must be “crazy” 

because it is thought to only be for “crazy” people. Mental health professionals and advocates 

described the strong fear of being discriminated against or called crazy as factors keeping people 

from seeking mental health services or telling others about their struggles. One individual even 

told me that he is afraid to tell his coworkers about his diagnosed anxiety disorder because he has 

heard colleagues gossip about coworkers’ diagnoses and does not want to be negatively 

perceived or gossiped about. He said he feels like a hypocrite since he does not follow the 

recommendations he makes to his clients to tell others about their mental struggles, which 

implies that people should get help and is in line with the broader tendencies of my informants to 

recommend action over inaction in navigating mental unhealth. 
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The following comments are examples of how my informants spoke about stigma as a 

barrier to mental health services: 

Jaime, professional counselor: I- I don't, I don't- I don't think there should be a barrier to 

therapy for those people who want it. But, because of a lot of the stigma, a lot of people, 

just don't access therapy. 

 

Cintia, school counselor, when discussing how a client did not want to go to a Psychiatric 

Nurse Practitioner to be diagnosed with a mood disorder: … ult time we still have a diffic

with people going to the hospitals and going to the PNP... so it would be easier if they 

would come to my office, and do whatever they're supposed to do in my office...But not 

physically going to the hospital. So, there is a lotta shame, a lot of labeling, and a lotta 

name calling connected to...mental health in Belize still. 

 

Shelly, mental health advocate: It is because of stigma and discrimination. Um, there is a 

reluctance to- to reach out for mental health services. 

 

Barbara, mental health advocate: When, it's hard for some people as well to go, to the, to 

pay them to go and see the  the government hospitals where you don't have to

psychiatrist, um, but again, people will see you going there. So it's this, stigma, right? 

[That p]eople don't want. 

 

Sylvia, school counselor: people know, “Oh. There's, certain clinics in Belize City that 

That's for people who have, mental problems.”…So a lot of people, won’t want- even 

though the clinic offers, diverse service. They might, feel, a bit resistant to go to the 

clinic? Because it's like, “Oh, (but) I don't want anybody know that. I don't want anybody 

to think that. Some- thing [is] wrong with me.” 

 

The above comments describe stigma as a barrier to mental health care service utilization such as 

psychotherapy, going to the Psychiatric Nurse Practitioner, and going to the psychiatrist. In 

short, people do not want to seek services because they do not want anyone thinking that there is 

something wrong with them. Cintia, a school counselor, even claims that people would rather 

come to her private office to receive psychiatric services rather than go to the hospital, where 

others would be able to see them getting mental health treatment. Barbara, mental health 

advocate, also comments on how the fear of psychiatric stigmatization makes it difficult for 

people to go to the hospital for free services since doing so is public. Later in her interview, 

Barbara recounted a conversation with a psychiatrist about the reluctance to seek psychiatric 
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services in public settings. According to Barbara, the psychiatrist said that ardly anybody [h]“

wants to come and see me during the day, at the clinic or at the hospital.” Barbara said this was 

because people do not want to be seen seeking psychotherapy or other psy-resources.  

The following comments were responses to the question “do you think that enough 

people seek [recommended approach or reaction to mental health struggles]?” They discuss the 

stigma-related reasons why people do not utilize mental health services. 

Cintia, school counselor: …they would also think that counseling is only for, crazy 

people. 

 

Christiana, professional counselor: No. I don't have- think so. Um, I think there’s two 

reasons…I think there is a lot. I think there is still a lot of stigma here, about mental 

health. 

 

Emilia, professional counselor: I would say no, because it's still stigmatized and it still 

like, “Oh, I don't talk about my problems. I don't air dirty laundry, to other, to other 

people like, keep it within the family.” So I would say, no, but at the same time, there are 

organizations that are trying to like, break down those barriers and normalize it. 

 

Natalia, mental health advocate: No. They don't. I think, again? It's that post-colonial 

attitude of thinking, “I'm not crazy.” And I think it's not only post-colonial, I think it’s 

general worldwide… “I'm not crazy. I don't need to go to therapist.” 

 

Cintia, Christiana, Emilia, and Natalia demonstrate a similar perception of stigma as an obstacle 

preventing individuals from taking advantage of mental health interventions. Their comments 

also demonstrate their assumption that the general Belizean public conflates mental health 

service utilization with craziness.  

Overall, the examples in this section suggest that the mental health advocates and 

professionals consider stigma and the “crazy” label, a stigma term, as factors preventing people 

from seeking mental health services. My interlocutors interpret this as stemming from a belief 

that counseling and other services are “only for crazy people,” which is a belief that mental 

health campaigns strive to address. The perceived connection between stigma and not seeking 
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mental health care demonstrates how my interlocutors interpret decisions to not seek 

psychological interventions as a stigma management strategy, all while subtly suggesting that 

people should week out mental health care. According to my informants, the fear of being 

discriminated against keeps people from going to psychotherapy, the psychiatrist, and 

Psychiatric Nurse Practitioners. In other words, not seeking psychological help allows people 

with diagnosed and undiagnosed mental illness to fly below the public radar by concealing their 

struggles, but my informants feel this is problematic because it results in these people not 

seeking psy-resources, which as I discussed in chapter four is “inappropriate.” 

Assumptions that Not Seeking Care is a Type of Stigma Management 

Why is mental health care potentially problematic for individuals facing psychological 

struggles? According to my informants’ ideas about other Belizeans, seeking mental health 

services is potentially problematic (depending on who you ask) for people because it makes 

sometimes invisible psychological struggles known to others. If their struggles are not directly 

observable, help-seeking efforts make these mental health struggles apparent. When one goes to 

an office known to provide mental health services or tells others that they utilize psy-resources, 

the assumed or confirmed use of psy-interventions signifies disorder because psychological 

services are not as normalized and may be assumed to only be for those who are “crazy.” So 

while the care-seeking itself is not stigmatized, what it signifies—psychological health 

struggles—is stigmatized. Perhaps my informants are identifying a type of stigma management 

strategy since, according to them, therapy and other mental health services are perceived as being 

“just for crazy people,” so by not seeking care people do not mark themselves as “crazy.” 

 My informants seem to interpret not seeking care as a stigma management strategy. I 

categorize it as an effort to conceal disorder (Goffman 1963) so that one can pass as normal. 
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Especially since healthcare seeking indicates disorder, doing nothing public about one’s 

psychological concerns and remaining secretive helps one with obscured symptoms pass as 

normal. Jenkins and Carpenter-Song (2008) describe the element of secrecy in stigma 

management among people diagnosed with schizophrenia, which motivates strategies of acting 

normal by hiding medication and taking it in secret or trying to control one’s thinking and 

emotions. Eaves et al. (2014) describe how many people with Temporomandibular Disorders, 

disorders which are not always outwardly obvious but nevertheless are linked to chronic face and 

jaw pain, do not bring up their pain concerns with medical professionals to avoid the 

stigmatization of chronic illness.  

My participants believe that the general Belizean public think that not seeking psy-

services or discussing their concerns helps people conceal their struggles and therefore put 

distance between themselves and a stigmatized condition. For my participants, this is 

problematic because they believe that people should seek the “appropriate” mental health care 

for their concerns. Like I explored in the previous chapter, action is recommended over inaction. 

One should do something to address their poor mental health. 

Conclusion 

The point of this chapter was not to capture an accurate picture of psychiatric stigma in 

Belize or how it impacts health-seeking efforts, but to investigate how my informants discussed 

the discriminatory, non-socially accepting social responses to those diagnosed with or assumed 

to be diagnosed with a mental illness in terms of psychiatric stigma. I found that their 

descriptions resembled Goffman’s (1963) conceptualization of social stigma in America, which 

may be the result of the likely influence of his ideas on how participants conceptualize negative 

reactions to mental unhealth. Mental health professionals and advocates also highlighted the 
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commonality of the label “crazy” as a stigma specific term in Belize to refer to those 

experiencing mental unhealth. I also analyzed my informants’ theories about the origins of 

stigma, which they said stemmed from how Belizeans are taught to deal with their emotions. 

Last, I explored the perceived role of stigma in preventing individuals from reaching out to 

psychological professionals. When discussing why people do not seek mental health services, my 

informants expressed that Belizeans do not seek professional psy-resources to avoid the stigma 

associated with mental unwellness. Participants identify this stigma management strategy as 

problematic because it keeps people from seeking mental health care, which is undesirable 

because doing so is assumed to not address the problem of mental health.   
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Chapter 7 

Conclusion 

On a broad level, my findings contribute to an understanding of the complexity of mental 

health service utilization in Belize. Those I spoke with encouraged people to be aware of the 

mental health struggles of themselves or others and to realize that these struggles may be signs of 

diagnosable mental illness. Biomedicine, psychiatry as a branch of biomedicine, and mental 

health service providers are understood as the authority figures best equipped to educate the 

public about mental health on Open Your Eyes segments as well as the knowledge system best 

equipped to treat psychological struggles. In Open Your Eyes segments, there is a drive to 

educate viewers about mental health so they can learn about the signs of mental unhealth and 

biomedical/mental health service providers are the ones constructing the “need to know” 

information about mental health. Then in participant interviews, psy-resources are privileged in 

treating mental unwellness, meaning that there is a constrained flexibility with how one’s mental 

health care should be tailored. In other words, personalized psy-intervention plans are understood 

as the “best” way to manage psychological struggles, which grants authority to biomedical and 

mental health professionals and privileges psychological theories of etiology, thus privileging 

biomedical/psychological causation theories of mental unhealth. Both privilege biomedical 

knowledge of mental health, whether in granting mental health professionals authority to treat or 

educate others about mental illness.  

As my informants discuss recommended ways of navigating psychological unhealth, they 

shared that one should do something about their struggles. Valuing action, recommended in its 

“appropriate” form of psy-service utilization, over inaction connects to the notion that societal 

reactions to mental illness are problematic because they keep people from seeking psy-resources. 
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Discussions of stigma as a barrier to care are wrapped up in notions of mental health care as the 

most “appropriate” response to psychological struggles because these considerations strive to 

identify why people are acting in biomedically undesirable ways. Considerations of what keeps 

people from utilizing psy-resources try to pinpoint the rationale for people turning to non-

biomedical practices, which ultimately becomes a discussion of what “gets in the way” of 

“proper” behavior or emotion management. Participants identify stigma and other factors as 

barriers to care, and these assertions are underscored by the notion of the problematic nature of 

these factors and the perceived need to correct them whether by acknowledging that everyone, 

including those diagnosed with a mental illness, has their own sets of strengths and weaknesses, 

or by teaching the upcoming generation to manage their emotions in more “appropriate” ways. 

My findings about biocommunicability are interesting when compared to Briggs and 

Hallin’s (2016) observations of local mainstream health news in the United States because while 

their findings suggest a move away from the biocommunicable model of authority, my analysis 

does not reflect as strong of a shift away from this model. This may be due to a difference in 

data. Briggs and Hallin (2016) supplemented their exploration of health news media with 

qualitative interviews while I did not interview any featured guests about how information about 

mental illness should be circulated, who the authority figures are in this information, or even 

about the perceived purpose of Open Your Eyes segments. Perhaps these differences in findings 

are due to the different contexts of my research versus that of Briggs and Hallin (2016), or the 

type of health news. But even at that, one might predict similarities due to the influence the 

United States seems to have on Belize. Despite the different contexts of our studies, my 

observation of the segments’ reliance on the guest as an authoritative voice of knowledge about 

mental health topics echoes Holland’s (2017b) finding that journalists value the expertise of 
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mental health professionals as sources. Again, despite the varied national settings of our studies, 

my research demonstrates that mental health news may perceive psy-experts as the rightful 

sources of psychological knowledge just as Holland (2017b) observes in Australian mental 

health news. 

In the segments of the Open Your Eyes morning television show that I analyzed, 

emphasis on the need for education and public awareness may mask the larger structural factors 

or potential colonial legacies perpetuating the maltreatment of those perceived as different. It 

also has the potential to oversimplify what the hosts and guest identify as an issue of ignorance, 

but instead may just be a difference in conceptualizations of behavior (or health, or the range of 

possible experiences, or abnormality vs. normality, or anything else informing the evaluation of 

health, behaviors, or well-being). This points to the performative power of mental health news in 

categorizing the teacher who punishes repetitive behaviors (which are associated with autism) as 

simply needing education because they do not understand the signs of autism spectrum disorder. 

It also casts a perception of one’s extreme experience as “normal” as an issue of unawareness 

about mental disorder symptoms, when one may already be aware of these signs and still 

interpret their behavior and emotions differently. Furthermore, promoting education assumes that 

viewers will accept this information and that they are not already knowledgeable about mental 

health. This is limiting because it does not acknowledge the full spectrum of how their audience 

approaches information about mental health, the factors contributing to their awareness of mental 

illness, or the influences of health decisions. 

 I find it particularly interesting that Open Your Eyes guests tend to present the body of 

mental health information as an uncontested realm given the varied ideological paradigms 

comprising the discipline of psychology (Luhrmann 2000). Each school of thought, 
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psychological subdiscipline, and mental health professional does not take an identical stance 

about the causes of mental illness or recommended interventions (Luhrmann 2000). While they 

do not explicitly say that psychology is a unified body of knowledge, psy-experts on Open Your 

Eyes do not discuss the contradictions in ideas about mental health. Perhaps psy-experts do not 

discuss contradictions because the signs of general mental health problems or specific diagnoses 

are a standardized, and therefore uniform, set of information found in the authoritative 

Diagnostic and Statistical Manual of Mental Disorders, Fifth Edition or the International 

Classification of Diseases-11. These are authoritative, standardized texts that psychiatrists of 

varying schools of thought adhere to when officially diagnosing individuals with mental 

disorders. Perhaps the perceived uniformity of this knowledge stems from this standardization. 

Interviews revealed that informants asserted that one should do something about their 

psychological unwellness, valuing action over inaction. But as they described the preferred 

reaction to struggles and emphasized the flexibility of care, they privileged biomedical and psy-

resources therefore placing limitations around what is considered acceptable care. They also 

labelled non-biomedical practices as “superstitious” practices. Stigma, “misguided” religious 

beliefs, or “superstitions” such as Obeah were implicated in considerations about why people do 

not utilize “appropriate” care options.  

Much research has highlighted the many factors contributing to health-related decisions 

(see a few examples in Beals 1976; Leslie 1980; Ong 1995; Whitmarsh 2008; Young 1981) and 

decisions to turn to non-biomedical practices (Arthur and Whitley 2015; Bonander et al. 2000; 

Geissler 1998; Lock and Nguyen 2018; Leslie 1980; Littlewood 1988; Young 1981). In writing 

about medical pluralism, Lock and Nguyen (2018) point out how “biomedicine alone is not 

sufficient to meet the needs of vast numbers of people” (55), which drives people to turn to 
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multiple medical systems, including consulting non-biomedical practitioners, when navigating 

illness and disability. Lock and Nguyen (2018) also highlight how the tendency of individuals 

around the world to turn to both biomedical and non-biomedical systems evidences the partial 

ability of biomedicine to meet the needs of everyone.  

In concluding her ethnography of American psychiatry, Luhrmann (2000) considers what 

happens when psychiatry is not “enough;” in other words, what happens when patients are not 

satisfied with psychotherapy, psychopharmacological interventions, or psychiatry as a whole. 

She points out how when psychiatry is not enough, some turn to religion to explain their 

experiences, inform the language they use to discuss their suffering, or supplement or replace 

current management strategies (Luhrmann 2000). Borrowing the language of Lock and Nguyen 

(2018), these individuals turn to religion when psychiatry is not “sufficient” to meet their needs. 

Leslie (1980) also describes some reasons why people may turn to non-biomedical practitioners 

in his writings on medical pluralism—reasons including how cosmopolitan medicine is less 

effective than “alternative” therapies in some instances despite its specializations, and how 

biomedicine is not equipped to meet demands in the United States. Leslie’s (1980) comments 

show how biomedicine may not be “enough” even though it can provide specialized care. 

According to Luhrmann (2000), the same is true in psychiatry; people turn to alternative (non-

psychiatric) systems despite the availability of specialized treatments targeting psychodynamic 

or disease related causes of psychological struggles. 

The research discussed above suggests that biomedicine and psychiatry are not enough to 

comprehensively or adequately address the needs of everyone. For this reason and others, people 

consult other medical systems and take medically pluralistic approaches. This research also 

demonstrates how health related decisions, including decisions to seek non-biomedical 
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interventions, are complex and depend on many factors. Attributing “inappropriate” mental 

health management strategies to stigma and “superstitious” beliefs has the potential to 

oversimplify health related decisions and overlooks the many factors informing how one 

navigates their psychological struggles. Participants also run the risk of falling into “culturalism” 

when blaming decisions to not seek psy-resources on stigma, “superstitious” practices, and 

normalized ways of dealing with emotions. Culturalism is the assumption that culture accounts 

for all human behavior and therefore is to blame when health issues arise (Fassin 2001, 2004). 

While participants do not blame mental unhealth on culture, culture is in some ways implicated 

in the perpetuation of psychological struggles. This happens in a process of attributing continued 

mental health problems to doing “nothing,” doing “nothing” to fears of stigma or “superstitious” 

beliefs, and stigma and “superstitious” beliefs to culturally normalized emotion management 

strategies.  

Blaming undesirable mental health management strategies of not seeking care or seeking 

a priest instead of psychopharmacological intervention runs the danger of ignoring macro, micro, 

and individual factors. This blame game ultimately simplifies human agency in how they decide 

to go about their mental unwellness while imposing a judgment of Belizean society as 

“superstitious” and “stigmatizing” to those with abnormal behaviors. More research is needed to 

investigate the factors informing decisions to not seek mental health services in Belize and 

decisions to seek specific types of non-biomedical interventions or practitioners. Other 

recommended topics of research would be to explore the experiences of those who previously 

utilized psy-resources in Belize but either do not or would not use them again; in other words, an 

exploration of why some have turned away from psychiatry in managing mental unwellness in 

Belize. 
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 My interlocutors’ descriptions of stigma and how it leads to people concealing a family 

members’ illness echo the concealment of women with mental illness in Maharastra, India 

(Skultans 1991). Whether their descriptions are true depictions of Belizean society’s treatment of 

those exhibiting abnormal behaviors, I am not sure. More research is needed to provide a clearer 

picture of how those with psychiatric conditions are treated in Belize. Descriptions of stigma are 

valuable because they reflect how mental health advocates and service providers perceive the 

social reactions to mental illness, and the frequency of such descriptions across participants in 

different areas of the country potentially suggest a shared understanding and perception of 

stigma.  

My informants described stigma in terms of discrimination, highlighting the social nature 

of stigma. While likely influenced by Goffman (1963), this conceptualization is in line with his 

definition of stigma, which is itself a “western analytical term” (Littlewood, Jadhav, and Ryder 

2007) that focus on the interactions between the stigmatized and those who can conform to 

societal norms. Some scholars suggest that psychiatric stigma is a universal (Link et al. 2004) 

occurring in western and non-western countries (Bergstresser 2006). If my informants’ 

comments about psychiatric stigma in Belize are true, perhaps they would provide an example of 

stigma in a non-western country previously under the control of Great Britain, a western country. 

More research is needed to explore the role, if any, of western influences in attitudes toward 

people with psychiatric struggles or psy-resources in Belize. Another interesting avenue for 

further exploration might be to investigate the colonial legacies present in societal reactions to 

mental unwellness. My informants’ descriptions of stigma also fit in the working definition 

proposed by Littlewood, Jadhav, and Ryder (2007), which highlights the restrictions that stigma 
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places on one’s participation in life in the form of avoidance, segregation, exclusion from public 

participation, and other manifestations. 

Participants also categorized stigma as a barrier to psy-service use, which contradicts the 

conclusions of some psychological studies that stigma is not a significant barrier to care 

(Golberstein, Eisenberg, and Gollust 2008; Sharp et al. 2015; Noyes et al. 2011) and is in line 

with other conclusions that stigma impedes health-seeking or care utilization (Angold et al. 2002; 

Corrigan 2004; Costello et al. 2001; Thornicroft 2008). These conflicting conclusions about 

stigma may be due to a difference in population, methodology, definitions of stigma, or 

definitions of service utilization but ultimately suggest that little universal conclusions can be 

made about the connection between stigma and psy-resource use. Despite this, my informants 

assume that stigma keeps people from seeking professional mental health services, and these 

considerations are very much wrapped in the privileging of biomedical interventions over non-

biomedical practices or decisions to do “nothing.”  
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