
Z-Y7Y1 && ()1)9, ): 66.)2 | Y1081Y | 7--3Z075037 43Y 775XY3J3 3:/ 77ft 81ft0Z071 (7:18, | ZZ;8/;-7 &.1

In-Patient Psychiatric Care as a Space of Ambiguity 
Therapeutic Encounters from a Sensory and Embodied Perspective
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Abstract In social anthropology, there exists only little research about the sensory and intersubjective aspects of 
in-patient psychiatric care. Proceeding from vignettes from ethnographic fieldwork in two psychiatric clinics in Swit-
zerland, this article outlines two empirical research interests and puts them into dialogue. On one side, therapeutic 
interactions and practices within the clinical setting are analyzed through the lenses of sensory ethnography and em-
bodiment. On the other side, a multiplicity of “therapeutic cultures” and spaces co-exist within clinical premises. In 
some cases, they encompass diverging or even conflicting aims and basic assumptions about psychopathology and 
healing. As a result, various possibilities of human sociality and interaction open up to psychiatric su@ erers, many of 
them characterized by ambivalence. What is being perceived as “therapeutic” and what, to the contrary, as a threat 
to human integrity and health can lie close together and can vary individually. I discuss how closely experiences of 
ambivalence – be it among psychiatric su@ erers or sta@  members – are related to spatiality, embodied perception 
and to temporality. Referring to sensory ethnography and Hartmut Rosa’s writing on resonance, I argue that, in in-
patient psychiatric settings, the human social is inextricably intertwined with the nonhuman.

Keywords sensory ethnography – psychiatry – medical anthropology – phenomenology – therapy

Introduction

The following reff ections are based on 8 months 
of ethnographic 9 eldwork within two Swiss pub-
lic psychiatric clinics4 in 1&11, followed by sev-
eral follow-up interviews. In both clinics, I did 
my research in the position as a research stu-
dent and participated in the ward’s daily life. In 
both cases, in-depth access was restricted to one 
speci9 c ward (one acute ward and one therapy 
ward). Beyond that restriction, many other ther-
apeutic and institutional spaces beyond wards 
were accessible to me. During my research, I be-
came interested in difi erent professional under-
standings of care. Namely, in cultures of medi-
cal and non-medical care, and the concomitant 
sensory and afi ective lifeworlds. I speak of “cul-
tures” of psychiatric care because I encountered 
sometimes blurry, sometimes profound difi er-
ences between therapeutic settings within one 
and the same institution, accompanied by psy-
chiatric sufi erer’s ambivalence around the ques-
tion of what “the therapeutic” entailed in speci9 c 
instances. My interest led me to follow Jenkins’ 

call to investigate more thoroughly how culture 
– in this case therapeutic cultures ranging from 
the biomedical to embodied and creative thera-
pies – shape every aspect of mental illness (J()-
7+), 1&4-: 18.). My research is driven by the joy 
of bringing experimental and experiential in-
sights into spaces hardly recognized by social 
anthropologists: the sensory and atmospheric 
microcosms of in-patient psychiatric care. This 
research also attends to the crisis and reorienta-
tion towards the cultural and social in which aca-
demic psychiatry currently 9 nds itself in (K/(+)-
Wffi) 1&41; D+ N+6V/ffi & SJVflffi)Vffl 1&14).

During my 9 eldwork in both clinics, I had ac-
cess to wards which accommodated varied clien-
tele: I met privately and publicly insured service 
users (while there exist exclusively “private” clin-
ics, many provide services for both) and accompa-
nied them, as well as stafi  members, in their daily 
activities. This included that I accompanied ser-
vice users to non-medical therapies that, in many 
cases, took place outside wards in other build-
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ings of the clinic. What I subsume here under 
the broad term “alternative therapies” includes a 
wide range of methods such as art, movement and 
music therapy, animal-supported therapies, and 
group-sessions in spiritual care. Every clinic had 
its own unique way of treating psychiatric sufi er-
ers and stafi , and even every ward presented an 
entirely difi erent picture of what “in-patient psy-
chiatric care” looks, feels and sounds like. Note 
that, due to the limited scope of this article, I won’t 
focus on conversational psychotherapy here – one 
of the most institutionalized non-medical thera-
pies in both clinics.

Two issues emerged during my fieldwork. 
First, it struck me how partial and individually 
difi erent the knowledge seemed that the ward’s 
doctors and nurses had about alternative thera-
pies. It all depended on the people in charge in 
the wards (typically doctors and nurses), whether 
non-medical therapies were integrated or rather 
sidelined in treatment. In interviews with doc-
tors and nurses, this inconsistency surfaced as 
some cherished alternative therapies as “equally 
important as medication”, while other relegated 
them to the realm of “day-structuring activities” 
or “unspeci9 c therapies”. The latter is borrowed 
from medical jargon and could be paraphrased 
as “there’s no harm in trying”. In this case, a kind 
of wellness efi ect was expected but no signi9 -
cant impact on individual pathology. In contrast 
to that, the importance of psychopharmaceutical 
treatment and electroconvulsive therapy seemed 
considerably less questioned within wards. While 
“alternative” therapies were an important part of 
institution’s marketing, of therapy plans and even 
received funding from health insurances, their 
standing seemed more complicated. Obviously, 
this reff ects the ongoing prevalence of biomedi-
cal models of mental illness within western psy-
chiatry (RV,( 1&4.). Tellingly, many non-medical 
therapists questioned the institution’s biomedical 
bias. In one clinic, a new ward was on the verge 
of being opened and, according to alternative 
therapists, “the management” had not granted 
any budget for their involvement into therapeu-
tic plans. Tellingly, a considerable amount of ser-
vice users used and mentioned alternative ther-
apies as an important part of their experience of 
in-patient treatment. Some of them continued to 
attend to them as outpatients.

The second issue that emerged from my re-
search material: many users on acute wards com-
plained to me that they felt “not being seen” and 
“not being listened to” in situations when they 
would have needed it the most. I was puzzled by 
both, the sufi erer’s feeling of invisibility and the 
complex coexistence of difi erent therapeutic on-
tologies. Those varied possibilities of human soci-
ality and “choreographies” of doing mental aŽ  ic-
tion and therapy (K/ffiÖ,)(Q 1&4-: 414) complicate 
simple notions of “care” and point towards the am-
bivalence tied to giving and receiving care. I ask: 
How do structural aspects of the clinic relate to the 
sensory and embodied dimensions of experienc-
ing in-patient psychiatric care? How are psychiat-
ric sufi erer’s and stafi ’s ambivalent entanglements 
between healing, harm and aŽ  iction connected 
with the sensory, material and immaterial dimen-
sions of the everyday?

Doing phenomenological anthropology in the 
psychiatric clinic

My research is inff uenced by Byron Good’s call 
for “the development of critical studies of how ill-
ness comes to meaning, of how reality (not sim-
ply beliefs about it) is organized and experienced 
in matters of sickness and care” (GVV: 4..;: Ó;). 
It is precisely my attempt to understand the mul-
tiplicity of realities I encountered within the mi-
crocosm of the psychiatric hospital, indebted to 
a “critical phenomenology” (GVV: 4..;: Ó;). This 
radical prioritization of experience allows me to 
trace how concepts of mental illness and normal-
ity, even the very de9 nition of “reality” and the 
normal are ff uid, contested (J()7+), 1&4-: .) and 
performatively constituted in social context (RV,( 
1&4.: .). I encountered a stunning variety of difi er-
ent (sub-)cultures of therapy and of illness within 
the very same institutions and even within wards, 
depending on the people and spaces I found my-
self interacting with. While I perceive the picture 
that Erving Gofi man draws of the psychiatric clin-
ic in his 4.Ó&s-work Asylums (GV!!Wffi) 4.Ó4) as 
too structurally static, it certainly captures the 
huge impact that institutional structures and hi-
erarchies have on the self, social roles and ev-
eryday interactions. While Asylums falls short on 
the changed landscape of psychiatric care today, 
Gofi man’s insights into the embodied and perfor-
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mative nature of clinical interactions remain in-
spiring. Used with caution towards his structural-
ist generalizations, Gofi man’s concepts deliver a 
theoretical background tending to the epistemic 
hierarchies, social performativity and the entan-
glement of care and constraint within psychiatric 
clinics (GV!!Wffi) 4.Ó4). Bearing Foucauldian con-
cepts of psychiatric power in mind, institution-
al ethnography (SW+J2 1&&-) seems more apt to 
capture the diverse, o? en ambiguous, experienc-
es present in day-to-day life. My focus on embod-
iment and the sensory allows me to understand 
the “extraordinary conditions” of mental illness 
(J()7+), 1&4-) as a complex, ff uid entanglement 
between lived experience, materialities and em-
bodied practices. 

Foucault’s writings on the emergence of psy-
chiatric practice as normalizing power (FVÖ-
6ffiÖ/J 4.33a) capture the history of my research 
sites. Still, this representationalist, textualized 
view of psychiatric power does not do justice to 
the phenomenological richness I encountered in 
the 9 eld. I agree with Csordas’ critique that Fou-
cauldian approaches view social reality as “in-
scribed” into individual bodies and subjugate the 
body to the semantic (C,VQ:ffi, 4..;: 4;Ó). Ambi-
guity and not-knowing are omnipresent in day-
to-day interactions within in-patient psychiatry; 
mental illness can be incommensurable, unbear-
able and incomprehensible, both for the aŽ  icted 
and those who are not (J()7+), 1&4-: 1Ó4). Prac-
ticing phenomenological anthropology allows us 
to appreciate indeterminacy in psychiatric prac-
tice as a matter of intersubjectivity: 

Beginning from perceptual reality, however, it 
then becomes relevant to ask how our bodies may 
become objecti9 ed through processes of reff ec-
tion. […] What is revealed by a return to the phe-
nomena – and the consequent necessity to col-
lapse dualities of mind and body, self and other 
– is instead a fundamental principle of indetermi-
nacy that poses a profound methodological chal-
lenge to the scienti9 c ideal. The “turning toward” 
that constitutes the object of attention cannot be 
determinate in terms of either subject or object, 
but only real in terms of intersubjectivity. (C,VQ-
:ffi, 4..;: 48.).

I argue, that doing phenomenological ethnogra-
phies about in-patient psychiatric care is a more 

than human matter. Integrating the environmen-
tal and material into the scope of “experience” 
allows for insights that go beyond cartesian du-
alisms between “mind” and “body” and the ten-
dency in the 9 eld of psychiatry to treat the human 
brain as an isolated entity (RV,( 1&4.: .-, 43.). As a 
phenomenologist, I am inspired by KavedAija’s ap-
proach to human wellbeing as a processual, more-
than-human matter of conviviality (Kffiffl(:B+Cffi 
1&14) and by Navaro’s ethnographic exploration of 
how feelings (in this case “spatial melancholia”) 
emerge as entanglements between (human) sub-
jects, objects and non-human environments (Nffi-
fflffiQV-Yffi,2+) 1&&.: 4Ó). On a conceptual level, I 
draw from environmental anthropology (I)DV/: 
1&&1; 1&44) and postphenomenological thinking 
that sharpens ethnographer’s awareness not only 
of the “ontological unity of people and things” 
(I2:( & Mffi/ffi!VÖQ+, 1&4.: 1&8) but also of how 
people are changed by things and technologies 
(I2:( & Mffi/ffi!VÖQ+, 1&4.: 1&.).

Besides my theoretical interest in human and 
other-than-human relationalities, intersubjectiv-
ity 9 gures also as an important emic category in 
my 9 eld. It is not only at the core of sufi ering and 
the provision of care, but o? en comes with am-
biguity, both for psychiatric sufi erers and stafi  
members. A decisive factor which determines 
whether psychiatric sufi erers experience clini-
cal interactions as healing or, to the contrary, as 
harmful, resides in experiences of intersubjectiv-
ity. Joan Tronto (TQV)JV 1&4-) argues that good 
care involves much more than just organizing acts 
of caregiving. It involves the identi9 cation of car-
ing needs (caring about), accepting one’s own re-
sponsibility to do something about that need (car-
ing for) and 9 nally an assessment if needs have 
been met by the caregiving (care-receiving). Those 
are not instrumental interactions, but involve mo-
rality and value commitments. Those who deliv-
er “good care” cultivate being attentive, respon-
sible, competent and responsive towards other’s 
needs (TQV)JV 1&4-: ;–.). Seen through Tronto’s 
theoretical lens and Csordas’ paradigm of em-
bodiment, in-patient psychiatric care emerges as 
a deeply intersubjective practice that enfolds as 
an embodied entanglement between caregivers 
and psychiatric sufi erers. I add to that point that 
in-patient psychiatric care does not merely entail 
human interactions but is equally co-created by 
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sensory, material and other nonhuman aspects 
that are fundamentally shaped by institutional 
and political surroundings. The multitude of am-
bivalent experiences I encountered in the 9 eld re-
late partly back to what Gofi man (GV!!Wffi) 4.Ó4) 
and Foucault (FVÖ6ffiÖ/J 4.EE; 4.33a; 1&&;) have 
already exhaustively discussed: the institution it-
self is a place of power-infused hierarchies and so-
cial performativity that directly mirrors how a so-
ciety deals with “troubled” individuals. Following 
Jenkins’ reference to feminist thought, I approach 
mental illness and clinical practices as a conden-
sation of the personal and the political (J()7+), 
1&4-: ;).

Of atmospheric ambiguities: sensory ethnogra-
phy and therapeutic encounters

In order to do justice to the ambiguity experi-
enced by interlocutors as well as the indetermi-
nacy of scienti9 c reasoning, sensory ethnography 
ofi ers methodological inspiration (P+)7 1&&.; I)-
DV/: 1&44). Pink frames ethnographic research 
as a mode of “emplaced knowing” (P+)7 1&&.: 8&) 
which is embodied, but includes materiality, the 
senses, imagination, reverie and remembrance 
(P+)7 1&&.: 1- fi ). The attunement to the imagi-
nary, remembered and sensory dimensions of ther-
apeutic encounters is crucial to prevent reproduc-
ing rationalist medical discourses that presuppose 
a dichotomy between “objective” reality and seem-
ingly irrational beliefs (GVV: 4..;: 4.8). My inter-
est in ambivalence within in-patient therapeutic 
encounters draws on a “politics of atmospheres”: 

Atmosphere does not so much reside in place 
as emerge from our ongoing encounters with it, 
opening up potential as we feel our way through 
the world, a process animated by afi ect (but not 
completely defined by it), a “spatially extend-
ed quality of feeling” (BF2W( 4..;: 44E–443) […] 
Accordingly, we argue that atmosphere must be 
thought of as pulling together afi ect with sensa-
tion, materiality, memory and meaning […] (SÖW-
ffiQJVCV & P+)7 1&4.: ;&). 

Atmospheres are political because they are not sim-
ply there, but continually emerge as contested, ff u-
id entanglements. They are subject to constant ap-
propriation, change and subversion by all actors 
involved (SÖWffiQJVCV & P+)7 1&4.: ;4). This view 

of atmospheres as potentialities for change and 
transformation resonates with an emic category 
that was omnipresent and o? en contested in the 
9 eld: the aim at psychological change and trans-
formation, be it among psychiatric sufi erers or as 
a narrative deployed by therapists and clinicians. 
Inspired by Ansdell and DeNoras’ research on mu-
sic therapy (A),:(// & D(NVQffi 1&41), I suggest an 
ecological view of clinical practices and their am-
bivalences. Walking 9 eldwork (Irving 1&&-; 1&44) is 
crucial in that endeavour as it allows interlocutors, 
who o? en experienced difi erent wards and treat-
ments during their stay, to retrieve associations and 
memories tied to clinical spaces and their materi-
ality. In return, accessing memories through walk-
ing 9 eldwork proved ethically challenging in the 
9 eld as spaces like the emergency reception or a 
closed unit were associated with unresolved, un-
spoken trauma for several sufi erers. Stasis and the 
inability to move – for example during acute de-
pression – was equally part of my embodied en-
counter with in-patient sensory lifeworlds. Others 
I accompanied to therapy sessions beyond the ward 
and walks in the park. I rushed with senior psychi-
atrist’s from ward to ward during their “rounds” as 
they replaced others in times of incessant person-
nel shortages, talked through lunch breaks with the 
nurses, and sat in stafi  meetings. Researching at-
mospheres requires an attunement to the rhythms, 
sounds, smells and aesthetics of clinical day-to-day 
lifeworlds.

Situating ambiguity within a theory of reso-
nance 

How can we theoretically situate experiences of 
ambivalence within the sensory and the embod-
ied dimensions of therapeutic spaces? And how 
are subjective experiences tied to the political and 
cultural context of the psychiatric clinic? Even 
though I can only hint at his complex and large 
body of writing here, I 9 nd inspiration in German 
sociologist Hartmut Rosa’s writing on what he calls 
resonance (RV,ffi 1&4Ó). Rosa opens his book Res-
onanz. Eine Soziologie der Weltbeziehung with the 
claim that, “If acceleration is the problem, then 
resonance may well be the solution” (RV,ffi 1&4Ó: 
48, translated by AH). In the tradition of critical 
theory, he formulates a critique of neoliberal so-
cieties and the alienation they produce in various 
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aspects of our everyday lives (RV,ffi 1&4Ó: 1-; fi ; 
P(J(Q, & MffiC+: 1&11: 3). Rosa de9 nes alienation 
as “relation of relationlessness” (RV,ffi 1&4Ó: 8;3) 
which is driven by “instrumental reason” (RV,ffi 
1&4Ó: E8). He understands experiences of reso-
nance as a powerful counterforce that enables 
experiences of aliveness. Resonant experiences 
create meaning in a modern existence otherwise 
characterized by interpersonal distance, coldness 
and unresponsiveness (RV,ffi 1&4Ó: 843; P(J(Q, & 
MffiC+: 1&11: 48). The adaption of Rosa’s thinking to 
my research 9 eld is inspired by his claim that in-
stitutions embody the most powerful social force 
that shapes whether we experience states of reso-
nance or alienation (RV,ffi 1&4Ó: .83). Rosa’s theory 
also comes with its problematic aspects. As Peters 
and Majid point out, he entwines descriptive and 
normative elements of resonance (P(J(Q, & Mffi-
C+: 1&11: .) which, from an anthropological point 
of view, remains too far away from the intricacies 
and ambivalences of lived in-patient experience. 
By interweaving Rosa’s theory with my phenom-
enological approach to psychiatry, I hope to cre-
atively enrich those normative aspects with the 
complexity of lived human sociality. I shed light 
on the entanglement between intimate, embodied 
experience and the political that so fundamental-
ly characterizes every facet of mental illness (J()-
7+), 1&4-: ;).

State of research

There is a rich body of anthropological research in 
the 9 eld of mental illness (see for example GVV: 
1&41; J()7+), 1&43; K2ffi) 1&4E; L(,J(Q 1&&E; L+J-
J/(GVV: 1&&&) and global mental health (KV2QJ 
& M():()2ffi// 1&4-; W2+J( et al. 1&4E) and I can 
only name a few of them here. But there has only 
recently been a surge in phenomenological eth-
nographies on the embodied experience of psychi-
atric in-patients within clinical premises (GffiQ6+ffi 
1&4&; K/ffiÖ,)(Q 1&4-; H(fl7() et al. 1&4.; M(G-
(, 1&4.; VffiQWffi 1&1&) and research speci9 cally on 
non-medical therapies in in-patient settings is still 
scarce (MffiJJ+)D/fl 4..3; LÖ2QWffi)) 1&&&; M(G-
(, 1&4.; S62W+: 1&1&; BQÖÖ) & HÖJJ() forth-
coming). Albeit not primarily anchored in social 
anthropology or ethnography, there are important 
basic works – ranging from RV,(, GV!!Wffi) and 
FVÖ6ffiÖ/J to SW+J2 – that focus on the genealo-

gy of psychiatric practices and institutional ruling 
relations (GV!!Wffi) 4.Ó;; RV,( 4.E., 1&4.; FVÖ-
6ffiÖ/J 4.33a, 1&&;; SW+J2 1&&-). Recent publica-
tions in sensory and environmental anthropology 
intersect partly with my research interest as they 
focus on in-patient lifeworlds (DÖHÖ( et al. 1&14). 
In an inspiring article, Pink and Hogan trace the 
intersections between art therapy and anthropol-
ogy (HVDffi) & P+)7 1&4&; P+)7 et al. 1&44; P+)7 & 
L(:(Q Mffi67/(fl 1&48), while not emplacing their 
9 ndings speci9 cally within in-patient experienc-
es and institutions. Conceptually, I am inspired 
by Luhrmann’s outstanding ethnography, Of Two 
Minds, where she traces difi erent professional 
practices and ontologies of mental illness within 
clinical practice in the US (LÖ2QWffi)) 1&&&). De-
Nora and Ansdell’s sociologically oriented work 
explores music therapy in community psychia-
try. They ethnographically argue for the impor-
tance of research on music therapy beyond bio-
medical models of treatment and evidence-based 
assessment (A),:(// & D(NVQffi 1&41) and pro-
pose, similar to others, an ecological perspective 
on in-patient psychiatric care and its socio-ma-
terial entanglements (K/ffiÖ,)(Q 1&4-; B+,J(Q et 
al. 1&4Ó; M(G(, 1&4.). Winz and Söderström dis-
cuss the sensory experience of psychosis in urban 
spaces through “biosensory ethnography”, which 
de9 nes the sensory in a more biological manner 
than I do here (W+)I & SF:(Q,JQFW 1&14). In 
nursing research, there has recently been pub-
lished an article that adapted Rosa’s theory of reso-
nance to nursing as “a new and inspiring phenom-
enological and critical lens” (LJK(I-D(!/VQfl et 
al. 1&1;). I hope to contribute to a growing body of 
ethnographic, phenomenological research about 
non-medical therapies within psychiatric clinics.

“We are not a wellness temple here”: the insti-
tution as a site of trouble

“We are not a wellness temple here” – this quote 
from a clinic director re-surfaced in several con-
versations with stafi  and service users. This emic 
narrative positioned “the” public clinic as a count-
er-space to “better” (private) psychiatric care be-
cause, to come back to the director’s narrative, 
“here, we have to treat the most severely ill pa-
tients because we have to ful9 l the performance 
mandate towards the general population”. Never-
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theless, there existed a number of private wards 
within public clinics, which 9 gured as substan-
tially “better” in both user’s and stafi  member’s 
accounts. But even among the privately insured 
users, the overall impressions they related to me 
about their treatment could not have been more 
contradictory. The psychiatric clinic 9 gured for 
many partly – for some fully – as site of healing, 
introspection and “hard work on the self”.1 Oth-
ers, especially those stationed within public acute 
wards, experienced the clinic as a site of violence 
and violation of personal boundaries. During the 
long hours I spent with psychiatric sufi erers, a 
common preoccupation among them became 
salient: they missed “being seen” and “being lis-
tened to”. Most nurses and doctors mentioned 
the density of acutely ill people in overcrowded 
wards, combined with the lack of professionals 
and the growing scarcity of 9 nancial resources as 
underlying causes for institutional trouble. An in-
creasingly austere and neoliberal atmosphere in 
healthcare characterized day-to-day life within 
wards. This reff ects what Disney and Schliehe re-
cently theorized: Institutions dealing with human 
trouble have become increasingly troubled spaces 
themselves (D+,)(fl & S62/+(2( 1&4.). One male 
nurse, who had been working in acute psychiat-
ric care for nearly ;& years at that time, compared 
the clinic with a car factory: “nowadays, you have 
to treat as much patients in as little time as possi-
ble here”. While those narratives of austerity seem 
plausible from a structural perspective, specula-
tions about the causes for the “troubled institu-
tion” can look entirely difi erent in service user’s 
accounts. In a conversation with a user afi ected 
by psychosis and hospitalized against his will, he 
mentioned the “malignancy”, “cold-heartedness” 
and “sadistic” nature of certain nurses as causes 
of his sufi ering. Still, this problematic background 
did not prevent a considerable number of service 
users from perceiving the clinic also as space of 
healing. 

Biomedical cultures of care: psychotropic 
medication

Clearly, the advances in psychotropic medication 
have saved many lives and are, for some people, 
an indispensable part of recovery. While I don’t 
engage primarily with the anthropology of psy-

chopharmacology in this article, I shall discuss 
medication critically as a part of the sensory, on-
tologically diverse therapeutic landscape of the 
clinic.

Biomedical models of mental illness seemed 
both hierarchically and institutionally dominant in 
the clinics I was present. For example, in one ward, 
which was an institutional ff agship for the “best” 
psychiatric care in the whole clinic, the term “ther-
apy” referred 9 rst and foremost to the evaluation 
and adjustment of psychotropic medication. Psy-
chotherapy was – contrary to oL  cial mission state-
ments – not provided for everyone who received 
medical treatment. This bias towards medication 
seems to characterize the whole landscape of pub-
lic psychiatric care in Switzerland.; In the majority 
of cases, this shortcoming was not questioned by 
stafi  and commonly explained to me with the ar-
gument that clients were “too acutely ill” to under-
go psychotherapy and that they had to “stabilize” 
9 rst. As I oscillated between the ward and alterna-
tive therapeutic services, the speci9 city of discur-
sive, afi ective and sensory registers between bio-
medical and other interactions of psychiatric care 
became salient. Psychiatric sufi erers’ encounters 
with head psychiatrists were o? en biased towards 
verbal exchange and abstraction. In some clinics, 
doctors wore white coats, which instantly created 
a more distanced, distinctly “medical” atmosphere 
resounding with Gofi man’s analysis of the psychi-
atric hospital as a space of highly strati9 ed social 
performativity (GV!!Wffi) 4.Ó4). The digital docu-
mentation platform that operated at the core of the 
clinical everyday was important during the head 
psychiatrist’s visit. Nurses and lower ranking doc-
tors used it in order to inform head psychiatrists 
about medical compounds and treatment plans or 
make adjustments to them. Receiving “the best” 
care equalized the head psychiatrist’s visit and the 
presence of a relatively stable team of nurses. The 
head psychiatrist’s visit lasted around 4& minutes 
per client and took place once or twice each week. 
The head psychiatrist was usually accompanied by 
an entourage of as many as 41 persons, comprising 
other psychiatrists, students, nurses, interns, peo-
ple from other divisions of the clinic, and 9 gures 
like me, an anthropologist.

This typical conversation, that took place 
during the head psychiatrist’s regular visit, might 
seem trite when considered by itself, but contin-
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ued to re-emerge in various nuances during his 
rounds:

Head psychiatrist: “How are you today? You look 
a bit low-spirited compared to last week.”

Psychiatric sufferer: “I feel sometimes foggy 
in the morning and don’t know how to start my 
day. Shouldn’t I be better by now? It’s been three 
weeks!”

Head psychiatrist: “I see that you are sufi ering. 
This is part of your illness; It’s an emotional block-
age. We will adjust your medication and try out an-
other compound. This will give you more motiva-
tion in the mornings.”8

Despite the leading doctor’s known expertise 
in psychotropic medication, psychiatric sufi erers 
and some stafi  members questioned the format of 
his visits in conversation with me. The visit pre-
sented a moment of social stress for psychiatric 
sufi erers as it ofi ered too little privacy and time 
for them to communicate about their psycholog-
ical state.

The magic pill as realm of the uncertain

Another paradox that became salient was tied 
to psychotropic medication: On one hand, psy-
chotropic drugs were handled as omnipotent ac-
tors at the core of therapeutic treatment in med-
ical discourses. On the other hand, psychiatrists 
stressed during their day-to-day work, that if and 
how an individual would react to a compound was 
in many ways unforeseeable.

The ambivalence and uncertainty tied to bio-
medical treatment reff ects in Renata’s  tale, who 
sufi ered from frequent relapses into illness, ac-
companied by hospitalization. Medication fig-
ured as a reference point in her account of “re-
gaining stability” and losing it. When she told me 
about one relapse a? er being discharged from the 
former clinic, she mentioned similar reasons as 
many other interlocutors: the lack of ambulant 
therapeutic treatment and that her medication 
had not been “well adjusted” at that time. As she 
depended on a psychiatrist when it came to ad-
justing or changing psychotropic medication, it 
becomes salient how biomedical models of treat-
ment are inextricably entwined with medical hi-
erarchies: It’s the doctors who are granted the 
authority to explain and manage the efi ects and 
side-efi ects of psychotropic medication. As she 

relied on psychotropic medication, Renata per-
ceived an intensive medical surveillance and bio-
chemical treatment of her illness as an indispens-
able part of her healing journey. At the same time, 
she uttered a deep ambivalence about medication 
due to massive side efi ects. One compound had 
come with several hair loss. She also sufi ered from 
lethargy and pervasive tiredness. Renata granted 
psychotropic drugs the power to change her life 
for the worse and for the better – in a way she 
could hardly control herself. She relied, as many 
users who take psychotropic drugs, to doctors to 
orchestrate the array of biochemical actors whose 
impact on her body and her psyche was not fore-
seeable for her (see also K/ffiÖ,)(Q 1&4-: 434–18Ó). 
Other psychiatric sufi erers told me that certain 
psychotropic drugs robbed them entirely of their 
sexual life and sense of bodily self – with destruc-
tive efi ect for their romantic relationships.

I met Beat when he had an argument with his 
ward’s head psychiatrist. He was furious about 
both his medication and his involuntary return 
to the clinic a? er a weekend of stress endurance 
vacation (Belastungsurlaub) at home. Angrily, he 
shouted: “The medication does not help at all! 
Nothing! You [to the doctor] can eat them by your-
self!” The doctor replied calmly: “Yes, I would take 
the medication if I needed it.” Curious about his 
personal view, I met Beat shortly before his dis-
missal from the ward. I asked him what he per-
ceived as most healing during his stay at the clin-
ic. I was surprised by his immediate answer: the 
paintings and ff ower arrangements in the ward 
corridor had been, for him, facilitators of healing:

I have sufi ered from insomnia for years and I have 
become suspicious of medication. When the doc-
tor discusses with his assistants for the nth time 
what medication they could try out on me, I just 
can’t take it anymore. At 9 rst, when I arrived here, 
I sufi ered from a terrible inquietude – I could not 
stand still. Then, I made a sport out of contemplat-
ing the paintings on the walls of the ward – they 
are beautiful. I started to meditate, to really con-
template those paintings. With the help of the art-
works I regained focus. Later, I did the same with 
the ff owers in the ward. Sadly, people did not un-
derstand. The nurses laughed at me in a friendly 
but belittling way – “so you are again meditating, 
yeah, yeah …”
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The bio-medicalization of the psyche as hard-
ening process: a short reflection

Meandering from the realm of medication into the 
sensory and the embodied, I end this brief insight 
into sensory, embodied and discursive experi-
ences tied to psychotropic medication. I illustrat-
ed how psychotropic medication 9 gures as both, 
omnipotent but potentially unpredictable actor in 
struggles for healing. The omnipresent, ambigu-
ous agency of psychotropic drugs resonates with 
an era in which “neuroscience seeks to under-
stand mental illness as a brain disorder instead of 
as behavioral disorder” (J()7+), 1&4-: 8–-). Med-
ical narratives entail both the explanation and rec-
ollection of deranged, sometimes uncanny experi-
ences of mental illness into psychiatric categories 
and the biomedical. Bearing in mind the messi-
ness and ambiguity of the experience of mental 
illness itself (J()7+), 1&44; 1&4-), psychotropic 
medication 9 gures as an institutionalized gate-
way towards both, controlling the messiness of de-
ranged experience and abstract discourses around 
“biochemical imbalance” (J()7+), 1&4-: -E). The 
concomitant interactions with doctors take place 
in temporally highly limited phases, o? en biased 
towards verbal exchange and visual perception. 
Medical narratives unite a paradox between bio-
chemical incertitude and what Jenkins called “a 
religious metaphor of miraculous healing” (J()-
7+), 1&4-: 1Ó). In some, but not every, aspect the 
atmospheric and sensory dimensions of concom-
itant medicalized interactions are reminiscent of 
what Arthur Kleinman described as “instrumen-
tal rationality in medicine” (K/(+)Wffi) & K/(+)-
Wffi) 4..4).

Service user’s accounts resonate, in many 
ways, with insights from Jenkins’ in-depth eth-
nography of psychotropic medication in the US. 
Psychotropic medication comes with various crit-
ical aspects, one of them being long term sufi er-
er’s experience of “recovery without cure”. While 
symptoms might improve signi9 cantly due to psy-
chotropic medication, many sufi erers perceive 
themselves as being far from healthy, and experi-
ence massive side-efi ects and social stigma (J()-
7+), 1&44: .). While I don’t go further into that 
topic here, I want to stress the massive sensory 
and embodied impact that psychotropic drugs can 

have on user’s self-perception and embodied, af-
fective states of being.

Violence as multisensory entanglement

For service user Claire, “the ward” – which 9 gures 
as the institutional epicentre of the “neurochemi-
cal self” (RV,( 1&&.) – emerged as a conglomerate 
of intersubjective, subjective and sensory matters. 
According to law and institutional discourses, 
forced measures always had to be ordered by doc-
tors and implemented through strict institutional 
regulations. In contrast to this legal framework, 
Claire perceived the 9 ne lines between care-re-
ceiving, violence and coercion as a much more 
ambivalent matter. For her, this was also a matter 
of the senses – and a complex array of interper-
sonal relationships with stafi  members and ser-
vice users. During a walking interview across the 
clinical premises, we crossed the building where 
the emergency reception and acute wards were lo-
cated. The sight of the building led her to reff ect 
on her initial hospitalization:

I was 9 rst hospitalized in the psychiatric unit of 
a general hospital. I was in a very bad condition 
– starving and in the middle of psychosis. I was 
not sure if I was going to survive. When I 9 rst ar-
rived there, they put me in a completely isolated 
room where there was nothing. Literally noth-
ing. They told me that I needed to sleep and calm 
down – in a completely isolated room! It was in 
this room where I almost lost my mind. There, 
my condition worsened. Only a? er hours of wait-
ing, I was transferred here, where I was locked in 
the acute ward for ten days [points towards the 
building’s second ff oor]. I was not even allowed 
to go out for a smoke. The toilets were a mess in 
the women’s ward and the door locks not work-
ing. I was put in a room with other people. One 
of them was a kleptomaniac, you always had to 
watch your stufi . Even a? er she had been trans-
ferred to another room, she sneaked into my room 
at night. I was afraid and could not sleep, until I 
begged the nurses to be transferred into the iso-
lation room. I just wanted to be alone, to feel safe. 
They did not allow me.

At one point I told them “If you aren’t going to 
listen to me, I’m going to die here”. They misun-
derstood me and thought that I must be suicidal. 
So they put even more restrictions on me. But that 
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was not my point at all, I always wanted to live! I 
just wanted to feel seen!

I have never been to the isolation room in this 
ward, but I o? en heard the screams of those who 
were in there. They tell me that it feels like pris-
on. In wards, there are many rules, which o? en 
creates conff icts between patients and nurses. As 
a patient, you have to learn how to navigate these 
rules. If you don’t obey, they will put you into an 
isolation cell. It all depends on how you click with 
the nurses, if you get along with them.

In contrast to Claire’s account, nurses almost uni-
vocally stressed that their duty to exert forced 
measures went back to doctor’s orders and was 
one of the most diL  cult parts of their job. Not only 
in the account above, but also in a senior nurse’s 
account from the same ward, the isolation room 
9 gured as an ambivalent place. The nurse de-
scribed it as a problematic, but sometimes inev-
itable “low-stimulus room” for those who needed 
to “calm down”. Nevertheless, she was convinced 
that, If the ward would be able to provide one on 
one care, isolation cells would be unnecessary.

Instrumental reason and the sensory: a reflec-
tion

During her stay in the closed ward, Claire felt an 
atmosphere of “instrumental reason” (RV,ffi 1&4Ó: 
E8) extend into her material and human surround-
ings. While she had been treated correctly accord-
ing to institutional procedures, some sensory and 
interpersonal aspects of her experience catapult-
ed her into invisibility, anger and mistrust. Her 
experience is inseparable from the carceral ma-
teriality she associates with certain clinical spac-
es. Her experiences of being forced to spend time 
in difi erent places that felt unsafe for her conden-
sate into a feeling of not being seen. Her aware-
ness of the paradox, that a caring site could po-
tentially turn into a place of violence, coined her 
interaction with stafi  members. What she expe-
rienced could be described as “looping” in Gofi -
man’s terms, a “disruption of the usual relation-
ship between the individual actor and his acts“ 
(GV!!Wffi) 4.Ó4: ;-–;3). The ambiguity underly-
ing low-stimulus rooms and other clinical spaces 
results from an entanglement of both the social 
and the sensory. In Grifi ero’s terms, the experi-
ence of social and materially enacted violence in 

this speci9 c room is an instance of atmospheric 
“feelings poured out into space” (GQ+!!(QV 1&48: 
4&3). This becomes even more salient if we ana-
lyze Claire’s account through this lens of the atmo-
spheric, “pulling together afi ect with sensation, 
materiality, memory and meaning” (SÖWffiQJVCV 
& P+)7 1&4.: ;&). Low-stimulus rooms for forced 
treatment are institutionally legitimated healing 
spaces, but can come, paradoxically, with a feel-
ing of dehumanization and isolation for psychiat-
ric sufi erers precisely because they deprive them 
from the very foundations in which atmospher-
ic presence is anchored: sensory, material and 
signi9 catory diversity. Human beings – and to an 
even greater extent psychiatric sufi erers (W+)I & 
SF:(Q,JQFW 1&14) – both live and feel enmeshed 
with sensory and material environments. Jenkins 
refers to mental illness as “complex processes of 
struggle” whose multidimensionality is more apt-
ly described with the term “extraordinary condi-
tions” than in the categories of psychiatric pathol-
ogy (J()7+), 1&4-: 1). 

With this theoretical background, I argue that 
the mute or even harmful interactions of in-pa-
tient care are entangled with the politics of atmo-
sphere. The extraordinary experience of forced 
seclusion creates a “counter-atmosphere” that can 
destabilize the very experience of feeling alive and 
of dignity. This focus on the atmospheric and the 
sensory critically introduces a largely absent di-
mension within biomedical psychiatric discours-
es and ontologies of care. I argue that there is a 
need to complement biomedical spaces, practices 
and ontologies of psychiatric care with the ephem-
eral and the sensory. This acknowledges, to use 
Ingold’s words, that “we do not then look beyond 
the material constitution of objects in order to dis-
cover what makes them tick; rather the power of 
agency lies with their materiality itself” (I)DV/: 
1&44: 13). 

Resonance as analytical lens on inconsistent 
encounters

How can we relate the atmospheric dimensions 
of the clinical back to the emic notions of “being 
seen” and “being listened to”? Here, I relate these 
atmospheric micropolitics to Rosa’s theory of res-
onance that situates “mute” and “resonant” in-
teractions within a larger sociopolitical context 
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(RV,ffi 1&4Ó). Rosa outlines, through the course of 
his extensive writing, four criteria of resonant ex-
perience, the 9 rst two of them being deeply inter-
subjective: aff ection and emotion (P(J(Q, & Mffi-
C+: 1&11: 43). Individuals are moved emotionally 
while being afi ected by something “other” out-
side the self. The emotional aspect of resonance 
opens us, according to Rosa, to putting some of 
our emotional energy into the experienced “oth-
er” in return, to give something of us back into the 
outer world of experience (RV,ffi 1&1&: ;.3). As a 
third criterion, which results directly from afi ec-
tion and emotion, Rosa names transformation: the 
self changes during resonant experiences in a fun-
damental way. The fourth aspect of resonance is 
especially important in my discussion of ambiva-
lent experiences of care within psychiatric wards: 
elusiveness. Resonant experiences can’t be planned 
or forced because they entail “uncontrollable re-
lational experiences of Otherness” (P(J(Q, & Mffi-
C+: 1&11: 43fi , 481). 

The resonant experience of mutual attention 
can be destabilized or even thwarted by institu-
tional structures and practices of care. This be-
came salient by the example of the intricacies 
underlying practices of abstraction and manage-
ment within the biomedicalized institution. Even 
more, the structural intricacies of the “troubled 
institution” that operates with a nexus between 
care and control fundamentally limit instances in 
which resonant experiences are facilitated. Elu-
siveness and uncontrollability (RV,ffi 1&4Ó: 4&Ó;) 
stand in direct contradiction to many demands 
that biomedicalized, increasingly neoliberal psy-
chiatric care in Switzerland puts onto psychiatric 
sufi erers. Time plays a crucial role in enabling 
resonant experiences in the realm of the uncon-
trollable and unforeseeable. Time is a dimension 
that has, according to Rosa, become increasing-
ly scarce in the wider scope of neoliberal soci-
eties due to difi erent sociocultural acceleration 
processes. It is a paradox that characterizes the 
experience of time in late modernity: while suf-
fering social acceleration, a “frenetic standstill 
[…] in the development of ideas and deep social 
structures” takes place (RV,ffi & TQ(CV-MffiJ2fl, 
1&4;: 4-). This paradoxical co-presence of stasis 
and increasing temporal acceleration manifests 
in the very intimate experience of psychiatric 
sufi erer’s interactions with stafi  and the materi-

alities of the clinic itself. The lack of resonant ex-
perience in clinical interactions resonates with 
Rochelle Burgess’ critique of biomedically biased 
psychiatry: Attending to the diversity and social 
embeddedness of mental illness requires the ca-
pacity to “hold complexity”-. It means refusing 
the violent act of simplifying lived experience 
into neat clinical categories and to strip sufi erer’s 
accounts ofi  their lived socio-political context.

Ontologies of care beyond the biomedical: 
alternative therapies

In contrast to the entwinement of (bio-)medical 
expertise and psychotropic medication, non-med-
ical therapies operated on difi erent atmospheric 
levels. They took place in sensory, material and 
social settings that phenomenologically difi ered 
from wards – mostly in especially assigned rooms 
within clinical premises. Some psychiatric suf-
ferers regularly attended alternative therapies, 
while others only went once or not at all because 
it seemed “too esoteric” for them. Those who par-
ticipated, experienced a spatial and atmospheric 
change as they mingled with persons from other 
wards in 9 tness studios and in cra?  studios, while 
walking towards the dance and movement thera-
py rooms through the garden, gathered in music 
studios or walked through the nearby forest. Alter-
native therapies involved paint and canvas, plants, 
animals, body-centred practices, instruments, art-
works, music, and many other sensory aspects.

One of the most salient observations was how 
the therapy rooms and other nonhuman aspects 
were actively created and used as therapeutic 
tools by therapists. One art therapist referred to 
his studio speci9 cally as a “safe space” which he 
created by arranging shelves, plants and easels 
in a way “that gives patients a feeling of securi-
ty but still harnesses the lightness and openness 
of the room”. A movement therapist referred to 
the therapy room as “ofi ering something difi er-
ent than the atmosphere in the ward” to psychiat-
ric sufi erers. Furniture, light, sounds, smells and 
objects were actively harnessed as atmospheric 
actors by therapists. Some therapists used parks 
and nearby forests as sites for group therapy. What 
stood out in many group sessions in alternative 
therapies was both, an atmosphere of the exper-
imental, open-endedness and a fundamental at-
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titude of “not having to perform”. This stood in 
stark contrast to everyday interactions within the 
wards, which were usually permeated by the nex-
us between care and control (GV!!Wffi) 4.Ó4; FVÖ-
6ffiÖ/J 4.EE, 4.33a). During group settings, psychi-
atric sufi erers o? en adopted a meta-perspective 
on their stay in the clinic and voiced how they “re-
ally felt at the moment”.

Besides casual conversation, therapists active-
ly encouraged psychiatric sufi erers to express 
ambivalent feelings about the therapeutic inter-
action and the group setting immediately. As a re-
sult, shame, insecurity and non-compliance were 
voiced o? en more openly in alternative therapy 
spaces than within wards. At the same time, users 
did not have to expect direct consequences there-
fore because these encounters were explicitly 
taking place at the margins of the nexus between 
care and control that characterized wards. Sever-
al psychiatric sufi erers referred to music, move-
ment and dance therapy sessions as “challenging” 
because, o? en, shame and insecurity surfaced 
for them during group activities. Even if physical 
touch was never part of the sessions, the thera-
pists centred sessions around both self-perception 
and the exploration of interpersonal boundaries. 
Frequently, participants le?  the room during the 
sessions, voicing that they needed a break or “had 
a crisis”. Sometimes they came back, sometimes 
they didn’t. This illustrates, that ambivalence sur-
faced no less than within wards in alternative ther-
apies, but in fundamentally difi erent ways.

Encounters in art- and movement therapy and 
spiritual care

Peter, a client diagnosed with autism, became one 
of my main interlocutors. Reff ecting on our previ-
ous interview, he wrote to me via e-mail:

One sees a doctor in this clinic for 9 ve minutes 
per week, at the very most. During this meeting, 
one or two questions are being asked. The move-
ment therapist, on the other hand, observes a per-
son for over .& minutes and can try to give inputs 
to patients. But this requires an efi ort; this is real 
work. Sadly, for doctors and the pharma industry 
it is de9 nitely more convenient to prescribe pills, 
to make pro9 t…

This account resonates with a key issue that 
emerged within the contradictions between med-
ical and non-medical care: temporality. Time to 
“observe” and “give inputs” was precisely what 
most doctors and nurses on the wards were short 
of and, paradoxically, what many psychiatric suf-
ferers would have needed. In one-on-one settings, 
they had -& minutes of face-to-face time with ther-
apists. As group sessions centred around more ca-
sual topics, art and movement therapists told me 
that a considerable number of psychiatric sufi er-
ers used one-on-one sessions entirely for conver-
sation. A movement therapist described her ther-
apeutic approach towards clients as threefold: on 
an emotional, embodied and intellectual level. 
Thereby, an alternative experience to the feeling 
of “not being listened to” and “not feeling seen” 
was encouraged.

A physiotherapist told me: 

Patients are expected to relate their deepest issues 
to ‘the god in white’ [head psychiatrist] and his en-
tourage of 4& persons in only 4& minutes. Once, a 
patient cried out his soul in my one-on-one ses-
sion. Later that day, I followed the head physi-
cian’s visit and saw the patient sitting on the bed, 
mumbling, ‘I’m okay’. I totally understand him: 
how could one open up his heart in such an intim-
idating interaction?

She actively framed physiotherapy as a count-
er-space, an instance of mutual listening:

When patients come to physiotherapy, they’ll tell 
you every secret they haven’t told anybody before. 
Sometimes heavy stufi  – a woman voiced for the 
9 rst time that she had been sexually assaulted. 
When the body moves, emotions and words start 
ff owing.

When I asked the physiotherapist what she “does” 
with those narratives, she told me that she some-
times refrains from documenting everything in 
the hospital so? ware, which contradicted the in-
stitutional protocol. She felt ambivalent about it 
because she was both committed to profession-
al secrecy but also had a reporting obligation to-
wards the clinic. 

Pastoral workers were among the most critical 
interlocutors within many clinics as they inhabit-
ed an in-between position: they took part in day-
to-day life of the clinic but organizationally, inhab-
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ited an outsider position because they were still 
part of the parish. This hybrid position had the 
efi ect that some pastoral workers were – although 
there was a change planned in the near future – 
the only stafi  group who did not have access to the 
clinic’s digital documentation system. One pasto-
ral worker pointed towards the importance of that 
position, as it allowed her to clearly work “in the 
interest of the patient and not of the institution”. 
She questioned notions of illness and psychiatric 
treatment models during an interview:

Depression is a healthy response to unhealthy liv-
ing conditions and behavioural patterns. It urges 
people to pause, to introspect. But see what hap-
pens in the clinic: Patients come here, get pathol-
ogized as ‘ill’, and the only goal of therapy is to 
make symptoms disappear.

She highlighted that pastoral workers were “proba-
bly the only stafi  group which patients – especially 
in the forensic wards – are allowed to send away. I 
like to ofi er patients that option. It can create a ba-
sis of trust if patients are allowed to send me away 
anytime”. The pastoral worker organized group dis-
cussions on the ward that explored philosophical, 
open-ended questions involving the reception of 
artworks and literature. One example was, when 
she explored with a group of sufi erers the feeling 
of disappointment via discussing an artwork by 
the Swiss painter Ferdinand Hodler. Many of the 
persons present referred to the pastoral worker, in 
general, as “someone who really listens”.

When I asked Beat, what had helped him most 
while recovering from depression in the clinic, he 
mentioned art therapy and ergotherapy. Aesthet-
ic perception and creative practice had support-
ed him during a long phase of recovery from the 
“complete isolation” of depression. As mentioned 
in the vignette above, he had found relief by “med-
itating on drawings”, but also by attending the arts 
and cra? s studio. When he started to talk about 
the studio, his eyes lightened up:

One of my favourite places is the cra? s studio. You 
can weave, you can make your own leather belt, 
you can sew, you can carve – whatever you want. 
You meet real artists there. You don’t have to talk 
to anyone If you don’t want to, but still you are to-
gether with other people. A? er my worst phase of 
depression, I had lost contact with my family, with 
my loved ones. This was the hardest part of it all. 

In the studio, I carved stone 9 gures, which I then 
gave to my grandchildren.

For Beat, overcoming depression was inseparably 
connected to materiality and the senses – dimen-
sions of experience that he directly connected to 
his experience of illness and recovery, isolation 
and reconnection. The arts and cra? s studio was 
bright, colourful and cozy. In a corner, there was 
a table for service users to sit and drink tea togeth-
er. Some worked silently, while others talked while 
painting or doing manual labour, o? en comment-
ing other’s work. One especially quiet person from 
another ward discovered her talent for handcra?  
there, which came with conversations and social 
contacts. This way of “being seen” difi ered from 
what it was commonly associated with in the clin-
ic. In this setting, psychiatric sufi erers could, for 
a short time, leave their categorization within clin-
ical pathology by, as Hogan and Pink call it, cre-
atively harnessing “interior states as ways of know-
ing and experiencing” (HVDffi) & P+)7 1&4&:4-3, 
emphasis in original).

Embodied therapies at the margins of the bio-
medical hegemony: conclusions

I return to the enmeshment between atmospheric 
traits of in-patient experience and the – sometimes 
alarmingly – 9 ne line between mute and resonant 
interaction. First, it becomes salient that therapies 
beyond the biomedical treatment model can ofi er 
in-patients an enmeshment into distinct “currents 
of materials” (I)DV/: 1&44: ;4). I argue that psy-
chiatric sufi erer’s ambivalence towards their in-pa-
tient treatment is not simply a matter of afi ect, but 
much more a materially and sensorially entangled 
existential experience. It is precisely during a walk-
ing session in the forest or by engaging in creative 
practices when spaces are created that grant the 
body, as Csordas puts it, the status as subject and 
existential ground of culture (C,VQ:ffi, 4..&: -). In 
these instances, politics of atmospheres beyond 
medical hierarchies are co-created among psychi-
atric sufi erers, therapists and environments. Light, 
sound and feeling do not merely enfold within hu-
man bodies but “take possession of it, sweeping the 
body up into their own currents” (I)DV/: 1&&1: 
4;8f). If we re-conceptualize the sensory as a piv-
ot point of in-patient experience, service user’s ex-
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perience of the institution as a caring site seems 
coined by ambivalence. Medical and other ontolo-
gies of care coexist therein in sometimes separate 
sensory and social microcosms. The professional-
ization of human problems as psychiatric disorders 
can create a fundamental contradiction between 
lay, psychodynamic and biomedical views of “what 
life means and what is at stake in living” (K/(+)-
Wffi) & K/(+)Wffi) 4..4: 1.;). The concomitant spa-
tial and sensory embeddings of biomedical mod-
els of psychiatry reff ect a Cartesian bias toward the 
privileging of mind and discourse which 9 gures in 
an abstract, disembodied sphere. In a biomedical 
ontology of facticity and nosological order, inde-
terminacy is managed and controlled in favour of 
“hard science” which is, as Csordas puts it, always a 
result of a “hardening process, a process of objecti-
9 cation” (C,VQ:ffi, 4..&: ;3). I argue that non-med-
ical therapies facilitate, precisely because they 9 g-
ure at the margins of clinical prestige, resonant 
experience by allowing uncertainty to enfold in its 
multi-layered multisensorial facets.

This leads me to my second conclusion, which 
centres around the experience and management 
of care and sufi ering, by both psychiatric sufi erers 
and therapists. I complicate a uniform picture of 
“the” institution by suggesting, in its stead, that a 
variety of therapeutic cultures is actively co-creat-
ed by the difi erent actors in clinical space, result-
ing in a multiplicity of “politics of atmospheres”. 
Of course, alternative therapies do not operate 
beyond the nexus between care and control that 
is written into the very fundament of the clinic 
(FVÖ6ffiÖ/J 4.EE, 1&&;). Nevertheless, they can 
be subsumed as spaces of resonance that foster 
human sociality, take psychiatric sufi erer’s em-
bodied, sensory experience seriously and allow 
open-ended experiences beyond the social per-
formativity of the wards. The crucial factor that 
determined whether users perceived a therapeu-
tic setting as boundary-transgressing or as reso-
nant was not the absence of ambivalence, but the 
sensory and intersubjective resonance ofi ered to 
it. The embodied, explorative and open-ended at-
titude behind non-medical therapies attend to the 
existential ambiguity of being alive, and thereby, 
they address an existing caveat within medicalized 
ontologies of psychiatric treatment (D+ N+6V/ffi & 
SJVflffi)Vffl 1&14). I argue that interactions that al-
low an unfolding of a mutual being-human within 

in-patient psychiatric care accept that humans are 
“constantly struggling to sustain and augment [our] 
being in relation to the being of others, as well as 
the nonbeing of the physical and material world, 
and the ultimate extinction of being that is death” 
(Jffi67,V) 1&4;: xiv). 

This multisensory facilitation of resonance 
happens, paradoxically, o? en at the margins of 
institutionally privileged caring interactions. The 
complementation of the biomedical epicentre of 
the psychiatric clinic with embodied, multisenso-
ry therapies speaks to the embodied, indetermi-
nant nature of being alive (I)DV/: 1&&1: .1–.-) 
and of wellbeing as such. I have discussed ambi-
guity within psychiatric care from a sensory, en-
vironmental perspective because I argue, as oth-
ers in similar research areas (A),:(// & D(NVQffi 
1&41; D(NVQffi 1&4;; K/ffiÖ,)(Q 1&4-; B+,J(Q et al. 
1&4Ó) that, for mentally aŽ  icted people, illness and 
wellbeing are entangled with “things outside indi-
viduals” (D(NVQffi 1&4;: .) – embedded in human, 
nonhuman and cultural ecologies of being.

With these conclusions, I do not argue against 
biomedical psychiatry as such, but suggest a re-fo-
cusing of ethnographic research and practice 
within in-patient psychiatric care towards afi ec-
tive, sensory and intersubjective aspects of heal-
ing. The sidelining of the sensory, embodied and 
atmospheric dimensions in public psychiatric ser-
vices is not merely a matter of aesthetics. It is one 
of the multifaceted factors that can make a huge 
difi erence for psychiatric sufi erers during times 
of aŽ  iction. Atmospheric entanglements might 
be decisive points which determine, whether a 
psychiatric sufi erer feels genuinely cared for or 
caught in violent, mute social interaction. Extend-
ing Csordas’ claim that the body is the ground of 
human culture, I argue that we must situate expe-
rience within the politics of atmospheres in order 
to more fully understand the intricacies of in-pa-
tient psychiatric care. 
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Notes
1 In Switzerland, there is a basic healthcare insurance 
model, which is mandatory for everybody and entitles 
for access to “public” healthcare services. Only those 
who pay a higher monthly insurance fee, have access 
to the bene9 ts that come with “private” health services 
within clinics. 
M Emic notions of “work on the self” and  narratives 
of stasis and “being stuck” invite for further reff ection 
within Foucault’s framework of “technologies of the 
self” (FVÖ6ffiÖ/J 4.33b). 
N Conversation about a recent survey with the head of 
the Swiss association of Relatives of people with psy-
chological disorders (www.vask.ch) in March 1&1;.
O This and the following vignettes date back to ethno-
graphic 9 eldwork conducted in 1&11, including vari-
ous follow-up interviews. They are paraphrased and 
translated from German into English by the author. All 
names have been changed. 
P Rochelle Burgess. The gi? s that context give: Reff ec-
tions on ethnographic encounters in Global Mental 
Health. Plenary Lecture, ASA-Conference 1&1;, SOAS 
London. April 41, 1&1;.

References
A7-ft1  , G7Y/ & D1N3Y7, T07 ABCA. Musical Flourishing: 

Community Music Therapy, Controversy, and the Cul-
tivation of Wellbeing. In M7ZD377 ft, R7/837ft; KY1-5D, 
G-751Y & M05ZX1  , L7-Y7 (eds) Music, Health, and Well-
being. Oxford: Oxford University Press: EF–CCA. 

B0-51Y, M0 177; K 7--71Y, M7Y5077 & N01GHX71Y, JHY: 
ABCI. The Cosmopolitics of ‘Niching’: Rendering the City 
Habitable along Infrastructures of Mental Health Care. 
In A7ft1Y- B 3J & I:77Z03 F7YK7- (eds) Urban Cosmopol-
itics: Agencements, Assemblies, Atmospheres. London; 
New York: Routledge, Taylor & Francis Group: CFL–ABI.

BY--7, M0JJ1  K1770 & H-5517, R181ZZ7 (eds) forthcoming. 
Towards an Anthropology of Psychology. Ethnographies 
of Mental Health and Psychotherapy. Oxford: Berghahn 
Books.

C-3Yft7-, TX387- J CEEB. Embodiment as a Paradigm for An-
thropology. Ethos I, A: M–NL.

---- CEEO. Somatic Modes of Attention. Cultural Anthropology 
F, A: COM–CMI.

D1N3Y7, T07 ABCO. Music Asylums: Wellbeing through Music in 
Everyday Life. Burlington, VT: Ashgate.

D0 N0Z3 7, V07Z17D3 & S53/773P, DY3Dft-53Ä ABAC. Psychi-
atry in Crisis: At the Crossroads of Social Sciences, the 
Humanities, and Neuroscience. Cham, Switzerland: 
Springer.

D0-71/, T38 & A777 SZX 01X1 ABCE. Troubling Institutions. 
Area MC, A: CEN–CEE.

D-R-1, M1 0-7; A771877-, M7Y:3; P07J, S7Y7X & SJ37:, 
L0-7 ABAC. Everyday Comforting Practices in Psychiatric 
Hospital Environments: A Design Anthropology Ap-
proach. Journal of Psychiatric and Mental Health Nursing 
AF, N: INN–IMM.

F3-Z7- 5, M0ZX1  CELL. Discipline and Punish. And ed. New 
York: Pantheon Books.

----CEFFa. Madness and Civilization. A History of Insanity in 
the Age of Reason. Translated by Richard Howard. New 
York: Vintage Books.

----CEFFb. Technologies of the Self. A Seminar with Michel Fou-
cault. Edited by M7Y507, L-5X1Y H.; G-5877, H-ZJ & H. 
H-5537, P75Y0ZJ. London: Tavistock Publications.

---- ABBO. The Birth of the Clinic an Archaeology of Medical 
Perception. Translated by Alan Sheridan. London; New 
York: Routledge.

G7YZ07, A7:1 7 ABCB. The Pastoral Clinic: Addiction and Dis-
possession along the Rio Grande. Berkeley: University of 
California Press.

G344877, EYP07: CEIC. Asylums: Essays on the Social Situ-
ation of Mental Patients and Other Inmates. Garden City, 
N.Y.: Anchor Books.

---- CEIO. Stigma: Notes on the Management of Spoiled Iden-
tity. Englewood Cli@ s: Prentice-Hall.

Good, Byron CEEO. Medicine, Rationality and Experience. An 
Anthropological Perspective. Cambridge: Cambridge Uni-
versity Press.

---- ABCA. Theorizing the ‘Subject’ of Medical and Psychiatric 
Anthropology. The Journal of the Royal Anthropological 
Institute CF, O: MCM–MOM.

GY0441Y3, T37073 ABCN. Atmospheres: Aesthetics of Emotion-
al Spaces. Farnham Surrey, England; Burlington, VT: Ash-
gate Publications.

H1/J17, Eftft7; P37 P3-1Y, A7057; H7X7, EY0Z; N:-/17, TX0 
M70 H-37:; L77Z7, JHY:-CXY0-5077 & T7, TX0 M07X T78 
ABCE. Researching A@ ects in the Clinic and beyond: Multi-
Perspectivity, Ethnography, and Mental Health-Care 
Intervention. In K7X , A75Ä1 (ed)  Analyzing Aff ective So-
cieties. Methods and Methodologies. London: Routledge: 
ANE–AIN.

H3:77, S--77, & P07J, S7Y7X  ABCB. Routes to Interiorities: 
Art Therapy and Knowing in Anthropology. Visual Anthro-
pology AO, A: CMF–CLN.

IXft1, D37 & M7 743-Y0-, L788Y3- ABCE. Homo Faber Re-
visited: Postphenomenology and Material Engagement 
Theory. Philosophy & Technology OA, A: CEM–ACN.

I7:3 ft, T08 ABBA. The Perception of the Environment: Essays 
on Livelihood, Dwelling and Skill. London and New York: 
Routledge.

---- ABCC. Being Alive: Essays on Movement, Knowledge and 
Description. London; New York: Routledge.

IYP07:, A7ftY1G ABBM. Life Made Strange: An Essay on the Re-
Inhabitation of Bodies and Landscapes. In J781-, W17ft/ 
& M0  -, D7P0ft (eds) The Qualities of Time. Anthropologi-
cal Approaches. London: Routledge: OCL–OOO.

---- ABCC. Strange Distance: Towards an Anthropology of 
Interior Dialogue. Medical Anthropology Quarterly AM, C: 
AA–NN.



  25

Z-Y7Y1 && ()1)9, )

07;J750175 J-/ZX075Y0Z Z7Y1 7- 7 -J7Z1 34 7880:-05/ 

J7ZJ-37, M0ZX71  ABCO. Lifeworlds: Essays in Existential An-
thropology. Chicago: The University of Chicago Press.

J17J07-, J770- ABCC. Pharmaceutical Self: The Global Shap-
ing of Experience in an Age of Psychopharmacology. 
Santa Fe, N.M.: School for Advanced Research Press.

---- ABCM. Extraordinary Conditions. Culture and Experience in 
Mental Illness. Oakland, California: University of California 
Press.

---- ABCF. Chapter: Anthropology and Psychiatry. In BX-:Y7, D0-
71-X & BX-0, K787 ft11J (eds) Textbook of Cultural Psychi-
atry. Cambridge: Cambridge University Press: CF–ON. 

K7P1ftS0Ä7, ID7 ABAC. The Process of Wellbeing: Conviviality, Care, 
Creativity. Cambridge: Cambridge University Press.

KX77, N0ZX3 7 ABCL. Mental Disorder. Anthropological Insights. 
Toronto: University of Toronto Press.

K 7--71Y, M7Y5077 ABCM. Choreografi en psychiatrischer Praxis: 
Eine ethnografi sche Studie zum Alltag in der Psychiatrie. 
Bielefeld: Transcript.

K 107877, AY5X-Y ABCA. Rebalancing Academic Psychiatry: 
Why It Needs to Happen - and Soon. British Journal of Psy-
chiatry ABC, I: NAC–NAA.

K 107877, AY5X-Y & K 107877, J377 CEEC. Su@ ering and Its 
Professional Transformation: Toward an Ethnography of 
Interpersonal Experience. Culture, Medicine and Psychiatry 
CM, O: ALM–OBC.

K3XY5, BY77ft37 A. & M17ft17X7  , E80 / (eds) ABCM. Global 
Mental Health: Anthropological Perspectives. Vol. AL. Walnut 
Creek, CA: LeT  Coast Press.

L1-51Y, R181ZZ7 J ABBL. Critical Therapeutics: Cultural Pol-
itics and Clinical Reality in Two Eating Disorder Treatment 
Centers. Medical Anthropology Quarterly AC, N: OIE–OFL.

L055 1G33ft, R3 77ft (ed) ABBB. Cultural Psychiatry and Medical 
Anthropology : An Introduction and Reader. London: The 
Athlone Press.

LUJ1D-D14 3Y/, C781 07; P1YY37, A8V 01 & M0YU-B3715, 
M7Y:7 0ft7 ABAO. Social Acceleration, Alienation, and Reso-
nance: Hartmut Rosa’s Writings Applied to Nursing. Nursing 
Inquiry OB, A: eCAMAF.

L-XY8777, T. M. ABBB. Of Two Minds: The Growing Disorder in 
American Psychiatry. New York: A. A. Knopf.

M75507: /, CX1Y/  CEEF. Healing Dramas and Clinical Plots: The 
Narrative Structure of Experience. West Nyack: Cambridge 
University Press.

M1G1-, J- 01 S7-Z07 ABCE. Alltagswerkstatt: Alltagsbefähigung-
spraktiken in der psychiatrischen Ergotherapie. Bielefeld: 
Transcript.

N7P7Y3-Y7-X07, Y71  ABBE. A@ ective Spaces, Melancholic Ob-
jects: Ruination and the Production of Anthropological 
Knowledge. Journal of the Royal Anthropological Institute 
CM, C: C–CF.

P151Y-, M75X0Ä- & M7Ä0ft, B7Y11D ABAA. Exploring Hartmut 
Rosa’s Concept of Resonance. Cham: Springer International 
Publishing.

P07J, S7Y7X ABBE. Doing Sensory Ethnography. London: Sage 
Publications.

---- ; H3:77, S--77 & B0Yft, J7801 ABCC. Intersections and In-
roads: Art Therapy’s Contribution to Visual Methods. Inter-
national Journal of Art Therapy CI, C: CN–CE.

---- & M7ZJ 1/, K1Y-507 L1ft1Y ABCN. Re-Enactment Methodol-
ogies for Everyday Life Research: Art Therapy Insights for 
Video Ethnography. Visual Studies AE, A: CNI–CMN.

R3-7, H7Y58-5 ABCI. Resonanz. Eine Soziologie Der Weltbezie-
hung (eBook). Berlin: Suhrkamp.

---- ABAB. Beethoven, the Sailor, the Boy and the Nazi. A Reply 
to My Critics. Journal of Political Power CO, O: OEL–NCN.

---- & TY1Ä3-M75X/-, J3775X77 ABCO. Social Acceleration: A New 
Theory of Modernity. New York: Columbia University Press.

R3-1, N0J3 7- CELE. The Psychology Complex: Mental Mea-
surement and Social Administration. Ideology and Con-
sciousness M: M–IF.

---- R3-1, N0J3 7- ABBE. The Politics of Life Itself : Biomedicine, 
Power, and Subjectivity in the Twenty-First Century. Prince-
ton: Princeton University Press: FL–AAO.

---- ABCE. Our Psychiatric Future: The Politics of Mental Health. 
Cambridge, UK: Polity Press.

SZX80ft, CXY0-5071 ABAB. Ver-rückte Expertisen: Ethnografi sche 
Perspektiven auf Genesungsbegleitung. Bielefeld: Tran-
script.

S805X, D3Y35X/ E. ABBM. Institutional Ethnography a Sociology 
for People. Walnut Creek, CA: AltaMira Press.

S-87Y53Ä3, SX7750 & P07J, S7Y7X )BCE. Atmospheres and the 
Experiential World. New York: Routledge.

TY3753, J3777 ABCM. Who Cares? How to Reshape a Democratic 
Politics. Ithaca: Cornell University Press.

V7Y87, S7087 ABAB. The Occupied Clinic: Militarism and Care in 
Kashmir. Durham: Duke University Press.

WX051, R3-- G.; J707, S-8815; OYY, D7P0ft M.R. &  M. R17ft, 
UY-- 7 (eds) ABCL. The Palgrave Handbook of Sociocultur-
al Perspectives on Global Mental Health. London: Palgrave 
Macmillan.

W07D, M7YZ & SHft1Y-5YH8, O 7  ABAC. How Environments Get 
to the Skin: Biosensory Ethnography as a Method for Inves-
tigating the Relation between Psychosis and the City. Bio-
Societies CI, A: CML–CL.

This article has been subjected to a double blind peer
review process prior to publication.



26  7777 X?770

Anna Hänni, M.A., is a PhD student in social anthropology at the University of Bern. She works at the inter-
section between medical anthropology, other-than-human ethnography and the senses. Currently, she is 
a member of the SNSF funded project Coercive Space-Time-Regimes: Comparing Configurations of Care and 
Constraint in Different Institutions (project number CEAIEL), where she explores aesthetics and therapeutic 
multiplicity in in-patient psychiatric care in Switzerland. Thereby, she focuses on the sensory and embodied 
dimensions of medical and non-medical caring encounters. She explores feminist and reflexive methods in 
ethnography and the intersection between the anthropology of religion and medicine.

University of Bern 
Institute of Social Anthropology
Lerchenweg OI
OBCA Bern, Switzerland
e-mail: annemarie.haenniA@unibe.ch 


