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            Introduction

         
 
         To travel internationally is to become increasingly unnerved by the way American culture pervades the world. We cringe at the new indoor Mlimani shopping mall in Dar es Salaam, Tanzania. We shake our heads at the sight of a McDonald’s on Tiananmen Square or a Nike factory in Malaysia. The visual landscape of the world has become depressingly familiar. For Americans the old joke has become bizarrely true: wherever we go, there we are.
 
         Americans have the uneasy feeling that their influence over the rest of the world is coming at a great cost: loss of the world’s diversity and complexity. For all their self-incrimination, however, they have yet to face their most disturbing effect on the rest of the world. The golden arches do not represent the most troubling impact on other cultures; rather, it is how the Americans are flattening the landscape of the human psyche itself. They are engaged in the grand project of Americanizing the world’s understanding of the human mind.
         
 
         This might seem like an impossible claim to back up, as such a change would be happening inside the conscious and unconscious thoughts of more than six billion people. But there are telltale signs that have recently become unmistakable. Particularly telling are the changing manifestations of mental illnesses around the world. In the past two decades, for instance, eating disorders have risen in Hong Kong and are now spreading to inland China. Post-traumatic stress disorder (PTSD) has become the common diagnosis, the lingua franca of human suffering, following wars and natural disasters. In addition, a  particularly Americanized version of depression is on the  rise in countries across the world.
         
 
         What is the pathogen that has led to these outbreaks and  epidemics? On what currents do these illnesses travel?
 
         The premise of this book is that the virus comes from  the Americans.
 
         Over the past thirty years, Americans have been  industriously exporting their ideas about mental illness.  Our definitions and treatments have become the  international standards. Although this has often been done  with the best of intentions, they’ve failed to foresee the  full impact of these efforts. It turns out that how a people  in a culture think about mental illnesses – how they  categorize and prioritize the symptoms, attempt to heal  them, and set expectations for their course and outcome –  influences the diseases themselves. In teaching the rest of  the world to think, they have been, for better and worse,  homogenizing the way the world goes mad.
 
         There is now a remarkable body of research that  suggests that mental illnesses are not, as sometimes  assumed, spread evenly around the globe. They have  appeared in different cultures in endlessly complex and  unique forms. Indonesian men have been known to  experience amok, in which a minor social insult launches  an extended period of brooding punctuated by an episode  of murderous rage. Southeastern Asian males sometimes  suffer from koro, the debilitating certainty that their  genitals are retracting into their body. Across the Fertile  Crescent of the Middle East there is zar, a mental illness  related to spirit possession that brings forth dissociative  episodes of crying, laughing, shouting and singing.
         
 
         The diversity that can be found across cultures can be seen across time as well. Because the troubled mind has been perceived in terms of diverse religious, scientific and social beliefs of discrete cultures, the forms of madness from one place and time in history often look remarkably different from the forms of madness in another. These differing forms of mental illness can sometimes appear and disappear within a generation. In his book Mad Travelers, Ian Hacking documents the fleeting appearance in Victorian Europe of a fugue state in which young men would walk in a trance for hundreds of miles. Symptoms of mental illnesses are the lightning in the zeitgeist, the product of culture and belief in specific times and specific places. That thousands of upper-class women in the mid-nineteenth century couldn’t get out of bed due to the onset of hysterical leg paralysis gives us a visceral understanding of the restrictions set on women’s social roles at the time.
         
 
         But with the increasing speed of globalization, something has changed. The remarkable diversity once seen among different cultures’ conceptions of madness is rapidly disappearing. A few mental illnesses identified and popularized in the United States – depression, post-traumatic stress disorder and anorexia among them – now appear to be spreading across cultural boundaries and around the world with the speed of contagious diseases. Indigenous forms of mental illness and healing are being bulldozed by disease categories and treatments made in the USA.
         
 
         There is no doubt that the Western mental-health profession has had a remarkable global influence over the meaning and treatment of mental illness. Mental-health professionals trained in the West, and in the United States in particular, create the official categories of mental diseases. The American Psychiatric Association’s Diagnostic  and Statistical Manual of Mental Disorders, the DSM (the ‘bible’ of the profession, as it is sometimes called), has become the worldwide standard. In addition American researchers and organizations run the premier scholarly journals and host top conferences in the fields of psychology and psychiatry. Western universities train the world’s most influential clinicians and academics. Western drug companies dole out the funds for research and spend billions marketing medications for mental illnesses. Western-trained traumatologists rush in wherever war or natural disasters strike to deliver ‘psychological first aid’, bringing with them their assumptions about how the mind becomes broken and how it is best healed.
         
 
         These ideas and practices represent much more than the symptom lists that describe these conditions. Behind the promotion of Western ideas of mental health and healing lies a variety of cultural assumptions about human nature itself. Westerners share, for instance, beliefs about what type of life event is likely to make one psychologically traumatized, and agree that venting emotions by talking is more healthy than stoic silence. We are certain that humans are innately fragile and should consider many emotional experiences as illnesses that require professional intervention. We’re confident that our biomedical approach to mental illness will reduce stigma for the sufferer and that our drugs are the best science has to offer. We promise people in other cultures that mental health (and a modern style of self-awareness) can be found by throwing off traditional social roles and engaging in individualistic quests of introspection. These Western ideas of the mind are proving as seductive to the rest of the world as fast food and rap music, and we are spreading them with speed and vigor.
         
 
         What motivates us in this global effort to convince the world to think like us? There are several answers to this question, but one of them is quite simple: drug company profits. These multibillion-dollar conglomerates have an incentive to promote universal disease categories because they can make fortunes selling the drugs that purport to cure those illnesses.
 
         Other reasons are more complex. Many modern mental-health practitioners and researchers believe that the science behind our drugs, our illness categories and our theories of the mind have put the field beyond the influence of constantly shifting cultural trends and beliefs. After all, we now have machines that can literally watch the mind at work. We can change the chemistry of the brain in a variety of ways and examine DNA sequences for abnormalities. For a generation now we have proudly promoted the biomedical notion of mental illness: the idea that these diseases should be understood clinically and scientifically, like physical illnesses. The assumption is that these remarkable scientific advances have allowed modern-day practitioners to avoid the biases and mistakes of their predecessors.
         
 
         Indeed, modern-day mental-health practitioners often look back at previous generations of psychiatrists with a mixture of scorn and pity, wondering how they could have been so swept away by the cultural beliefs of their time. Theories surrounding the epidemic of hysterical women in the Victorian era are now dismissed as cultural artefacts. Even recent iatrogenic contagions, such as the sudden rise of multiple-personality disorder just fifteen years ago, are considered ancient history, harmful detours but safely in the past. Similarly, illnesses found only in other cultures are often treated like carnival sideshows. Koro and amok  and the like can be found far back in the American diagnostic manual (DSM-IV, pages 845–849) under the heading ‘Culture-Bound Syndromes.’ They might as well be labelled ‘Psychiatric Exotica: Two Bits a Gander’.
         
 
         Western mental-health practitioners are prone to believe that, unlike those culturally contrived manifestations of mental illness, the 844 pages of the DSM-IV prior to the inclusion of culture-bound syndromes describe real disorders of the mind, illnesses with symptomatology and outcomes relatively unaffected by shifting cultural beliefs. And, the logic goes, if they are unaffected by culture, then these disorders are surely universal to humans everywhere. Their application around the world therefore represents simply the brave march of scientific knowledge.
         
 
         But the cross-cultural researchers and anthropologists profiled in this book have a different story to tell. They have shown that the experience of mental illness cannot be separated from culture. We can become psychologically unhinged for many reasons, such as personal trauma, social upheaval, or a chemical imbalance in our brain. Whatever the cause, we invariably rely on cultural beliefs and stories to understand what is happening. Those stories, whether they tell of spirit possession or serotonin depletion, shape the experience of the illness in surprisingly dramatic and often counter-intuitive ways. In the end, all mental illnesses, including such seemingly obvious categories such as depression, PTSD and even schizophrenia, are every bit as shaped and influenced by cultural beliefs and expectations as are hysterical leg paralysis, or the vapours, or zar, or any other mental illness ever experienced in the history of human madness.
         
 
         The cultural influence on the mind of a mentally ill person is always a local and intimate phenomenon. So although this book describes a global trend, it is not told from a global perspective. In the hopes of keeping the human-scale impact in sight, I have chosen to tell the stories of four diseases in four different countries. I picked these tales because each illustrates how the globalization of Western beliefs about mental health travel on different currents. From the island of Zanzibar, where beliefs in spirit possession are increasingly giving way to biomedical notions of mental illness, I tell the story of two families struggling with schizophrenia. To document the rise of anorexia in Hong Kong, I retrace the last steps of fourteen-year-old Charlene Hsu Chi-Ying and show how the publicity surrounding her death introduced the province to a particularly Western form of the disease. I deconstruct the mega-marketing of the antidepressant Paxil in Japan to illustrate how drug companies often sell the very disease for which their drug purports to be a cure. The aftermath in Sri Lanka of the 2004 tsunami provides the opportunity to examine the impact of trauma counsellors who rush into disaster zones armed with the diagnosis of post-traumatic stress and Western certainties about the impact of trauma on the human psyche.
         
 
         At the end of each of these chapters I turn the focus back to the West, and to the United States in particular. When viewed from a far shore, the cultural assumptions and certainties that shape Western beliefs about mental illness and the human mind often become breathtakingly clear. From this perspective, it is often our own assumptions about madness and the self that begin to appear truly strange.
 
         The cross-cultural psychiatrists and anthropologists featured in this book have convinced me that we are living at a remarkable moment in human history. At the same time as they’ve been working hard to document the different cultural understandings of mental illness and health, those differences have been disappearing before their eyes. I’ve come to think of them as psychology’s version of botanists in the rainforest, desperate to document the diversity while staying only a few steps ahead of the bulldozers.
         
 
         We should worry about this loss of diversity in the world’s differing conceptions and treatments of mental illness in exactly the same way we worry about the loss of biological diversity in nature. Modes of healing and culturally specific beliefs about how to achieve mental health can be lost to humanity with the grim finality of an animal or plant lapsing into extinction. And like those plants and animals, the diversity in the human understanding of the mind can disappear before we’ve truly comprehended its value. Biologists suggest that within the dense and vital biodiversity of the rainforest are chemical compounds that may someday cure modern plagues. Similarly, within the diversity of different cultural understandings of mental health and illness may exist knowledge that we cannot afford to lose. We erase this diversity at our own peril.
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            The Rise of Anorexia in Hong Kong

         
 
         
            Psychiatric theory cannot deny its participation  in the social trajectory of the anorectic  discourse, which articulates personal miseries  as much as it does public concerns.
 
            SING LEE
            

         
 
         On the morning of my visit to Dr Sing Lee, China’s preeminent  researcher on eating disorders, I took the subway  a few stops north of downtown Hong Kong to the Prince  of Wales Hospital in the suburb of Shatin. In the clean and  well-lit subway corridors, I passed several large posters  featuring outlandishly slender, bikinied young women  promoting a variety of health-care regimens, cellulite-removing  creams, and appetite-suppressant supplements.  The advertisements over the handrails in the subway cars  repeated the offers. The magazines and newspapers being  read by the commuters were filled with similar pitches,  often featuring before-and-after photos, young women  becoming little more than skin and bones after the offered  treatment. Such products are a huge business in Hong  Kong and increasingly in mainland China. Over the past  few years the beauty industry in Hong Kong (including  dieting, cosmetics, skin care and fitness) has outspent  every other business sector on advertising. In that week’s  issue of the popular weekly magazine Next, a remarkable  110 of the publication’s 150 ads were for slimming or  beauty products and services.
         
 
         The reporting and photojournalism that appeared alongside those ads had a slightly different obsession: telling tales of young women celebrities. That morning’s Standard, one of Hong Kong’s English dailies, prominently reported the recent misadventures of several famous young women, including Britney Spears, who had that week been held against her will at the UCLA Medical Center. She had been ‘5150ed’, which is the code for a California statute that allows doctors to hold patients involuntarily if they are deemed a danger to themselves or others. On the opposite page was an article about the Japanese pop-idol Kumi Koda, who lost her job as a spokesmodel for Japan’s third largest cosmetics company, Kose Corp, after making pejorative comments about the fertility of older women. The cute and perky twenty-five-year-old had gone on a popular radio show and given her medical opinion that a ‘mother’s amniotic fluid turns rotten once a woman reaches about thirty-five … It gets dirty’.
         
 
         The biggest story in the Standard, in fact the front-page story in every paper in Hong Kong that morning, was a sex scandal involving a handful of the region’s best-known female pop stars and a young actor. Hundreds of very explicit nude photos had been posted on the Internet of singer Gillian Chung and actresses Bobo Chen and Cecilia Cheung Pak-Chi, among a dozen others. That same week a humanitarian crisis was erupting along the Gaza-Egyptian border and a severe snowstorm was sweeping across much of eastern China, threatening to strand millions of holiday travellers, yet no other story could compete with this sex scandal. Everyone, from politicians to op-ed writers, felt the need to criticize the behaviour of the young women. Even Hong Kong’s Catholic bishop, John Tong, weighed in on the subject of celebrity sin and cyber etiquette, saying that it was important to ‘keep our minds decent’ and ‘not post or circulate these pictures’.
         
 
         Of course it’s not possible to say exactly what these advertisements, images and stories of celebrity misadventures might have been adding up to in the minds of average adolescent girls in Hong Kong. It didn’t take much reading between the lines, however, to perceive a high degree of confusion and ambivalence surrounding the issues of female body image, sexuality, youth, beauty and ageing. Young women in some contexts were worshipped for their attractiveness, while in other situations they were humiliated and publicly vilified with a vitriol that would be hard to overstate. Whatever understanding Hong Kong’s teenage girls were piecing together about the post-adolescent world from these sources, it is safe to say that it was not unconflicted.
         
 
         Given this environment, it would make sense to most Americans and Europeans that occurrences of anorexia and bulimia have spiked here in the past fifteen years. Nor would it likely be a surprise that Gillian Chung, one of those young celebrities in the sex scandal, had herself battled bulimia. Most well-educated Westerners understand that anorexia is sparked by cultural cues, but they often have a fairly narrow conception of what those cues might be. Most assume that anorexia, with its attendant fear of fatness and body dysmorphic disorder, is born of a peculiar modern fixation with a slender, female body type, and that popular culture transmits this fetish to young women. As we’ve exported our obsessions with slender models – our Barbie dolls and our Kate Moss fashions – it makes sense to us that eating disorders have followed in their wake.
         
 
         But although this common sense cause and effect might be part of the story, Sing Lee’s research shows that there have been other, more subtle, cross-cultural forces at work here. The full story of how anorexia spread from the American suburbs to Hong Kong is more complex and, in many ways, more troubling. It turns out that the West may indeed be culpable for the rise in eating disorders in Asia, but not for the obvious reasons.
         
 
         After making my way across Shatin, I found Lee’s small suite of offices among the labyrinth of mid-rise buildings that make up the Prince of Wales Hospital. Introduced by his assistant, Dr Lee was younger than I expected. At forty-nine years old, he’s had a remarkable output as a scholar despite the fact that he has divided his time between seeing patients at the public hospital, teaching and running a mood disorders center. He admits that at times he has been accused of being a workaholic. ‘I do work long hours, but I’ve never experienced much work stress,’ he said to me in what I would come to know as his characteristic humble manner. ‘I’ve wanted to be a psychiatrist since high school and I still love the work of meeting patients and writing about ideas.’ Given the amount of time he spends in his office, he’s allowed himself to build a comfortable environment. The place has the feel of a stylish bachelor pad. The bucket seat and gearstick of a sports car sat on the floor next to the couch. Directly across from his desk was one of his prized possessions: an antique vacuum-tube stereo connected to two imposingly large speakers. The tuner was made in the early 1960s and at the time cost as much as a VW Beetle and requires vacuum tubes the size of small lightbulbs to operate. For a true classical music audiophile such as Lee, however, there is no substitute for the resonant tones it produces. 
         
 
         Even after two decades of charting the cultural currents that have brought the American version of anorexia to these shores, Lee remains passionately interested in talking about the puzzle. He was the first scholar to document anorexia in Chinese women. The remarkable thing he found was that before the illness was well known in the province, Chinese anorexia was unlike that found in the West. These atypical anorexics, as he calls them, displayed a different cluster of symptoms than their Western counterparts. Most, for instance, did not display the classic fear of fatness common among Western anorexics, nor did they misperceive the frail state of their body by believing they were overweight. It was while he was trying to puzzle out these differences that he witnessed something remarkable.
 
         Over a short period of time the presentation of anorexia in Hong Kong changed. The symptom cluster that was unique to his Hong Kong patients began to disappear. What was once a rare disorder was replaced by an American version of the disease that became much more widespread. Understanding the forces behind that change may not only explain why anorexia became common in Hong Kong, but it may also lead us to reconsider the momentum behind the disease in the West.
 
         The Death of a Patient
 
         When Sing Lee came back to Hong Kong from his training in England in the mid-1980s, he took a job at the Prince of Wales Hospital and began looking for Chinese anorexics. Having been introduced to the disorder while in England he was, like many young psychiatrists, fascinated by the fundamental conundrum of the disease: Why would healthy young women with plenty of resources starve themselves?
         
 
         At the time Lee began his search, the long-held belief that eating disorders were confined to American and Western European populations was just beginning to show cracks. Even though prominent eating-disorder researchers were making the argument as late as 1985 that anorexia didn’t exist outside of the United States, cases were beginning to show up in Russia and Eastern Europe. Although it was still believed to be rare in Latin American countries, researchers and clinicians also began discovering young women with anorexia in Japan and South Korea.
         
 
         In China and Hong Kong the disorder remained all but unknown. Searching the two major psychiatric journals published in China, Lee found not a single paper documenting a Chinese woman with anorexia. With little to go on, he got to work searching the databases at the Prince of Wales Hospital. After an exhaustive search, he managed to identify just ten possible cases in the five years from 1983 to 1988. Given the thousands of patients seen at the hospital, he determined that anorexia was an exceedingly rare disorder in Hong Kong. His first paper on the topic, published in 1989 in the British Journal of Psychiatry, was titled ‘Anorexia Nervosa in Hong Kong: Why Not More in Chinese?’
         
 
         The low rate of anorexia was a mystery that Lee wanted to figure out. Perhaps Chinese cultural beliefs or practices contained protective mechanisms. He knew, for instance, that historically there was little Chinese stigma surrounding larger body shapes. In fact popular Chinese sayings suggested that ‘being able to eat is to have luck’, ‘gaining weight means good fortune’, and ‘fat people have more luck’. He also considered that the later onset of puberty in Chinese girls compared to girls in the West might be a preventive factor. The physical changes that come with puberty might be less psychologically stressful when experienced with an added year or two of emotional maturity.
         
 
         But even taking these differences into account, Lee couldn’t quite understand why the behaviour was so uncommon among local adolescents. In many ways Hong Kong seemed primed for the disorder. It was a modern region that, thanks to years of British rule, had incorporated many Western values as well as styles of dress and eating. There were fast-food restaurants and health clubs. Thin Western and Chinese celebrities were idolised. It was a patriarchal culture, in which parents and teachers put intense pressure on students to compete. The Chinese obsession with food and the layered meanings of sharing meals within a family should have made food refusal a dangerously attractive behaviour for an adolescent looking to send a distress signal to those around her.
         
 
         All the triggers for anorexia that had been identified in Western literature seemed to be present in full force, yet eating disorders remained rare. Lee suspected that there was something else, some factor that hadn’t been fully considered in the Western literature that remained absent in Hong Kong. He could only guess what that factor might be.
 
         Treating the few cases he could find, Lee discovered another puzzle. He noticed that the women who starved themselves in Hong Kong were different from the anorexics he had studied while training in England. The variations were sometimes so pronounced he wondered if he was seeing the same disease. To illustrate those differences, Lee recounted to me the story of one of the first patients he personally treated, a thirty-one-year-old saleswoman I’ll call Jiao.
         
 
         Lee still clearly remembers the first time he met Jiao in a hospital examination room in 1988. Although he knew from his research how thin anorexic patients could become, he couldn’t help but be taken aback at the sight of her. ‘She was shockingly emaciated – virtually a skeleton,’ he recalls. ‘She had sunken eyes, hollow cheeks and pale, cold skin.’ She was alert but uncommunicative. At 5 feet 3 inches, her ideal body weight should have been in the neighbourhood of 110 pounds. Indeed, she had been that weight four years earlier, before she began to waste away. By the time she sought medical treatment she weighed just 48 pounds.
 
         During his physical exam of Jiao, Lee noted that she had dry skin and a subnormal body temperature. More concerning, her blood pressure was low and her heartbeat was a plodding sixty beats per minute. He took X-rays after giving her a drink laced with barium so he could examine her oesophagus. He also used an endoscope to examine her upper gastrointestinal system for blockages or lesions. Convinced the disorder wasn’t organic in origin, he began to piece together her personal history.
 
         Jiao was the youngest child of three living children (two of her brothers died soon after birth). She had grown up in a working-class family in a rural village near Hong Kong, where she still lived. Like many in the Hong Kong area, her family was both emotionally enmeshed yet physically disjointed. To earn a living, her father had lived apart from the family for many years at a time but when he was present, he demanded the absolute loyalty he felt was his traditional due as head of the household. During his visits home he often berated Jiao and her mother for small infractions, such as interrupting him when he spoke, and he freely expressed his disappointment that Jiao had not performed better in school. Her mother was a traditional housewife who was subservient to her husband and was socially isolated because she spoke only a Chinese dialect called Hakka. Although it was not a happy home, there was no history of mental illness, sexual or physical abuse or eating disorders.
         
 
         Jiao’s struggles with eating had begun in earnest four years earlier, in 1984, when her boyfriend deserted her by emigrating to England. She was devastated by his departure and began to refuse food and skip meals. Explaining her change in eating patterns to her family, she complained of pain and discomfort in her abdomen. During this time she became increasingly socially withdrawn and lost her job. Over those first years of the illness she saw various doctors. She was encouraged by health professionals as well as her family to eat more. Nevertheless she steadily lost weight year after year.
         
 
         While relating her personal history to Lee during that first interview, Jiao cried at times but for the most part just looked sad and tired.
 
         ‘What do you think is your main problem?’ Lee finally asked her.
 
         ‘Abdominal fullness and thinness,’ she replied.
 
         ‘What else?’
 
         ‘A bad mood, it’s hard to describe … It is no use talking about it anymore,’ she said and began to weep.
 
         ‘Is there a name for your condition?’ Lee asked her.
 
         ‘I don’t know,’ she said. ‘Can you tell me what kind of disease it is?’
 
         Lee had her draw a picture of herself. This technique is often used to assess whether anorexic patients have a distorted perception of their emaciated condition. The stick figure sketch she handed back to Lee, however, closely matched her skeletal condition.
         
 
         Jiao’s presentation left Lee in a quandary. On the one hand, she was clearly starving herself to the point of death. On the other hand, she didn’t fit many of the American diagnostic criteria for anorexia. The Diagnostic and Statistical Manual of Mental Disorders, published by the American Psychiatric Association – the third edition released in the late 1980s had quickly become the worldwide standard – stated that someone suffering from anorexia not only rigidly maintains an abnormally low body weight but expresses an ‘intense fear of becoming obese, even when underweight’, and has a disturbed self-image, such as claiming to ‘feel fat when emaciated’.
         
 
         But Jiao did not express a fear of being overweight. In addition, she didn’t have any misperception about the emaciated condition of her body. She described herself pretty much exactly as Lee saw her: as a very sick and dangerously thin young woman.
 
         When he gave her the standard eating-disorder questionnaire of the time, it also showed clear differences from what one would expect of an anorexic in the West. For instance, Jiao insisted that she never consciously restricted the amount of food she ate. Western anorexics, he knew, usually admitted to obsessing over food portions and quantities. When asked why she often went for whole days without eating, Jiao would say only that she felt no hunger and, pointing to the left side of her abdomen, describe how her stomach often felt distended.
         
 
         These deviations from the Western diagnosis weren’t unique to Jiao. Most of the Hong Kong anorexics Lee was able to interview or treat around this time similarly denied any fear of being fat or of intending to lose weight to become more attractive. They often spoke of their desire to get back to a normal body weight. When explaining their refusal to eat, they most often ascribed the behaviour to physical causes such as bloating, blockages in their throat or digestion, or the feeling of fullness in their stomach and abdomen. Their often repeated claim that they had no appetite also ran counter to conceptions of the disease put forward by Western experts. Psychiatrist Hilde Bruch, who wrote one of the seminal books on anorexia, The Golden Cage, asserted that ‘patients with anorexia nervosa do not suffer from loss of appetite; on the contrary, they are frantically preoccupied with food and eating. In this sense they resemble other starving people’.
         
 
         As a group, these Hong Kong anorexics were different from their American counterparts in other ways as well. These were not the ‘golden girls’ described in Western literature on eating disorders. Anorexia in the West was known to afflict well-to-do, popular and promising young women who were sometimes perfectionists in other parts of their lives, such as school or sports. But Lee’s patients were often from poor families and among the lower achievers in their schools. They also did not give any hint of the moral superiority sometimes observed in Western anorexics.
 
         Most curiously, they were often from outlying villages, not a population that Lee suspected would be most influenced by the globalization of Western pop culture. They had not begun their self-starvation after reading diet books or engaging in the exercise fads of the day. His atypical anorexics were not among the young women in Hong Kong adopting Flashdance fashions or going to Jazzercise classes. If Western pop cultural influences were at the heart of this disorder, there were certainly populations in Hong Kong who should have been harder hit. Hong Kong was, and remains, the most international of cities, with plenty of groups of adolescents and young women fully engaged in Western fashion and pop culture. But Lee’s patients did not come from these jet-setting subcultures.
         
 
         While Lee had great respect for the clinical knowledge he had gained during his training in the West, he knew it posed a challenge as well. With the DSM becoming the world’s diagnostic manual for mental illness, it was easy to gloss over different disease presentations to make them fit the Western standard. But Lee was convinced that the distinctions between the American presentation of anorexia and what he was witnessing in Hong Kong was a meaningful difference that could lead to new insights into the disorder. He knew that if he was going to understand what was happening with his Hong Kong patients, he was going to have to get to the bottom of those differences.
         
 
         Yin, Yang and Qi
 
         Despite Lee’s uncertainty about the diagnosis of anorexia, Jiao was clearly in need of immediate attention. With Lee’s encouragement she checked into the hospital, but she proved to be a difficult patient. She used a shifting series of excuses to refuse the food offered by the dietitian. Lee speculated that her resistance to his ministrations might be bound up in the culture clash between Western and Chinese medicine. Hoping to hit a resonant cultural note that would lessen her resistance, he called in a Chinese herbalist and then a qigong master to participate in her treatment. The herbalist reported to Lee that Jiao’s condition involved a variety of imbalances between the liver, the spleen and the stomach. Her extreme sadness over her lost love had caused her liver function to break down, the herbalist explained, which in turn had thrown off the workings of her spleen and stomach. This had resulted in poor absorption of food nutrition, limiting her body’s ability to transform food into qi, the flow of energy that animates all living things. These problems had led to a weak heart and ineffective kidneys. In addition, the herbalist found a general imbalance in her system that he described as an excess of yin and a depleted reserve of yang.
         
 
         Because the liver malfunction was at the beginning of the cascade of internal distress, the herbalist recommended a mixture of herbs he said would selectively soothe and repair that organ. The treatment, Jiao was told, would allow her to let go of the unhealthy energy that surrounded the memory of her lost love. Jiao refused to drink the concoction.
 
         The qigong master was even less successful. He also believed that Jiao’s flow of qi was dangerously low. He performed rituals to unblock her pent-up qi. By the third treatment, the qigong master quit the case, telling Lee that the patient was ‘not willing to recover’.
 
         With neither Western nor Eastern healing modalities having much impact, Jiao decided to leave the hospital. She was discharged just before Christmas of 1988. Although she had gained weight during her hospital stay, from 48 pounds to 59 pounds, in a checkup two weeks later she had already dropped four of those pounds. She refused readmission to the hospital and began to avoid outpatient visits as well. Over the next few years Lee twice visited her at home, hoping to lure her back into treatment. During this time her weight dropped back down to 50 pounds.
         
 
         In 1992 Lee once again visited Jiao at home, taking two female medical students with him. Jiao looked as skeletal as ever and told of heart palpitations and lower-limb weakness. Two of her front teeth had decayed to the point that they had been removed. Jiao’s mother gestured to Lee that she was still not eating much. Because of the mother’s language barrier, a neighbour was brought in to explain the need for inpatient treatment to her. The neighbour said that many in the village had tried unsuccessfully to encourage Jiao to eat more. The neighbour wanted to know from Lee what this mysterious disease was called and what caused it.
 
         After the visit Lee and the two medical students took Jiao for a short walk in the village. She showed the students a picture of herself before the onset of the illness and seemed happy when they said she was pretty in the photos. She asked the students if they would reject her as a friend because of her current terrible appearance. At the end of the visit, Jiao agreed to consider returning to the hospital, but when Lee phoned her a few days later she declined again.
 
         It was only two weeks later that Jiao showed up in the emergency room of the Prince of Wales Hospital. She was in terrible shape. She weighted only 42 pounds, her blood pressure was low, and sacral bedsores were appearing on her skin. She gasped for breath at the slightest exertion. To Lee’s relief, Jiao agreed to hospitalisation.
 
         During her first day in the hospital, Lee noticed a positive turn in her outlook. Jiao asked for a referral to the occupational therapy department so that she could learn typing and computer skills. She hoped this would put her in line for a better job later in life. Some of the medical students who had been following her case with Dr Lee gave her a present of a hat and scarf. The gift pleased Jiao. She asked to get a haircut and began to talk of ‘making a new beginning’. She began to take small amounts of food orally.
         
 
         Two days later, at four in the morning, Jiao’s heart gave out. The autopsy showed no specific pathology other than multiple organ atrophy due to her self-starvation.
 
         His failure to help Jiao recover fueled Lee’s passion to figure out the meaning of anorexia in Hong Kong. Thinking back on the case, he became convinced that the Western understanding of the disease, focusing on body image and fat phobia, was of little use in cases like Jiao’s. What was needed was not a global template for anorexia, but a much more local understanding of the personal and cultural forces at play. Relying on a global template, he believed, could be worse than just ineffective. The increasingly wide use of the Western diagnostic categories and the many assumptions that lay behind them had the potential of blinding local clinicians to the unique realities of patients in different cultures.
 
         A Personal Test and Global Spread
 
         Lee knew that he had to understand anorexia on two different levels. There was the question of why women began the behaviour of self-starvation, and then there was the question of what happened to their mind and body as the regimen of starvation gained momentum in their daily life. Lee felt it was critically important to understand what anorexia felt like on a physiological level. ‘I was curious about the basic question: How can they eat so little?’ Lee recalls. ‘Why did lunchtime make no difference to them? What did it mean to turn off the biological clock that signalled the body to eat?’
         
 
         Empathy is prized among all mental-health providers, but it’s an ephemeral and untestable quality. A doctor may think he or she is sensing the internal world of the patient, but how can one really know? This is especially problematic when facing a patient with a severe mental illness. Can a doctor who treats a schizophrenic empathically connect with the workings of that patient’s mind? Lee realized that, unlike in other mental disorders, a doctor treating an anorexic patient had some opportunity to share in the patient’s experience. Because the key symptom – restricting one’s eating – was an external behaviour, Lee saw an opening to do an experiment. He decided to mimic the behaviour of an anorexic in the early stages of the disorder.
         
 
         ‘I got it in my head,’ says Lee, ‘that if I wanted to truly be an expert on this condition, I needed to experience it for myself.’ So he began to severely cut back on his food intake and skip lunch entirely. He also began an intense exercise routine. Like all dieters, at first he felt the normal drop in energy and mood as his body struggled to make it through the day with a depleted supply of calories. After a few weeks he had lost five pounds, but he still felt as if he were dragging himself through his daily routine. After a month and a half of restricting food, he was another five pounds lighter but felt no better. His stomach ached and growled for food.
 
         It was around the three-month mark that some gear shifted in his physiology. His energy began to return and his mood improved – more than improved, actually: he felt great. He was going to bed later and waking up earlier. He performed behaviours that he would have identified in a patient as potentially pathological. As he rode the lift up to his office every morning, for instance, he did arm exercises on the handrails. He began to feel a hyperalertness and sense of mastery over his body and his life. For much of the day he was on the sort of pleasant runner’s high that one feels in the middle of a good workout. His hunger, which for months had been sounding a deafening alarm, had become a background whisper that he could easily ignore.
         
 
         He found himself feeling somewhat superior to other people, who seemed to be ruled by their incessant need for food. He couldn’t understand why so many people who tried to diet lacked the willpower to do so. He found that he was inordinately pleased that he had the strength of will to see his project through. The next ten pounds came off with little effort and his friends and family began to comment on how thin he was. He had lost over 12 per cent of his body weight.
 
         Although Lee felt the desire to stay on his restrictive diet, he managed to shake himself out of the behaviour. His excuse to himself at the time was that he needed to go to London for an intense exam at the Royal College of Psychiatry, and he worried that his lack of nutrition would limit his mental abilities. It had been a dangerous experiment but a successful one; he had heard a bit of the siren song that patients with anorexia often follow to their death.
 
         One of his patients once told him that anorexia felt like getting on a train, only to discover too late that she was headed in the wrong direction. This patient felt she had little choice but to stay on that train to the final destination. Lee now had some idea what she meant when she used that metaphor to describe the psychological momentum that can build behind anorexia. He had starved himself to the point where the behaviour can turn from a wilful choice into a dangerous addiction.
         
 
         As Lee’s first papers on anorexia in Hong Kong moved towards publication, much was changing in the world of eating-disorder research. Scattered case reports had been followed by outbreaks of eating disorders reported in Africa, India and the Middle East. One study showed that students in Nigeria were scoring as high as Westerners on disordered-eating scales. In the East, anorexia had become increasingly common in Taiwan, Malaysia, Singapore and Japan.
 
         The popular explanation at the time was that Western media were influencing the way women around the world viewed their bodies; as Western film stars and models became the world standard for glamour and attractiveness, it appeared that eating disorders followed. Although that seemed like common sense, researchers who tried to prove a connection between Western acculturation and eating disorders were often frustrated. Usually these studies involved giving a group of immigrant women a test to measure abnormal eating attitudes, along with a set of questions intended to gauge their level of acculturation to their new home. The assumption was that women who had adopted Western norms would have higher scores on the disordered-eating tests.
 
         For the most part, however, these studies failed to make this seemingly common sense cause-and-effect connection. In a review of eighteen such studies, a team of American researchers concluded, ‘Despite the long-standing hypothesis that a greater exposure to Western values leads to an increased risk for eating disorders, this review of acculturation research presents no compelling evidence for such a relationship.’ These researchers noted that the majority of studies failed to find a connection, and the few that did were offset by studies showing that immigrant women who were assimilated into Western culture sometimes had lower scores on disordered-eating scales than women who held to their traditional beliefs and habits.
         
 
         The latter studies showing an inverse relationship between acculturation and disordered eating were the most controversial because they directly challenged the accepted wisdom that the true pathogen for eating disorders hid within Western attitudes toward the female body. Regardless, studies of British schoolgirls originally from South Asia consistently showed that those with a lower level of Western acculturation had higher levels of body dissatisfaction and eating-disordered behaviour. Strikingly similar results were found among Hong Kong-born women who moved to Australia.
         
 
         It was clear that the pathogens that were spreading eating disorders around the world were not as simple as exposure to Western fashion, diets or popular culture. What exactly was motivating the spread of the disorder remained a hot topic of debate. If, as Lee had discovered, local forms of anorexia were often markedly different from the DSM version of the disease, perhaps there weren’t any universal causes for anorexia because it wasn’t a single, unified disease. Or perhaps there was another spark for the spread of the disease that hadn’t yet been considered.
         
 
         The Mirror of History
 
         Lee realized that his handful of Hong Kong patients represented a unique opportunity to examine an expression of anorexia divorced from Western cultural beliefs about the condition. Whereas it was all but impossible for a woman with an eating disorder in the United States to remain unaware of the various cultural meanings behind the behaviour, Lee’s Hong Kong atypicals often knew of no other sufferers and lacked even a name for their condition. They had come to the disease on their own and were negotiating a private meaning for their refusal to eat.
         
 
         Hoping to glimpse the disease from a new perspective, Lee dived into the early history of the disorder. He became particularly interested in the work of a Canadian scholar named Edward Shorter, a medical historian who had recently written several influential papers on the history of anorexia. Reading the description of young women who starved themselves in the early to mid-nineteenth century, long before there was an official category for the illness, Lee was taken aback. The descriptions of those early self-starvers from more than a hundred years ago and half a world away sounded remarkably similar to the Hong Kong patients he was seeing in his practice.
         
 
         Shorter recounts the story of a sixteen-year-old girl treated in 1823 by a Frankfurt physician named Salomon Stiebel. In Stiebel’s account, the girl’s troubles started when her parents insisted she break off a budding romantic relationship with a suitor they deemed inappropriate. After the girl was given the bad news ‘she felt a heavy pressure on the lower region of her oesophagus, became pale and breathless, was unable to speak, and had to sit down.’ This feeling of pressure on her oesophagus returned daily, making it impossible, she reported, for her to eat solid food. Although it seems clear that her self-starvation was psychological in origin – beginning as it did with the termination of a romance – the girl experienced her refusal to eat as a physical symptom: a literal blockage in her throat.
         
 
         In his research Shorter reported a number of similar descriptions. Like Lee’s patients in Hong Kong, these early anorexics reported a range of somatic reasons for refusing to eat. Echoing the explanations from Lee’s patients, several nineteenth-century doctors reported that patients ascribed their food refusal to painful digestion. Many, like the girl in Frankfurt, told of the sensation of having an impassable lump in the throat. Food would ‘not go down’, they would claim. Others claimed different physiological problems, such as the inability to chew.
 
         These cases were interesting to Lee for what was absent. Like his atypical patients in Hong Kong, these early anorexics did not report a desire to lose weight, nor was there evidence that they had a fear of becoming fat. In addition these patients did not have a distorted body image, such as believing they were fat even though they were emaciated. Lee began to wonder whether he was seeing in his Hong Kong patients a rare pre-twentieth-century form of anorexia.
 
         Shorter argued in his papers that the only way to understand the Western evolution of anorexia is to see it in the context of the archetypal psychological diagnosis of the nineteenth century: hysteria. Along with starving themselves, early anorexics often presented a number of classic symptoms of hysteria. This was true of the lovelorn girl from Frankfurt; her other symptoms of distress included pain at the slightest pressure on her sternum, numbness in one hand and a persistent cough. She developed a facial tic and skin sensitivity on her face. She also experienced periods of catalepsy, a zombie-like state in which she heard what was going on around her but could not move or respond. Although this cluster of symptoms would look strange today, it would have been nothing new to the doctors of her time.
         
 
         The middle decades of that century were a golden age for hysteria. At its high-water mark, hysteria could include a remarkable variety of symptoms: convulsive fits, paralysis, muscle contractions, linguistic impediments, amnesia, spinal irritation, day blindness, cold sensitivity, hallucinations and astasia-abasia, the inability to stand or walk. The latest theories about the disease were often topics of conversations in upper-middle-class drawing rooms, where the latest editions of the New England Journal of Medicine and the Lancet could often be found. Like the Dr Phils and Dr Drews of our time, many practitioners in the Victorian era had a taste for the status and celebrity their positions offered them. Physicians such as Charles Laségue and Jean-Martin Charcot made their names by discovering in their patients novel manifestations of what was then the quintessential illness of womanhood. These doctors filled lecture halls to announce their discoveries and were toasted by royalty.
         
 
         Documenting the rise of the disorder, historians such as Janet Oppenheim have given us a glimpse of how deeply hysteria influenced Victorian culture. Oppenheim found the disease not only in the mental-health and medical literature of the time, but everywhere she looked. Popular magazines and newspapers, public hygiene literature, novels, short stories, personal letters, diaries and autobiographies – it was an idea that had a tremendous hold on the population at the end of the nineteenth century. In the spring of 1881 one popular French journalist wrote, ‘The illness of our age is hysteria. One encounters it everywhere. Everywhere one rubs elbows with it … Studying hysteria, Monsieur Laségue, the illustrious master, and Monsieur Charcot have put their finger on the wound of the day … This singular neurosis with its astonishing effects … travels the streets and the world.’
         
 
         Although self-starvation resulting from stomach pain, lack of appetite, vomiting or the sensation of having a lump in the throat began as a bit player in the grand drama of hysteria, it steadily gained prominence in the ranks of hysterical symptoms in the second half of the century. By 1860 Louis-Victor Marce, the director of a large asylum in France, reported that it was ‘very common’ to observe ‘young women who, just having reached puberty after a precocious physical development, lose their appetite to an extreme degree. No matter how long they have abstained from food, they experience a distaste for it which even the most insistent urging is unable to reverse’. Between 1860 and 1864 the young women in a Lisbon school alternated in groups between symptoms of hysteria – leg weakness, paralysis and day blindness – and periods of vomiting that went on for months. At one point 90 out of 114 girls participated in the epidemic of vomiting.
 
         As eating-disordered behaviour became increasingly common among hysterics, doctors began to debate its meaning and cause. Various labels appeared in the early literature, all hinting at different root causes: ‘apepsia hysterica’, ‘neuropathic disorders of gastric sensibility’, ‘nervous dyspepsia’, ‘hyperaesthesias of the stomach’, ‘gastrodynia’, and ‘visceral neurosis’.
 
         ‘In the years before the phenomenon received a formal diagnostic label,’ Shorter writes, ‘the symptoms tended to be inchoate and poorly defined because neither doctors nor patients had yet a clear model of the disease.’ This time of uncertainty, Shorter suggests, made for a kind of incubation period for the illness of anorexia, a time when the debates among doctors began to shape the public’s and the patients’ understanding of the behaviour.
         
 
         It wasn’t until 1873 that anorexia nervosa finally received that formal recognition. That year Laségue, already famous for his work with hysterical patients, dubbed the disease ‘hysterical anorexia’. (A year later the word ‘hysterical’ would be dropped and the term ‘anorexia nervosa’ would become standard in the medical literature.) The typical patient, he reported, was a young woman between fifteen and twenty who had recently suffered an emotional trauma and began a ‘refusal of food that may be indefinitely prolonged’. He noted that months might go by without the patient’s health declining. Indeed she might enjoy a surge of energy. ‘Not only does she not sigh for recovery, but she is not ill pleased with her condition, notwithstanding the unpleasantness it is attended with.’
         
 
         For another historical scholar, the moment in time when a disease became officially recognised and named by the established medical order might be nothing more than an interesting historical footnote. Shorter, however, was an expert in the history of psychosomatic illnesses, and he knew better than anyone that the pronouncements of famous doctors could have a powerful, though unconscious, effect on people. As his body of research shows, history was full of ever-changing psychosomatic symptoms shaped in large part by the expectations and beliefs of the current medical establishment. ‘As doctors’ own ideas about what constitutes “real” disease change from time to time due to theory and practice, the symptoms that patients present will change as well,’ he writes. ‘These medical changes give the story of psychosomatic illness its dynamic: the medical “shaping” of symptoms.’
         
 
         Shorter believes that it was Laségue’s famous paper and the public interest in the medical debate surrounding the diagnosis of anorexia that forged a kind of template for self-starvation. As the medical establishment settled on the name, the agreed-upon causes and a specific symptom list for the disease, they were, Shorter argues, ‘disseminating a model of how the patient was to behave and the doctor to respond’. What was once a mishmash of conflicting medical theories surrounding self-starvation had now gained the appearance of a precise disorder with a specific at-risk population.
 
         That new conception of this illness took hold not only among women who had already manifested disordered eating but in the population at large. There are no broad epidemiologic studies of eating disorders from the time, but the anecdotal evidence for what happened next is persuasive: soon after the official designation of anorexia nervosa, the incidence of the disease began a dramatic climb. Whereas in the 1850s self-starvation was a rare symptom associated with hysterics, by the end of the century the medical literature was littered with references to full-blown anorexics. As one London doctor reported in 1888, anorexic behaviour was ‘a very common occurrence’, of which he had ‘abundant opportunities of seeing and treating many interesting cases’. In that same year a young medical student confidently wrote in his doctoral dissertation, ‘among hysterics, nothing is more common than anorexia.’ 
         
 
         A New Behaviour Dives into the Symptom Pool
 
         What caused the increase in cases of anorexia in the late nineteenth century? Does the naming of a disorder allow doctors to suddenly recognise and report what they had previously overlooked? Or is there an interplay between the codification of a new mental illness and the sudden appearance of those symptoms in the general population? With the introduction of any new illness category (as we’ll see in the chapters on depression in Japan and PTSD in Sri Lanka), there are always those who argue that the apparent increased incidence of a condition is simply due to the fact that the disease in question had previously gone unnoticed or under-reported. Although there is often some truth to that assertion, the other possibility has rarely been squarely addressed. For his part, Shorter unequivocally argues that there is a clear connection between the official recognition of anorexia nervosa and the growing number of women who began to self-starve in Europe and then the United States.
 
         Shorter believes that psychosomatic illnesses (such as leg paralysis at the turn of the twentieth century or multiple-personality disorder at the turn of the twenty-first) are examples of the unconscious mind attempting to speak in a language of emotional distress that will be understood in its time. People at a given moment in history in need of expressing their psychological suffering have a limited number of symptoms to choose from – a ‘symptom pool’, as he calls it. When someone unconsciously latches on to a behaviour in the symptom pool, he or she is doing so for a specific reason: the person is taking troubling emotions and internal conflicts that are often indistinct or frustratingly beyond expression and distilling them into a symptom or behaviour that is a culturally recognised signal of suffering. ‘Patients unconsciously endeavour to produce symptoms that will correspond to the medical diagnostics of the time,’ Shorter told me when I called him in Montreal to speak with him about Lee’s work. ‘This sort of cultural moulding of the unconscious happens imperceptibly and follows a large number of cultural cues that patients simply are not aware of.’
         
 
         Because the patient is unconsciously striving for recognition and legitimization of internal distress, his or her subconscious will be drawn towards those symptoms that will achieve those ends. Such a dynamic makes the official public naming of a disease such as anorexia nervosa a perilous event. It is clear to Shorter that psychiatrists and physicians themselves have long been key players in the process of validating which new disorders or behaviours appear in the symptom pool.
 
         In the late nineteenth century the process of adding a new symptom to the hysteria symptom pool would go like this: on the basis of a few new and exciting cases, doctors would publicly describe and debate and then codify the new pathological behaviour. Popular magazines, newspapers and journals would write about the new medical findings. Women in the general population would unconsciously begin to manifest the behaviour and seek help. Patients and doctors would then engage in what is called ‘illness negotiation’, whereby they would together shape each other’s perceptions of the behaviour. In this negotiation the doctor would provide scientific validation that the symptom was indeed indicative of a legitimate disease category, and new patients would increase the attention focused on the new symptom in the professional and popular press, creating a feedback loop that further established the legitimacy of the new symptom. 
         
 
         So although there may have been a small number of patients who presented novel behaviours without a cultural template (like Lee’s atypical anorexics in Hong Kong), the widespread adoption of a new hysterical symptom such as anorexia or leg paralysis would follow the official ‘discovery’ of the symptom or disorder and the establishment of the cultural feedback loop.
         
 
         Anorexia was rare in the mid-nineteenth century not because physicians somehow failed to notice their starving patients, Shorter believes, but because it hadn’t yet been widely acknowledged as part of the symptom pool of that time. Only after it became a culturally agreed-upon expression of internal distress did it become widespread.
 
         Interestingly, pathological behaviours don’t attain a permanent place in the symptom pool. It takes a certain amount of public and professional attention to keep behaviours like those common to hysteria in play in the minds of a population. And indeed in the middle part of the twentieth century many of the most dramatic symptoms connected to hysteria drifted out of the symptom pool. When the psychiatrist Hilde Bruch began her study of anorexia in the 1940s, she reported that it was once again ‘so rare … that it was practically unknown’. Searching the admissions records at Presbyterian Hospital in New York during those middle decades of the twentieth century, she found on average only one case per year. Like Lee’s anorexics, the patients Bruch saw during those years often weren’t aware that their condition had a name, nor did they know others who suffered similarly. Each one, she recalls, ‘was an original inventor of this effort at self-assertion’. The disorder once again became the topic of intense public and professional interest after 4 February 1983, when the popular singer Karen Carpenter collapsed from heart failure brought on by anorexia nervosa. After that jump in interest, the number of articles on the topic steadily grew throughout the decade. By the late 1980s you’d have been hard-pressed to find a Western teenager, especially among those girls in the high-achieving, upper-middle-class demographic group, who did not know about anorexia nervosa. It was back in the symptom pool, luring another generation of women.
         
 
         A Clean Slate
 
         Looking at the rise and fall and rise of anorexia over the century, Lee was convinced, like Shorter, that eating disorders were not at all like diseases such as mumps or polio; they didn’t have a natural history that could be separated from the specific time and place in which they existed. ‘Mental illnesses, specifically anorexia, do not exist independent of social and historical context,’ Lee concluded. ‘There may therefore be no true natural history of [anorexia nervosa], but rather a social history at a given time and place, a perspective which questions radically the biomedical assumption that there is a “core problem” with [anorexia nervosa].’
 
         Lee began to suspect that his handful of atypical cases in Hong Kong were akin to the rare cases of self-starvation in the early nineteenth century, before it had been codified by the prominent psychiatrists and physicians of the day and publicised around the Western world. ‘I began to think that these atypical patients I was seeing might shed some light on the early appearance of self-starvation before it became known as anorexia,’ he recalls. ‘You can’t go back a hundred or two hundred years to re-interview early anorexic patients.’
         
 
         He came to believe that the reason his patients didn’t report their self-starvation as coming from a fear of fatness was because that explanation would have made no sense in their cultural surroundings. Fear of fatness wasn’t recognised in the Hong Kong culture as a legitimate reason for self-starvation; it was therefore unavailable to the patient both as a private belief and as an explanation she might give her doctor.
         
 
         However, there were other explanations at the time that did make sense. For instance, the Chinese have historically looked to bodily sensations to indicate psychological distress. Because of this long history of somaticising mental distress, it made sense to Lee that the atypical anorexics he was seeing often focused on stomach complaints and the feeling of bloating as the cause of their behaviour. Chinese philosophical thinking avoided making the Cartesian distinction between the mind and the body. A Chinese girl’s complaint of stomach pain might carry as much meaning and impact as a signal of emotional distress as a Western teenager’s complaint of anxiety or depression. Lee also saw in his patients echoes of a certain Confucian asceticism – an almost monk-like self-denial, asexuality and lack of worry about their bodily decline or even death. ‘Their food denial communicated powerful cultural symbols, private meanings and interpersonal messages,’ Lee concluded. Decoding these messages required a deep understanding of the specific cultural forces influencing the self-conception of these women.
         
 
         In trying to parse out these meanings, Lee was racing against time. Even as he was making progress understanding the particular cultural meanings behind food refusal in Hong Kong, the Western diagnosis of anorexia was becoming accepted across the globe. Lee feared that the DSM diagnosis, with its focus on fat phobia and body-image distortion, would obscure more subtle, culturally specific forms of self-starvation.
         
 
         Slowly but steadily, in the early 1990s he noticed mental-health providers around him succumbing to a kind of colour blindness, an inability to see the cultural and individual differences in the patients they interviewed. As each year passed, he could see the influence of the Western diagnostic manual grow, particularly in younger generations of clinicians. Reviewing other doctors’ notes on new cases of anorexia referred to him, he would see such sentences as: ‘The patient still denied having a fear of fatness or dieting.’ For these younger doctors, it couldn’t be a case of anorexia unless it conformed to the DSM criteria. Lee worried that these clinicians were adhering to a foreign diagnostic manual at the expense of understanding both the patient’s subjective experience and the cultural meaning specific to Hong Kong at that time. If they became blind to the local realities of their patients, he feared, they would have little hope in treating them.
         
 
         A Death on Wan Chai Road
 
         Although the psychologists and psychiatrists in Hong Kong began to adopt the DSM description of anorexia, the general population of Hong Kong remained largely unaware of the disease. As of the early 1990s, there had yet to be any outreach campaigns to local high schools. There had been no Chinese celebrities afflicted with the disorder and little reported about the condition in newspaper or magazine articles.
         
 
         Lee speculated that this very lack of public awareness about anorexia might be key to the rarity of the disorder, reducing the likelihood that distressed individuals would choose, as he put it, ‘anorexia as a convenient form of illness’. Which is another way of saying that anorexia remained outside the symptom pool for the majority of the population. Lee had a fear, though. As he wrote prophetically in 1989, he worried that somewhere there might be an ‘epidemiogenic trigger’ for anorexia that, once tripped, would ‘exert an explosive effect.’ Five years later that fear was realized.
         
 
         
             

         
 
         At 1 p.m. on 24 November 1994, the last day of her life, fourteen-year-old Charlene Hsu Chi-Ying walked past the trophy case at Saint Paul Secondary School, underneath the banner of the Virgin Mary and out into the Happy Valley district of Hong Kong. Wearing her school uniform and carrying her school backpack, she was unsteady on her feet. She had fainted twice in the previous week. Just the day before, she had blacked out in front of her school and had to be sent to the nurse’s office with a cut knee.
 
         Heading home from Happy Valley to her family’s apartment in the Healthy Gardens high-rise complex, she walked north through a forest of skyscrapers towards the central business district of Hong Kong. Having grown up in the city, she found the cultural mélange she passed through to be quite normal. She passed the Seventh Day Adventist Pioneer Memorial Church and a Buddhist temple. She walked by one McDonald’s and another a few blocks later. She walked past the Hong Kong Cemetery, the Saint Michael Catholic Cemetery, and then past the Muslim cemetery. She also passed by the front doors of the hospital where her lifeless body would soon be delivered.
         
 
         Charlene was about to become famous in Hong Kong as the public face of anorexia nervosa. Her death that day would introduce the disorder into the public consciousness and be a critical turning point in the evolution and spread of the illness. It is therefore important to try to understand – both intellectually and on a gut level – what it meant to be a fourteen-year-old in Hong Kong at that particular moment in history.
 
         
             

         
 
         The mid-1990s were an uncertain and nervous time for the population of Hong Kong. The transfer of sovereignty from Britain to China was just three years away. Even before the 1989 Tiananmen Square protests, many families had attempted to emigrate. After the massacre the number of those trying to get out of Hong Kong doubled; before the handover more than half a million people would leave.
 
         This caused a great deal of stress on family networks. Most countries allowed families to immigrate only in Western-style nuclear groups: a set of parents and a set of children. But traditional Chinese ties to extended families remained strong. Indeed in the unforgiving and competitive business environment of Hong Kong, support from extended families was an important social safety net. The emigration of each family unit weakened that safety net for the relatives left behind.
         
 
         ‘Through the early 1990s, each time we returned from summer holidays, a few more children had disappeared to Canada, Australia, the United States, Britain,’ wrote one of Charlene’s contemporaries. ‘For us confused adolescents, it was a blur of hasty farewells to friends pulled out of school midterm … All around us, people were panicking about the future of the British colony, stunned by the bloody crushing of the student-led protests in Beijing.’
         
 
         One can get a sense of the confluence of these forces in the Hong Kong of the 1990s by watching films about teen life during the period. One in particular, Autumn Moon, directed by Clara Law in 1992, tells us a great deal. Along with those of other so-called second-wave directors in Hong Kong, Law’s films are moody and strive to communicate the postmodern disconnect of the time. Autumn Moon is about a fifteen-year-old Hong Kong girl who strikes up an unlikely friendship with a bored and nihilistic Japanese tourist named Tokio. The teenage girl, Hui, is caught between two countries: her parents have already emigrated to Canada, leaving her in Hong Kong to wait for the death of her grandmother. Like Tokio, Hui is disconnected from traditional culture. She can’t cook and believes that McDonald’s represents traditional Chinese food. The movie also riffs on the globalization of teen culture; when Hui worries that in Canada no one will have heard of Madonna, Tokio reassures her, ‘Don’t worry. Madonna is everywhere.’
         
 
         As the film suggests, no segment of the world’s population is more vulnerable to being swept away by the currents of globalization than adolescents. Teenagers are often the first to adopt Western dress and slang and identify with movies, music and television. But Autumn Moon reveals that teenagers in Hong Kong were not simply interested in Western pop cultural tastes in music and food. What was changing was the very nature of adolescence. The first scene shows Hui standing in front of her bedroom mirror; in a voiceover she says, ‘I am fifteen years old. I’ve only just found out that the cold weather doesn’t start right after summer. Autumn is in between.’
         
 
         Social scientists have coined a shorthand for the Western view of adolescence, calling it ‘storm and stress’. Research in the United States and Europe has consistently shown that the teenage years bring with them the highest prevalence of risky behaviour, including substance abuse, wild driving and unprotected sex. Some researchers have assumed that what has been learned about adolescence in the United States and Europe is true of teenagers around the world.
 
         Cross-cultural research has shown, however, that the storm-and-stress assumptions about adolescence are far from universal. According to Jeffrey Jensen Arnett, a professor at Clark University and the author of Adolescence and Emerging Adulthood: A Cultural Approach, at the heart of the cross-cultural difference is the importance placed on achieving independence. Our Western conception of adulthood places a high value on individual identity and self-sufficiency, and much of the storm and stress of Western adolescence comes from the push and pull of this movement towards separation.
         
 
         However, in many traditional cultures, particularly in Asia, personal independence has not been the aim of adulthood. Instead, interdependence – reliance on and obedience to one’s family, clan and village – has been the goal. Teenagers on their path to adulthood are not expected to strain the bonds that tie them to their family. Because traditional cultures have de-emphasized the notion that adolescence is the road to personal independence, much of the storm and stress experienced by Western adolescents has been absent.
         
 
         But there were signs that this was changing. ‘If it is true that cultural values of individualism lie at the heart of adolescent storm and stress,’ Arnett concludes, ‘it seems likely that adolescence in traditional cultures will become more stormy and stressful … as the influence of the West increases.’
         
 
         So not only were governmental and family structures undergoing rapid change in the mid-1990s in Hong Kong, but the very nature of adolescence was in flux. Social stress on the adolescent population was obvious; what had yet to be determined was how that inchoate psychological charge would express itself.
 
         Thinner Than a Yellow Flower
 
         It was during this nervous time in the history of Hong Kong that Charlene Hsu Chi-Ying began to lose weight. Until late in the summer of 1994 she had been a parents’ dream. Her grades and test scores consistently put her in the top percentile of her school. She had a close group of friends and was active in sports and after-school activities. Her mother was never sure why her daughter started to eat less, as the incident that seemed to spark her food refusal seemed trivial: her mother had not let her go on a class trip to mainland China.
 
         Once her weight loss started in August, her personality quickly changed as well. By October she had become sullen and uncommunicative. She never mentioned that she was trying to diet, nor did she mention believing that she was overweight. Her classmates noticed the change in her personality. Once a gregarious girl with a group of friends, by October of that school year she had taken to sitting in the corner of the lunchroom by herself, reading while the other students ate. 
         
 
         Although the diagnosis of anorexia never came up, both a school counsellor and an outside social worker met with Charlene to encourage her to eat more and go to a doctor for a check-up. The last meeting with school personnel took place the day she fainted in front of the school. The headmistress, Ting Yi, said that the staff had decided not to tell Charlene’s parents about the incident but to use the threat as leverage for change. Charlene had one week, they told her, to improve herself before they would notify her parents.
 
         The next day Charlene took her fateful last walk. After passing by the graveyards and the hospital, she turned on to the busy Wan Chai Road. This is where she often boarded a tram to take her home to Healthy Gardens. Before she reached the tram stop she became unsteady on her feet. A shopkeeper from across the street named Chan Suk-Kuen spotted her and would later tell the inquest board that Charlene caught her attention because she was so preternaturally thin. The shopkeeper briefly lost sight of her when a double-decker tram obscured her from view. When the tram passed, she saw that Charlene had collapsed on to the sidewalk. Chan Suk-Kuen and half a dozen other people came to her aid. When she couldn’t be revived, they called the police and an ambulance.
 
         The policeman who checked her backpack and foundher school identification card at first couldn’t reconcile the smiling and healthy young woman in the picture with the emaciated and ghostly figure being loaded on to a gurney. The coroner who examined Charlene’s body, Dr Au Kam-Wah, found that she weighed 75 pounds. Her adrenal gland, thyroid, kidney and stomach all showed signs of atrophy. She had virtually no stores of subcutaneous fat. Her heart was tiny, weighing just 3 ounces. The policeman’s confusion was repeated at the hospital, where several of the nurses, upon seeing the skeletal body on the stretcher, initially assumed it was the remains of an elderly woman.
         
 
         Had Charlene made it home and died in her family’s apartment in Healthy Gardens, her passing might not have caught the attention of the media. However, because she collapsed on a busy shopping street in the heart of Hong Kong, the story was irresistible. All of Hong Kong’s Chinese and English papers gave prominent placement to the story of her death. ‘School Girl Falls on Ground Dead: Anorexia Made Her Skin and Bones,’ read one headline in a Chinese-language paper. ‘Girl Who Died in Street Was a Walking Skeleton,’ reported the English-language South China Morning Post. ‘Schoolgirl Falls Dead on Street: Thinner Than a Yellow Flower,’ reported another Chinese-language daily.
         
 
         The Chinese-language papers used the phrase yan shi zheng for the disorder. Yan means to loathe or to dislike, shi means eating and zheng means disease or disorder. The literal translation of the term for anorexia in both the Cantonese and Mandarin dialects would be something along the lines of ‘the disorder of loathing to eat’ or ‘the disease of disliking eating’. This was the first time people in Hong Kong had read about a local case of anorexia in their daily papers.
         
 
         Of course all of the articles tried to address the burning question on everyone’s mind: What was the meaning behind this strange disease that led a young girl to starve herself to death?
 
         To answer the question, Chinese reporters looked to Western sources and experts. One reporter for a Chinese-language daily was clearly cribbing from the DSM when he described anorexia this way: ‘The patients are so afraid of gaining weight, that even when they are underweight, they insist that they are fat.’ Several papers quoted Western experts to explain that dieting and the fashion industry were culpable. ‘Weight loss became a tragedy!’ began one story. ‘It was speculated that a fifteen-year-old girl had been losing weight with the wrong methods, and her health condition deteriorated day by day.’ Dieting and the beauty industry were not the only causes cited in the papers. ‘Besides weight loss for beauty, other causes of anorexia include family strife and school pressure,’ claimed one article. It also noted that the pressure of being a celebrity sometimes brings on the disorder, reminding readers that a famous American singer had died of the disease.
         
 
         A year later a public inquest was held to determine the cause of Charlene’s death. Her mother, schoolmates, teachers and counsellors all testified. The papers ran stories emphasizing that anorexia nervosa was a dangerous disease that threatened young women in Hong Kong. Headlines read ‘Call for Vigilance to Prevent Anorexia Deaths’ and ‘Teen Death Sparks Anorexia Concern’.
 
         There was no evidence at that moment that anorexia was a widespread disorder among young women in Hong Kong. Indeed the tone of alarm in the headlines and the leads of the stories was often contradicted by quotes from local experts near the bottom of the story. On the stand, the pathologist Dr Au Kam-Wah testified that he had seen only one other possible case of anorexia in his ten years of practice. Nevertheless the jury at the inquest recommended that schools provide counselling and education on eating disorders and their consequences. The papers followed suit. ‘Teachers, social workers, parents and schoolmates should make a combined effort to detect anorexia among secondary school girls before it is too late,’ began one follow-up story in the Standard.
         
 
         Lies about Beauty
 
         It is difficult to document when a psychosomatic symptom such as self-starvation worms its way into the unconscious minds of a population. There is, of course, no single moment when a behaviour enters the symptom pool of a culture. Looking back over time, however, it is often possible to identify a tipping point, the period after which the public’s knowledge and acceptance of a symptom or disorder begins to grow exponentially. There is little doubt that the year of Charlene’s death represented that crucial tipping point for anorexia in Hong Kong.
 
         The day before I visited Dr Lee during my visit to Hong Kong, I spent an afternoon flipping through the press-clipping files of the Hong Kong Eating Disorders Association with the organization’s clinical psychologist, Celia Wu. The popular-press articles that were published about anorexia after 1994 were remarkable both in their volume and in how similar they were to Western popular-press articles on the topic. Within a few years of Charlene’s death, there were several Hong Kong actresses and pop singers telling harrowing stories of becoming anorexic. In one article Western celebrity anorexics were compared side-by-side with their Hong Kong counterparts.
         
 
         The cultural trends identified as the cause of the disorder were familiar as well. ‘Swallowing Lies about Beauty Can Make You Sick,’ read a headline in the Standard in 1995. ‘Western influence,’ the article claims, ‘brings with it the notion of “happy go skinny”. Supermodels on catwalks, Hollywood stars at the Oscars, and even the slender legs in beer and automobile adverts all promote the anorexic look as sexy and glamorous.’ ‘Teenagers Risk Health in Quest for Beauty: Expert Blames Social Pressures for Eating Disorders as Patient Numbers Soar,’ read another typical headline.
         
 
         Remarkably, the pieces in both Chinese-language and English-language papers often relied exclusively on Western psychologists and psychiatrists to explain the illness. The Western experts quoted in these popular articles repeated variations on the common themes that dieting and pop-cultural trends caused anorexia and that fear of being fat was central to the illness. None suggested that there might be meaningful distinctions between the manifestation of anorexia in the West and East.
 
         Quoting Western sources, the media coverage in Hong Kong repeated several ideas, including the following:
 
              
            	That anorexia was a threat to young women who were prone to anxiety or depression or facing problems in school or in their families.
     
            	That severe food restriction in young women should be read as a cry for help.
     
            	That a key spark for the disorder lay in shifting cultural ideas of thinness and beauty.
     
            	That fat phobia and a distorted body image defined the disorder.
     
            	That anorexia usually attacked the most promising young women.
 
         
 
         This conception of anorexia mirrors fairly well the understanding one would find in the West among educated people and non-eating-disorder specialists in the medical and mental-health fields.* The idea that anorexia is tied to culturally imposed notions of female beauty has become conventional wisdom in the West. ‘In casual conversation we hear this idea expressed all the time: Anorexia is caused by the incessant drumbeat of modern dieting, by the erotic veneration of sylph-like women,’ writes Joan Jacobs Brumberg in her masterpiece Fasting Girls: The History of Anorexia Nervosa.
         
 
         The problem was that many of these Western assumptions had little meaning for most of the anorexics Lee saw in his practice. Those women were not motivated by ideas of thinness and beauty. They were not fat phobic, nor did they have a distorted body image. They were not the ‘golden girls’ of their schools or workplace. The mental-health experts quoted in the Hong Kong papers and magazines confidently reported that anorexia in Hong Kong was the same disorder that appeared in the United States and Europe. In Lee’s experience, this was simply not the case.
 
         Western assumptions about the disease were spread not only through the popular press and television. Western academic researchers also took up the charge. Shirley Geok-Lin Lim, a professor of English at the University of California, Santa Barbara and a visiting professor at the University of Hong Kong, wrote in the journal American Studies International that the rise in anorexia in Hong
          Kong was due to a ‘globalization of a visual culture in which women’s bodies and appearances are homogenized and fetishized as childlike or waif-like, subordinate and vulnerable’.
          
 
          
          
         Although Lee was trained in the West, his frustration at this lopsided emphasis on Western knowledge when it came to anorexia sometimes boiled over. ‘It is sobering to recognize that although the non-Western cultures are subdominant and ill-prepared to publish, they make up 80 per cent of the world,’ Lee wrote testily in an article published in 1995. Indeed the unthinking adoption of the DSM diagnosis of anorexia threatened to turn the very act of disease labelling into a meaningless abstraction, one that could harm the doctor–patient relationship by blinding them both to the more subtle and complex realities of the patient’s history and her local experience of culture. Lee wrote, ‘By intentionally replacing native metaphors with experience-distancing jargons and by unintentionally demolishing cultures, the imposition of universalizing biomedical categories may imperil illness negotiation on the one hand, and curtail local healing opportunities on the other.’
         
 
         Lee’s effort to alert the world to the important differences in local expressions of anorexia in Hong Kong did not go unheard, at least within the community of those who seriously study eating disorders. Beginning with his early research, his papers on the topic appeared in the top international journals and received wide praise from other scholars. But in terms of influencing the general population’s understanding of the meaning of anorexia, Lee’s work appeared to have little effect.
 
         In the wake of Charlene’s death educational programmes were launched in schools, further spreading news of the disorder. A youth-support organization called Kids Everywhere Like You (KELY) announced that it was going to set up special counselling programmes to focus on the threat of eating disorders. They also announced a twenty-four-hour hotline in both English and Cantonese to provide information and counselling.
         
 
         All these avenues for information fed the general public’s understanding of the disease. Hong Kong teenagers became increasingly aware that eating disorders were no longer a Western phenomenon. They now understood that they were at risk as well.
         
 
         What happened over the next few years mirrors what happened in the United States and Europe after the naming of the disease. As the public became aware that anorexia was in the symptom pool, local clinicians, including Lee, noticed an increase in cases of eating disorders. Where Lee was once seeing two or three anorexic patients a year, he was now seeing that many new cases each week. The increase sparked a new series of newspaper, magazine, and television reports. One typical article noted that eating disorders were ‘twice as common as shown in earlier studies and that the incidence is increasing rapidly’. In the late 1990s, studies reported that between 3 and 10 per cent of young women in Hong Kong showed disordered eating behaviour. ‘Children as Young as Ten Starving Themselves as Eating Ailments Rise,’ announced a headline in the Standard. The lead stated: ‘A university yesterday produced figures showing a twenty-five-fold increase in cases of such disorders.’
         
 
         Amid all the finger-pointing at diet fads and the influence of Western fashion and pop culture, few considered the possibility that the idea of anorexia nervosa itself – pre-packaged in its DSM diagnosis and explained by readily available Western experts – might have been part of the reason the disorder caught on so quickly in Hong Kong. This possibility, however, fits well with Shorter’s theory of how symptom pools change over time. At another point in history, the population of troubled teenage girls might be drawn to a different unconscious behaviour to express their internal distress. But starting in 1994 a new belief became prominent in the culture of Hong Kong. Each newspaper article, magazine essay and television programme that depicted anorexia as a valid and dramatic expression of mental distress for young women made that conclusion self-fulfilling. Each repetition of this idea incrementally increased the gravitational pull of the disorder on the unconscious minds of the population, making it ever more likely that a teenager would try food restriction as a method of communicating her internal distress. The greater the number of women who experienced the symptom, the more public concern and media attention was directed towards the disease.
         
 
         Of course, over time a public interest in disordered eating might have evolved in Hong Kong without Western ideas. The critical question is, however: Would the cultural feedback loop have spun into motion so quickly without the importation of the Western template for the disease? It seems unlikely. Beginning with the scattered European cases in the early nineteenth century, it took more than fifty years for the disease to be named, categorized, and popularized by Western mental-health professionals. By contrast, after Charlene fell on to the sidewalk on Wan Chai Road on 24 November 1994, it was just a matter of hours before the Hong Kong population learned the name of the disease, who was at risk and what it meant. The people of Hong Kong did not come to these conclusions without help. Rather, they imported the meaning of anorexia from the West – no assembly required.
         
 
         ‘Me-Too’ Anorexics
 
         The increase in cases of the disorder was not the only remarkable thing that happened after Charlene’s death. At the same time that Lee was trying to alert the world that anorexia in Hong Kong had its own distinct expression, the disease presentation among young women in Hong Kong began to change.
 
         A survey of adolescent anorexics between 1992 and 1997 showed a clear shift in the anorexic patients’ explanation for their behaviour. Unlike Lee’s earlier patients, by 1997 fat phobia had become the single most important reason given for their self-starvation. 80 per cent of these young eating-disordered patients, in fact, said that their key reason for self-starvation was the fear of becoming fat. By 2007 almost all the anorexics he treated reported fat phobia. New patients were increasingly conforming their experience of anorexia to the Western version of the disease.
 
         Were doctors and patients reporting fat phobia and body image distortion simply to put the condition in line with the DSM? Lee believes the shifting social understanding of anorexia actually influenced the expression of the disease on the deeper level of the patient’s experience. Patients were not simply reporting fat phobia and body image distortion but actually experiencing those symptoms. Aspects of the disease seen in Lee’s early patients, such as the feeling of fullness or bloating in the stomach, lost their cultural salience, their ability to communicate internal distress. The importation of the Western diagnosis was not only changing the way patients and doctors talked about the disorder – it was changing the disease experience itself.
         
 
         Lee came to believe that there are basically two populations from which eating-disordered patients come. A small percentage begin to self-starve on their own. These women unconsciously choose self-starvation because of some set of experiences and unconscious currents that are unique to their particular lives. (It is likely, he believes, that there have been a small number of self-styled anorexics throughout history.) These are the types of patients Shorter wrote about from the mid-nineteenth century and Bruch saw in the 1940s.
         
 
         But at different moments in history there arises another population of eating-disordered patients; they come to the behaviour with a cultural understanding of how it is acted out, who is at risk and what attitudes and behaviours result from the condition. The ‘holy anorexics’ of late medieval times would fall into this category, as would those women with hysteria in the late nineteenth century.
 
         Bruch saw the distinction between these two groups during her research. The rare anorexic patient she met in 1940s New York, she reports, was distinct from the dozens of young anorexic women she treated starting in the 1970s. ‘Those who had developed the illness during the 1970s often had “known” about the illness, or even knew someone who had it … [or] deliberately “tried it out” after having watched a TV programme,’ she wrote in one of her final papers before her death in 1984. ‘Instead of the fierce search for independence [which defined earlier patients] these “me-too” anorexics compete with or cling to each other.’
 
         The different characteristics of these two groups are interesting but less important than another fact: the women attracted to the disorder when there exists a cultural template for the behaviour inevitably far outnumber the women who come to food restriction on their own. Once an eating disorder becomes an accepted ‘pattern of misconduct,’ Richard Gordon writes in Eating Disorders: Anatomy of a Social Epidemic, ‘individuals with preexisting mood or anxiety disorders, or a whole host of underlying psychopathologies or developmental vulnerabilities, histories of sexual abuse or familial concerns with weight control, may be predisposed to adopting such culturally sanctioned behaviours as modes of managing unbearable levels of distress’.
         
 
         The patients Lee documented in the second half of the 1990s appeared to be mostly of the ‘me-too’ type. Lee believes that stress from the rapid social changes occurring in Hong Kong led to a ‘general loading of psychopathology’ within the population. At such moments there is no universal way for psychological distress to express itself; the manifestation of such stress reflects the symptom pool of the time. Once the idiom of eating disorders became understood, many of these young women used the behaviour to express their inchoate anxiety and unhappiness. ‘When there is a cultural atmosphere in which professionals, the media, schools, doctors, psychologists all recognize and endorse and talk about and publicize eating disorders,’ Lee explains, ‘then people with a certain loading of this general psychopathology can be triggered to consciously or unconsciously pick eating-disorder pathology as a way to express that conflict.’
         
 
         As if to prove the point that eating disorders can act like contagions that blow across national boundaries on the cultural currents, the late 1990s saw the rapid rise of another type of eating disorder. In late 1995 Princess Diana gave her famous interview confirming the rumours that she had suffered from bulimia for more than four years. ‘You inflict it upon yourself because your self-esteem is at a low ebb, and you don’t think you’re worthy or valuable,’ she said during the interview, which was carried on Hong Kong television and widely discussed in the press. ‘I was crying out for help.’ The newspapers again blared headlines warning about the new disorder.
         
 
         Once again an eating-disorder symptom had arrived in Hong Kong’s symptom pool with cultural momentum it had gained elsewhere. Purging behaviours, including self-induced vomiting and the use of laxatives and diuretics, quickly spread among the adolescent population. Patients themselves often reported to their doctors that the impetus to try these techniques came from reading or hearing about others with the disorder. Although dieting was usually the expressed aim, it was hearing or reading about bulimia itself that was often the spark for the pathological behaviour. ‘In line with trends witnessed in Western countries,’ Lee wrote at the time, ‘bulimia is likely to become an increasingly “fashionable” mode of coping with distress among young Chinese women in the coming decade.’
         
 
         Meeting an Atypical Anorexic
 
         In 1907 Picasso created a painting of five nude women he titled Les Demoiselles d’Avignon. Now famous for being an early work of the Cubist period that was about to blossom in Paris, the painting is initially disorientating. Each of the women’s figures is distorted in some manner: breasts and elbows are at sharp angles; feet and arms are out of proportion compared to heads; the faces of two of the women depicted on the left of the painting look like African masks. The painting has a strange mismatch of styles, at once representative, impressionistic and abstract.
         
 
         Melanie Katzman, a feminist medical scholar from Cornell Medical School, and Dr Lee wrote about that painting in a joint paper they published in 1997. In their view, the image is ametaphor for the approach that must be taken when trying to understand women suffering from eating disorders in general and anorexia nervosa in particular. Just as Picasso used different artistic styles to depict his subjects, so too can the meaning behind eating disorders be understood only when approached cross-disciplinarily. This would be tragic, they argued, if researchers failed to see the cross-cultural differences in anorexic behaviour and instead put all such women in a Western mould. Katzman and Lee were writing not just of what had happened in Hong Kong. In Tokyo, Singapore, Cape Town, and Jerusalem the discovery of eating disorders was quickly followed by the arrival of American-made knowledge that defined what an eating disorder was and what it meant.
         
 
         Katzman and Lee hoped that mental-health professionals would ‘break through the constraints of current “bodily obsessed analysis” in which fat phobia and body image distortion are esteemed as the universal driving force behind food refusal’. The DSM version of the disorder was obscuring the indigenous distresses and patterns of behaviour that led young women to adopt self-starvation. If clinicians around the world could avoid the quick and easy adoption of Western assumptions about anorexia, they might be able to hear the complex truths individual women were trying to communicate. Anorexia and eating disorders could tell us much about the pressures on women in different cultures if only their voices weren’t being drowned out by Western narratives about the power of fashion, dieting and pop culture.
         
 
         Wanting me to understand this point on a personal level, Lee let me spend an afternoon with one of his long-term patients whom I’ll call Ling. I knew something about Ling before I met her; Lee had written about her case prominently over the years.
 
         During our interview, which was facilitated by a translator, Ling stayed bundled in an oversized ski jacket with a Pink Panther logo. Even so, it was clear from her frail hands and the prominent tendons in her neck that she was seriously underweight. Throughout our interview she sat almost perfectly still, with her hands clasped in her lap and her knees held tightly together. Her expression was sad, and she often looked at the floor while she talked.
 
         Ling had grown up in an unhappy lower-class family. Her father, who worked off-and-on as a glass cutter, was a bad-tempered alcoholic who violently abused his wife and children. Ling told me that her father had sexually fondled her on several occasions when she was twelve. Not surprisingly, she hated him and secretly fantasized about his death. She had repeated nightmares in which she was weeping and running away from her father as he ‘chased her like the devil’.
 
         Ling’s troubles with food began at the dinner table, where her siblings, her mother and she had to tolerate the angry and often drunken tirades of her father. To describe the experience of eating with her father she used the Chinese saying, ‘being forced to drink bitter tea’. In hopes of getting the ordeal over as quickly as possible, she would sometimes bolt her food, willfully scalding the inside of her mouth. More often she simply found that she had no appetite when she sat down at the family table.
         
 
         The second of four siblings, she had been plagued by feelings of insecurity and low self-esteem her entire life. When she was in her late teens and studying for her Hong Kong Certificate Examination she began to experience headaches and insomnia. Her menstrual cycle became irregular and then stopped altogether. She had stomach pains that were so intense that a doctor removed her appendix, but to no avail. Not surprisingly, she performed poorly on the test and had to quit school to take a job in a factory calculating wages. She cried often during this time and began to lose interest in everyone and everything around her, including eating. She made a half-hearted suicide attempt by drinking detergent. She tried to join a church but found her fellow worshippers no more kind or accepting than her co-workers or strangers on the subway. Ling led a life of utter social disconnection. For months she would go to work and then straight home, speaking to no one.
 
         Like many anorexics of that time, she took a circuitous path to Lee’s door. Her last stop in the medical system before Lee was to a gynaecologist, where she was hoping to get help restarting her menstrual cycle. She admitted that this was her mother’s concern more than her own. Her mother thought her lack of menstruation made her unsuitable for marriage. Ling herself had no interest in sex, marriage or having children.
         
 
         Lee first met Ling in 1992 when she was twenty-nine years old. At that time she weighed 70 pounds, far below her ideal weight of 101 pounds. He gave her a standard test used in the West to diagnose disordered-eating behaviour. From her answers it was clear that Ling did not fit the Western conception of anorexia. 
         
 
         When Ling first became aware that there was a disease category called anorexia, she couldn’t see how it applied to her. From her perspective, her behaviour wasn’t focused on food. She protested that her problem was that her life lacked meaning. She didn’t care about food in the same way she didn’t care about her career or love life or maintaining social connections. If she didn’t want to live, why would she be hungry?
 
         While being treated by Lee in the early 1990s, she moved from her family home to the thirty-second floor of one of Hong Kong’s many slender apartment high-rises. Even by Hong Kong standards she lived in a cramped space: less than 280 square feet. Her tiny bed was shorter than her height and she slept curled up. The bathtub was just three feet long. She often bruised herself while laundering clothes in the cramped bathroom. Living alone, she was something of a rebel: the tradition at the time for unmarried women in Hong Kong was to live with family.
 
         In 2000, when her weight again dropped to 70 pounds, she was briefly hospitalized. By this time there were enough anorexics in Hong Kong that they had their own hospital ward. Meeting these other women, she again questioned her diagnosis. She learned that other anorexics misused laxatives and diuretics and were intentionally dieting to lose weight. ‘These behaviours sounded strange and awful to me,’ Ling told me. ‘I was not on a diet and I did not have a tendency of wanting to lose weight. I didn’t have any of these behaviours, so I thought, “I must not have this illness.”’
 
         To this day Ling is still confused about what ails her. After meeting other anorexics and reading more about the disorder in the papers, she continues to wonder whether the disorder describes her condition. This reaction to the diagnosis, common among his atypical patients, has led Lee to ask a rather radical question: Is there any therapeutic value to categorizing patients such as Ling under one unifying disease label?
         
 
         ‘You might want to group patients under a universal diagnosis if you faced a condition for which a particular drug had proved effective,’ Lee told me. ‘But there is no effective drug treatment for anorexia. The only meaningful components of treatment are understanding the patient’s life and creating a motivation for the person to change. Does a medical diagnosis help with these goals? I am not convinced it does.’ A diagnosis such as anorexia, particularly if that diagnosis comes pre-packaged with ideas and beliefs from a foreign land, can easily obscure the complex realities of the individual.
 
         Ling, forty-four when I interviewed her, expressed deep shame over a life she feels she has wasted and the burden she has caused her family. The one bright spot in life, she reported, was that she had begun to attend church again. ‘I feel it is important to have a religion,’ she told me. ‘I feel some motivation to do things now.’
 
         The Commodification of Anorexia
 
         The rise of eating disorders in Hong Kong reveals an uncomfortable truth: our cultural fascination with the meaning of the eating disorders – our natural desire to understand the lesson behind them and alert the world to their danger – can become part of the feedback loop by which the disease goes forward and claims new victims. That there is a connection between public and professional attention to such disorders and their spread within a community is an idea that is only rarely whispered in the professional literature on the topic. Not surprisingly, popular book writers, researchers and mental-health educators are loath to see themselves as vectors transmitting the disease they hope to eradicate.
         
 
         Regardless, it is important to look back at the recent increase in the number of cases of the disorder in the West and try to trace this effect. To begin with, there is no doubt that anorexia became iconic, a cause célèbre, within the feminist movement of the 1970s and 1980s. Whatever else can be said about the disorder, anorexia packs a wallop of a metaphoric punch. As the feminist philosopher Susan Bordo pointed out, anorexia calls attention to ‘the central ills of our culture’. The disease has been endlessly employed to illustrate the social plight of women. In various writings on the topic, anorexia has been used to decry unrealistic body-image standards, patriarchal family structures, the subjugation of women by post-industrial capitalism, unrealistic ideals of perfection, and more.
 
         Unfortunately, in making these arguments writers have often unintentionally glamorized the disease and elevated the social role of the sufferer. Law professor Roberta Dresser argued in the Wisconsin Law Review in 1984 that medical and parental efforts to forcibly renourish anorexics should be challenged as a violation of the patient’s civil liberties. She made the case that anorexics were similar to political hunger strikers, bravely challenging social injustice. They should be allowed to starve as a matter of free expression.
         
 
         Joan Jacobs Brumberg, the feminist author of Fasting Girls: The History of Anorexia Nervosa, saw such ‘romanticization of anorexia’ as deeply problematic, as did many of the most insightful feminist writers on the topic. She worried that the promotion of anorexia as a ‘protest against patriarchy’ would overwhelm the more subtle and non-political psychological realities of the women caught in the throes of the disease. ‘As a feminist,’ Blumberg writes, ‘I believe that the anorexic deserves our sympathy but not necessarily our veneration.’ Although it was seldom acknowledged, the worry behind such statements seems clear: veneration encourages imitation.
         
 
         With the maturing of the feminist movement, this siren song to potential anorexics has largely died away. No recent feminist writers that I’m aware of have argued like Dresser that anorexics should be allowed to starve themselves to death to prove a political point. Still, anorexia and bulimia remain in the symptom pool of our time for more subtle and intractable reasons.
 
         Those who devote their lives to treating disease are in a conundrum that has rarely gained public attention: at the same time that they are researching, publishing and publicly speaking about these eating disorders, they are both moulding the public’s understanding of the behaviour and keeping it in the symptom pool of our time. The South African psychologist Lesley Swartz is one of a very few who have addressed this difficult issue: ‘Regardless of the amount of care taken in education about any condition, professionals are inevitably involved in maintaining and shaping it,’ he writes. ‘We must allow that an environment receptive to the understanding of eating disorders may be one in which they will flourish.’
 
         Sometimes the extent to which researchers avoid this troubling issue is startling. A recent study by several British researchers showed a remarkable parallel between the incidence of bulimia in Britain and Princess Diana’s struggle with the condition. The incidence rate rose dramatically in 1992, when the rumours were first published, and then again in 1994, when the speculation became rampant. It rose to its peak in 1995, when she publicly admitted the behaviour. Reports of bulimia started to decline only after the princess’s death in 1997. The authors consider several possible reasons for these changes. It is possible, they speculate, that Princess Diana’s public struggle with an eating disorder made doctors and mental-health providers more aware of the condition and therefore more likely to ask about it or recognize it in their patients. They also suggest that public awareness might have made it more likely for a young woman to admit her eating behaviour. Further, the apparent decline after 1997 might not indicate a true drop in the numbers, but only that fewer people weren’t admitting their condition. These are reasonable hypotheses and a likely explanation for part of the rise and fall in the numbers of bulimics. What is remarkable is that the authors of the study don’t even mention, much less consider, the obvious fourth possibility: that the revelation that Princess Diana used bulimia as a ‘call for help’ encouraged other young women to unconsciously mimic the behaviour of this beloved celebrity to call attention to their own private distress.
         
 
         The fact that these researchers didn’t address this possibility is emblematic of a pervasive and mistaken assumption in the mental-health profession: that mental illnesses exist apart from and unaffected by professional and public beliefs and the cultural currents of the time. 
         
 
         Off the podium, some eating-disorder experts will admit to a deep insecurity about the possibility that their work might be to some degree counterproductive. I asked Michael Levine, a prominent researcher and eating-disorder educator, whether he ever worries that his work has potentially spread the very disease he hopes to eradicate. ‘In dark periods I worry about it,’ he told me. ‘This disorder has given me an identity as a professional. I’m a tenured professor with an endowed chair. Now, am I helping people or hurting people? I hope I’m helping. But at the same time I have to acknowledge that anorexia has given me an identity in the same way it has given one to so many young girls – sometimes a deadly one.’
 
         The fact that we have not taken full account of how the professional discourse on eating disorders keeps these behaviours in the symptom pool is problematic on a number of levels. As is evident in Hong Kong, we are engaged in globalizing our understanding, treatments and categories of mental illness. As of now there is no acknowledgement that in doing this we in the West may be changing the symptom pools by which people in other cultures find expression for their own distress.
 
         What does it take for a symptom such as self-starvation to exit the symptom pool? Looking back at the history of hysteria may be instructive. It was in the early part of the twentieth century that many of the symptoms of hysteria began to disappear. Hysterical fits and seizures became less common. Women in large numbers stopped reporting leg paralysis and temporary blindness and stopped collapsing while trying to walk across a room. They had fewer facial tics and involuntary muscle spasms in the arms and legs. These symptoms didn’t disappear all at once, of course, but over some years. During hysteria’s declining years many of the symptoms seemed, at first, to lose their vigour, becoming a kind of pale version of their former selves. In France they called this la petite hysterie. One French doctor described women ‘who content themselves with a few gesticulatory movements, with a few spasms … and the like’. So familiar were the patient and the doctor with the meaning of hysteric symptoms that little effort was required to demonstrate them. It is easy to imagine that once this milder expression of hysteria became common, it began to lose its power to communicate deep internal distress.
         
 
         It may have been the very popularity of hysteria that was critical to its downfall. If part of the unconscious motivation for the hysteric was to alert the world to her internal distress, the symptoms of hysteria would lose power as they became ubiquitous. ‘Hysteria during the European fin de siecle came to mean so many different things that by around 1900 it ceased to mean anything at all,’ Mark Micale writes in his authoritative book Approaching Hysteria: Disease and Its Interpretations. The disease was suffering from‘extreme clinical overextension’. By 1930 or so, these dramatic and unmistakable symptoms began to disappear from the medical and cultural landscape as they failed to signal the distress in the unconscious minds of a new generation of women.
         
 
         The decline of eating disorders may require a similar diffusion of the meaning we give them. That is to say, if anorexia and bulimia lose their ability to effectively communicate interior distress with a meaningful level of specificity, they will cease, at least for a time, to be attractive to the unconscious mind.
 
         Looking back at the history of anorexia, it seems likely that it will someday fall back to its baseline level. But as we wait for the epidemic to subside in the West, we may have unintentionally set in motion cultural currents that will see the rise of anorexia in culture after culture around the globe.
         
 
         The Lost Battle
 
         After interviewing Ling I spent the rest of the afternoon discussing the case with Dr Lee. He admits that she is far from cured and that his cultural sensitivity to the meaning of anorexia in Hong Kong has not led to any sure-fire treatments. Indeed he notes that he has lost four patients to the disease, two by starvation and two by suicide. Although his insights have not revealed a miracle cure, he believes that the only hope lies in a deep understanding of each patient’s subjective experience.
 
         At the end of our time together I asked Lee to sum up the state of the debate. He had spent the better part of two decades trying to convince the profession of psychiatry that Western assumptions about eating disorders were not only steamrolling local variations but also potentially acting as a vector, both spreading these illnesses and shaping their expression. Did he believe he had won the intellectual battle?
 
         ‘No, I think the battle was lost,’ Lee said. ‘The DSM and Western categories for disease have gained such dominance. In the process, micro-cultures that shape the illness experiences of individual patients are being discarded. This is taking place around the world and not just with anorexia but with other illness categories, such as depression and ADHD [attention deficit hyperactivity disorder] and psychological trauma. Unfortunately the field of cross-cultural psychiatry is not doing well in terms of influencing mainstream psychiatry. I have to admit, we don’t seem to interest them at all.’
         
 
         For a few seconds I didn’t ask another question and his words hung in the air. Then Lee ended the silence. ‘At some point in the last ten or fifteen years the current became too strong,’ he said. His tone was not bitter but reflective and matter-of-fact. ‘It is, I think, a river of no return.’ 
         

      
            *Not that an eating-disorder specialist would necessarily disagree with these items. I mean to point out only that the Western research literature on anorexia goes far beyond these baseline assumptions in both complexity and diversity of opinion. What was being transmitted to Hong Kong in the mid-1990s, in other words, was a lay Westerner’s view of anorexia, the sort of information you’d glean if you read about anorexia in a weekly news magazine.
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