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ABSTRACT
Minor Cinemas of Melancholy and Therapy
Adam Szymanski, Ph.D.
Concordia University, 2017

Since the turn of the millennium, diagnostic rates of depression have skyrocketed to
unprecedented levels across the globe, constituting a veritable mental health pandemic. During
this same historical period, numerous art films have aesthetically explored the political and
existential sense of depression. This dissertation selects five of these films as case studies, and
closely analyzes how they use the aesthetic resources of the “cinema of poetry” tradition to
critically perceive the experience of depression in a manner that breaks from psychiatry’s clinical
gaze and the diagnostic models that it serves to support. By perceiving the depression pandemic
through a critical lens which shifts its focus from the clinical individual onto the field of
subjectivity production where the individual is produced, these films propose an event-based
symptomatology of depression which unsettles many of psychiatry’s assumptions pertaining to
the nature of depression.

To theorize the political stakes of this perceptual shift enacted through film aesthetics, I
invoke Gilles Deleuze and Félix Guattari’s theory of minor cinema, which has its roots in their
collectively written book Kafka: Toward a Minor Literature. This present study brings to the
forefront Guattari’s overlooked solo writings on minor cinema where he allies the concept to an
anti-psychiatric and schizoanalytic praxis, and it lays out the ways in which the principles of
minor cinema facilitate a re-politicization and re-existentialization of depression in light of its
systematic depoliticization and de-existentialization.

Close analyses of the following five films facilitate the discovery of speculative, event-
based symptoms of melancholy: The Red Desert (Michelangelo Antonioni, 1964), Afternoon
(Angela Schanelec, 2007), Night Moves (Kelly Reichardt, 2013) Uncle Boonmee Who Can
Recall His Past Lives (Apichatpong Weerasethakul, 2010) and Palawan Fate (Kanakan
Balintagos, 2011).

Keywords: Minor cinema, depression, melancholy, anti-psychiatry, decolonization,

schizoanalysis, Fourth Cinema, global art cinema
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Introduction: Perceiving the Pandemic
The Pandemic

A depression pandemic is sweeping the globe, and its end appears nowhere in sight.
Study after study confirms skyrocketing diagnostic rates: now about ten times more prevalent
than it was only a few decades ago, depression has become the world’s leading cause of
disability. Approximately 350 million people live with a depressive disorder and over 800,000
people commit suicide every year.! This startling statistical trend has politicians and public health
officials scrambling to mitigate a crisis that deepens with every moment by increasing the
resources allotted to public mental health services.! However well-intentioned these institutional
efforts may be, their attempts to quell the depression outbreak have proven largely inept because
they are grounded on the credulous presupposition, which has also now become a hallmark of
liberal democratic ideology, that increased access to mental health services will actually translate
into improved mental health.

Studies on dominant treatment methods are showing their benefits to be as modest as
ever, and broad-based initiatives to administer “evidence based treatments” to the public have
yielded underwhelming clinical results. To make matters worse, no curative breakthrough lies
on the horizon since the basic research on depression has long resigned itself to the search for
topical solutions. Martin Seligman, a depression researcher and former president of the American
Psychological Association, has outed the “dirty little secret” that biological psychiatry and
clinical psychology have totally abandoned the search for a cure. “The road has come to a dead
end at symptom relief,” he writes. “Every single drug on the shelf of the psychopharmacopeia is
cosmetic. There are no curative drugs and no drug is in development that I know of that aims at
cure” (46). Even after having abandoned the loftier goal of cure to settle for mere symptom
suppression, clinicians are witnessing relapse after relapse. Access to first-rate treatment has
done little to change the unwavering fact that once someone has been diagnosed with severe
depression, it is typical for them to battle with a high risk of relapse for their entire life."

The crisis has gotten so out of control that even the world’s financial elite have started to
worry about the economic consequences. “This is not just a public health issue—it’s a
development issue,” says Jim Yong Kim, President of the World Bank. “We need to act now
because the lost productivity is something the global economy simply cannot afford” (World

Health Organization 2016b). In support of the World Health Organization’s call for increased



government investment into mental health services, Jong Kim underscores the economic
advantages of treating depression and anxiety disorders, citing a “fourfold return.” Without
delving into how destructive this free marketing of life really is, his statement harbours a telling
contradiction that begs to be teased out. By framing the mental health epidemic as a development
issue, Jong Kim unconsciously infuses the discourse on depression with a political-economic
dimension that psychiatry is wont to conceal, and points to one of the reasons why psychiatry’s
dominant methods have proven so unsuccessful at alleviating the crisis, to the degree that they
could even be considered an aggravating factor. For if psychiatry was really concerned with
intensifying health, and not just suppressing the symptoms of mental illness, then it would be
obliged to put neoliberal hegemony (and its deleterious effects on the bulk of the world
population) into question, and develop a critical auto-reflexivity about its own relationship to
power. Instead, psychiatry not only leaves the status quo uncontested, but is instrumental in its
reification. The financial elite represented by Yong Kim just “couldn’t afford” to have it any
other way.

Psychiatry’s naturalization of asymmetrical power dynamics is as notable today as it was
when Foucault gave his lectures on psychiatric power at the Collége de France in 1973-1974.
Foucault refers to a number of historical examples whereby psy-professionals are brought into
schools, the army, or the prison in order to reinforce the order of the institution, and these lead
him to conceive of psychiatric power as an “intensification of reality” that “is found wherever it
is necessary to make reality function as power” (Foucault 2006: 189). One of Foucault’s many
insights is that there is a fundamental complicity between the discipline of psychiatry and
society’s dominant institutions, however unconducive to mental health or overall well-being that
they may be. The intensification of reality that Foucault describes, whereby psychiatry reifies the
power dynamics of society at large, is enacted through psychiatry’s diagnostic practice of
identifying an individual subject with a specific mental illness. In the diagnostic scene, an
“individual” is clearly demarcated from “society,” and as a result of thus distinction, society is
normalized (no matter how cruel or unjust it may be), and the individual is pathologized (no
matter how understandable their suffering may be given the circumstances)." Psychiatric power
renders depression a personal problem that you “have,” and must assume responsibility for
managing, thereby intensifying and subtly absolving the neoliberal reality through the act of

medical diagnosis.



Psychiatry’s awesome power to produce subjectivity is wielded through a perceptual
apparatus that Foucault calls the “clinical gaze”—"“a way of seeing, saying, and doing in relation
to illness, the body, [and] life itself” (Rose and Abi-Rached 79)." Based on the research of their
“Brain, Self and Society” project, Nikolas Rose and Joelle M. Abi-Rached have identified three
dimensions to the clinical gaze: the spatio-temporal, the technological and the institutional (Rose
and Abi-Rached 79-80), each of which are operative in the medical perception of depression. In
the diagnostic scene, the clinical gaze transforms the patient into a spatio-temporal matrix that
allows the doctor to perceive clinically significant patterns and influences (the persistence of
symptoms over a set period of time, family history, environmental factors, etc.); diagnostic
technologies such as standardized questionnaires and brain scans can be used to glean the
targeted symptoms; and mental health institutions and networks of social legitimization (the
hospital, the media, the university) provide resources and infrastructure to make the gaze’s
conclusions operative on a mass scale.

Institutions of medical perception have certainly developed to embrace new (mostly
neurological) theories and technologies over the last two centuries, but they have retained the
core function that Foucault ascribes to the clinic: that is, they extract the person who is ill from
the illness. “In the rational space of disease,” Foucault writes,

doctors and patients do not occupy a place of right; they are tolerated as disturbances that

can hardly be avoided: the paradoxical role of medicine consists, above all, in

neutralizing them, in maintaining the maximum difference between them, so that, in the

void that appears between them, the ideal configuration of the disease becomes a

concrete, free form, totalized at last in a motionless, simultaneous picture, lacking both

density and secrecy, where recognition of itself opens onto the order of essences...If one
wishes to know the illness from which he is suffering, one must subtract the individual,
with his particular qualities (Foucault 2003: 9, 14 translation modified).
The clinical gaze neutralizes the patient, whose presence could only introduce possible
distortions or variations, and unnecessarily complicate a neatly classifiable and ideal disease with
essential qualities.

By constructing an autonomous disease as object of its perception, the clinical gaze

subtracts the individual. But rather than amount to its overcoming, the individual’s subtraction

marks its very production.*!! This may seem counterintuitive, but medical perception’s



subtraction of the individual is at the same time a privileging of the individual—a privileging of
what to subtract. The individual’s subtraction is made to stand in for the erasure of everything
else that disappears in the diagnostic scene, like the plethora of affective ties and libidinally
significant relationships which are systematically obscured by the clinical gaze. In search for an
autonomous disease, medical perception occludes all that the depressed person brings into the
diagnostic encounter, effectively denying their complicated presence—the multiplicity of
relations that encompass the individual and are irreducible to it—in the name of scientific
objectivity. These relations are swept outside of the clinic’s walls, and labeled “society.” All that
remains is a standardized shell, a clinical individual, whose role is to play host to an alien disease
living inside of it. By bringing disease under the regime of medical perception, the diagnostic
scene ritually performs this separation of individual from society, exemplifying Foucault’s
assessment that “medical authority functions as power well before it functions as knowledge”
(2006: 3).

A more contingent theory of subjectivity is warranted if the experience of being
profoundly unwell is to be reinfused with an existential and political dimension that allows for
escape from the essentialist confines of the “individual,” “society” and “depression” triad that
psychiatric power reifies so efficiently. A theory of subjectivity-in-the-making is exactly what
militant psychoanalyst Félix Guattari proposes through his theory of “assemblages” which he
develops in collaboration with Gilles Deleuze. Assemblages are “set up at the intersection of
meaning, material and social facts, and, above all, of their transformation” (Guattari 2009c: 209)
and they comprise “actions and passions, an intermingling of bodies reacting to one another” as
well as “acts and statements” and “incorporeal transformations” (Deleuze and Guattari 1987:
88). The metastable manner of the assemblage, or the way that it tentatively stages the mobile
relations between its component parts, articulates a dramatically expanded sense of the term
“subjectivity.” In “Subjectivities, For Better or for Worse,” an essay that Guattari wrote near the
end of his life, he builds on the idea of subjectivity as a dynamic assemblage*'!! and proposes a
provisional definition of subjectivity as “the set of conditions that make it possible for individual
and/or collective factors to emerge as a sui-referential existential territory, adjacent or in a
determining position to an alterity that is itself subjective” (199b: 196). Guattari’s insistence on
the relational and mobile disposition of events of subjectivity production makes evident the

inherent limitations of the clinical gaze and suggests the need for an enlarged field of perception



that can operate beyond the limits of the individual to sense the manifold forces that condition
singular iterations of depression. Guattari makes clear that his theory of subjectivity is not a
theory of the individual: “The self-conscious subject should be considered a particular ‘option,’ a
sort of normal madness. It is illusory to believe there exists only one subject—an autonomous
subject, centered on one individual” (Chaosophy 262). The analyses of subjectivity which fill the
following pages of this study build on Guattari’s ideas by deploying allied thinkers such as
William James, Gilles Deleuze, A.N. Whitehead and Gilbert Simondon whose theories of
subjectivity also complicate the bipartite division between the individual and society on which
medical perception’s authority rests.

The importance of Guattari’s assemblage theory of subjectivity for an analysis of
depression cannot be overestimated, especially given the context in which it was developed.
Guattari wrote and published prolifically while living and working as a radical psychoanalyst at
La Borde, an alternative psychiatric institution for psychotics that was started by Jean Oury in
1951. The collective psychotherapeutic practices of La Borde greatly influenced his theoretical
writings, and their full significance is revealed only when read in light of the theraperutic
impulse guiding his life’s work. For this reason, I return to Guattari’s work throughout this
project precisely because of how his theories of subjectivity production are intimately linked to
the therapeutic practice.

Never one to accept biological reductionism, Guattari always insisted that nonnormative
psychic states which qualify for cateogorization as mental illness must first and foremost be
conceived of as an existential problem of subjectivity production. The schizoanalytic praxis he
developed at La Borde works on precisely this premise. At once analytic and creative,
schizoanalysis discovers unconscious blockages, and breaks through them by diagramming lines
of flight towards novel assemblages of subjectivity whose existential territories could create
therapeutic value for all involved. Premised on the assemblage theory of subjectivity quoted
from above, schizoanalysis reinfuses the problem of depression with the existential and political
dimension that is stripped away by psychiatric power and its perceptual apparatus. Once
depression is regarded as an impasse in the machinic production of assemblages of subjectivity,
it regains the existential and political dimensions that psychiatric power obscures through its

naturalization of the biological disease model. Through adopting an assemblage approach to



subjectivity, it is no longer possible to demarcate where individual, society, or disease begins and
ends.

By isolating a disease as if it was autonomous and producing an individual subject
through perceptual subtraction, the clinical gaze parses out the bulk of the “machinic
assemblage” that informs how (a patient’s) life can be lived. Psychiatry’s production of the
individualized subject, cut off from its conjoined assemblages, makes for what Deleuze calls a
“clinical state” of subjectivity that “does not open out onto anything” (Deleuze 1998: 1v).
Strangely enough, given the therapeutic mandate of medicine, the inherent sclerosis of the
clinical state stemming from its ritualized reification of individual and society lends itself to a
sense of isolation and existential sterility. Guattari was known to suffer from recurring bouts of
depression throughout his life™ and in Chaosmosis, a book dedicated to the analysis of the
production of subjectivity, he allies the sensation of feeling like a discrete individual—the sort of
individual that the clinical gaze produces—to the experience of depression. He writes: “The
phenomenological apprehension of being existing as inert facticity only occurs in the case of
limit experiences such as existential nausea or melancholic depression” (109). Psychiatric
power’s production of the clinical individual through its imposition of the disease model thus
makes for a highly alienating scenario, whereby an essential disease reifies a depressive sense of
self, all remarkably in the name of mental health.

Schizoanalysis searches for lines of flight from the depressive sense of self that arises in
moments of being made to feel like an isolated individual, or “being existing as inert facticity,”
cut off from the movements of the world’s assemblages and their resingularizing potential that
psychiatric perception chooses to ignore. By remapping the subjective cartography,
schizoanalysis introduces an aesthetic, or “critical,” element into the clinical domain of mental
health. In Deleuze’s remarkable “critical and clinical” project, which articulates a limit point
shared between art and medicine, he develops the concept of critique in a new direction as “the
literary technique and style of the writer” (Smith li). The guiding thesis of his project is that
artists, using aesthetic technique and style, can imaginatively perceive new constellations of
subjectivity, that when transposed to the clinic, could become verifiable medical classifications.
The classic examples he gives are the literary figures Marquis de Sade and Leopold Sacher-von
Masoch,

whose names were used as labels in the nineteenth century to denote two basic



‘perversions’ in clinical psychiatry.... This encounter between literature and medicine
was made possible, Deleuze argues, by the peculiar nature of the symptomatological
method. Medicine is made up of at least three different activities: symptomatology, or the
study of signs; etiology, or the search for causes; and therapy, or the development and
application of a treatment. While etiology and therapeutics are integral parts of medicine,
symptomatology appeals to a kind of limit-point, premedical or submedical, that belongs
as much to art as to medicine.... Deleuze strongly suggests that artists and authors can go
further in symptomatology than doctors and clinicians, precisely “because the work of art

gives them new means...” (Smith xvi-xvii)

If artists can go further than clinicians, perceiving symptoms of emergent subjectivities, and not
only of a disease whose symptoms are already known and medically classified, then they are in
the perfect position to complicate essentialist narratives about depression that are derived from
the intrinsically limited scope of the clinical gaze and subsequently recounted by the medical-
industrial complex’s media appendages.® The shared emphasis on perceiving assemblages of
subjectivity is the point where Deleuze’s “critical and clinical” project and Guattari’s lifelong
commitment to elaborating schizoanalytic praxis dovetails. In both cases, the revolutionary
function of art, and even pure science, is its ability to make critical discoveries that fall outside of
the clinic’s established classifications.

The cinema is no exception to the rule, and is equally well equipped with the critical
capacity to symptomatologically perceive emergent assemblages of subjectivity. Periodically
throughout his life, Guattari turned to the cinema as a way to better understand the workings of
desire “before the separation between the familiarized self and the social field” takes place
(Guattari 2009a: 245). By creating images that index the process of subjectivity production, and
not merely the reified, individual subjects produced by the clinical gaze, the cinema trades
critical perception for clinical perception to enact a radical symptomatology of a world ravaged
by a depression pandemic. The stark differences between these two modes of perception are
reflected in their respective symptomatologies. Psychiatry’s diagnostic handbook, the Diagnostic
and Statistic Manual of Mental Disorders-5 lists nine symptoms of “major depressive disorder,”
each of which are found in the patterns of the depressed patient’s feelings, thoughts and
behaviours (feelings of worthlessness, thoughts of death, psychomotor disturbances, etc.).x If

Deleuze and Guattari’s machinic theory of subjectivity is taken seriously, and subjectivity is seen



as a dynamic event irreducible to the individual, then the sort of symptoms that are listed in the
DSM and perceived (as signs) by the clinical gaze can be considered as complete or exhaustive
only under highly reductive conditions.

The cinema’s symptomatology is entirely different. Its critical mode of perception opens
onto the site of subjectivity production, where it discovers event-based symptoms of depression.
Through a close analysis of key filmic examples, this project foregrounds four of these
symptoms: the depotentialization of neuroplasticity, alienation from a common world of
experience, the foreclosure of an encounter with alterity, and the erosion of Indigenous values by
capitalist modes of valuation.*! By shifting focus from the standardized clinical subject
(psychiatry’s privileged symptomatological site), onto the plane of immanence where
subjectivity is produced, the films discussed in this project implicitly challenge the disease model
of depression and its dependence on an individual subject who must house the disease, and be
made responsible for managing it. Once the symptoms of depression can no longer be found on
an individual but in the world and its relations, then what the symptoms begin to index is not
necessarily a disease—natural, ideal, essential—but a highly contingent manner of subjectivity
production, and its conditioning by power. The following study is allied to the cinema’s critical
symptomatology and the far-reaching consequences this perceptual shift.

True to the critical force of art, contemporary cinema’s symptomatology markedly differs
from what medical institutions consensually recognize depression to be. So much so, that the
perceptual shift from the clinical to the critical welcomes a terminological shift. The term
“depression” is loaded with a lot of clinical baggage that doesn’t make itself very amenable to
studies of cinema, even when filmmakers make their art in response to the waves of acute
emotional pain cascading across the globe. As already alluded to, the term “depression,” denotes
a clearly definable clinical entity corresponding to an exhaustive list of symptoms, whose
meaning couldn’t be more precise. The concept of melancholy, on the other hand, retains an
ambiguity that honours the cinema’s perception of subjectivity production, and the re-
existentialization and repoliticization of depression that follows from these critical acts of
perception. One reason for melancholy’s ambiguity has to do with the sheer historical longevity
of the concept. Long before the notion of clinical depression came into common usage after the
publication of the DSM-I in 1952, artists, poets, philosophers and physicians made recourse to

melancholy to describe a number of historically contingent ways of feeling, with epoch after



epoch adding to the concept’s polysemy. ! Already by the early seventeenth Century, could
Robert Burton pen the following line: “The Tower of Babel never yielded such confusion of
tongues as this Chaos of Melancholy doth variety of symptoms” (Burton 108). Whether an
imbalance of black bile in Aristotle’s great statesman*", the sin of acedia afflicting St. Theresa of
Avila’s melancholy nuns™, or the sense of dejection that fills the flaneur in Charles Baudelaire’s
macabre symbolist poetry**!, melancholy mutates throughout history, taken up when needed to
describe the painful tedium, despair and despondency that has wrought so many lives, in so
many different ways.

The visual arts’ longstanding fascination with melancholy is one of the main reasons for
its fruitful ambiguity. The exhibit Melancholy: Genius and Madness in the Occident, which was
presented at the Galeries nationales du Grand Palais in Paris (October 2005-January 2006) and
the Neue Nationalgalerie in Berlin (February-May 2006), presents this historical relationship in
great depth. Documented in an oversized book of the same name edited by Jean Clair, it
meticulously shows how melancholy has inspired artistic creations as stylistically and
historically diverse as antiquity’s votive stencils (Melancholy Athena) (Image 2.2), paintings of
medieval religious experiences (Jérome Bosch’s Saint-Jean Baptiste dans le desert (Image 2.3),
Albrecht Diirer’s famous renaissance engravings (Melancholia I) (Image 2.6), and the modern
paintings of Edvard Munch (Melancholy III) (Image 2.7), to name just a few.

Due in large part to this aesthetic tradition carrying melancholy down through the ages,
discovering its qualities in ever-novel assemblages, melancholy has a noteworthy reputation of
being applied, as Jennifer Radden explains, “not only to persons but landscapes and events” (30).
It is precisely this depersonalized, event-based conception of melancholy coursing through art
history that I activate in this study of the contemporary art cinema’s melancholy aesthetics. It
bears repeating: whereas depression is mired in the confines of the clinical state productive of an
essential disease and reified individual, melancholy lends itself to the critical functions of art and
schizoanalysis, which open onto the collective, evental conditions of subjectivity production.

The terminological shift from depression to melancholy enables a repoliticized and re-
existentialized manner of perceiving the mental health crisis in the realm of the aesthetic, and it
is also for this reason that I opt for the term melancholy instead of its companion “melancholia.”
History has witnessed much slippage between these two words to the extent that they are

virtually indistinguishable, but if one slight difference can been maintained, it parallels the one
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teased out above between melancholy and depression: that melancholia is a distinctly clinical
entity with highly elaborate psychoanalytic definitions, whereas melancholy is more ambiguous
and describes a generalized affective tonality coursing through art history that mutually includes
a variety of conjoined emotional states such as suicidial despair, unwavering psychic distress,
exhaustion, loneliness, isolation, resignation and lapsed faith. In the following chapter I review
the literature on melancholia and explain in more detail how the Guattarian theory of subjectivity
production diverges from the Freudian principles to which psychoanalytic theorists of
melancholia such as Judith Butler and Julia Kristeva adhere. But for the moment it should suffice
to say: there is no loss in the assemblage. Practically all literature on melancholia from the 20™
Century onwards refers back to Freud’s 1917 Ur-text “Mourning and Melancholia.” The basic
premise of this text is that melancholia is the result of the failure to mourn a lost love object.
Instead of detaching from the object through a process of reality-testing and replacing it with a
new one in cases of successful mourning, melancholia takes hold when the libido “regresses into
the ego” (Freud 1957: 257) and internalizes its ambivalence towards the lost object, resulting in
symptoms such as “painful dejection, cessation of interest in the outside world, loss of the
capacity to love, inhibition of all activity, and a lowering of the self-regarding feelings to a
degree that finds utterance in self-reproaches and self-revilings, and culminates in a delusional
expectation of punishment” (Freud 1957: 243). These psychoanalytic symptoms of melancholia
appear in slightly modified form in the DSM-V"s list of criteria for clinical depression, and
acknowledge the sort of emotions that the melancholy aesthetics of art history put on display.
The terminological shift that I propose is one from “depression” and “melancholia,” which carry
precise but weighty clinical defintions, to the more nebulous “melancholy” and its aesthetic
heritage. By latching onto the leeway afforded by a term like “melancholy” it becomes possible
to trade off a clinical ethos for a critical one, and to reorient the site of symptomatology from the
clinical individual to the eventful assemblage "

A crucial effect of this perceptual displacement is that by shifting the symptomatological
site towards the event of subjectivity production, the cinema’s melancholy aesthetics potentialize
an analogous reappraisal of depression’s corresponding etiologies and therapies. The second half
of this project seizes this newfound opportunity to examine how experimental processes of
subjective recomposition can double as acts of therapy and activism.*'!l By exploring the

coordinates of melancholic assemblages of subjectivity, and experimenting with their
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recomposition, the filmmakers featured in this study challenge the uncompromising ossification
of what depression has been made to mean, and even more importantly, how it may be diagnosed
and treated, and by whom.

Thus it could be said that the filmmakers who populate the pages of this dissertation are
nothing less than what we could call therapeutic activists.** They take the speculative risk of
viewing the depression pandemic, a thoroughly trying state of affairs, through the critical lens
offered by the cinema, so as to re-existentialize the problem in ways that enable therapeutically
acting in line with collective well-being, without waiting for the sanction of medical authorities.
In the throes of a pandemic exacerbated by neoliberal power’s devaluing of life itself, a
devaluing reified by psychiatry’s clinical apparatus, such lay acts of relational healing through
the recomposition of subjectivity would amount to nothing less than an urgently needed praxis of
both therapy and activism—or what we could call therapeutic activism: a way of acting on
Foucault’s reminder in the closing lines of Di