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A fundamental tenet of cultural psychology is the co-constitution of mind and culture. This essay undertakes
to elucidate the implications for health that such a tenet has within our modern Western culture, through an
evaluation of the concept of control. A sociological account of our individualist, capitalist and consumerist
culture is proffered, outlining the fluid nature of what has been termed "liquid modernity" and the implica-
tions this has for one’s identity. In particular, the role that control may play in the etiology or exacerbation
of depression, anorexia nervosa and health outcome discrepancies across the social hierarchy — known as the
"status syndrome". Contemporary Western culture may be seen to have a largely deleterious effect on
health: It may contribute to depression and anorexia albeit having a positive effect on the health of those at
the top of the social hierarchy through its propagation of the status syndrome.
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Un principe fondamental en psychologie culturelle est la fusion entre esprit et culture. Cet essai tente de
soutirer les impacts potentiels qu’un tel principe peut avoir au sein d’une société occidentale moderne, et ce
a travers 1’évaluation du concept de controle. Un inventaire sociologique de notre culture individualiste,
capitaliste et consommatrice est offerte, dépeignant la nature fluide de ce qui a été conceptualisé comme
étant de la « modernité liquide » ainsi que ses implications sur I’identité. Notamment, le role du contrdle
dans I’étiologie ou I’expression de la dépression, 1’anorexie mentale et autres conséquences di a une hiérar-
chie sociale : le syndrome du statut. La culture occidentale contemporaine semble avoir des effets corrup-
teurs sur la santé : elle contribue potentiellement a la dépression et a 1’anorexie, bien qu’elle ait une in-
fluence positive sur la santé des individus hautement classés dans la hiérarchie sociale a travers la diffusion

du syndrome du statut.

Mots-clés : culture, identité, dépression, syndrome du statut, anorexie

“People are the same wherever you go” sing Paul
McCartney and Stevie Wonder in their song “Ebony
and Ivory”. Shweder (1990) posits that this line sums
up a core assumption within general psychology.
Namely, that there is an innate and universal pro-
cessing mechanisms inherent in human beings. Cultur-
al psychology refutes this, asserting that humans, in-
cluding such processing mechanisms, are indelibly
linked to, and shaped by, their sociocultural environ-
ments. Indeed, cultural psychology is premised on
this, “the principal of intentional or constituted
worlds”, which asserts that humans and sociocultural
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environments “interpenetrate each other’s identity and
cannot be analytically disjoined” (Shweder, 1990, p.
1). In an attempt to address invalid generalisations
about purportedly universal human psychological
functioning based on one particular population,
namely the contemporary Western White middle class,
the theorizing of this principal has tended to focus on
cultures outside this population (Shweder & Sullivan,
1993).

Going against this trend and aiming to supplement
it, the present undertaking endeavours to delineate the
implications that this co-constitution of mind and cul-
ture has for health within our Western modern, “first
world” culture. It aims to do so through an examina-
tion of the concept of control that pervades this cul-
ture. Therein, it proffers an atypical verification of
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the co-constitution of mind and culture. Thus, this dis-
cussion extends beyond prior literature which has
tended to be strictly delimited by a particular para-
digm; either mainstream clinical psychology or cultur-
al psychology (MacLachlan, 1997). In contrast, the
current undertaking serves to instantiate the relational
metatheoretical principals which emphasize the inter-
related and interdependent nature of cultural psycholo-
gy and clinical psychology (Overton, 2007; Overton &
Ennis, 2006; Ryder, Ban, & Chentsova-Dutton,
2011). This means that concepts such as that of con-
trol exist not only at, for instance, the psychological
level investigated within clinical psychology but also
at other levels of analysis, such as the sociocultural. In
order to illustrate this transmission across the levels of
analysis, the pertinent characteristics of this modern
culture and their effect on one’s identity will be dis-
cussed, followed by an explanation of the implications
this may have for health. The current endeavour is
likely to be better served by an in-depth analysis of a
limited number of exemplars of control rather than a
gleaning over of many. Hence, this explanation of
health ramifications will centre on the role of control
in depression, anorexia nervosa and in fostering health
outcome discrepancies across the social hierarchy,
known as the “status syndrome” (Marmot, 2004).

“Liquid Modern” Culture and Identity

Sociologist Zygmunt Bauman (2000) terms our
modern Western culture “liquid modernity”. “Liquid”
referring to the fluid, continually changing quality that
characterizes the individualist, consumerist and capi-
talist move of contemporary Western culture away
from the more static, institutionalized and collective
culture of preceding decades. Bauman explains that in
these preceding Panoptical times (following from
Bentham’s Panopticon, epochs in which there was a
reachable and knowable observer or authority), such
as the Victorian era, there was a mutual engagement
between the observer and the observed in society. This
is embodied in the central role that work played in
people’s lives: Work was fundamental to one’s identi-
ty since it was a means of fulfilment (Baumeister,
1987). For instance, a wealthy patron would commis-
sion a piece of work which served as an outlet for the
creativity and passion of the craftsman. In our Post-
Panoptical age, however, this mutual engagement be-
tween authority and citizens has ceased. The authority
is now unreachable and fluid as in the case of the
“absentee landlords” of modern day globalization. Or,
as Harris (1981) affirms, in the case of the increasing-
ly impersonal relations that now characterise producer
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-consumer relations. This engenders apathy in both
parties owing to the lack of ongoing social bonds,
which adds to the cumulative effect of contemporary
culture described by Drucker as “no more salvation by
society” (Bauman, 2000, p. 30). Gilles Lipovetsky
(2005) explicates this further, asserting that this tide of
modernity has resulted in the dismantling of the nor-
mative and protective collective networks and institu-
tions which were previously central to people’s identi-
ty (see also Baumeister, 1987; Danziger, 1997). Jung
surmised that the modern day failure and abandon-
ment of religion, for instance, deprives the individual
access to the fixed answers to problems interpreting
the self, as well as the secure moral base which reli-
gion offers (Jung, 1971).

Braverman (1974) presents the modern day divi-
sion of labour as further evidence of this dismantling
of protective societal institutions. He explains that in
modernity each worker’s job has become so repetitive
that it has become meaningless. They cannot identify
or take pleasure in the finished good. What’s more,
they cannot garner, as they once did, a sense of fulfil-
ment from their work, something which has ramifica-
tions for their identity. These ramifications are consti-
tuted by a shift in motivation. Namely, from an intrin-
sic motivation to perform well, gain satisfaction and,
indeed, fulfilment to a purely extrinsic motivation. As
such, in modernity, one’s potential in work is concei-
ved of in terms of advancement or prestige. Further-
more, as Baumeister comments, fulfilment “for many
seems to be a matter of pleasant sensations... (and of)
hedonistic self indulgence” (Baumeister, 1987, p.6),
something which is exacerbated by the individualist
and consumerist ideals of contemporary culture and is
almost the antithesis to the sense of fulfilment rooted
in community and dialogical, collective identity which
prevailed in bygone eras.

Thus, in our liquid modernity, without the bedrock
of the protective societal networks and collective insti-
tutions which characterised previous epochs, indivi-
dualism has come to be pervasive. This is evident in
the shift towards a more self-orientated and individua-
lised conception of identity. As such, the responsibili-
ty for success or failure and health or illness now lies
solely with the individual.

Depression

It is due to this individualism that contemporary
Western culture may be seen to shape and reinforce an
external conceptualisation of mental ill-health, one
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of the most ubiquitous examples being that of depres-
sion (Leader, 2009). Modern Western culture may be
seen to foster a conception of depression as a biomedi-
cal disease. That is, as something external to the suffe-
rer that needs to be controlled. This objectification of
depression may be exacerbated by the consumerist
underpinnings of our contemporary Western culture,
in which patients may be encouraged to become pas-
sive recipients and consumers of healthcare: exerting
control over their condition through the use of medica-
tions (Aujoulat, Marcolongo, Bonadiman, & Dec-
cache, 2008; Livingston, 2004). As Cleland (1987)
asserts, this is evidenced in the occurrence of social
iatrogenesis in modern Western societies. This des-
cribes the process through which Western biomedicine
fosters a morbid society preoccupied with disease
which, in turn, encourages people to become consu-
mers of curative and preventative medicine. However,
in a attempt to combat and move beyond such passive
patient roles, health care providers are now increa-
singly employing patient care models focused on
‘activating’ patients to become more responsible for
their health care and more knowledgeable about, and
committed to, their treatment (for e.g., Steele’s model
of patient empowerment: Steele, Blackwell, Gutman,
& Jackson, 1987; numerous models of patient coping:
Schmitz, Saile, & Nilges, 1996; Turk & Rudy, 1990;
see also Aujoulat, d'Hoore, & Deccache, 2007).

This instantiates a vital addendum for this theoreti-
cal discussion in its entirety; namely, that the intention
is not to posit that cultural factors penetrates unifor-
mly and unaltered to the individual mind, as an initial
reading of social iatrogenesis or indeed cultural psy-
chology might suggest. Rather, the present underta-
king presupposes that we are not such ‘cultural
dopes’ (e.g., Danziger, 1997) in that, following the
tenets of Shweder’s conception of cultural psychology
(e.g., Shweder, 1990), we actively interpret and modu-
late culture prior to identifying with or internalising
aspects of it. This occurs not only on an individual
level but also, for instance, through theoretical models
of patient care.

Although the patient care models described above
endeavour to oppose and repudiate cultural factors,
such as social iatrogenesis, which encourage the pas-
sive patient role, several theorists argue that they fall
short in this regard and do not adequately empower
patients due to their inherent emphasis on an offensive
effort to maintain a high level of illness control
(Aujoulat, Marcolongo, Bonadiman, & Deccache,
2008; Salmon & Hall, 2003; Tilden, Charman, Shar-
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ples, & Fosbury, 2005). These models encourage pa-
tients to master medical knowledge relevant to their
illness in order to exert and maintain control over the
symptomatology associated with their illness. In the
case of chronic ill-health, which often includes depres-
sion (e.g, Constantino, Lembke, Fischer, & Arnow,
2006; Kocsis et al., 2003), this truculent and persistent
attempt at bolstering control has been shown to have
adverse implications for patient outcomes and ad-
justment; being related to decreased functioning, so-
cial interaction and support seeking as well as adhe-
rence to medical recommendations. Most pertinent in
the present context is the convergent conclusion
reached by several researchers; that these deleterious
consequences are related to the objectification of
illness that is a concomitant of the offensive pursuit of
control which characterizes many of these models
(Aujoulat et al., 2008; Salmon et al., 2003; Tilden et
al., 2005). Hence, whilst contemporary biomedical
models of patient care attempt to curtail sociocultural
factors, which encourage a passive patient role, these
models are often unsuccessful and may inadvertently
contribute to an objectified conception of disease, in-
cluding depression.

The individualism and concomitant individualised
conception of identity that characterise liquid modern
culture may be seen to also contribute to an objectified
conceptualisation of depression. This centres on the
notion that, as explicated above, the responsibility for
health lies solely with the individual. Hence, there
may be a pressure to view depression in an objectified,
biomedical manner and as something under one’s own
control: Depression is seen as a medical disease to be
treated in a congruently medical fashion, namely with
anti-depressants.

Anti-stigma organisations, such as the National
Alliance for the Mentally 111 (NAMI), also contribute
to this, positing that a biomedical conceptualisation of
mental illness serves to reduce the stigma that suffe-
rers encounter. In line with this, their informational
brochure begins “Like diabetes and heart disease, ma-
jor depression is a serious medical illness that is quite
common” (NAMI, 2002, p. 3). Likening depression to
these largely biological ailments (not to mention ter-
ming it a ‘medical illness’) propagates a view of de-
pression as an objective biomedical condition and thus
condones a congruent, purely medical treatment.
Moreover, pharmaceutical companies such as Zoloft,
often present only the neurobiological etiological me-
chanisms to consumers, and insurance companies urge
patients to first consult general practitioners if they
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feel they may be experiencing depression. This is
more likely to result in the cheapest treatment option
of anti-depressants compared with seeing a psychia-
trist or psychologist, who is more likely to advocate
for more costly psychotherapeutic interventions. Thus,
this would cut down the costs of the insurance com-
pany (Goldstein & Rosselli, 2003), but also implicitly
endorsing the control of depression through medica-
tion.

The discourse utilized by organisations such as
NAMI and Zooloft resonates with phrases like
‘suffering from a depression’ and ‘struck by a depres-
sion’ which permeate modern discourse. This appears
to substantiate the impact that this objectification has
on the individual’s conceptualisation of depression
and therefore (since the two are interrelated; e.g.,
Gammell & Stoppard, 1999) treatment outcomes. This
impact is further evidenced by the fact that in 1997
patients suffering through depression were 4.8 times
more likely to be prescribed an antidepressant than in
1987 (Olfson et al., 2002). Further, there was a 10.9%
decrease in the percentage of patients who received
psychotherapy to treat their depression during the
same period (Wyatt & Livson, 1994). Thus, although
following the tenets of cultural psychology—
specifically, the existential uncertainty principal—
individuals within a culture are ‘active agents’ in their
meaning making, interpretation and identification with
aspects of their culture (e.g., Shweder, 1990). Thus,
modern Western culture, overall, appears to be sha-
ping the individual’s conceptualisation of depression.
Namely, shaping it through endorsing an objectified,
biomedical conception of the disorder.

One might argue (as for e.g., NAMI, 2002 does)
that this external and objectified conceptualisation of
depression may be adaptive in that it reduces the po-
tential threat to the self by placing depression outside
the subject, much akin to the disembodiment of limbs
which are afflicted with chronic pain. These patients
often replace possessive adjectives with definite ar-
ticles - referring to afflicted limbs as ‘the leg’ or ‘the
back’ (MacLachlan, 2004). However, while rehabilita-
tion in chronic pain is related to when the offending
limb is reintegrated into the self concept (once again
becoming ‘my hands’ versus ‘the hands’; MacLa-
chlan, 2004), this is not the case with depression,
when it is conceptualised as external to the sufferer.
At no point in such interventions is the patient encou-
raged to incorporate their depression as part of them.
Rather, viewing depression as exogenous facilitates
the biomedical approach, i.e., physicians treating an
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‘it’ rather than a ‘you’ (MacLachlan, 2004). While this
may be helpful for surgeons or immunologists, exci-
sing a tumour or fighting a bacterial infection, it may
not be as adaptive as in the case of chronic pain but

may, in fact, be ill founded in the case of depression
(Anderson, 1993).

Psychiatrist Gordon Livingston contends that this
objectification of depression and truculent attempt at
bolstering control is counterproductive to overcoming
the experience of depression. Rather, he asserts that
empowerment of patients is paramount, in which de-
pression is conceptualised as part of their own expe-
rience, as opposed to an external pathogen or disease
which invades the body (Livingston, 2004). Gullestad,
a psychoanalyst, expresses this concisely in her re-
commendation that patients be encouraged to “own
his/her affective state... (such that the) feeling of
hopelessness can be integrated into the individual’s
self representation - as part of the me expe-
rience” (Gullestad, 2003, p. 4). As alluded to earlier,
research into chronic illness (ill-health which persists
for 6 months or longer) substantiates this with patients
who accept the uncontrollability inherent in such ill-
health as opposed to those to truculently attempting to
bolster control, progressing to an acceptance of the
‘ilI’ aspects of the self and significantly greater ad-
justment outcomes (Adams, Pill, & Jones, 1997; Au-
joulat et al., 2007; Shapiro, Astin, Shapiro, Robitshek,
& Shapiro, 2011; Tilden et al., 2005).

Psychological research similarly validates this as-
sertion. Several researchers contend that the objectifi-
cation of depression reduces patients’ beliefs regar-
ding their ability to help themselves as well as their
general health seeking behaviour (Keen, 2000; Szasz,
1961). In a prospective study of women diagnosed
with depression, Gammell and Stoppard (1999) found
that a biomedical conceptualisation of depression does
not allow individuals to take control of their life situa-
tion, decreasing help-seeking behaviours and fostering
their view of depression as something over which they
had little power, controlled only by their medication
(see Sayce, 2000, for a review of similar findings).
Thus, Western cultural ideals may be seen to propa-
gate an objectification of depression, as something
over which one must forcibly exert control, oftentimes
through medication. This, however, may ultimately be
disempowering and, therefore, a deficient and counter-
productive treatment for this now endemic (e.g.,
World Health Organisation, 2012) phenomenon.
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Furthermore, when the objectified conception of
depression as something which one should control
(e.g., Leader, 2009) is coupled with the individualism
and “dominating ideal of happy life’” (Gullestad,
2003, p. 7) that pervade contemporary Western cul-
ture, depression is seen, perhaps, as a failure. That is,
firstly a failure of the individual sufferer to capitalise
on the opportunities available to him or her, which our
liquid modernity espouse as the source of happiness
(Bauman, 2000). Secondly, a failure to maintain con-
trol which individualist and consumerist Western cul-
ture offers through anti-depressant medications
(Leader, 2009). As a result, sadness and mourning
have come to be seen as neither ‘normal’ nor healthy
but rather as abnormal phenomena (Gullestad, 2003).
This has a deleterious effect for two reasons. Firstly,
sadness is indeed ‘normal’ and, what’s more, mour-
ning may be essential for healthy grieving (Freud,
1917; Maples, 1998). Secondly, it fosters the unders-
tanding of health as a dichotomy and not, as it rightly
is, a continuum (MacLachlan, 1997). From this stems
a certain stigma and shame with falling into the “ill”
category (e.g., Maples, 1998), which further exacer-
bates depression.

An alternative argument could be made that the
increased incidence of depression over the last few
years (e.g., WHO, 2012) is the cause of the rise in anti
-depressant prescription, rather than liquid modern and
biomedical-endorsing cultures. This is being based on
the fact that these are legitimate, or simply ubiquitous,
treatment methods. The debate on anti-depressants is
vast and intricate to the extent that a valid discussion
is beyond the scope of the current undertaking. That
said, given that it underscores some of the arguments
presented here, it seems germane enough to necessi-
tate a brief discussion. It appears to me that, at present,
the evidence against anti-depressants as a valid
treatment method is growing at a far greater rate than
that which endorses them and that an increasing num-
ber of researchers in the area are concluding that they
are not an adequate way of addressing depression
(Lesch, 2004; Silberg, Maes, & Eaves, 2010; see also
Fournier et al,, 2010 for a meta-analysis of anti-
depressant efficacy). Darian Leader, for instance,
points out that the empirical research affirming the
efficacy of anti-depressants (based on the elucidation
of the biological underpinnings of the disorder) re-
ceives an inordinate amount of funding relative to that
which investigates the efficacy of psychotherapeutic
interventions, owing to the support of the pharmaceu-
tical industry (Leader, 2009). Further, many theorists
refute such research in favour of the view that biologi-
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cal underpinnings are not causal but rather the embo-
diment or result of broader psychological or psychoso-
cial issues (Leonard & Myint, 2009; Strohle &
Holsboer, 2003; Wolkowitz, Burke, Epel, & Reus
2009). This rebuke of overly reductionist theorizing is
expressed concisely by statistician Lee Cronbach. He
refers to researchers who are determined to find unidi-
rectional causal relationships which they view as per-
fectly adequate, thereby neglecting our subjective ex-
perience of the world, as “...Flat Earth folk (who)
seek to bury any complex hypothesis with an empiri-
cal bulldozer” (Cronbach, 1982, p. 70). Thus, it seems
prudent to suggest that the sharp rise in the prescrip-
tion of anti-depressants may not be fully accounted for
by the increase in incidence of depression since it’s
clear that there are a number of researchers and practi-
tioners who question the legitimacy of their use as a
treatment method. This, I would suggest, appears to
bolster the role that modern Western culture may play
in the proliferation of antidepressants and the conco-
mitant biomedical conceptualisation of depression.

And so, through the Western consumerist and indi-
vidualist cultural ideals and endorsement of the
biomedical model, individuals suffering through de-
pression may be seen to have taken on a passive role
and thus lack the empowerment that may be vital for
treatment. When one couples this with mourning and
sadness oftentimes being socially unacceptable in con-
temporary Western culture, one can see how this cul-
tural context may contribute to rise of depression to
the title of second greatest contributor to the ‘global
burden of disease’ (e.g., WHO, 2012).

Anorexia Nervosa

Western culture’s individualism, such that it deems
all success or failure the sole product of one’s ability
to capitalize, or not, on the opportunities available in
one’s environment, may exert influence over not only
a person’s ability to rise from ‘rags to riches’ but also
their health, as seen above in relation to depression. In
conjunction with other facets of our modern culture,
this individualism may also be seen to contribute to
another form of ill-health, namely anorexia nervosa.
Here an addendum is necessary: I do not wish to posit
that culture is the sole determinant of eating disorders,
rather that it may be one of a number of etiological
factors or perhaps a factor that exacerbates the suffe-
ring of those experiencing an eating disorder.

Consultant psychiatrist Aisling Campbell asserts
that both empirical research (e.g., Surgenor, Horn, &
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Hudson, 2003; Tiggemann & Raven, 1998) and her
own clinical experience concur in suggesting that ano-
rexia nervosa may result from a need to control some
aspect of one’s experience (Campbell, 2008). Indeed,
when one considers the criteria for the diagnosis of the
disorder, it is apparent that a need for control may
contribute to some or all of these characteristics: less
than 85% of normal/expected weight; intense fear of
weight gain; inaccurate view or experience of body
shape; disturbance to the normal rhythm of the mens-
trual cycle (American Psychiatric Association, 2000).
This is particularly relevant when other areas of an
individual’s life seem uncontrollable, for example,
following the collapse of a relationship or career.

The account of Aine Crowley, an artist who pre-
viously experienced anorexia, harrowingly substan-
tiates this through the diary entries she kept during
that period of her life (Crowley, 2008). During her
first year of art college she explains that she was de-
termined “to prove to myself and others that I was not
wasting my time in art college”. And so she began to
work ferociously at her studies in order to achieve this
and to gain control of her life. However, her new work
ethic resulted in her beginning to skip meals and lose
weight, culminating in a diagnosis of anorexia ner-
vous. At first, she refused to face her diagnosis, insis-
ting she “had this overwhelming feeling of control
over everything...I was being independent I didn’t
need anyone to nurse me” (Crowley, 2008, p. 148).
Nearly a year later, however, the opposite was the
case: “I’ve no control over anything anymore. Even
my health isn’t in my hands” (Crowley, 2008, p. 161).
Here we see how the individualistic cultural ideals of
control and success may pressure an individual to
achieve these ideals in their own lives. Such control,
however, may not be beneficial but, as in this case,
spurious and destructive.

Bordo (1993) delineates the nuances of this rela-
tionship between anorexia and the ideals that contem-
porary culture fosters. She points out that one must
look not only at the cultural ideal of control but also
the circumscribing manner in which feminity is cons-
tructed in contemporary discourses and hence the ef-
fect it may have on the identity of the modern woman.
In the nineteenth century, feminity was constructed
through certain personality traits or behaviours,
namely delicacy, sexual passivity and capricious emo-
tionality. With the advent of the television and movie
industries in the twentieth century, however, the cons-
truction of feminity has come to be prescribed more
and more through visual means. In our image-
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obsessed culture, feminity is now primarily cons-
tructed not through personality characteristics but bo-
dily discourse: images stipulating the clothing, body
shape and facial expressions that constitute the
“modern woman” (Bordo, 1993).

This ‘modern woman’ is, as Bordo describes, “a
double bind”: a construction that affirms contradictori-
ly ideals and directives (Bordo, 1993, p. 313). This
contradiction comprises, on the one hand, the domes-
tic conception of feminity that our modern Western
culture still endorses. That is, a robust sexual division
of labour in which women are confined to the home
and have fewer chances to agcuire more prostegious
positions in the workplace. On the other hand, in order
to legitimize their access to the modern professional
arena, women must also master the ‘masculine’ values
of that arena—discipline, emotional reservedness and
control.

In line with both the theorizing of Campbell (2008)
and firsthand account of Crowley (2008), Bordo
(1993) affirms that anorexia often evolves from a rela-
tively benign attempt at self-control, such as dieting.
However, this conventional feminine practice may be
stretched beyond convention with a discovery of what
it feels like to crave and need but yet, through staun-
chness of will, to ‘triumph’ over such need. What en-
sues is the experience of the traditionally ‘masculine’
values of self-control, expertise and power which now
pervade the construction of the modern woman. In the
case of anorexia nervosa, this experience is intoxica-
ting and habit-forming to a life threatening extent. Re-
sonating with the sentiment expressed by Aine Cro-
wley (2008), above, another past sufferer of anorexia
Aimee Liu, describes the experience as follows: “ I
need nothing and no one else...I will be master of my
own body, if nothing else, I vow” (Liu, 1979, p. 123).
Bordo (1993) asserts that this experience is so affec-
ting because, in conjunction, the ideal of slenderness
and concomitant exercise and diet regimens offer the
insidious illusion of meeting, thorough the body, the
contradictory demands of the ‘double bind’ modern
construction of feminity. The attempt at reconciling
these incongruent demands of the modern definition of
feminity is indeed an illusion since feminity and mas-
culinity have, arguably, always been constructed
through a process of mutual exclusion. The modern
woman can, and should, exercise the historically male
characteristics of control and power. However, when
such virtues are forced beyond healthy practice
(perhaps attempting to validate entry to the historically
patriarchal professional arena) and circumscribed by
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impossible ideals of slenderness, it’s clear that this
‘androgynous’ feminity is not a viable possibility for
the self.

This modern construction of feminity is, as Brodo
describes it, “a parody” (Brodo, 1993, p. 316). Howe-
ver, she explains that in our image-obsessed, contem-
porary culture we find it increasingly difficult to diffe-
rentiate between parodies and possibilities for the self
(Brodo, 1993). This is harrowingly evidenced in the
case of anorexia nervosa. Here, explored as a possibi-
lity for the self, the parody exposes itself, becoming “a
war that tears the subject in two...a battle between the
male and female sides of the self” (Brodo, 1993, p.
316). Anorexia nervosa poignantly demonstrates how
liquid modern cultural ideals, particularly of control
and the circumscribing modern construction of femi-
nity, may affect an individual’s sense of identity, sha-
ping their behaviour and experience to such an extent
that they foster ill-health, sometimes to a life threate-
ning degree.

The Status Syndrome

That said, perhaps it may be argued that these indi-
vidualist cultural ideals of controlling ones destiny,
through capitalising on the fact that health or illness is
the sole responsibility of the individual, may be bene-
ficial beyond the ‘rags to riches’ procurement of
wealth. Most notably, these ideals have been found to
promote health and even extend life, through what Sir
Michael Marmot, epidemiologist, terms the status syn-
drome (Marmot, 2004). Status refers to the outcome of
an evaluation that produces differences in respect and
prominence (Keltner, Gruenfeld, & Anderson, 2003)
and status syndrome to the discrepancies in health out-
comes that result from status differentials. Controlling
for wealth, it has been demonstrated that people of
even marginally higher status live significantly longer
than those below them (Marmot, 2004). This includes
winners versus nominees of both Academy Awards
(Redelmeier & Singh, 2001) and Nobel Prizes (Rablen
& Oswald, 2008).

This is further validated by the findings of the Whi-
tehall studies, which examined the relationship bet-
ween the status differentials and health outcomes of
British civil servants (Marmot, 2004). In one of the
studies, which examined the relationship over a 25
year period, status was statistically significantly re-
lated to morbidity in old age, such that those higher in
status live longer and vice versa (Marmot & Shipley,
1996). Mental health is also affected: The reviews of
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Ghaed and Gallo (2007) and Wolff, Subramanian,
Acevedo-Garcia, Weber and Kawachi (2010) both
found that increased status leads to a decrease in psy-
chosocial problems, including depression and anxiety.
Marmot explains that this effect of status is due to
“how much control you have over your life — and the
opportunities you have” (Marmot, 2004, p. 2) and the
concomitant effect this may have on one’s identity:
The experience of exerting control of the environment
alters one’s perception of oneself (Infurna, Gerstorf,
Ram, Schupp, & Wagner, 2011).

This sense of control is almost precisely what the
abovementioned Western individualist ideals affirm.
Therefore, we may infer that these ideals play at least
some role in the propagation of the status syndrome.
Johnson and Krueger (2005) provide a specific
example of the effect of control on physical health
amongst monozygotic twins. They found that those
twins who shared low income environments also sha-
red health problems, such as heart disease and
diabetes. These health problems are shown to be redu-
ced through the alleviation of poverty and concomitant
stressors. However, the findings indicate that a compa-
rable reduction in health problems may be achieved
through an increased perception of control over one’s
environment.

Similar to its precursor status, control has been
shown to affect both physical and mental health. The
research of Arslan, Dilma¢ and Hamarta (2009) de-
monstrates that, amongst university students, stress
and anxiety levels are related to the degree of control
which the students feel they have over their environ-
ment and life events. More specifically, those with a
greater sense of control experience less stress and an-
xiety and vice versa. Numerous studies assert that a
similar correlation exists between control and depres-
sion (see Gray-Stanley et al., 2010; Hartley, Vance,
Elliott, Cuckler, & Berry, 2008; Jones & Riazi, 2011).
In line with the assertions made by Marmot (2004),
this further substantiates the degree to which one’s
sense of control may impact upon one’s health.

There is a caveat regarding this beneficial impact
of Western individualism that I feel should be
highlighted. Namely the fact that the inverse is true:
People at the bottom of the social status ladder
experience ill-health as well as a lack of control
(Marmot, 2004). Marmot is optimistic despite this,
however. He states that he cannot envisage a society
where all are equal, asserting that “all societies will
have social rankings; ergo all societies will have
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health gradients” (Marmot, 2004, p. 25). Marmot
(2004) is optimistic based on the fact that life expec-
tancy across all gradients is increasing, therefore
today’s bottom social groups could, in the future, have
the same health benefits as today’s top social groups
(Drever & Whitehead, 1997). The extent to which one
subscribes to this is a personal matter, which I will not
stray into since it is beyond the remit of the present
undertaking. What is relevant, nonetheless, is that mo-
dern Western cultural ideals of control and individua-
lism affect health through the propagation of the status
syndrome.

An argument against the causal role of culture in
fostering the status syndrome, and thus a necessary
addendum here, is its postulated biological underpin-
nings - which may be interpreted by some as causal.
This centres on the notion that the increased control
that those of higher status experience is accompanied
by a sense of increased power (an individual’s relative
capacity to modify others’ states by providing or wi-
thholding resources or administering punishments;
Keltner et al., 2003). The review of Keltner et al.
(2003) delineates how research has found that increa-
sed power is associated with increased activity within
the dopaminergic, reward system of the brain (left
frontal cortex and mesolimbic region) and concomi-
tant inhibition of cortisol and norepinephrine systems
(right frontal cortex and septohippocampal region),
which control the vigilant attention and stress systems.

Thus, increased status and concomitants of control
and power produces reward rich environments and
freedom, characterised by approach related behaviour
of attention to rewards and positive affect. On the
other hand, a decrease in status results attentional re-
sources being taken up by a hyper-alertness to pos-
sible threats. This manifests in chronic hyper-vigilance
and inhibition-related behaviours of social constraint
that, in sum, often lead to negative emotional states.
This, when taken with coherent findings of status/
dominance related health benefits within primates
(e.g., Sapolsky, 2005), may imply that we seek out
higher status for the rewards imbued by control and
power concomitants, as a adaptive mechanism which
may contribute, or have contributed, to our evolutiona-
ry fitness.

Therefore it may be argued that biological or evo-
lutionary factors contribute to the status syndrome as
opposed to Western culture. It would seem more pru-
dent to me, however, to infer that this serves instead to
implicate Engel’s biopsychosocial model (Engel,
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1977). That is, interactions between biology and cul-
ture are moderated by an individual’s perception and
identification with aspects of their culture, and, thus,
this produces ramifications for the health of that indi-
vidual. The neurobiological underpinnings of power
may not, therefore, be responsible for us seeking, and
indeed revering, status. Rather, they may be concomi-
tants or effects of sociocultural forces. Thus, this may
serve as evidence for a plausible addendum to the te-
net of cultural psychology that mind and culture are
inextricably tied, as it appears that it is not just culture
and mind that co-constitute each other but rather it
seems that culture, mind and neurobiology are intrica-
tely intertwined.

Conclusion

The present review sought to verify a central pre-
mise within cultural psychology, that human beings
and sociocultural factors co-construct one another, as
well as to delineate the implications this premise has
for health. In particular, it endeavoured to examine the
role that the concept of control may play—through a
co-constitution of mind and Western individualist,
capitalist and liquid modern culture—in depression,
anorexia nervosa and the status syndrome. The salient
characteristics of this culture were explicated, amoun-
ting to an elucidation of how it has come to shape the
currently pervasive sense of identity, nowadays nota-
bly more individualized and self-orientated than that
which prevailed in bygone eras. Liquid modern cul-
ture was evidenced to contribute to an objectified
biomedical conception of depression, whereby it is
viewed as akin to an external virus or bacterium,
which infiltrates the individual leading to depression.
The ramifications that this conceptualisation has for
patients experiencing depression were then delineated.
These illustrate that such a conceptualisation ultima-
tely encourages the patient to be passive in their
treatment, relying on pharmacological agents in order
to exert control over their condition, as opposed to
being active and empowered, which research often
affirms is related to overcoming depression. It was
then demonstrated that the modern Western cultural
ideal of control may be seen to contribute to or exacer-
bate anorexia nervosa; An effect shown to be further
compounded by the contradictory ideals and directives
that  characterize the construction of the
modern women which pervade our liquid modern cul-
ture. Lastly it was illustrated that modern Western cul-
ture may be seen to have positive effects on health
through what is termed the status syndrome, which
refers to the significantly better health outcomes
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enjoyed by those higher up the social hierarchy. These
health benefits were shown to not be accounted for by
the concomitant wealth and access to healthcare which
those of higher status hold, but rather the increased
sense of control they experience, as well as neurobio-
logical factors.

Thus, this review has illustrated that the co-
constitution of mind and liquid modern Western cul-
ture may be seen to have observable, robust and potent
implications for health through the concept of control
that it propagates. This discussion therefore also
serves to advocate for renewed and greater considera-
tion of cultural factors in health care provision and
health policy formation. At a more theoretical level,
this review illustrates how the concept of control
transcends the level of analysis; for instance, from the
neurobiological underpinnings of the status syndrome,
to the psychological manifestations in anorexia, and to
the sociological facets of liquid modern culture.
Moreover, this transmission across levels substantiates
not only the co-constitution of mind and culture, but
also the interconnectedness of cultural and clinical
psychology, which previous work typically characte-
rizes as distinct and unrelated fields (Ryder et al.,
2011).

In sum, through an examination of the concept of
control, it was shown that this co-constitution of mind
and culture has largely adverse implications for health.
Thus, I concur with Shweder (2000) in not subscribing
to the notion of “our (Westerners) moral superiority
over all the rest” (Shweder, 2000, p. 4). We may, at
times, like to think of ourselves as an utopian, "first
world" culture, one that propels people to uplift
themselves. It seems, however, that there is, perhaps, a
startling underbelly to our Western culture, that may
foster deleterious health implications and to which, in
the current author’s opinion, theorists, health-care pro-
viders and policy makers must not fail to attend.
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