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What makes for good mental health care? What are the barriers to good care and, 
when they can be overcome, what accounts for successful treatment? What does suc-
cessful treatment and care, in fact, mean? Can they mean different things to differ-
ent people? If so, how can we think about them in a practical way that is useful to 
patients, families, and clinicians? On the one hand, from work in fields as various as 
neuroscience, clinical psychology, and anthropology, we are learning (and rediscov-
ering) more and more about how the human mind works and the many ways that 
psychological suffering can be preempted and treated. On the other hand, in many 
ways, the mental health care system is either dysfunctional or working against what 
we know to be best for psychological and social flourishing–the disappearance, for 
example, of true “care” from medical and mental health care systems. In this essay, 
set against the background of diverse perspectives provided by the foregoing essays in 
this volume, we attempt to frame and address some of these basic questions, giving 
priority to practical, down-to-earth, lay, and professional considerations. 

A person walks into a consulting room (or into a family encounter, clinic, or 
community mental health center) looking for help with difficult feelings, 
ideas, or relationships. Their problem may come with a widely agreed 

upon label, or may at first seem more amorphous. It may not fit neatly into any 
available category. It may be difficult to articulate in words for the affected per-
son, the family carer, or the professional provider. The person may be ambivalent 
about classifying their experience as a problem at all. In the clinical setting, they 
meet a caregiver: a community health care worker, a physician experienced in us-
ing selective psychopharmacological agents, a therapist of some variety. Their 
transaction is pragmatic, concerned with lessening or removing complaints and 
controlling unwanted experiences. That clinical action entails understanding the 
problem as clearly as possible and in such a way as to make available an interven-
tion, a treatment strategy that will maximize the benefit while minimizing the 
harm.
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What that strategy ends up being will depend on the nature of the presenting 
problem and the training, orientation, and expertise of the provider(s). A med-
ication may be used, or a certain kind of psychotherapy will be initiated, an al-
ternative and complementary practice employed, or family–and self–care with 
exercise, diet, and meditation. If in psychiatry, another kind of somatic treatment 
may be prescribed such as transcranial magnetic stimulation or electroconvulsive 
therapy. If in religious healing, prayer and rituals may be undertaken. The affect-
ed person (patient, client, supplicant) and provider will then discern if the chosen 
course proves helpful or not. All of this, and more, is what we are talking about 
when we talk about mental health care.

From a more academic perspective, the multidisciplinary collection of essays 
in this issue also demonstrates how mental health care encompasses a wide range 
of conditions and possible interventions. Different disciplinary perspectives and 
theoretical frameworks can formulate the same problem in sometimes very dif-
ferent ways and can, therefore, lead to different approaches to treatment that may 
complement one another or be mutually incompatible (see the essay by Allan V. 
Horwitz and Jerome C. Wakefield in this issue).1 While each perspective lays out 
a problem to be addressed theoretically in its own way, there will be some con-
ditions–usually those with more dramatic or acute signs and symptoms–that 
nearly all frameworks regard as mental health issues.2 Other conditions with 
more widely shared or subtle characteristics may be thought of by some as with-
in a certain normal range that places them outside the purview of mental health 
care. Some basic theoretical frameworks represented in this Dædalus issue are: 
biochemical, neurological, genetic, psychological (cognitive, emotional), psycho-
dynamic/psychoanalytic, interpersonal, social constructionist (cultural, moral), 
and social structural (poverty, class, race).

While some authors are clearly grounded in one or several distinct perspec-
tives, in clinical practice there is always present a blend of influence idiosyncrat-
ic to a particular provider, institution, and political economic system. In other 
words, the theoretical distinctions between different fields and subfields, as well 
as professions and institutions, have real effect and implications for practice, yet 
are never wholly representative of day-to-day clinical reality.3 When patient, fam-
ily, and community perspectives and practices are given primacy in mental health 
care–as they must, because they constitute most of care–the realities of what 
such care is about become both more diverse and more widely shared. Think of 
the emergent perspective of neurodiversity as a popular replacement for profes-
sional caregivers’ orientation to pathology in an effort to reduce stigma and main-
stream differences.4 Research and practice, theory and technique, are forever 
joined and forever in tension with one another. 

In psychiatry and psychology, because we do not understand the etiology of 
psychological problems in the way that we understand the cause of bacterial in-
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fection or bone fractures, we also do not understand exactly how our interven-
tions help, or why they help some people in certain ways and not others. The 
treatment of mental distress and illness, whether by medication or psychother-
apy is, therefore, still fundamentally empirical.5 And yet that empirical outcome 
is so connected to different human interests and perspectives that caregiver and 
care-recipient (as well as family, friends, and other providers) may not fully agree 
on the outcome. 

Let us return to the person in the consulting room. Their problem has been pre-
sented and formulated in some manner and an intervention (or nonintervention) 
has been decided upon. Treatment has begun, and while these more or less explicit 
steps are taken and evaluated, something else is happening in the clinical encoun-
ter (something that happens to some extent in every clinical encounter): a basic 
human interaction is unfolding and a caregiving relationship of some sort is de-
veloping in the context of all the conscious and unconscious hopes, expectations, 
uncertainties, and fears of both the affected person and the provider, the patient 
and the healer. This is the heart of care: the intersubjective caregiving-receiving 
reciprocity. The therapeutic power of this relationship in all fields of medicine has 
been well known for a very long time. When we speak of “bedside manner,” “the 
healer’s art,” “the placebo response,” or “therapeutic empathy and presence,” we 
are drawing on this relationship.6 Today it is given increasing attention in the med-
ical school curriculum. Efforts to incorporate language and lessons from the hu-
manities and arts into medical training illustrate the sense that there is something 
clinically valuable to being a human provider with a human patient.7 These en-
deavors tend to run aground, however, when efforts are made to standardize clin-
ical interactions and enfold them into any sort of algorithmic approach, such as 
those entailed by bureaucratic uses of one-size-fits-all technology and the structur-
al demands of our “era of high throughput” of patients and procedures.8 

Measures of true caregiving processes like the quality of therapeutic relation-
ships, the actual time spent interacting, the practitioner’s skills (or lack thereof ) in 
listening and communicating, their emotional support, their presence as an ethi-
cal and spiritual act, their clinical judgment and therapeutic decision-making– 
all fundamental to quality care–routinely go unexamined in everyday clinical 
work. We measure none of these crucial elements of care in health care systems. 
Hence, evidence of the quality of caregiving in psychiatry, other mental health 
professions (except for a few kinds of psychotherapy research), and indeed ev-
ery other area of medicine is essentially nonexistent. Instead, clinics and hospi-
tals use a bureaucratic sleight of hand: they evaluate institutional efficiency–the 
cost, speed, and other bureaucratic measures of the performance and outcomes of 
services–as a substitute for care and call it quality. The actual day-to-day quality 
of care in mental health, as in the rest of the field of health, is largely unknown be-
cause it is not directly, routinely, or systematically examined. 
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To complicate things further, there are several different ways one might look 
at and, therefore, evaluate quality in mental health care: there is quality as defined 
by different academic and industrial research perspectives, quality as defined by 
the latest practice standards of each profession and institution, and quality as the 
usefulness (or not) to a particular person in a particular context of care and treat-
ment relationship. The first will always be different depending on what theoreti-
cal and methodological perspective is taken (such as biological, psychological, so-
cial constructionist, social structural). The second will also be different depend-
ing on the official professional, institutional, or governmental guidelines. The 
third is more likely to be shared, and may even contain a certain universality, ow-
ing to the practical, down-to-earth human activity of caregiving and receiving. It 
is the abidingly human parts in the individual, family, and community context of 
care that we primarily concern ourselves with in this essay. This is care as exempli-
fied in this volume by Kay Redfield Jamison’s descriptions of the lived experiences 
of suffering and healing among those with mood disorders, and Vikram Patel and 
Atif Rahman’s research on the effectiveness and potential of therapy by lay coun-
selors and community caregivers.9

We generally assume that therapists are therapeutic. There is a good 
deal of quantitative and qualitative data about the treatment out-
comes of particular kinds of therapy, and much reportage about their 

practices, to suggest they are.10 And yet we also find regular accounts in the me-
dia and in the rapidly expanding genre of patient and family member narratives 
that raise serious questions about just how good, in general, the quality of care 
for patients’ mental health really is.11 As clinicians who work in this remarkably 
varied field, we are aware that many psychiatrists, clinical psychologists, psychi-
atric social workers and nurses, occupational therapists, and practitioners from 
other disciplines often aspire to clinical excellence. But how often does aspira-
tion translate into high-quality care as assessed by patients, families, and profes-
sionals themselves, let alone independent observers, the state, or health insur-
ance companies? Because we are also acutely aware of all the financial, bureau-
cratic, and professional barriers to quality care, we must admit we simply do not 
know enough about quality of care in the mental health field. What we do know 
is simultaneously promising and discouraging. And we must recognize openly 
that much of what we identify as care does not lend itself to the kind of quantifi-
cation and evaluation that are used in academic medical and public health policy. 
But the fact that the subtleties of individual relationships cannot be adequately 
assessed by a randomized controlled trial does not mean that they are not im-
portant. There are other, related, essential elements of care that can be measured 
more readily, such as actual time devoted to face-to-face patient care, the pattern 
and level of communication, and the minimization of bureaucratic distractions 
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and financial conflicts of interest, as well as the reduction of ethical failings and 
iatrogenic harm. 

It is past time to implement across the broad range of practices and practi-
tioners the elements of high quality of care, especially for those most vulnerable 
and marginal who simultaneously have the greatest need and the fewest resourc-
es. Access without adequate quality of services is as unacceptable as are efforts at 
prevention without treatment. 

Looking at our own profession, psychiatry, we recognize that in clinics and 
training programs across the United States, clinicians and trainees are spending 
hours and hours each day in front of computer screens entering information that 
has very little to do with the clinical reality of the patients they are treating. It is a 
serious crisis in psychiatry, as in the rest of medicine. The union of insurance- and 
liability-driven clinical documentation and electronic medical records that func-
tion as billing platforms and convert clinicians into accountants has grown into a 
bureaucratic nightmare that distorts clinical realities and wastes precious time.12 
Particularly troubling is the sheer hours spent in training and practice on clinical-
ly irrelevant documentation that could (and should) be spent providing care; it 
discourages clinicians and, at worst, makes them feel alienated from their desire 
to take part in high-quality clinical practice–alienation that is so common it has 
received extensive media attention as an epidemic of “burnout.” Burnout results 
in poorer education and socialization for failure.13 

The model of the mind implicit in this one-size-fits-all systems approach to 
psychiatric practice is a false one: unidimensional; without nuances, uncertain-
ty, or contradiction; without humanity. That model does damage to both patients 
and clinicians. Again, the beneficiaries are insurance companies, those invested in 
growing hospital bureaucracies, and pharmaceutical companies who lobby for their 
overpriced products to be more integrated into treatment algorithms across entire 
health care systems. Prioritizing money, not care, has led us to this state of affairs. 
Even supposedly nonprofit institutions function as businesses seeking profits: a 
2016 study found that seven of the ten most profitable hospitals in the United States 
were nonprofits.14 In psychiatry, researchers who should know better, and whose 
findings may even have made them think twice, have gone along with this commer-
cially driven approach because it not only improves hospital finances, but supports 
their own publication record and career advancement. They have removed the psy-
che from psychiatry and in its place given primacy to economic growth over subjec-
tive and contextual good. It has not been beneficial for those people who have had 
the most at stake: patients, families, communities, and ordinary practitioners.15 Sad 
to say, academic psychiatry by and large has offered little resistance. Instead, it has 
been all too eager to abandon the complexity of the human reality of care in favor of 
the artificial stamp of approval of “evidence-based science” (read, efficiency-based 
metrics) from industries whose primary objective is financial gain.16 
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Consider the observations made by Steven Hyman; Anne Harrington; Isaac R. 
Galatzer-Levy, Gabriel J. Aranovich, and Thomas R. Insel; Helena Hansen, Kevin J.  
Gutierrez, and Saudi Garcia; and Gary Belkin, among others, in this issue of 
Dædalus.17 Despite many remarkable discoveries in basic neuroscience about the 
workings of the brain, the efficacy of everyday treatment for mental illness has 
not changed much over the past four decades, and once lofty promises remain un-
fulfilled. Diagnosis is always a problem (due in large part to the subjective and 
still mysterious nature of most psychological issues) and the Diagnostic and Statis-
tical Manual (DSM) of the American Psychiatric Association has become an ever- 
expanding catalog of arbitrary conditions or “disorders” defined by symptom 
checklists, many of which are so lacking in evidence for underlying structure that 
the entire diagnostic system has been rejected by neurobiologists.18 

There are also concerns on the treatment side of mental health practice. That 
psychotherapy has outcomes that are better or similar to those for medication is 
a huge consideration.19 That relatively simple psychotherapy delivered by com-
munity peers with limited training is just as effective as any other treatment for 
certain mental health problems calls into question what the mental health system 
in every society should look like. And that developments in neuroscience now em-
phasize two key features of mental life–unconscious processing and the primacy 
of feelings–signifies that we are in many ways catching up to a conception of hu-
man experience that has long been explored in art, music, literature, and psycho-
dynamic psychology.20 

When taken altogether, it is no longer surprising that the whole superstructure 
of our mental health care system seems profoundly stuck. The widespread efforts 
to turn mental health care into something approximating routine blood pressure 
management or antimicrobial treatment are at odds with the state of our current 
understanding of causes and effects, the emergent pictures of the way the mind 
works, and our sense of what is decent, ethical practice. Small wonder we may not 
be getting the results we say we want. And small wonder that psychiatry residents 
and other trainees are feeling dispirited by a system and an administrative appara-
tus that seem to deny the existence of the very conflicts and complexities that are 
causing, or at least exacerbating, the suffering of our patients.

The place of psychiatry, and by extension a medical approach to mental 
health problems, may well have to become a great deal smaller in the fu-
ture in comparison with the greater mental health care system, as Hansen 

and colleagues suggest in their essay.21 Their advocacy for a public health harm- 
reduction approach to syndemics of substance abuse, suicide, and homeless-
ness strikes us as the right track. So, too, does Patel and Rahman’s promulgation 
of a much larger role for community health caregivers in the delivery of psycho-
therapeutic interventions for depression, anxiety, trauma, and other common men- 
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tal health problems.22 For example, the available evidence suggests that half of all 
cases of depression are relatively less severe and respond well to self- and fami-
ly-care practices, including exercise, diet, interpersonal support, and meditation. 
From a public health standpoint, then, professional care of depression, like that of 
other common mental health problems, should be focused on those more-serious 
chronic cases that do not respond to these first-line interventions and that require 
expert treatment, including medication and other somatic therapies, as well as 
more sophisticated and intensive forms of psychotherapy.23 The same case can be 
made for a much narrower, limited, and highly specialized role for psychiatry (and 
clinical psychology) as a referral back-up for mental health care delivered by pri-
mary care physicians, nurses, and community care workers. The same specialized 
back-up would be appropriate for public health harm-reduction services aimed 
at reducing domestic violence, racial violence, and other forms of violence-based 
trauma, as well as suffering due to natural disasters that are increasing owing to cli-
mate change, as is addressed in this volume in the essays by Jeffrey W. Swanson and 
Mark L. Rosenberg, Joseph P. Gone, and Hansen, Gutierrez, and Garcia.24 

On the other hand, or perhaps even alongside such constrictions, there are 
ways in which the field of clinical psychiatry could expand. In academic and oth-
er medical institutions that continue to pursue a genuine interest in the improve-
ment of care across departments, psychiatry could be a model and active consul-
tation resource for understanding and maximizing the healing power of the care-
giving relationship. Even more generally, as the findings of neuroscience continue 
to grow and attract interest in medical circles as well as the public sphere, psychi-
atry is well positioned to lead the ongoing integration of medicine with the hu-
manities, sciences, and arts, while also continually articulating and adhering to 
the boundaries of our current knowledge, a principle that happens to be at the 
core of effective clinical practice.25 

The result of such change would be a wholesale restructuring of mental health 
care systems. Such a new mental health care system would also require system- 
wide prioritization of quality of caregiving relationships, clinical communica-
tion, and the related elements of high-quality care that we discussed earlier.

Mental health programs, interventions, and policies are still, for the most part, 
designed and implemented as though mental health problems are there just wait-
ing to be fixed, figured out, or eliminated with the correct medication or therapy. 
As though our internal divisions and self-deceptions, with their close connections 
to our local cultural worlds and their strains and conflicts, were just superficial 
cracks in the inner veneer of otherwise perfectly consistent and coherent psyches 
and smooth social relationships. It is an arresting irony that the field of mental 
health has so much difficulty encompassing the unconscious–part of our every-
day contexts of lived experience with all its familiar paradox, ambivalence, and 
confusion.
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Still, on a practical level, not all or perhaps even most causes of psychologi-
cal problems are most usefully traced to unconscious conflicts or divisions with-
in the self. Some should be approached and primarily understood from a genetic 
perspective. Some are most usefully seen as interpersonal issues. Some post viral. 
Some neurodegenerative. Some deeply social-structural as the result of grinding 
poverty and everyday assaults of racism, as illustrated in the essays by Jonathan M. 
Metzl, Gone, and Hansen, Gutierrez, and Garcia.26 Yet everyone still has to grap-
ple with the reverberations of these biosocial conditions in their mind. So even in 
instances of genetically based conditions or infections like COVID-19, which can 
affect the brain and have been so destructive of mental health, as Laura Samp-
son, Laura D. Kubzansky, and Karestan C. Koenen show in their contribution to 
this volume, the experiences of true mental health care must be suffused with re-
spect for the mysteries and complications of unconscious life.27 The ontology of 
care in mental health, the being element, not just the knowing element, requires at-
tention to unconscious life.28 That is likely how interpersonal processes, such as 
the therapeutic interactions of depressed individuals with their community care-
giver peers described by Patel and Rahman, have their healing effect.29 It is how 
psycho therapy probably works.30 And perhaps it also helps us understand how 
systems of health care that (explicitly or implicitly) deny the divided and contra-
dictory nature of human experience can be so corrosive of real care. 

This problem, unfortunately, is true of all of health care. Health care systems 
largely limit their vision of patients, families, and practitioners to a simplistic and 
extraordinarily superficial consumer-provider framing that supports the domi-
nant vision of health economists and business interests. It reduces care to its sup-
ply and demand and product-centered characteristics; it is simply an inadequate 
way of framing caregiving.31 It offers only a small space to acknowledge and af-
firm the pain and suffering of patients, the fear and uncertainty of family mem-
bers, and the emotional and moral responses of practitioners. That is the com-
plex–psychological, social, and cultural–humanity of human beings. Out of 
that human care comes the presence (or absence of presence) of the protagonists 
in the hospital’s healing dramas and the reciprocity that elicits and sustains care in 
families and communities.32 Care itself is about the work of caregiving through 
acts like supporting, assisting, being there, accompanying. Because just the oppo-
site of the dominating health policy vision is or should be what psychotherapy is 
about, it offers both a vision and a practical model for the therapeutic relationship 
throughout medicine and health care.33 Yet, as it runs against the grain of exist-
ing health care systems, psychotherapy has been marginalized. Neither regarded 
as efficient or cost-effective enough at the system level. Perhaps the kind of ro-
bust support Patel and Rahman’s research offers, along with that of others like it, 
will help prioritize a psychotherapeutic framing of caregiving that is more popu-
lar and influential.
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The dismissive responses of health program directors and planners make it 
crystal clear that any serious undertaking to improve the current quality of care 
will require not piecemeal reform, but rather a thoroughgoing reimagining of 
what health care is about. We must make more central the real needs and oppor-
tunities of people who are struggling to find and offer healing. 

In the 1980s and 1990s, one of us (Kleinman) conducted research on men-
tal health problems in China. That research showed a much larger number 
of people were in need of mental health care than those regarded as suffer-

ing from mental illness by Chinese psychiatrists and other physicians at the time. 
The care available then was limited to psychopharmacological treatment given in 
mental hospitals or by psychiatrists and primary care doctors in outpatient clin-
ics. Subsequently, as it became increasingly possible to have large-scale epidemi-
ological studies, it was repeatedly shown that the burden of mental health prob-
lems in China was in the same ballpark as in the United States and Europe, and 
that like in those societies, it was worsening. In China, persons with mental health 
problems can experience high levels of stigma, and Chinese patients with men-
tal illness tend to emphasize their physical symptoms and seek general medical 
care. It was Kleinman’s view, therefore, that the resulting somatic orientation of 
psychiatrists, which reinforced such somatization, would reduce the likelihood 
that the Chinese mental health care system would develop substantial psychoso-
cial and psychotherapeutic care approaches. That theory turned out to be com-
pletely wrong. Over the past quarter-century, there has been robust development 
of counseling and psychotherapy in the popular domain of care in China. These 
therapeutic approaches are delivered by school counselors, psychologists, and an 
impressive array of therapists of many different kinds. The popularity of various 
forms of what we would call psychotherapy in today’s China is part of a sea change 
in that society that is most apparent among youth and younger adults, but increas-
ingly involves people of all ages. The upshot is a mental health system that ex-
tends well beyond psychiatrists, hospitals, and clinics while, at the same time, the 
quality of care for mental health problems in hospitals and clinics has increasing-
ly improved. This is a development seen in other countries that points to cultur-
al, political, economic, and social transformations of our time that simultaneous-
ly seem to be worsening mental health yet also reducing its stigma and creating 
much broader and diversified forms of care that people are seeking out to a much 
greater extent than anyone would have predicted. 

The late Paul Farmer–an icon of healing in global health–wrote: “The idea 
that some lives matter less is the root of all that is wrong with the world.”34 He 
was talking about the devastating effects of racism and neocolonialism. But he 
was also pointing a finger at the combined commercial and bureaucratic process-
es that dominate health care and so much else in the world. As Hansen and co-
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authors, Metzl, Belkin, Gone, and others in this issue show, reimagining mental 
health care in our times must be a call for making care the central value and there-
fore the measure of health care systems. To accomplish that will require respond-
ing to poverty and inadequate housing, reforming the failed criminal justice sys-
tem, and changing other structural forces that treat many people, including the 
mentally ill, as if they matter less. Just as this will require societal reform, it will 
require support for the complex humanity of patients, families, and practitioners.

Gone’s account of historical trauma experienced collectively and individually 
by Indigenous Americans explains why the ever more popular category of PTSD is 
inadequate for getting at the incomplete and stalled social mourning and personal 
grieving in the face of past and present ethnocide and persistent assaults on Na-
tive peoples everywhere. Based on research and his own experience as a member 
of the Aaniiih-Gros Ventre Tribal Nation of Montana, Gone joins us and many oth-
ers in concluding that we need nothing less than to thoroughly reimagine mental 
health care systems. That critical process of reimagination, Gone goes on to say, 
needs to begin with acknowledgment and affirmation of the more positive and 
uplifting value dimensions of tribal life, which in turn can encourage healing and 
rebuilding of more availing worlds. The trajectory of such Indigenous care has to 
work through loss and mourning in order to offer a new foundation for human 
flourishing that, among other things, undertakes psychic repair.35 

In this same vein, Finnish-American medical anthropologist Annikki Herranen- 
Tabibi deploys the resonant term “resurgent care” to describe how Sami elderly in 
the Scandinavian Arctic teach youth to reclaim and reinvigorate traditional ways 
of caring for disrupted kinship ties, social suffering, chronic illness, disability ow-
ing to aging, as well as climate change’s local destruction of the permafrost foun-
dation of their ecosystems, and the burdens of their everyday living conditions. 
Resurgent care becomes more than Indigenous resistance, but an entire people’s 
modus vivendi for working through mourning and resistance to confront social 
and health inequalities, heal and create the on-the-ground conditions for person-
al and collective flourishing. This is a quest for the wisdom to repair, reinvigorate, 
and endure.36 

Social mourning and personal grieving involve the stewardship of memories, 
which need to be cared for just as bodies are cared for by lay persons and profes-
sionals alike, as they ritually transition or are psychotherapeutically assisted to act 
forward. Care of memories is the ethical-spiritual-aesthetic reticulum that under-
pins trust across distinctive forms of mental health care therapies, thereby en abling  
the completion of individual mourning and the rest of the healing process. Caring 
for collective memories at the societal level might offer a means for social care and 
community healing. 

We have landed on a foundational principle for mental health systems every-
where: care must be at the center and can be mobilized in different ways to 



272 Dædalus, the Journal of the American Academy of Arts & Sciences

Good Mental Health Care: What It Is, What It Is Not & What It Could Be

strengthen a world or to rebuild individual lives. Life itself is the soul of care: 
 human relationships, presence, the caring for memories, the everyday activities of 
pragmatic solidarity, accompaniment, meaning-making, and ethical decency. So-
cial technologies, including telemedicine, virtual reality, psychiatric medications, 
and assistive devices, require that human foundation of ordinary life to maximize 
human prospects. Political economy and bureaucracy must sustain and strength-
en, not weaken, this life foundation of care. Policy and programs, as Swanson and 
Rosenberg show for the crisis of gun violence in America, require care together 
with prevention if they are to succeed. The upstream sources of our mental health 
crises–poverty, racism, destructive institutional bureaucracy, wanton commer-
cialization–require care and control if social and health disparities are to be re-
duced.37 That means focusing on individuals at the same time as social conditions 
and social systems. It also means that health care systems must prioritize care as 
their central value ahead of financial gain, bureaucratic procedure, professional 
codes, and ideological commitments. High-quality mental health care begins and 
ends with acts of care. 

Renowned Boston therapist and teacher Elvin Semrad is said to have de-
scribed psychotherapy as fundamentally a process of “acknowledging, 
bearing, and putting in perspective” things that are, initially, unacknowl-

edgeable and unbearable. Embedded in this formulation is the insight that, to 
some degree or another, our individual and collective suffering and symptom-
atology come from the seemingly infinite ways that we find to not-know what we 
know. We automatically, reflexively try not to know something if it is too painful, 
too frightening, too developmentally inappropriate and therefore impossible to 
integrate into one’s growing self, or if it sets up a seemingly irresolvable conflict 
with other things we want, need, and know.38 Call it a defense: denial, repression, 
dissociation, projection, whatever. Our minds can do this sort of thing because on 
some level of basic survival it is adaptive; it gets us through but can leave us psy-
chologically mangled. This kind of not-knowing happens on an idiosyncratic, in-
dividual level, where an event, a thought, a feeling that is unbearable for one per-
son is perfectly bearable for another with different biology, life history, culture, 
and so on. It also happens on the level of communities and populations. What else 
is “the idea that some lives matter less” if not a kind of massive psychological dis-
tortion, a denial of something that is as profound as it is self-evident? So why the 
need for denial? Why is the idea that all lives are of equal value so often unbear-
able? Probably, at least in part, because of the threat this truth poses to so much of 
how we operate as individuals and societies, because of the incalculable responsi-
bilities and conflicts and complexities this simple fact brings along with it. 

Some of the most foundational work on intergenerational trauma and the re-
petitive transmission of both dramatic and subtle childhood mistreatment high-
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lights various psychological defenses against unbearable feelings as a mechanism 
for such transmission.39 We avoid complicated and painful truths by repressing, 
dissociating, and otherwise deadening our emotional knowledge, and we thus in-
crease the risk of reenacting and engendering the same deadening processes in 
our children. Leonard Shengold and others have called this essentially traumatic 
process “soul murder.”40 Similarly, Donald Winnicott described the “false self” 
that takes over one’s life when the self-preservative psychological contortions of 
childhood have been too great.41 The child, in order not to know what she cannot 
bear to know, must amputate her whole apparatus for knowing and feeling new 
things. She must kill a part of herself in order to survive. Gone, in his essay, de-
scribes a related process on both an individual and a community level. Just as the 
defensive denial of the basic truth of human equality can result in actual genocide, 
so can the unbearableness of such historical trauma subsequently create the con-
ditions for “soul genocide” and the alienation from one’s individual and histori-
cal identity on a massive scale. It then becomes not a question of treating PTSD 
symptoms in any sort of medicalized manner, but rather finding a way, collective-
ly, to mourn a loss that entails acknowledging and bearing those things that have 
so far been unacknowledgeable, perhaps even psychologically unrepresentable in 
thought or feeling. 

We began this essay by noting the wide range of conditions and experiences 
that might be encompassed by the field of mental health care. This diversity of 
conditions, treatments, technical approaches, and theoretical orientations re-
mains and will likely continue to expand. At the same time, we set out to identify 
and articulate some everyday, down-to-earth, universal aspects of mental health 
issues and treatments that arise from our shared human condition and transcend, 
or at least should transcend, the innumerable and inevitable conflicting interests 
of medical finance and economics, publication and promotion incentives, theo-
retical allegiances, academic prejudice, bureaucratic inertia, and human desire for 
concreteness and simplicity, to name a few. There is currently no comprehensive  
theory of mental illness that accounts for everything we observe from biology to  
individual experience to social phenomena. Fundamental causes for even the most 
common issues are still debated, elusive, and overdetermined all at once. So, we 
must continue to learn more: more neuroscience, more social science, more clin-
ical experience. At the same time, we must recognize that we already know some-
thing about what makes for good care and we must promote it. We also know how 
challenging it can be to bear reality, to be honest with ourselves. How easy, how 
natural it can be to curate our thoughts and feelings, our memories, and our theo-
ries and policies in ways that are both self-protective and self-destructive. Wheth-
er a psychological problem arises primarily from biochemistry or psychodynamic 
conflict, or social conditions, one of the most important roles of caregiving, what-
ever the technique, is to help one person or many acknowledge and bear a compli-
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cated reality that is for all of us, at one point or another, too much to handle on our 
own. This truth is both daunting and hopeful in its basic, unsophisticated nature. 
It is also threatening to anyone (truly, all of us to some degree) and any institution 
that wants to have the authoritative answer, the right treatment. Perhaps that is 
why it keeps getting ignored–or forgotten. 
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