
Abstract
Traditional medical teaching has long focused on 
the biomedical causation of disease, and in more 
recent times the biopsychosocial model has become 
recognised. This article addresses the contribution 
of cultural factors, not only in the presentation of 
disease, but also in its causation. Attention is drawn 
to the importance of addressing a patient’s cultural 
background in cross-cultural consultations.

Introduction: the biopsychosocial model
Traditional medical teaching has long focused on 
the biomedical concept of disease, a concept that 
attributes disease to purely biological factors. 
More recently the biopsychosocial concept1 has 
come to the fore, taking into account biological, 
psychological and social factors in the causation 
of disease. 

Figure 1: The biopsychosocial model
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Can cultural influences cause disease and illness?

A prime example of biopsychosocial causation 
is chronic low back pain2 in which it has been 
shown that psychological and social factors are 
important in its persistence or recurrence. It is also 
apparent that cultural factors may play a part at 
least in the presentation of illness, not least in the 
field of psychiatry3. But what is meant by the term 
culture? Figure 2 illustrates some of the factors 
that contribute to forming a culture.

What is culture?

Figure 2: Factors constituting a culture

These individual characteristics, when combined, 
produce the complex structure that constitutes 
a culture. The question to be answered is: is it 
possible that cultural factors may also play a part 
in the causation of illness? The following two 
examples may help to provide an answer.



between increasing awareness of sexual impulses 
and increasing sexual attractiveness, and the 
restrictive influence of a particular type of Christian 
belief4. The condition has not been observed in any 
other ethnic or cultural group, again suggesting a 
cultural factor in its causation.
The above two syndromes are just two of a 
number of conditions now described as culture 
bound syndromes, many of which are listed in the 
American Psychiatric Association’s Dictionary 
of Psychology6. Such syndromes have also been 
described as idioms of distress, which would appear 
to be a suitable description of both resignation 
syndrome and grisi siknis, as both appear to 
represent different cultural reactions to different 
types of distress. How then is culture capable of 
contributing to or even causing symptoms of the 
culture bound syndromes such as these?

The neurological basis of cultural influences 
There is evidence that sustained experiences may 
affect both brain structure and function8. This 
implies that sustained exposure to a set of cultural 
experiences and behavioural practices will affect 
neural structure and function. In other words, 
exposure to cultural influences, especially during 
early development, can re-wire the brain in such a 
way that it will respond to certain stimuli in ways 
specific to the culture to which the individual has 
been exposed. Individuals not raised in the same 
culture will not be programmed to respond in 
the same way. This explains why the syndromes 
described above and those characterising other 
culture bound syndromes occur only in specific 
cultural groups and are not seen in other groups in 
similar situations.

The role of culture in the causation of illness
In 2018 the neurologist Suzanne O’Sullivan 
visited Sweden to investigate a “mystery illness” 
that affected 169 children4. Initially they became 
anxious and depressed and then began to withdraw 
from normal life and activities, stopping playing and 
going to school, stopping speaking and eventually 
taking to their beds, not eating or opening their 
eyes and becoming completely unresponsive, 
though showing no abnormal neurological or other 
physical signs. This condition became known as 
the “resignation syndrome”. What these children 
had in common was firstly that they all came 
from immigrant families who had asylum claims 
ongoing for prolonged periods and/or had been 
refused, sometimes on more than one occasion. 
Secondly they had endured traumatic experiences 
in their country of birth. Although not all from the 
same cultural background, most came from former 
Soviet or Balkan countries or were of Yazidi 
or Uyghur origin. Children of asylum seeking 
families from other geographical or cultural origins 
were not affected. If resignation syndrome were of 
biopsychosocial origin alone it would have been 
expected to affect asylum-seeking children from 
across the whole spectrum of geographical or 
cultural origins. This suggests that cultural factors 
are involved in the causation of this syndrome.

In the 1970s the anthropologist Philip Dennis first 
described a syndrome known as “grisi siknis” in 
the Miskito people of Nicaragua, and later it was 
observed in Miskito immigrants in the United 
States. A prominent feature of the condition 
was visual hallucinations, usually involving a 
frightening stranger, sometimes identified as the 
Devil, often with the intention of having sex with 
them. This would provoke them into fleeing into 
the mangrove swamps, putting themselves in 
danger, or climbing trees to escape. The belief is 
that the condition is caused by a spirit that enters the 
affected person, often but not exclusively female, 
and mostly between the teens and the twenties in 
age. It is thought that it may represent a conflict



How does this affect our day-to-day practice?
It is well known that patients in general practice 
bring with them to the consultation their own 
agendas which are often not disclosed to the doctor9. 
If these agendas are not explored and addressed, 
the consultation will have failed, the patient will 
feel dissatisfied, and the suggested management is 
unlikely to be adhered to, even if the diagnosis has 
been accurate and the management appropriate. 

The hidden agenda may include cultural factors 
which must be explored, even in what appears 
to be a routine consultation, and this is of prime 
importance when patients from a different culture 
present with unexplained or bizarre symptoms. 
Health care practitioners must be aware of cultural 
differences, and illness must be thought of not only 
in biopsychosocial terms but in bio-psycho-socio-
cultural terms.
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