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				The most potent weapon in the hands of the oppressor is the mind of the oppressed.

				—Steve Biko

			

		

	
		
			Author’s Content Warning

			This book repeatedly discusses trauma, violence, sexual assault, suicide, homophobia, racism, and mental health in explicit and sometimes graphic detail.

		

	
		
			
				Introduction

				On a wooden bench under a shady acacia tree, a young woman divulges her marriage problems to a grandmother. Members of the same community, the two connect like magnets: drawn to each other by shared experience. The grandmother understands the young woman’s concerns because, at some point, they have been the grandmother’s own. The grandmother softens her gaze and gives advice for how to repair the marriage. The young woman leaves feeling lighter, unburdened. The next week, she will return to the bench under the tree with an update.

				From afar, this encounter could be mistaken for the casual meeting of friends. But this is a therapy session offered by the Friendship Bench—a community mental health intervention based in Zimbabwe, where more than two thousand grandmothers[1] have provided therapy to more than 600,000 “patients,” far more than Zimbabwe’s twelve[2] psychiatrists ever could.

				The idea for the Friendship Bench came to Dixon Chibanda, one of the twelve Zimbabwean psychiatrists, after one of his patients took her own life because she couldn’t afford the $10 bus fare from her rural town to Dixon’s Harare clinic: a tragic microcosm of what Dixon saw throughout his work.

				Dixon is a sophisticated yet down-to-earth man who wears a quirky uniform of tight-fitting jeans, a T-shirt, and a black waistcoat that accentuates his muscular frame. A black belt in karate, he’s not afraid to think creatively about overcoming challenges in any part of his life. It’s no surprise to me that he came up with the novel idea of installing wooden “friendship benches” with caring grandmothers under trees outside clinics in urban Harare.

				But as novel as the Friendship Bench sounds, its essence is based on a principle deeply rooted in African philosophy: the principle of ubuntu, which roughly translates to “I am because we are.” Ubuntu stresses human interdependence: the idea that we know ourselves and experience our feelings in relation to others and are therefore dependent on the social ties within our communities for our mental well-being.

				When the Zimbabwean scholars Stanlake and Tommie Marie Samkange wrote the first English-language book about ubuntu in 1980, they articulated the philosophy’s relevance to mental health in no uncertain terms:

				
					They say, one out of every five adult Americans is a mental case. Perhaps Africans owe their comparatively better mental health to the fact that there is always somebody in the immediate or extended family whose business it is to listen patiently to one’s problems. Western culture has finally realised the importance of having someone to whom one can talk freely and frankly without fear that what one says will come out. Psychiatrists and psychologists are now serving in this role and doing roaring business. African society has always had built-in psychiatrists and psychologists in every family. Whenever anyone has a problem there is always some relative to whom it is proper to take that problem. It is this relative who suggests the correct attitude to adopt in terms of African culture…or ubuntuism.[3]

				

				In deploying wise grandmothers to serve the role played by psychiatrists and psychologists in Western culture, Dixon drew on ubuntu to respond to the surge of psychological distress caused by Zimbabwe’s modern political and economic woes. Zimbabweans had already suffered colonialism, genocide, HIV/AIDS, tuberculosis, malaria, drought, and inflation when in 2005, to top it all, the government began a program called Operation Murambatsvina, or “remove the filth” in Shona. Facing contested elections and staunch opposition, the then-president Mugabe’s authorities bashed through townships, high-density suburbs, and squatter camps around cities—places where members of the opposition held the majority. In a clear attempt to eradicate his opponents, Mugabe razed their homes to the ground. People already living on the edges of poverty were pushed into hunger and despair. Around 600,000 people became unhoused, 100,000 lost their livelihoods, and millions felt aftershocks of the man-made disaster.[4]

				Dixon and other mental health researchers in Zimbabwe saw that the country’s dire political and economic situation had a psychological toll: Their research showed that the prevalence of depression was greater than 50 percent.[5] Looking for a solution to the mental distress facing Zimbabweans, Dixon trained the grandmothers, many of whom were illiterate, to invite community members to join them on the bench and offer counsel.[6] When he asked the grandmothers how best to go about this, they believed that Western psychiatric principles would be unhelpful for tackling kufungisisa, “thinking too much,” which is how most Zimbabweans express their mental distress.[*] Together, Dixon and the grandmothers developed a framework for therapy using Shona idioms: kuvhura pfungwa (opening the mind), kusimudzira (uplifting), and kusimbisa (strengthening).

				Whenever I see the magic of the Friendship Bench, as Zimbabwean grandmothers absorb the weight that burdens the person next to them on the bench, I am moved by its visibility alone. As an American-trained doctor, I’ve been taught that the key to removing stigma around mental distress is to medicalize it—to call it a disease, to say that it is a fault in your brain, no different from a faulty pancreas in diabetes. But this often has the opposite of the intended effect, both for mental illness and for diabetes. It forces the illness into the individual and private realm, and it says that the problem is within you. It is your fault. After all, it is your brain (or pancreas) that is faulty. Placed under a tree outside, the Friendship Bench demedicalizes mental well-being, taking it out of the clinic and putting it in the eyes of the public and the hands of the community.

				Those of us in medicine tend to care about the “evidence” behind the prescriptions we give patients—and so another strength of the Friendship Bench is that it is “effective,” meaning that under experimental conditions it appears to work. In a large randomized controlled trial published in the Journal of the American Medical Association, the Friendship Bench team showed that compared with typical medical care, including antidepressants, grandmothers sitting on wooden benches in urban Harare were significantly better at improving patients’ symptoms of mental illness.[7]

				Still, as effective as the Friendship Bench may be, many American physicians react to the idea with skepticism or even feel threatened by it. Many would say that community health workers (CHWs), such as the grandmothers who sit on the benches, offer a nice supplement to psychiatry, but could never replace smartly dressed, credentialed psychiatrists, who, in the United States, earn on average $250,000 per year. Despite how overwhelmed American physicians are, many still resist sharing the burden of patient care with others who can help—community health workers, nurses, nurse practitioners, physician assistants—because they don’t want to give up any of their salaries or prestige. But ideas like the Friendship Bench—and the science behind it—prove that you don’t need a medical degree to minister to suffering.

				

				•

				I am calling for the end of psychiatry, or at least a kind of end. What I have in mind is more like a supernova: an explosion large and bright enough to dissolve the field’s current limits from within.

				As a physician and mental health researcher, I have dedicated my career to improving mental health in my home country of Zimbabwe, where my work on the Friendship Bench has been just one of many lessons that have challenged my beliefs about mental distress, where it comes from, and how to treat it. Over more than a decade in the field, I’ve realized that most mental distress I encounter isn’t spontaneous; it’s a rational reaction to colonialism and capitalism. My patients are not suffering from depression; they’re suffering from oppression.

				For the oppressed, psychiatry does not heal so much as mollify. It makes the intolerable tolerable. Instead of taking responsibility for its plundering, the West offers antidepressants to the people whose lives it has plundered. Instead of giving those people money for food and time for rest, it offers to take up even more of their time with mindfulness seminars and group therapy. Western psychiatry keeps the oppressed calm and productive instead of outraged and scattered. It doesn’t cure madness, in other words: It is madness.

				This book is a clinical note that grapples with the mental distress faced by people in Zimbabwe, the United States, and all over the world. My mother, whose experience has shaped my work, is one of those people. I use her clinical case—along with those of many other patients—not because I think it is unique but because it is so ordinary, allowing it to stand in for the effects of structural problems on the mental health of people in rich and poor countries alike.

				I begin by exploring the history behind my mother’s symptoms to understand the “nervous conditions”[8] in which they arose: British settler colonialism, with its inherent racial hierarchy and violent war, and the disastrous effects of global capitalism on Zimbabwe’s economy. These conditions were the backdrop to my upbringing in the 1990s and early ’00s.

				After seeing so much suffering, I had the hubris to believe I could fix things. I wanted remedies to calm the nerves of people like my parents. I trained in medical anthropology in the UK; I studied medicine in the United States, where I’ve practiced for nearly a decade treating patients with mental distress in the clinic, emergency department, and hospital; I started a mental health nonprofit back home, ran multiple research studies on mental health in Zimbabwe, lectured in the psychiatry department at the University of Zimbabwe, and worked with aid organizations and the government to “fix” Zimbabweans’ mental health.

				What I didn’t understand at the time was that by searching for prescriptions only in the West, trusting white medical leaders at Ivy League institutions to figure out what my fellow Zimbabweans apparently “couldn’t,” I was bound to fail.

				At first, my approach to mental distress was entirely psychiatric. After seeing what psychiatry could do for my mother, I myself turned to its tantalizing panacea of uppers and downers to cope with the productivity demands of competitive American universities. But, as I trained in medical anthropology in grad school, I began to see that the mental distress of the marginalized in both Zimbabwe and the United States stemmed from capitalism, both as a colonial force and as a modern-day phenomenon. I saw that the drive to optimize markets in our global economy caused structural violence, which is when people are harmed by hard-to-pinpoint forces—poverty, racism, sexism, homophobia, ableism, sanism—obstructing them from accessing the things they need to survive and thrive: food, health care, education, love.

				Afterward, while I cared for American patients during med school, residency, and beyond, I traveled back and forth to Zimbabwe both to care for my mother and to conduct mental health research. Through my work in both the Global North and the Global South, I heard the histories of patients in their homes and in clinics, hospitals, psych wards, and prisons. As I worked to make a more accurate diagnosis for our world’s exploding rates of mental illness, I was able to compare and contrast the experiences of my patients in the United States with those of my patients in Zimbabwe.

				As a general internist in the United States, I saw that so many of my patients’ medical problems—diabetes, heart disease, chronic pain—were tied up with mental distress, which is why most mental health care is provided not by psychiatrists but by the rest of the health-care and social welfare workforce. I thought my American training and experience were imbuing me with knowledge I could use to fix things back home, but over time, as I became embedded in medicine and global health, I realized with creeping certainty that I was creating more harm than good. When I spent several years working on a UK-funded project to expand the Friendship Bench from urban areas to rural Zimbabwe, I found myself paying villagers a $5 transport allowance to come sit on wooden benches and receive therapy, only to realize that patients weren’t coming for the free therapy; they were coming for the cash, which they could repurpose to buy the things their families needed. These patients were mentally unwell not because they had a chemical imbalance in their brains; they were mentally unwell because they were poor.

				I had bought into the Western belief that the way to help the global poor was anything but the obvious. Colonialism—a devastatingly sly project—draws in its subjects so close they become part of the very system that oppresses them. Like many other physicians and researchers in Africa, I partook in extractive practices that undermined indigenous knowledge: practices that gave Western funders power to tell Zimbabweans how they feel and how they should feel. I became complicit in a more subtle type of colonization that is occurring all over the world: a colonization of the mind.

				I learned that in both the Global North and the Global South the social environment shapes people’s psyches. In Zimbabwe, my patients suffering from poverty created by the West used the term kufungisisa, or “thinking too much,” to describe overwhelming feelings of material scarcity. In the United States, poverty under capitalism’s manufactured scarcity seemed to infect my patients’ minds in a more insidious way, driving them into anxiety-inducing hoarding, debt, and overwork.

				Through cross-cultural comparisons like this, I realized that psychiatry’s categorical imperative in both the Global North and the Global South has been running interference for capitalism and colonialism, “rehabilitating” distressed workers back to their maximum productivity or, in cases where that is not possible, tranquilizing them so everyone else can get back to work. I saw that Western medical approaches to mental distress are designed to anesthetize the pain of oppression, not fix it. They are, in other words, tools in an empire of madness.

				Fear not: I’m a physician, not a scientologist. I have no real problem with psych meds or therapy: I’ve prescribed and received both myself. I know that chemicals and conversation can change the way we think and feel, and if patients benefit from these interventions, then I’m all for them. But what I do have a problem with is the gross inadequacy of these mere palliatives and the injustice of holding them as the gold standard for treatment.

				When a patient comes to me with abdominal pain, I don’t just prescribe painkillers; I work to try to figure out what’s wrong: Is their appendix inflamed? Do they have a kidney stone? Is an ovary torsed? Could they have an infection? What about an ectopic pregnancy? Then I treat the illness at its source. If, instead, I wrote a script for oxycodone and sent the patient home, I’d get sued for malpractice.

				We should be doing the same for mental illness. Our research unequivocally demonstrates that structural problems such as poverty and violence cause mental distress, yet in medicine we make no attempt to fix these problems. We say it’s out of our wheelhouse. But I think our wheelhouse should be much, much bigger because biomedicine accounts for a very small percentage of what determines our mental health. We have far more data to prove that mental illness comes from our environment than we do to say that it comes from our neurochemistry alone, but we are limiting our treatments because we, as doctors, are taught to work with a tiny toolbox. I want to show not just doctors but everyone who cares about mental health that the toolbox needs to be expanded—or exploded.

				In 1854, when the English physician John Snow’s epidemiological research showed that the source of a cholera epidemic in London was a contaminated water pump, he didn’t waste all his time trying to treat cholera with drugs and rehydration therapy. Rather, he focused on treating the problem at its source: He removed the handle of the pump and ended the epidemic.[9]

				It is often claimed that there is an “epidemic” of mental illness ravaging the world. I tend to find this metaphor grossly inadequate because it limits our understanding of a complex phenomenon to the narrow field of health. But for those of you who subscribe to the mental illness epidemic metaphor, I am begging you: Can we please end the epidemic by removing the handle of the toxic pump that is flooding our emergency rooms, clinics, and hospitals with patients suffering from depression, anxiety, bipolar disorder, and schizophrenia?

				I’m not suggesting the solution is literally as simple as removing the handle of a pump. I’m saying that we need to completely reenvision the way we approach the problem of mental distress, thinking of it as a much bigger, structural issue, rather than one that is confined to the individual patient with the illness.

				Scientists have tried to identify a singular biological source of mental distress in the brains and genes of individual patients, but after decades and billions of research dollars they have made little progress because this is not where the root of the problem lies; there is no universal biological lesion in the brains of people with mental distress. In fact, what science shows is that the cause of mental distress isn’t in our biology alone; it comes from the interaction of our biology with our environment. For example, a stressful environment can increase the production of hormones such as cortisol, which mediates our body’s stress response. Newer research has also implicated the process of epigenetics, where stressors in our environment turn genes “on” and “off,” affecting the neurochemical processes that change the way we think, feel, and act. Sure, there are chemicals involved, and that’s why psychiatric drugs can help ease the pain. But all emotional states, all our thinking, all our behavior, have something happening on a neurochemical level. What research demonstrates is that chemicals by themselves are not the source of the problem.

				We are going to look back on the medical science of today’s psychiatric diagnoses, and the way they try to categorize the population into normal versus abnormal, the same way we now look back at the medical science of race—as a set of experiments biased to ascribe superiority to one group over another: the sane over the insane.

				What we really need for mental health is a multidimensional model: acknowledging that psychiatric diagnoses are made-up categories that help us group patients and that mental health is far more than just the chemistry in our brains; it is also part of the social and political fabric in which we are wrapped. For this reason, as we think about prescriptions for mental distress, sure, we can use a little psychiatry to help some individual patients cope, but we also need to be addressing the larger problem from social, political, cultural, and ethical angles.

				The way to make a real difference in the world’s mental health is not by increasing the number of psychiatrists, who, alone, will never be able to fully manage the herculean task at hand. Already, most mental health care is not done by psychiatrists; it is done by primary care providers (PCPs), nurses, social workers, patient care associates, religious leaders, family members, domestic workers, babysitters, spouses, indigenous healers, village chiefs, teachers, salesclerks, waitresses, sex workers, sports coaches, and Friendship Bench grandmothers. If we truly want to treat—not just anesthetize—those suffering from mental distress, we must acknowledge everyone’s stake in our shared well-being and treat mental illness at its source by building a world that is fairer and more humane. A place where psychiatry as we know it becomes obsolete.

			

			
				Skip Notes

				
					* How people from different disciplines and cultures talk about mental health is widely variable. In this book, I will use a variety of terms—“mental illness,” “mental distress,” “mental health,” “psychological well-being.” For a full explanation of where these terms come from and how they are used, please see Appendix I.

				

			

		

	
		
			
				Part I

				History (Hx)

			
			History is where all clinical notes begin. A good history, we learn in medical school, leads to a faster, more accurate diagnosis and a better prescription. But once we graduate from medical school and begin practicing medicine in clinics and hospitals that are trying to turn a profit, our incentives shift. In American corporatized health care today, the patient’s history is marginalized—more of a perfunctory routine, just enough to check the boxes for insurance reimbursement. We are no longer trying to learn as much as possible about our patients but rather to see as many of them as possible in as short a time as possible. We learn to get by with as little history as possible, usually focusing on the patient’s most immediate symptoms. Pain? Where? Sharp? Dull? Moves around? Really bad? Or manageable? Constant? Or comes and goes? Enough information to justify a litany of tests and scans before we move on to the next patient.

			We call this short patient story the history of present illness, or HPI, because that’s exactly what it is: a brief description of a patient’s symptoms right now. Sometimes, a brief HPI is all we need. If a patient says they swallowed a nail and now they have abdominal pain, I order a CT scan and call the surgeons rather than dwelling on their childhood adversities or their job stress. But the problem with the history of present illness is that it is often limited to a description of symptoms and the immediate events surrounding their emergence, rarely interrogating where those symptoms came from in the first place.

			When it comes to mental illness, history taking is the most important part of the clinical encounter. First, because there are no tests or scans that a doctor can order to clinch the diagnosis. And so, as clinicians evaluating patients with mental distress, history is all we have.

			Second, because mental well-being is largely determined by our social environment, a thorough history helps us diagnose the social causes of mental distress and give prescriptions that address those causes. We can ask patients where they believe their distress is from: Have they been unemployed for a while? Have they lost a partner? Failed an exam? Lost their home? These historical details help me take better care of my patients, but technically they are extraneous to confirming most psychiatric diagnoses.

			Finally, for patients, simply being able to articulate their full histories and have those histories heard can be therapeutic. Too often, doctors don’t listen to or appreciate their patients’ stories, especially if those stories do not immediately fit a dominant narrative of how a story can be told. Even though we can’t fix all the social problems in our patients’ lives, they come to us also because they need to be heard. As clinicians, the least we can do to care for them with dignity and respect is to listen to their full histories before we judge and pathologize.

		

	
		
			
				Chapter 1

				Nervous Breakdowns

			
			Harare, Zimbabwe, 2020

			
				Chief Complaint: “I’m having a nervous breakdown.”

				History of Present Illness: Sixty-eight-year-old Zimbabwean-Indian female with a history of depression and anxiety presents with suicidal ideation and a “nervous breakdown.”

				The patient is a pleasant lady accompanied by her son, a physician. She says that about three months ago her small business became insolvent because of COVID-19’s impact on the Zimbabwean economy. “It all came as a shock,” she explained. “Our sales figures were terrible. We were in the red for months.”

				Since the onset of the stressor, the patient’s mental health has gradually deteriorated. At first, she was stressed and fearful. She was worried about what was going to happen to the business; she had recurring thoughts that she might lose everything. “I was so scared,” she says. She believes she is having a “nervous breakdown,” which she describes as prolonged periods (weeks to months) of paralytic mental distress during which she is unable to fully function. She mostly stays in bed, except for running a few errands each day. She has had several such nervous breakdowns over the course of her life, beginning as a teenager.

				She is currently experiencing passive suicidality: wishing she wasn’t around any longer but with no active plan to take her life. She has limited access to guns or other lethal means. Recently, she had a biopsy for uterine cancer and, while awaiting the results, told her son that she would decline chemotherapy should the biopsy turn out to be malignant. Fortunately, the tumor was benign.

				Sometimes, about once or twice a year, the patient has periods of very high energy when she regains her desire to live and experiences elated mood. Her son explains that during these periods she is more likely to start fights, sever important social ties with friends or family members, and make rash financial decisions.

				Financial worries, in general, seem to affect the patient’s mood dramatically. When she is in debt or her bank balance is low, she develops severe, often crippling anxiety. Most of the time, the patient has some kind of financial concern on her mind, often related to wealth inheritance. She explains that her biggest stressor right now is deciding how to write up her will and how she will continue to afford to pay the house expenses and grocery bills now that her small business had to close.

				Her primary social support comes from her children. She subscribes to the Indian customs of multigenerational family living and care. She also has a high care burden and suffers from caregiver fatigue. She has a history of childhood trauma and has had one prior mental health hospitalization. Her medication trials include sulpiride, fluoxetine, sertraline, mirtazapine, quetiapine, lamotrigine, bromazepam, and lorazepam. She is currently stable on sulpiride and lamotrigine.

			
			I have been shaped by my mother’s experience with mental distress. When I was growing up, no one really understood what was going on with her. We could tell she was suffering, and we knew she was getting antidepressants from our GP, but we didn’t know where her nervous breakdowns came from or what to do about them. Most of the time, we did nothing, and eventually—sometimes after months—she would spontaneously improve.

			My mother’s aura dictated my childhood. When she was on edge, disappointed, grieving, irate, annoyed, calm, or elated, her mood would diffuse throughout our home and press up against me until I either let it in and shared it or fought against it, stirring up conflict. This experience with intersubjectivity taught me, at an early age, that our emotional lives don’t exist in a vacuum. It was perhaps the most important lesson I would learn about mental well-being, but it is one that I have forgotten and had to relearn many times in my efforts to understand where mental distress comes from and what to do about it.

			Over the last decade, in both Zimbabwe and the United States, caring for and studying patients with mental distress like my mother’s, I’ve been taken by surprise again and again. I was surprised, for instance, to learn in medical school that there is no official diagnosis of “nervous breakdown,” which I had grown up believing was the most severe form of mental collapse that could befall a person. Instead, nervous breakdowns, for which there are web pages from the Mayo Clinic, Cleveland Clinic, and WebMD, exist in Western culture as a social diagnosis. Nervous breakdowns occur when the demands of society are just too much for the sufferer, who must temporarily hit the pause button and recover from the stress of it all. Perhaps the closest term in psychiatry would be “acute stress disorder.”[1] But acute stress disorder occurs in response to a traumatic exposure, and it can last only one month; any longer and it becomes known as PTSD. Sometimes my mother’s nervous breakdowns persisted for months on end.

			How we decide in medicine what is or is not a real psychiatric diagnosis is dependent largely on the Diagnostic and Statistical Manual of Mental Disorders (DSM). Since its inception in 1952, the DSM has been updated multiple times, the number of mental diagnoses growing dramatically each time. But these updates are less rooted in science and more determined by political pressure of pharmaceutical and insurance companies and contemporary opinions of what constitutes “disorder” among the individuals on the DSM committee, who have been mostly white, male, American psychiatrists.[2] For example, in 2013, hoarding, which was listed as a symptom of obsessive-compulsive personality disorder in DSM-IV, became a separate diagnosis of “hoarding disorder” in DSM-5, treatable with selective serotonin reuptake inhibitors (SSRIs). Even when research is used to justify a category, as we are now doing for “burnout,” which by some estimates affects up to 55 percent of Americans, the decision about what types of data to collect is itself political and subject to bias.[3] This is why we have so few data on the health of women or sexual and gender minorities, because the white men who run academic institutions simply do not value this type of research.

			Despite being taught in medical school that nervous breakdowns aren’t “real,” I still rather like the term. It is, after all, what my mother calls her own mental distress. And since the terms we use to describe mental distress are socially determined, I see no reason to force another term (“bipolar disorder,” “major depression”) on my mother. Moreover, as a physician, I like that nervous breakdowns are both symptomatic and therapeutic. Imagine if, when you are overwhelmed with the demands of society, you could, for a discrete period, hit the pause button and stop tending to your responsibilities in life so that you had a moment to disconnect, breathe, and pick up the broken pieces of your psyche. More of a nervous break than breakdown. This is what Jerry Useem argues for in his 2021 Atlantic essay “Bring Back the Nervous Breakdown,” written at a point in America’s history when everyone was on edge about the pandemic and the world’s polarized politics.[4]

			Many non-Western cultures have their own version of nervous breakdowns. Nervios, a common expression in many Latin American cultures, “occur in response to stressful social events and are commentaries on a social world out of control,” writes a team of researchers including the cross-cultural psychiatrist Roberto Lewis-Fernández, who helped lead the cultural approach used in DSM-5.[5] The related phenomenon ataque de nervios is an “acute, dramatic episode which occurs as the result of a major stressful event, particularly in the family sphere…the whole episode is relatively brief, with a rapid return to the pre-ataque state.”

			Anthropologists call these expressions—“nervous breakdown,” “burnout,” ataque de nervios—idioms of distress:[6] cultural ways of articulating suffering. Other examples are khyâl (wind attacks) among traumatized Cambodian refugees, dhiki (stress or agony) in Kenya, and tensan (tension) in North India. Idioms of distress remind us that suffering, not our response to it, is universal. How we make meaning of physical or emotional suffering is shaped by our culture and our context. The problem with Western medicine is that it cherry-picks the responses it believes are appropriate and delegitimizes the rest.

			To make up for medicine’s bias, we must broaden our patient histories beyond the present illness. To understand my mother’s mental distress—to know why she sometimes wants to die, why she cares so much about the nuclear family and wealth inheritance, to know why sometimes she isolates herself from her social supports and why at other times she makes irrational financial decisions—we must understand how people’s worldviews are shaped by more than just the chemicals in their brains. At first, this broad history may feel unrelated. That feeling—that resistance to connect longer, more complex histories to current-day conditions—is born of our culture of impatience. Western medicine capitalizes on this impatience by swooping in and offering immediate, temporary relief, regardless of symptom origin. But, as we develop a more expansive view of mental health, it is precisely this impatience that I urge you to challenge.

		

	
		
			
				Chapter 2

				Nervous Conditions

			
			United States, 2015, and Rhodesia, 1890–1965

			Dylann Roof, a young white man, walked into Emanuel African Methodist Episcopal Church in Charleston, South Carolina. He sat through a Bible study and then pulled out a gun and killed nine Black people in a white supremacist act of domestic terrorism. “I have to do it,” Roof said after shooting eighty-seven-year-old Susie Jackson and her twenty-six-year-old nephew Tywanza Sanders. “You rape our women and you’re taking over our country. And you have to go.”[1]

			On Roof’s Facebook profile was a photo of him wearing a jacket with the flag of Rhodesia.[2] He also left an online manifesto called “The Last Rhodesian” stating his intention to incite a race war. “Segregation was not a bad thing,” Roof wrote. “It was a defense measure. Segregation did not exist to hold back negroes. It existed to protect us from them…. Integration has done nothing but bring Whites down to the level of brute animals.”[3]

			It was 2015 and I was in medical school at the time, my mind absorbed in anatomy and pharmacology and microbiology. And so, at first, I struggled to put my finger on the simmering unease within me. I struggled to grasp why an American man trying to start a race war in the United States felt so connected to the former colonial government of my home country.

			Rhodesia was named for its founder, Cecil John Rhodes. Growing up, I was taught that Rhodes was a great man. Much like Winston Churchill. Even though he was born in 1850s England, it was easy for me to identify with a young Rhodes: smart and ambitious but also unathletic, sickly, and rumored to be homosexual. My grandfather, an Indian shop owner in a small Zimbabwean town, described Rhodes as a shrewd businessman who came to South Africa with empty pockets and left as the world’s diamond czar. We could all learn a thing or two from Cecil John Rhodes, he believed, especially us Indian businesspeople.

			I had read about Cecil John’s legacy while preparing for my Rhodes scholarship interview; I knew that he’d starved and plundered my country. But once I won the scholarship and was in the club, it didn’t make sense to be critical. That’s how colonialism works. If you benefit from it, as many of us do, you have little incentive to change it.

			What didn’t occur to me when I won the scholarship was that Rhodes never intended any of his wealth to go to someone like me. He hoped the scholarship would attract the brightest (and whitest) minds to the imperative of British imperialism. His goal was to educate Englishmen who lived abroad in the colonies—give them a nice, proper Oxford schooling with which they could civilize the natives upon their return.[4]

			

			•

			After founding De Beers (which held the world’s largest share of the diamond market for nearly a century) and serving as prime minister of the British Cape Colony (from 1890 to 1896), Rhodes moved on from thinking about mining in terms of personal wealth accumulation to thinking of it as a capitalist force with which to colonize land and people. The area where Zimbabwe is today was believed to be rich in gold deposits, and Rhodes wanted his piece of the pie.

			Shortly after the “Scramble for Africa” in 1884–85, during which European superpowers broke up Africa into smaller territories and divvied them up among themselves like pieces of candy, Rhodes sent emissaries to King Lobengula of the Ndebele, who presided over the southern part of today’s Zimbabwe. By 1888, the emissaries had persuaded Lobengula to sign the Rudd Concession, which gave Rhodes’s British South Africa Company exclusive mining rights in what is now Zimbabwe in exchange for a thousand rifles with ammunition, a steamboat with guns, and a monthly payment of £100 for the rest of Lobengula’s life.

			The negotiations were held in English with a translator. Rhodes’s men verbally told Lobengula that there would be only a small handful of British miners on his land. But as he watched the settlers move in lock, stock, and barrel, Lobengula realized he’d given away much more than he thought he had. He protested vociferously; he even sent an envoy pleading to Queen Victoria. Although Lobengula’s father, Mzilikazi, founder of the Ndebele kingdom, had fought violent battles to gain the territory in which they lived, Lobengula didn’t believe any one person (or company) could own exclusive rights to the land’s resources. The Western legal construct of property ownership and the ritual of signing a piece of paper were meaningless to him. Since he couldn’t read or write, Lobengula signed the Rudd Concession with an X. When my white Zimbabwean teacher taught this history to us in fifth grade, she taught it as if Lobengula were a savage idiot. Our class burst out laughing at the illustration of the Rudd Concession in our textbooks, with Lobengula’s X. “Can you believe,” I went home and told my parents, “Lobengula couldn’t even sign his own name?”

			The British wanted Zimbabwe because they found it otherworldly. Perhaps it was Mosi-oa-Tunya (the smoke that thunders), which Rhodes’s contemporary David Livingstone named Victoria Falls after the queen in 1855. Maybe it was Great Zimbabwe, the medieval “House of Stone” dating back to the tenth century. Rhodes himself preferred Zimbabwe’s granite hills and mountains like the southern Matobo Hills, where he chose to be buried, and the eastern mountains of Nyanga, where he built a house to escape the scorching heat. Visiting Rhodes’s Nyanga house a few years ago (it is now a decrepit museum attached to a mediocre hotel), I was struck by his personal soda siphon, an early bottle for compressing and storing carbonated water. I imagined Rhodes sitting on the glitter-stone veranda overlooking a valley of fiery-orange Zimbabwe aloes, sipping cold, bubbly water.

			Unlike Britain’s indirect rule of Ghana, where the British co-opted local elites to help extract resources, Zimbabwe—with its natural beauty, fertile soil, mineral riches, and pliable population—made the British feel that it wasn’t just a place to plunder but also a place they could live and establish a colony, a practice that has come to be known as settler colonialism.[5]

			By 1890, the Union Jack was erected and flying in Salisbury, modern-day Harare, and the British South Africa Company began to rule what became known as Rhodesia. Meanwhile, at Rhodes’s behest, the settlers established their dominance. They raped local women and looted villages. They beat and killed indiscriminately. Rhodes had a scorched-earth policy, and his men destroyed native crops and slaughtered their cattle, killing even more people through disease and famine than through direct conflict.

			The settlers created laws and institutions to “civilize” the natives. The 1894 Hut Tax, for example, extracted 10 shillings per hut and forced natives into hard labor so they could afford the tax. A colonial police department with the legal ability to inflict violence was created to enforce the new laws. Even medicine and public health were colonial institutions in which physicians surveilled the local population, collecting statistics on illness less to treat the natives and more to build scientific careers learning how colonists themselves could survive deadly tropical diseases such as malaria and bilharzia.[6]

			To warehouse society’s deviants—mad people, homosexuals, women wandering alone, and Black men who were believed to be sexual predators—British doctors built “lunatic” asylums throughout the empire, including Ingutsheni Lunatic Asylum in Rhodesia, which opened its doors in 1908. At the time, the white settler community in Rhodesia was growing, and they needed to “identify and guard the boundaries around this imagined community, and then to regulate the transgression of these boundaries.”[7] The first intake of “patients” was small: “a motley crew of fourteen men and two women; thirteen Africans and three Europeans.” But Ingutsheni grew until it housed hundreds of patients, mostly Black men who were migrating from rural to urban centers for work to support their families back home. Although there were a few white men at Ingutsheni, these men lived in different quarters and were exempted from “kaffir work.”[8] Under the guise of “therapy,” Black men were put to work picking maize and cotton, milking cows, and making mattresses. Ingutsheni and other colonial lunatic asylums were places of warehousing and productivity, not rehabilitation, just like prisons in the United States today.

			Even though their numbers were small compared with the native population, the settlers took advantage of the fact that Zimbabwean territory was occupied by two peoples: the Ndebele in the South and the Shona in the North. The settlers pitted the two groups against each other—a colonial technique called divide and rule. Since these tribes were quite different and had their own animosities toward each other, it was hard for them to coordinate against the settlers. Finally, in 1896, Mbuya (Grandmother) Nehanda, a renowned spirit medium, helped unify people and lead a revolt; she was the Harriet Tubman of Zimbabwean history. But still, the natives were defeated. Moments before she was hanged, Mbuya Nehanda warned the settlers, “These bones will rise again.”[9]

			Nehanda’s warning didn’t stop Rhodes from provoking the ngozi (angered spirits). When he died in 1902, he chose to be buried at World’s View in the Matobo Hills, the spiritual home of the Ndebele people, and the place where he made the final negotiations with the indunas (leaders). Rhodes wanted a resting place that memorialized both the land and the people he conquered. It was as if he were tempting fate.

			

			•

			Rhodes left more than enough colonial architecture in place for his men to continue his mission. Under the guise of property law, settlers created an apartheid state. They pushed natives into arid, poverty-stricken reservations where nothing would grow, letting both people and livestock die a slow death,[10] deprived of the life-giving land that had nourished them before.

			The settlers hoarded Zimbabwe’s arable land for themselves, turning it into an agricultural empire of tobacco, cotton, maize, wheat, barley, sorghum, sugarcane. As one of the largest tobacco producers in the world, Rhodesia allowed its white settlers to grow rich on exports.

			Throughout the country, settlers built cities and towns that were racially segregated by neighborhoods for white, Black, Indian, and Colored[11] communities. The same was true of government schools, the best of which were only for white people. Black, Colored, and Indian people had a handful of schools with teachers that looked like them, such as Morgan High for Coloreds and Indians, where my mother was a science teacher.

			Indians, in case you were wondering, arrived in Zimbabwe at the same time as the early colonists. Unlike the Indians the British brought to South Africa as indentured laborers to work the sugarcane plantations, Indians who came to Rhodesia were mostly Gujarati peasants seeking a better life than they had in India. They boarded a ship from India to Mozambique and walked for months to Rhodesia, where they occupied a middle rung on the colonial hierarchy. They were neither settlers nor natives,[12] but migrant traders who sometimes supported colonial rule and other times African nationalism. Sometimes the oppressed and other times the oppressors, Indians found themselves, along with tribal chiefs and other Black elites, ripe for co-optation by the colonial government. My paternal great-uncle Chaggun Kidia, for instance, was one of the first non-whites to serve as the mayor of a Rhodesian town. When interviewed by local newspapers, he denounced his Indian heritage, claiming to be, above all, Rhodesian.[13] We Indians wanted, more than anything, to be white, and we were close enough to taste the peas and gravy.[14]

			

			•

			My mother’s parents had an arranged marriage in the early 1950s. My ajabapa (maternal grandfather) was a quiet Indian man from the same low shoemaker caste as my ajima (maternal grandmother). He traveled from his village in India to meet my grandmother in Rhodesia for the first time and get married. By the time my mother was born in 1956, British settler colonialism was at its peak. Although the gold deposits weren’t as extensive as Rhodes had hoped, settlers found one of the largest chrome reserves in the world. Agriculture was thriving on the backs of natives who had previously led subsistence lifestyles and were now forced into conditions of servitude by the need to pay taxes and buy food. Rhodesia also began to manufacture its own goods because international trade had become so difficult during World War II. With cheap African labor, manufacturing grew, and the economy boomed. Rhodesia became known as the breadbasket of Africa, producing more per capita than any other African country.

			As the country became increasingly industrialized, rural–urban migration of natives led to overcrowding. The colonial government responded by doubling down on apartheid. It created limits on property ownership, pass laws that controlled movement, and punitive liquor rules that restricted alcohol consumption. The booming breadbasket of Africa was feeding its own bakers mere crumbs. The apartheid state was clearly unjust, but a growing educated Black middle class (and many Indians and Coloreds) were benefiting from the status quo by serving in the colonial government and prospering off their new jobs and businesses.

			Rural–urban migration also laid bare settlers’ racist beliefs about sexual purity. As increasing numbers of Black men from rural areas took jobs in white-owned shops, factories, farms, and homes, white men became uneasy. Like Dylann Roof, who said, “You rape our women…. And you have to go,” as he shot nine Black people in South Carolina in 2015, Rhodesian white men back in the twentieth century were jealous of the rumored virility of Black men. They were terrified that these men were out to rape their women. This unease, common throughout the colonies and in the United States, has come to be known as Black Peril.[15]

			As fear grew, many Black men accused of sexual relations with white women were sent to lunatic asylums and prisons; some were even murdered. This recurring moral panic among white people reflects a historical pattern in which individual feelings are twisted into broader trauma narratives that justify racism based on distorted ideas of victimhood. For a white woman who’d slept with a Black man, the only culturally legitimate narrative available to her about the experience was one of trauma, even if the relationship had been consensual. This is how the individual psychology of trauma can become a political force for oppression. It’s how, in Mississippi in 1955, the false testimony of Carolyn Bryant justified the lynching of fourteen-year-old Emmett Till.[16]

			

			
				
				•
			

			My grandparents’ marriage was short-lived, and when my mother was five, my ajima divorced my ajabapa—something that was unheard of in the Rhodesian Indian community. Then, defying colonial mores around miscegenation, my ajima married a white man named John and had three biracial sons, making her persona non grata in the Indian community. But my ajima couldn’t care less what Indians thought of her. She had grown up in a country where white was best, and now she had a white husband with whom she was smitten. She felt lucky.

			But, in the background of my ajima’s progressive stance toward race and gender, my mother’s new stepfather transformed her childhood home into one rife with violence and abuse. She often describes in harrowing detail how terribly she was treated as a child. “All I wanted,” she says, “was for you to have a normal childhood.” At my mother’s request, the exact details are not mine to share. Suffice to say, under anyone’s definition of trauma,[17] her Rhodesian childhood would qualify. To estimate how traumatizing someone’s childhood is, mental health researchers add up the number of adverse childhood experiences (ACEs) a person has.[18] There are ten types:[19] physical abuse; sexual abuse; psychological abuse; physical neglect; psychological neglect; witnessing domestic abuse; witnessing drug or alcohol abuse; a family member with mental health problems; a family member who is imprisoned; parental separation or divorce. Having four or more ACEs dramatically increases (three to five times) the adulthood risk of alcohol and drug use and mental health problems. Four or more ACEs is also associated with worse physical health as an adult, including a twofold increase in heart disease, diabetes, stroke, and cancer. All these risks increase in a dose-dependent manner; the more ACEs a person has, the worse their physical and mental health as adults.

			My mother had eight of the ten ACEs.

			But I shouldn’t have to peel back my mother’s past for you to believe me—something marginalized people are asked to do all the time: justify their trauma.[20] This is a serious and often overlooked problem with the concept of trauma: It promotes pornographic narratives that promise to unlock the benefits of being a victim, whether that’s empathy from family or financial compensation like disability insurance for PTSD or immigration status for asylum seekers. The sad part is that many marginalized people expose themselves in the hopes of reaping economic or social rewards that never materialize.

			

			•

			My mother was shipped off to boarding school at Marymount College, a top white, all-girls, private school run by American nuns in the misty mountains of Umtali, now Mutare. Along with the writer Tsitsi Dangarembga, she was one of just a handful of girls of color in a sea of white. She had little choice but to take her white education seriously. A subpar exam grade threatened to earn her a beating from her mother.

			At Marymount, my mother learned Rhodesian definitions of success. She donned a smart school uniform, played the piano, and acquired a taste for bread-and-butter pudding. She played first couple on the tennis team. She dreamed of studying medicine and received some of the highest O Level results in the country, earning her a feature in the local newspaper.

			As apartheid conditions persisted in Rhodesia, the native population, including the Black elite who benefited under Rhodesian rule, became increasingly frustrated by their inability to reap the benefits of their own country. Beginning in the 1950s, they watched as Ghana, Nigeria, Uganda, Kenya, Malawi, Zambia, the Gambia, Botswana, Lesotho, Swaziland, and Mauritius all gained independence from Britain before 1970. Zimbabweans also wanted freedom.

			Even Britain, which by the 1960s operated on a “No Independence Before Majority Rule” policy, could no longer condone Rhodesia unless Black people were able to govern themselves. The then–prime minister, Ian Smith, a white man born in Rhodesia, would not budge. The idea of a Black-led government was abhorrent to him. His right-wing party, the Rhodesian Front, wanted to uphold white minority rule at whatever cost and moved to make a unilateral declaration of independence from Britain in 1965, making Rhodesia a pariah state, unrecognized by the UN General Assembly and heavily sanctioned by the international community. “No African rule in my lifetime,” Smith declared. “The white man is master of Rhodesia. He has built it, and he intends to keep it.”[21]

			Fifty years later, in 2015, it was this white supremacist state that inspired Dylann Roof to name his online manifesto “The Last Rhodesian.” That same year, following the lead of South African students at the University of Cape Town, students at Oxford protested the university’s complicity in Rhodes’s legacy, demanding that his limestone statue on the north side of Oriel College be pulled down. It was a statue I had looked at rather fondly when I was at Oxford; it was, after all, a tribute to my benefactor.

			The #RhodesMustFall movement forced me to grapple with my own history. Between my white schoolteachers’ revisionist interpretations and Robert Mugabe’s repressive regime, I was never taught much history in school. I didn’t even learn what colonialism was until college and only came to learn about who Rhodes really was when I won his scholarship. Even then, among some of the “brightest minds” in the world, it was something we barely spoke about. At every formal dinner at Rhodes House in Oxford, we would raise our glasses and toast Cecil John Rhodes. “To the founder,” we all said as we clinked our glasses. “And to the queen,” as we clinked again. That’s the creepy part of a colonial education: the unnoticed ease with which it smooths over its own image.

			As I sat on my bed in med school reading about and looking at photographs of Roof’s victims—Clementa Pinckney, Tywanza Sanders, Sharonda Coleman-Singleton, Cynthia Hurd, DePayne Middleton-Doctor, Ethel Lance, Susie Jackson, Myra Thompson, and Daniel Simmons Sr.—I felt a wave of nausea rise in my throat. It occurred to me that the man who funded my scholarship created the colonial conditions under which my mother had grown up—conditions of ethnic cleansing, apartheid, and Black Peril—the precise conditions that resonated with Dylann Roof.

			

			•

			By the time my mother was sixteen, things were bad enough at home that she ran away to escape her stepfather. She sought refuge at Arundel, another elite white, all-girls high school in Salisbury, where the headmistress, on hearing her story, gave her a scholarship, food, and accommodation.

			Tsitsi Dangarembga also went from Marymount to Arundel and then on to Cambridge University to study medicine: a trajectory that had always been my mother’s dream. Decades later, Dangarembga wrote a groundbreaking, semi-autobiographical novel, Nervous Conditions, which tells the story of a girl from a rural village who is sent to a white school where she must contend with the psychological harm of forced assimilation into white education and culture. The title of Dangarembga’s novel is inspired by the work of the Martinican psychiatrist Frantz Fanon,[22] who argued that colonialism was psychologically damaging to both the colonized and the colonizers.[23] Although my mother and Dangarembga were not friends in school, I sometimes wonder if, given the opportunity to reflect further on her school experience, my mother would see how much they had in common. But the problem with being in the middle of a hierarchy is that we tend to look up rather than down. Fanon was less focused on those in the middle of the colonial hierarchy, like Indians in Rhodesia, but the truth is that this is where many of us are—entangled somewhere in the web of power, oppressing some people and being oppressed by others.

			Eventually, my mother’s stepfather ended up in prison for fraud. My ajima, a low-caste Indian now ostracized from the Indian community for miscegenation, went bankrupt; their family home was foreclosed. Despite being one of the country’s top students, my mother was devastated by the disintegration of her family. Homeless and hurting from her stepfather’s abuse, she was no longer able to meet the expectations of white Rhodesian society. In the wake of this collapse, my mother had her first nervous breakdown.[24] For the first time in her life, she nearly failed her final exams. Her dreams of studying medicine evaporated.

		

	
		
			
				Chapter 3

				Bees Bomb

			
			Rhodesia, 1965–1980

			Thud.

			My father, asleep on a granite knoll deep in the Zimbabwean bush, was jolted awake. The moon was cloud covered and the bush was thick; he could barely make out what was two feet in front of him.

			Thud.

			One by one, the other men in his platoon woke up. The thuds began to buzz. My father felt the first sting on his cheek and leaped to his feet. It took another two stings for him to realize what was happening. It was his first raid. He was drafted into the Rhodesian army to fight for the white settlers against African nationalists trying to liberate Zimbabwe from colonial rule. My father was a good soldier, especially for an Indian. He cocked his gun but thought carefully before opening fire. He couldn’t see anything, and as a non-white he received less ammunition. He had to be judicious.

			The thuds that buzzed, it turned out, were beehives thrown into my father’s encampment by nationalist militias. The buzz increased in volume as thousands of bees emerged from their hives, protesting the destruction of their homes. My father and his fellow soldiers jumped to their feet and ran as fast as they could. The bees coated every surface of their bodies, stinging exposed skin over and over. My father’s face was on fire. He outran many of his fellow men until he stumbled upon a white-owned cattle farm. He saw the large concrete drinking troughs, ran toward them, and jumped in. The bees loosened their grip and floated to the top. Later that day, my father heard that his friend Sam had died of anaphylaxis. He sat on the edge of his stretcher pulling stingers from his beret. For the first time in years, he wept.

			My father would come home from the army for rest and recuperation in shambles. He couldn’t sleep because of nightmares and flashbacks. He thought about his friend Sam and so many others who’d perished in front of his eyes. Kriegsneurose, war neurosis, is the name German physicians gave, beginning in 1907, to the distress of soldiers coming home from war. During World War I, European soldiers returning from battle experienced somatic symptoms with emotional roots. They developed sudden blindness, deafness, and muteness. They became mysteriously paralyzed. They lost their senses of taste and smell. They had muscle contractions and suffered from fatigue, insomnia, and dizziness. They became catatonic. Stuck like wax statues, unable to participate in the world around them.[1] Doctors were clueless about what to do with these symptoms.

			In a 1915 article in The Lancet, Charles Myers, a British physician, called the syndrome shell shock. He studied soldiers returning from the Battle of Loos and showed that 60–80 percent had nervous symptoms.[2] European doctors quickly caught on. “By the summer of 1915, after the first year of the war, 112,000 German soldiers had been diagnosed with shell shock,” writes the anthropologist Roy Grinker. “[By] May 1917, 15 percent of British soldiers had already been
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