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Understanding Depression
across Cultures

Jeanne L. Tsai and Yulia Chentsova-Dutton

Depression is neither a simple “reflection” in personal
experience of psychophysiological processes nor a culturally
constituted phenomenon free of physiological constraints.
Depression is of such interest to anthropologists and
psychiatrists alike because it provides a prime opportunity for
exploration of the interaction of culture and biology.
—KLeinmMAN aND Goob (1985, p. 31)

Since the 1960s and 1970s, clinical scientists and practitioners alike have been interested in
understanding how culture influences the constellation of symptoms that comprise depres-
sion, as defined by Western diagnostic classification systems. Although social scientists
agree that the core feelings of emptiness, loss, and helplessness associated with depression
are universally experienced (Shweder, 1985), there is much debate about whether the other
aspects of depression are too. Moreover, it is unclear whether the personal and social impli-
cations of these symptoms are the same across cultures. By revealing the aspects of our
moods that are similar across cultures and those that are shaped by our cultural environ-
ments, cross-cultural studies of depression have much to contribute to our understanding of
human function and dysfunction. This understanding is critical if we are to develop inter-
ventions that are effective in treating depression across different cultural contexts.

Studying depression across cultures, however, is fraught with many obstacles. The
most challenging of obstacles may be the fact that the very definition of depression is im-
bued with Western cultural assumptions. Scholars have identified at least three ways in
which modern conceptions of depression have been influenced by Western culture. First,
current views of depression are shaped by Western culture’s emphasis on positive emo-
tions and feeling good about the self. As argued by Lutz (1985), depressed mood, loss of
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interest in pleasurable activities, and decreases in self-esteem are only viewed as abnormal
in cultures that assume that having positive emotions and feeling good about oneself is a
normal and healthy way of being. Second, conceptions of depression are influenced by the
Western view of the individual. Lewis-Fernandez and Kleinman (1994) argue that because
Western cultures view individuals as independent, self-contained, and autonomous, de-
pressive symptoms are attributed to internal disturbances. In cultures that view individu-
als as interdependent, connected with others, and defined by the social context (e.g.,
Japan, China; Markus & Kitayama, 1991), these same symptoms may be attributed to in-
terpersonal disturbances. Moreover, in these cultures, more relational symptoms of de-
pression, such as social withdrawal or failure to maintain interpersonal obligations, may
be more salient and exact a greater toll on daily functioning than other depressive symp-
toms.

Finally, current views of depression are based on Western assumptions about the mind
and body (Lewis-Fernandez & Kleinman, 1994). In Western cultures, depression (and other
forms of mental illness) has been characterized as stemming from either mental or biologi-
cal disturbances. Historically, depression was depicted as a mental disorder best treated by
psychological means, such as psychotherapy. Over the last few decades, however, new evi-
dence for the neurobiological bases of depression has emerged, and now depression has be-
come primarily viewed as a biological disorder best treated by medical means, such as anti-
depressants (Kramer, 1994). In contrast, many non-Western cultures do not view the mind
and body as separate and distinct entities. Instead, the mind and body are seen as intimately
related and mutually constitutive, as illustrated by non-Western treatments of illness such as
acupuncture and traditional Chinese medicine.

How, then, does one study cultural variation in a disorder whose very definition may
be culturally constructed (Schieffelin, 1985)? Researchers have approached this challenge in
one of two ways. The ethnographic approach (typically employed by anthropologists) as-
sumes that even if members of a particular culture experience the symptoms defined by
Western culture as depression, the meanings and implications of these symptoms may vary
considerably across cultures. Proponents of the ethnographic approach focus on the struc-
tures, norms, and values that determine the meaning of these depressive symptoms within a
particular cultural context and compare them to those of Western culture. Most of the
work that falls under this approach is based on ethnographic interviews and behavioral ob-
servations.

The biomedical approach (typically employed by psychologists and psychiatrists) as-
sumes that regardless of the cultural context, the disorder exists if individuals report having
the symptoms associated with depression. To date, the bulk of the research employing a
biomedical approach focuses on the prevalence rates of depression in various nations. Vari-
ations in prevalence rates of depression are typically attributed to cultural factors, in a
somewhat post-hoc fashion. Most of this work is based on survey data or data gleaned
from structured diagnostic interviews. For example, several studies have found that rates of
depression are generally lower in Asian cultures than in Western cultures, which may be due
to different perceptions of mental illness in these cultures (Bland, 1997; Hwu, Chang, Yeh,
Chang, & Yeh, 1996; Sato & Takeichi, 1993; Simon, VonKorff, Picvinelli, Fullerton, &
Ormel, 1992).

In this chapter, we present research findings from both approaches; however, because
most research falls under the biomedical approach, we spend more time reviewing this type
of research. We highlight consistent themes that emerge from the literature and then pro-
pose other ways of studying depression across cultures that we believe will advance our cur-
rent knowledge base. We end with a discussion of specific topics that require further study-
But first, we define what we mean by culture.
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DEFINING CULTURE

According to Kroeber and Kluckhohn (1952):

Culture consists of patterns, explicit and implicit, of and for behavior acquired and transmitted
by symbols, constituting the distinctive achievement of human groups, and including their em-
bodiments in artifacts; the essential core of culture consists of traditional (i.e., historically de-
rived and selected) ideas and especially their attached values; culture systems may, on the one
hand, be considered as products of action, and on the other, as conditioning eletents of further
action. (p. 181)

Clearly, culture is complex and multifaceted. Ethnographic and biomedical researchers have
operationalized culture in different ways. Because ethnographic studies focus on cultural
meaning systems, practices, and structures, they are explicit about the specific facets of cul-
ture that they are examining. Biomedical approaches, however, tend to assume that nation-
al differences are cultural ones. Often it is only after finding differences in specific aspects of
depression that cultural values, beliefs, or structures are recruited to explain the variation.
As a result, biomedical approaches tend to be less clear than ethnographic approaches
about which aspects of culture they are focusing on. Regardless of which approach they fall
under, however, most studies fail to demonstrate direct links between the specific cultural
factors and the specific aspects of depression under investigation. In order to understand
comprehensively how culture influences depression, we must measure culture in more spe-
cific and systematic ways than we have in the past.

ETHNOGRAPHIC APPROACHES TO UNDERSTANDING DEPRESSION

In trying to understand depression across cultures, proponents of the ethnographic ap-
proach typically develop an in-depth understanding of the culture and, based on that under-
standing, then examine whether conceptions of depression in that culture are similar to
those of Western culture. Ethnographic accounts suggest that while the feelings of empti-
ness, learned helplessness, even “soul loss” as described by Shweder (1985) may exist across
cultures, other aspects of depression may not (see Schieffelin’s work among the Kaluli of
Papua New Guinea, 1985; Obeyesckere’s study of Buddhists in Sri Lanka, 1985; Klein-
man’s work among the mainland Chinese, 1986; Good, Del Vecchio, and Moradi’s studies
in Iran, 1985). To illustrate the ethnographic approach to understanding depression across
cultures, we provide descriptions of two accounts that suggest that the personal and social
meanings of depression differ in cultures where there is a greater emphasis on social reci-
procity and where there are more mechanisms of reparation for social transgressions than
in Western cultures.

Depression among the Kaluli of New Guinea

According to Schieffelin (1985), emotions for the Kaluli of New Guinea are expressed in or-
der to influence others:

When the Kaluli feel strongly about something, they are not usually ones to hide their feelings.
Rage, grief, dismay, embarrassment, fear, and compassion may be openly and often dramati-
cally expressed. The expression of affect is in part aimed at influencing others, whether by in-
timidation (e.g., with anger) or by evoking their compassion and support (e.g., with grieving).
(p. 109)
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These expressions of emotion are used to ensure social reciprocity, which is highly scripted
in Kaluli cultures and embedded in social interaction styles, rituals, and ceremonies. That is,
Kaluli culture provides clear scripts for how one should behave in order to get what one
wants or deserves. Schieffelin argues that because cultural structures exist to enable Kaluli
to recover any losses that incur, they rarely experience depression. In fact, during the 3
years he spent studying the Kaluli, Scheffielin was able to identify only one case of depres-
sion, which involved a woman who was unhappy in her marriage and who, due to her par-
ticular circumstances, had no outlet to express her grief. Notably, Schefflielin observes that
this particular woman reported physical complaints that resembled the somatic symptoms
of depression.

Pena in Highland Ecuador

Tousignant and Maldonaldo (1989) provide another example of a culture for which they
believe that the meanings of depressive symptoms differ from those of Western culture.
They studied the experience of pena, which means sadness or suffering, in highland
Ecuador. In its severe form, individuals with pena have crying spells, poor concentration,
anhedonia, social withdrawal, poor personal hygiene, sleep and appetite disturbances, gas-
trointestinal complaints, and heart pain. Like depression, pena is also often experienced in
response to personal loss. However, Tousignant and Maldonaldo argue that unlike depres-
sion, pena is an “appeal, implicitly or explicitly expressed, for payment of an incurred loss”
(p- 900). That is, pena provides an opportunity for others to restore equity and ensure so-
cial reciprocity among individuals. An injured party in a conflict may signal distress by
withdrawing from others and displaying symptoms characteristic of pena. In turn, the par-
ty’s social circle may attempt to remedy the situation by sharing feelings with the sufferer
and by reintegrating him or her into the social network. Thus, although pena looks like sad-
ness and, in its more severe forms, depression, Tousignant and Maldonaldo (1989) argue
that its personal and social implications differ from those of depression in Western cultures.

In summary, although expressions of loss and grief can be found in both Kaluli and
Ecuadorian cultures, Schieffelin (1985) and Tousignant and Maldonaldo (1989) argue that
the meaning of these expressions differs from that of depression in Western culture. While
contributing to our understanding of depression across cultures, ethnographic studies such
as these have a number of limitations. Because of their in-depth nature, most ethnographic
studies are based on a small number of participants, limiting the generalizability of the re-
search findings. Moreover, although the researchers have firsthand knowledge about the
cultures that they are studying, it is unclear to what extent their observations are influenced
by their own cultural biases. Finally, because most of these studies are not comparative (i.e.,
do not include direct comparisons of data collected in more than one culture), it is unclear
whether the meaning and consequences of depressive symptoms differ as drastically across
cultures as these accounts suggest. Thus, other researchers have assumed a different ap-
proach to studying cultural influences on depression.

BIOMEDICAL APPROACHES TO UNDERSTANDING
DEPRESSION ACROSS CULTURES

In stark contrast to the ethnographic approach, the biomedical approach assumes that if the
symptoms associated with depression exist, then the disorder can be identified, diagnosed,

and understood. These studies tend to consider culture as separate from and secondary to §
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the disorder. For example, culture is used to explain national differences in the prevalence
cates of depression. In an attempt to examine how culture might influence the symptoms of
depression, researchers assuming the biomedical approach have also compared the basic el-
ements (or factors) that comprise depression across cultures. We review findings from these

studies next.

Different Rates of Depression across Cultures

Many epidemiological studies have found that the prevalence rate of depression varies con-
siderably across national (and presumably, cultural) lines. For example, the Epidemiologic
Catchment Area Study (United States), the Edmonton Survey of Psychiatric Disorders
(Canada), the Christchurch Survey (New Zealand), the Zurich Cohort Study of Young
Adults (Switzerland), the Munich Follow-Up Study (Germany), the French Study of Psychi-
atric Disorders (France), the Florence Community Survey of Mood Disorders (Italy), the
Beirut War Events and Depression Study (Lebanon), the Taiwan Psychiatric Epidemiology
Project (Taiwan), the Korean Epidemiological Study of Mental Disorders, and the Epidemi-
ological Study of Puerto Rico document different lifetime prevalence rates for major depres-
sion by nation, ranging from 1.5 o, in Taiwan to 19% in Lebanon, based on the diagnostic
criteria of the third edition of the Diagnostic and Statistical Manual of Mental Disorders
(DSM-III) (Merikangas et al., 1996; Weissman et al., 1993; Weissman et al., 1996). Figure
20.1 illustrates the tremendous variation in prevalence rates of depression across various
nations, based on data obtained from Bland (1997), Kessler et al. (1994), Szadoczky, Papp,
Vitrai, Rihmer, and Fueredi (1998), and Weissman et al. (1996).

Notably, the prevalence rate of depression for the United States is lower in the Epi-
demiologic Catchment Area Study (ECA) conducted in 1980-1984 (Weissman, Bruce, Leaf,
Florio, & Holzer, 1991) than in the National Comorbidity Study (NCS), conducted in
1990-1992 (Kessler et al., 1994). These differences may be due to the subtle methodologi-
cal differences between the two studies: the NCS included a larger and a more representa-
tive sample, used DSM-IV diagnostic criteria rather than those of the DSM-IIL, and probed
more comprehensively for signs of depression than did the ECA (Kessler et al., 1994). How-
ever, it is also possible that rates of depression increased from the early 1980s to the early

1990s.

A

Prevalence (%)

Nation

FIGURE 20.1. DSM-IIV/II-R lifetime prevalence of major depression by nation. Prevalence rates were
obtained from Bland (1997), Kessler et al. (1994), Szadoczky, Papp, Vitrai, Rihmer, and Fueredi
(1998), and Weissman et al. (1996). USA-NCS, United States according to the National Comorbidity
Study; USA-ECA, United States according to the Epidemiologic Catchment Area Study.
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Because the assessment instruments used to diagnose depression in the above studies
varied across the studies, it is possible that the different prevalence rates that were found
were due to the different methods of assessing depression rather than to culture. Therefore,
in 1991, the World Health Organization (WHO) compared the prevalence of mental disor-
ders in the primary care clinics of 14 countries on five continents (Simon, VonKorff, et al.,
1999) using the Composite International Diagnostic Interview—Primary Care Version
(CIDI-PHC) (Wittchen et al., 1991). Once again, the prevalence rate of major depression
showed considerable variation across nations, ranging from 1.5% in Nagasaki, Japan, to
27.3% in Santiago, Chile, based on DSM-IV criteria.

One notable pattern that has emerged from the epidemiological literature is that de-
pression appears to be less prevalent in Asian (e.g., Japan, China, Taiwan) than in Western
cultures (United States, Canada, New Zealand, Germany, The Netherlands) (Bland, 1997;
Hwu et al., 1996; Sato & Takeichi, 1993; Simon, VonKorff, et al., 1999). For example, the
WHO study reported that the prevalence of depression in primary care settings was 1.5% in
Japan and 2.4% in China, whereas the prevalence rates for Western countries, such as the
United Kingdom or the United States, were significantly higher (17.1% and 6.4%, respec-
tively; Simon, VonKorff, et al., 1999). This pattern has been found in different age groups,
including college student and geriatric samples (Chen, Copeland, & Wei, 1999; Crittenden,
Fugita, Bae, Lamug, & Lin, 1992). As mentioned earlier, these differences have been attrib-
uted to cultural variation in the conception of mental illness (with Western cultures viewing
emotional problems as separate from physical complaints more than Asian cultures), to dif-
ferences in the amount of stigma attached to mental illness (with Asian cultures stigmatizing
emotional problems more than Western cultures), and to different levels of available social
and familial support (with Asian participants having more social support than their West-
ern peers). Differences among specific Asian groups, however, have also been found. For
example, a study of self-reported symptoms of depression in college students (Crittenden et
al., 1992) demonstrated that Korean students had the greatest proportion (32%) of individ-
uals who reported high levels of depression, followed by Filipino and American students
(17% and 15%, respectively), and finally, by Taiwanese students (11%). According to the
authors, the greater rates of depression among the Korean students compared to their Fil-
ipino and Taiwanese peers reflect their more self-effacing and pessimistic styles, as well as
their greater tendency to support “taking in and absorbing psychic insults” (Crittenden et
al., 1992).

In addition to epidemiological studies on cross-cultural differences in rates of depres-
sion, an increasing amount of research examines rates of depression among cultural and
ethnic minorities living in host countries such as Europe, the United States, Canada, and
Australia (Beiser, Cargo, & Woodbury, 1994; Lin et al., 1992; Roberts, Roberts, & Chen,
1997; Ying, 1988; Kuo, 1984). For example, several studies suggest that prevalence rates of
depression differ among ethnic groups within the United States. Both the National Comor-
bidity Survey (Kessler, 1994) and the Epidemiologic Catchment Area Study (Weissman et
al., 1991) have reported that lifetime prevalence rates of affective disorders are lower for
African Americans as compared to European Americans, with the rates for Hispanics falling
between the two. .

Epidemiological studies conducted in the United States have not included sufficiently
large samples of Asian Americans or Native Americans to be able to draw conclusions
about the national prevalence of depression in these groups. However, smaller community
studies of depression have been conducted. A study of the prevalence of depression in a Na-
tive American primary care clinic sample (Wilson, Civic, & Glass, 1995) reported a preva-
lence rate of depression that was comparable to that of European American samples from
the WHO study (Simon, VonKorff, et al., 1999). However, other studies have found that
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Native American youth have higher levels of depressive symptoms (Manson, Ackerson,
Dick, Baron, & Fleming, 1990) and rates of suicide (Sigurdson, Staley, Matas, Hildahl, &
Squair, 1994) than non-Native American samples.

Studies with Asian Americans suggest that their rates of depression are equal to or
greater than those of European Americans (Kuo, 1984; Ying, 1988). For example, Korean
Americans_had higher prevalence rates of depression (Lin et al., 1992) than their European
American counterparts (Weissman et al., 1993). Foreign-born Asians also tend to report
more symptoms of depression than do American-born Asians (Kuo, 1984), suggesting that
Asian Americans’ higher rates of depression may be due to the stresses they endure as immi-
grants and minorities in the United States.

Why do the prevalence rates of depression vary across national and ethnic lines? Al-
though we have already mentioned a few possible explanations, others have been proposed.
These include cultural differences in the use of diagnostic labels, the occurrence of specific
symptoms, the existence of alternative forms of illness, and the experience of environmental
stressors. We discuss each explanation and its supporting evidence below.

Use of Diagnostic Labels

Differences in prevalence rates may be due to the differential use of diagnostic labels among
psychologists, psychiatrists, and other health care providers across cultures. Cultural con-
ceptions of mental iliness and health may influence whether or not specific behaviors are
viewed as abnormal by both laypeople and physicians. Data from a study conducted by the
WHO demonstrate that the probability of recognition of depression by a primary care clin-
ician varies substantially across cultures (Simon, Goldberg, Tiemens, & Ustun, 1999). In
this study, patients were independently assessed by the study interviewers and by a group of
primary care clinicians. Primary care clinicians assigned psychiatric and medical diagnoses
to each patient. A case of depression was deemed “unrecognized” when the study inter-
viewer, but not the primary care clinician, assigned a diagnosis of depression. In Turkey,
Greece, Nigeria, Japan and China, only 20% or less of depressed cases were recognized and
treated. This is in contrast to the United Kingdom, France, Chile, United States, and Italy,
where 50% or more of the depressed cases were recognized. Because recognition rates vary
for countries with comparable base rates of depression, it is unlikely that they are the cause
of these differences in recognition rates.

Although the use of standardized interviews and diagnostic systems should reduce sub-
jectivity in assigning psychiatric diagnoses, cultural bias appears to exist even when these
standardized instruments are used. For example, Katz, LeBars, Itil, Prilipko, and DeGi-
ralamo (1994) asked psychiatrists from 14 countries to view a videotaped recording of a pa-
tient hospitalized for depression during an interview. The interview consisted of a brief
mental status examination and a set of performance tasks (e.g., copying designs). Psychia-
trists were asked to rate the expressive behavior and symptoms of the patient. Psychiatrists
agreed about the presence and intensity of depressed mood, about the behavioral and so-
matic symptoms expressed, and about the patient’s facial expressions, but they disagreed
about the patient’s rate of speech and energy level, as well as her cognitive and sexual symp-
toms. In a similar study, videotaped standardized interviews with psychiatric patients were
rated by researchers from China, Korea, and Japan (Nakane et al., 1988). Even though the
raters used identical assessment instruments and were all from Asian cultures, substantial
diagnostic differences emerged in this study as well. Specifically, Japanese raters tended to
diagnose patients as having affective disorders, whereas Chinese raters tended to diagnose
the same individuals as having anxiety disorders. Korean raters tended to diagnose both af-
fective disorders and anxiety disorders equally. The authors suggest that the Japanese raters
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may have diagnosed affective disorders more than their Chinese counterparts because his-
torically, Japanese psychiatric practice has been more influenced by Western psychiatry
than Chinese psychiatric practice (Nakane et al., 1988). These findings suggest that culture
may influence how mental health providers view similar depressive symptoms, or how they
use diagnostic criteria, which may result in different prevalence rates of depression across
cultures. Future studies are needed to determine whether or not this is the case.

Specific Symptoms of Depression

National differences in prevalence rates of depression may also reflect cultural differences in
the occurrence of specific depressive symptoms. For example, when accepted diagnostic cri-
teria for a disorder include symptoms that occur more or less frequently in a particular cul-
tural context (in comparison to the cultural contexts in which the diagnostic criteria were
normed), cultural differences in the prevalence rates of the disorder may arise. Weissman et
al. (1996) reviewed data from 10 epidemiological studies from around the world (United
States, Canada, Puerto Rico, France, Germany, Italy, Lebanon, Taiwan, Korea, and New
Zealand) and found that insomnia, loss of energy, difficulty concentrating, and thoughts of
death and suicide were reported by the majority of depressed individuals in all of the coun-
tries sampled. On the other hand, other symptoms, such as poor appetite, feelings of worth-
lessness or guilt, and slowed thinking were not common at all sites. For instance, poor ap-
petite was a common symptom in non-Western countries (Lebanon, Korea, and Taiwan),
but not in Western countries. Thus, specific symptoms may vary in their ability to differen-
tiate between cases and noncases of depression across cultures.

Another demonstration of cultural differences in the extent to which specific symptoms
differentiate between depressed and nondepressed cases is provided by the 1991 WHO
study, in which Goldberg, Oldehinkel, and Ormel (1998) compared patients’ responses to
the General Health Questionnaire (GHQ; Goldberg, 1972) across study sites. The GHQ is a
self-report instrument of psychological distress and maladaptive behavior that has been
used to screen for psychiatric disorders in primary care and community settings. This scale
has good reliability and validity, and has been translated into many languages. Goldberg
and colleagues found that most GHQ items (which correspond to the individual symptoms
of depression) did not function in the same way across cultures. For example, “lost concen-
tration” and “enjoy activities” discriminated between depressed and nondepressed groups
for some cultures, but not for others. Only a few items functioned similarly across cultures.
For example, feelings of depression tended to have low specificity (i.e., were unable to iden-
tify individuals who were not depressed) and high sensitivity (i.e., were able to identify indi-
viduals who were depressed) across cultures, and feelings of worthlessness and loss of confi-
dence tended to have high specificity (were able to detect individuals who were not
depressed) and low sensitivity (were unable to detect individuals who were depressed)
across cultures.

The occurrence of a specific symptom may depend on how salient it is to members of
that particular culture.*For example, Pang (1995) used semistructured interviews to study
the experience of depression in elderly Korean immigrants. Pang found that many depressed
immigrants did not report feeling depressed; instead, they explained and communicated
their distress in terms of loneliness, family dynamics, or somatic complaints. In another
study, Jenkins (1997) asked European American and Latino (mostly Puerto Rican) individ-
uals with major depression and schizophrenia to describe their life situations. Almost half
of all subjects from both cultural groups failed to mention their illness in describing their
lives, focusing instead on emotional distress, restricted activities, significant life events, ac-
complishments, and relationships. However, European Americans were more likely to de-
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scribe their lives in terms of mental and physical illness than Latinos, and Latinos were
more likely to use the culturally acceptable term of nervios (Jenkins & Cofresi, 1998). Koss-
Chioino (1999) also found that depressed Puerto Rican women also reported visions of
spirits, prolonged and uncontrollable crying, and headaches, none of which are included in
the DSM diagnostic criteria.

Nonwestern cultures (e.g., Taiwanese, Korean, Phillipino, Arab, Turkish, Japanese) ap-
pear to emphasize the somatic symptoms of depression. Somatic symptoms may be more
salient to members of non-Western cultures than to members of Western cultures because
of beliefs about the integration of body and mind, of a lack of emphasis on emotional ex-
pression, and/or of a stigma attached to mental illness. For example, depressed inpatients
and outpatients (Ebert & Martus, 1994; Hamdi, Amin, & Abou-Saleh, 1997) in the United
Arab Emirates and Turkey were more likely to describe their depression in terms of somatic
concerns (such as psychomotor retardation, somatic anxiety, and hypochondriasis) as com-
pared to depressed individuals from Western cultures. Another study comparing depressed
African Americans and European Americans found that despite comparable levels of cogni-
tive and affective symptoms of depression, African Americans reported more somatic symp-
toms (Brown, Schulberg, & Madonia, 1996). In contrast, depressed Westerners were more
likely to report symptoms such as suicidal ideation and feelings of guilt. Similarly, Waza,
Graham, Zyzanski, and Inoue (1999) reviewed medical charts of patients in Japanese and
American primary care clinics who had received new diagnoses of depression. They found
that depressed Japanese patients were more likely to present with exclusively physical symp-
toms, whereas American patients were more likely to present with exclusively psychological
ones. Interestingly, according to a WHO study (Simon, Goldberg, et al., 1999), depressed
patients across cultures differed in their tendency to reveal somatic rather than emotional
distress to their primary care providers. For example, in Turkey and Greece, nearly all de-
pressed participants reported only physical symptoms as the reason for seeking a doctor.
Moreover, somatization occurred more frequently in walk-in primary care centers that did
not facilitate an ongoing relationship between patients and health care providers than those
that did. Thus, in some cases, somatic presentation may reflect the quality of relationship
between medical doctors and their patients.

Alternative Forms of Depressive Illness

Rates of depression may be lower in cultures where there exist alternative explanations for
depressive symptoms. That is, depressive symptoms may co-occur with other symptoms
that are part of another form of illness. The DSM-IV refers to disorders that have some de-
pressive symptoms but that have other defining features as “culture-bound syndromes.” Ex-
amples include hwa-byung in Korea (Lin et al., 1992), sinking beart among the Punjabi
Sikhs (Krause, 1989), pena in Ecuador (Tousignant & Maldonaldo, 1989), khoucherang in
Cambodia (D’Avanzo & Barab, 1998), neurasthenia or somatization in China (Grauer,
1984; Kleinman, 1982), and wacinko syndrome among the Sioux (Shore & Manson, 1981).
For example, hwa-byung (Lin et al., 1992) is defined by constricted and oppressed sensa-
tions in the chest, and sinking heart (Krause, 1989) by irregular movement and shrinking
sensation in the heart. Despite these unique features, some scholars have suggested that
these culture-bound syndromes are essentially subtle variants of depression (Mumford,
1996). For instance, Lin et al. (1992) found that Korean subjects with hwa-byung were
more likely to meet criteria for current and past major depression and had higher levels of
depressive symptoms than those without the disorder. The agreement was not perfect, how-
ever, with only a half of self-defined hwa-byung sufferers actually meeting criteria for major
depression. Similarly, Beiser et al. (1994) administered measures of depression, anxiety,
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somatization, and culture-bound syndromes to 1,348 Southeast Asian refugees and 319
Canadians and found that for both groups, reported symptoms were best described in terms
of depresston.

Does the existence of “culture-bound” syndromes affect the prevalence rate of depres-
sion? To address the question of whether lower prevalence rates of depression are related to
the greater prevalence of somatization, the WHO examined the prevalence of both disor-
ders in different primary care centers across the world (Simon, VonKorff, et al., 1999). Re-
searchers defined somatization as the presentation of unexplained medical symptoms or de-
nial of psychological symptoms of depression (to distinguish it from the mere reporting of
somatic symptoms). They found that rates of somatization were similar across cultures.
Moreover, when the ratio of somatic symptoms to psychological symptoms of depression
was examined, it became apparent that this ratio did not vary with culture. For example,
even though patients in Nagasaki, Japan, reported few overall symptoms compared to pa-
tients in Santiago, Chile, the ratio of somatic to psychological symptoms did not differ for
the two groups. These findings cast doubt on theories that somatization can account for
cross-cultural differences in the prevalence of depression. Future studies should assess
whether the same can be said for other culture-bound syndromes.

Environmental Stressors

Urbanization and Westernization have been hypothesized to have a negative effect on mental
health in general and levels of depression in particular (Freeman, 1988). A study conducted
in the United States found that urban samples were more depressed than rural samples (Blazer
et al., 1985). However, a study conducted in Indonesia found that psychological symptoms
were primarily associated with poverty and that inhabitants of villages in the process of ur-
banization with improved standards of living and increased socioeconomic development re-
ported fewer psychological symptoms (Bahar, Henderson, & Mackinnon, 1992). Similarly,
in Taiwan, rates of depression were twice as high in rural communities as compared to urban
communities (Cheng, 1989). Thus, urbanization may serve as a proxy for poverty in certain
countries. For example, in the United States, urban populations may be poorer than rural and
suburban population, whereas in other cultures the reverse may be true. Poverty has been
shown to be associated with depression (Murphy et al., 1991; Patel, Araya, de Lima,
Ludermir, & Todd, 1999). In fact, some differences in levels of depression between ethnic
groups may be entirely due to differences in socioeconomic status. For example, one study
found that African Americans had higher levels of depression than European Americans;
however, these differences disappeared when the researchers controlled for group differences
in socioeconomic status (Comstock & Helsing, 1979).

In summary, an enormous literature has documented and attempted to explain the sub-
stantial variation in prevalence rates of depression across cultures. Clearly, there is evidence
that the use of diagnostic labels, the salience/occurrence of specific symptoms, and the exis-
tence of alternative forms of illness and of environmental stressors have some influence. Fu-
ture research is needed to examine how these factors interact with each other and to assess
the degree to which they influence prevalence rates of depression.

Different Conceptions of Depressive Symptoms across Cultures

Although the bulk of biomedical studies on depression across cultures has focused on
prevalence rates of depression, another body of research examines whether culture influ-
ences the basic elements or factors that comprise depression by examining the relationships
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among different depressive symptoms. To achieve this, researchers typically employ factor
analytic techniques. For example, studies of British patients (Goldberg & Hillier, 1979;
Goldberg, Rickels, Downing, & Hesbacher, 1976; Huppert, Walters, Day, & Elliott, 1989)
found that the factor structure of the GHQ was comprised of four or six (one primary-
order and five second-order) factors, including depression, anxiety, insomnia, social dys-
function, somatic symptoms, and diminished coping capacity. Most of the studies validat-
ing the GHQ among non-Western populations, such as adolescents (Shek, 1993) and par-
ents of mentally handicapped children (Shek & Tsang, 1995) in Hong Kong, Japanese
students (Takeuchi & Kitamura, 1991), and Turkish immigrants in Australia (Stuart, Khim-
idis, Minas, & Tuncer, 1993), find comparable factor structures, suggesting that in these
cultures the basic elements that comprise depression are similar. Other studies with differ-
ent cultural groups (Mexican general practice patients, middle-aged and elderly Japanese),
however, have reported more factors (Medina-Mora et al., 1983; Ohta, Kawasaki, Araki,
Mine, & Honda, 1995). For example, Ohta and colleagues (1995) found that depressive
symptoms were described by eight factors (depression, anxiety and tension, anergia, inter-
personal dysfunction, difficulty in coping, insomnia, anhedonia, and social avoidance) in a
sample of middle-aged and elderly Japanese. This finding suggests that for these groups, the
underlying elements of depression may differ.

Another widely used self-report measure of depression is the Center for Epidemiologi-
cal Studies—Depression Scale (CES-D) (Radloff, 1977). Radloff (1977) found that in Euro-
pean American community samples, depressive symptoms were organized into four factors:
depressed affect, positive affect, somatic and retarded activity, and interpersonal problems.
Studies conducted with members of non-Western cultures and ethnic minorities, however,
reveal different factors. For example, a study of older community samples from several
Asian countries, including Indonesia, North Korea, Myanmar, Sri Lanka, and Thailand,
found that the four-factor structure described above, with an additional general factor of
depression, applied well to Indonesia and Thailand, but not to Korea, Sri Lanka, and
Myanmar (Mackinnon, McCallum, Andrews, & Anderson, 1998). Interestingly, for all the
samples, the depression and somatic factors were highly correlated (.92-.98), which is con-
sistent with prevailing beliefs that emotions in many Asian cultures are situated in the body,
as demonstrated by traditional Chinese medicine and Ayurvedic medicine. These systems of
medicine view problems as psychobiological rather than purely psychological and expect
emotional distress to be expressed through bodily complaints (Barnes, 1998). Thus, syn-
dromes similar to depression are attributed to deficiencies in the functioning of bodily or-
gans, such as kidney, heart, or spleen (Ots, 1990) or the imbalance of elements or humours
in the body (Krause, 1989). Thus, it is possible that depression is comprised of three factors
(e.g., positive affect, interpersonal problems, and a factor combining the depression and so-
matic factors) for samples from Korea, Sri Lanka, and Myanmar rather than four, as found
for European Americans. Beliefs about the integration of mind and body also exist in many
Native American cultures; therefore, it is not surprising that a factor combining affective
and somatic symptoms of depression has been found for Native American boarding school
students (Dick, Beals, Keane, & Manson, 1994) and Native American adults (Somervell et
al., 1993) as well.

Studies conducted with immigrant groups in the United States also support claims that
cultural differences in the factor structure of depression may reflect cultural differences in
conceptions of emotion and mental health. As immigrants become more acculturated to
American culture, their conceptions of depression begin to resemble those of American cul-
ture. For example, several studies have found that whereas a two-factor structure (i.e., de-
pression and well-being) best fits CES-D data obtained from older Latino immigrants, CES-
D data obtained from younger Latino immigrants best fit a three- or four-factor structure
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(Golding & Aneshensel, 1989; Guernaccia, Angel, & Lowe Worobey, 1989; Miller,
Markides & Black, 1997; Stroup-Benham, Lawrence, & Trevifio, 1992). In one study com-
paring the CES-D factor structure for Mexican American and Puerto Rican women (Stroup-
Benham et al., 1992), two- and three-factor solutions fit recent immigrant’ responses best,
whereas four-factor solutions were more appropriate for Hispanics born in the United States.
Research focusing on Asian and Asian American samples report similar findings. Groups
that are less oriented to American culture are less likely to produce the European American
four-factor structure. A study of mostly foreign-born monocultural Chinese American adults
living in Chinatown, San Francisco, revealed a three-factor structure (Ying, 1988), with de-
pressed and somatic factors combined. On the other hand, a five-factor solution with de-
pression, interpersonal, positive affect, and two somatic factors was obtained for a sample of
bicultural Chinese American college students (Ying, Lee, Tsai, Yeh, & Huang, 2000).
Cultural differences have emerged in the order of extraction of different factors, sug-
gesting that the most significant elements of depression also vary across cultures. For exam-
ple, social dysfunction emerged as a first factor for the GHQ-60 among Japanese students
(Takeuchi & Kitamura, 1991) and Spanish adults (Vazquez-Barquero, Williams, Diez-
Manrique, Lequerica, & Arenal, 1988), whereas it was one of the last factors that was ex-
tracted for Chinese and British samples (Huppert et al., 1989; Shek, 1993). This pattern of
extraction may indicate that the social dimension is relatively more important in the experi-
ence of distress for Japanese and Spanish adults than for Chinese students or for a British
community sample. Somatic symptoms comprised the first extracted factor for a sample of
Mexican patients {(Medina-Mora et al., 1983) and Chinese students (Chan, 1985), suggest-

ing that the somatic aspects of depression may be more significant for these groups than the
affective and interpersonal ones.

In summary, researchers employing the biomedical approach have also explored the in-
fluence of culture on conceptions of depression, as manifested by the factor structure of dif-
ferent symptoms of depression. Findings from these studies suggest that although the symp-
toms may be the same across cultures, how they relate to each other and what elements they
represent may differ. One major criticism of this work is that the types of elements that can
be found depend on what symptoms are assessed. Thus, some elements of depression or
depression-like disorders in different cultures may not be represented well by Western diag-
nostic instruments. Future studies should include other symptoms and then test the equiva-
lence of various factor structures across cultural groups.

OTHER APPROACHES TO STUDYING DEPRESSION ACROSS CULTURES

Both ethnographic and biomedical approaches to studying depression have taught us im-
portant lessons about the role culture plays in this disorder. Each approach, however, has
important limitations. While ethnographic studies capture the depth of meaning of symp-
toms associated with depression, they preclude extensive comparison across cultures. Bio-
medical studies, however often gloss over important differences in the meanings of depres—
sive symptoms by defining a priori what depression is. Moreover, both approaches tend to
rely on self-report data, and neither approach explicitly links cultural variables to depres-
sive symptoms. Both clinicians and scientists recognize the importance of developing new
approaches to studying psychopathology across cultures that address these limitations. FOI
example, Ritsher, Ryder, Karasz, and Castille (2002) argue that qualitative and quantltanve
methods of data collection should be combined in the study of psychopathology across cul—
tures. In this next section, we discuss other approaches that address these limitations ang
that promise to reveal more about the influence of culture on depression. g
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Measuring Culture by Integrating Interview
and Questionnaire Methods

Although a plethora of studies have focused on how culture influences different aspects of
depression, few studies have clearly defined or measured culture. Neither ethnographic
nor epidemiological studies demonstrate that cultural variables (e.g., values, ideas, prac-
tices) are causally linked to different conceptions of illness. By integrating interview and
questionnaire methods, researchers can identify the specific aspects of a given culture that
are hypothetically influencing depression (e.g., religious beliefs, conception$ of illness, en-
gagement in rituals, orientation to social relationships, locus of control), measure these
variables in their samples, and then examine whether a relationship between those vari-
ables and depression actually exists. For example, ethnographers have found that cultures
differ in whether their members view life events as internally or externally caused, as dis-
positional or situational, or as event-specific or global, which in turn may influence their
susceptibility to depression. According to the hopelessness theory of depression
(Abramson, Metalsky, & Alloy, 1989), individuals who tend to attribute negative events
to internal, stable, and global causes may be at increased risk for depression (Fazio &
Palm, 1998; Tripp, Catano, & Sullivan, 1997). However, in certain cultures, these attri-
bution styles may be more normative than in European American culture, and therefore
members of these cultures may be more susceptible to depressive feelings. For example,
one study (Anderson, 1999) compared the attributional styles of Chinese and American
students and found that Chinese students used more maladaptive attributions in imagined
and scripted situations than American students. That is, they tended to attribute failures
rather than successes to their internal abilities and traits. Chinese students in this study
also reported higher levels of depression than American students, suggesting that their at-
tributional styles made them more susceptible to depression. Because this study examined
levels of depressive symptoms only, we do not know whether cultural differences in attri-
bution styles result in different rates of clinical depression. We should also note that the
magnitude of the correlation between attributional styles and levels of depression has been
found to vary cross-culturally as well. Sakamoto and Kambara (1998) found that the de-
pressive consequences of attributing negative events to internal, stable, and global causes
are less for Japanese students compared to Western subjects. Despite these caveats, the
studies illustrate how one might measure a specific cultural factor and then examine its re-
lationship to depression.

Studies that directly measure cultural variables may also reveal which variables are
not related to depression. Having an external locus of control, or believing that life events
are out of one’s personal control, is thought to be a risk factor for depression (Benassi,
Sweeney, & Dufour, 1988; Neff & Hoppe, 1993; Rotter, 1966). For example, Mirowsky
and Ross (1984) found that among Mexican Americans and Mexicans, being fatalistic
(ie., having an external locus of control) was predictive of higher levels of depression.
However, cross-cultural studies have demonstrated that the association between external
locus of control (or fatalism) and depression is not universal. While having an external lo-
cus of control was positively correlated with levels of depression for American and
Turkish college students, it was not for Nigerian or Filipino college students (Akande
& Lester, 1994; Lester, Castromayor, & Icli, 1991). Similarly, Sastry and Ross (1998)
found that although having personal control was related to lower levels of depression
across cultural groups, the magnitude of the correlation was weaker for Asian Americans
and South Koreans, Indians, Chinese, and Japanese than for non-Asians living in the
United States and living abroad. Thus, by measuring cultural variables directly, we can
test specific hypotheses about the relationships between specific cultural variables and de-
pression.
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Focusing on Emotional, Cognitive, and Social Functioning

Surprisingly few studies have examined whether individuals diagnosed with depression, or a
disorder comparable to depression, show the same types of impairments in emotional, cog-
nitive, and social functioning across cultures. By examining deficits in psychological func-
tioning, researchers can transcend the diagnostic challenges that accompany studying de-
pression across cultures to assess whether the effects of the disorders, however defined, are
the same. For instance, depression impairs the perception of emotional cues: depressed indi-
viduals are less able to detect positive and negative emotional words than nondepressed in-
dividuals (Wexler et al., 1994). Depression also influences the behavioral and physiological
aspects of emotional responding. In terms of expressive behavior, depressed individuals ex-
press less happiness while imagining happy events (Berenbaum, 1992; Schwartz, Fair, Salt,
Mandel, & Klerman, 1976) and during clinical interviews (Ekman, Matsumoto, & Friesen,
1997; Ellgrip, 1989). However, depressed individuals also demonstrate more contempt,
anger, and disgust than nondepressed individuals while imagining disgusting events (Beren-
baum, 1992) and during clinical interviews (Ekman et al., 1997). Surprisingly, depressed
and nondepressed individuals do not differ in their facial expressions of sadness when imag-
ining sad events (Schwartz et al., 1976). Other studies have found differences between de-
pressed and nondepressed individuals in their physiological responses during challenging
tasks (e.g., mental arithmetic). Depressed individuals demonstrate faster heart rates and
smaller skin conductance responses compared to nondepressed individuals (Dawson, Schell,
& Catania, 1977; Zeiner, 1975). These studies and others (Davidson, 1998) collectively
demonstrate that depression influences the physiological and behavioral components of
emotion. Future studies should examine whether the individuals with somatization, hwa-
byung, or other disorders thought to be similar to depression show similar deficits to deter-
mine whether the disorders are the same along these lines.

Using Physiological and Behavioral Measures

Most studies of depression across cultures rely primarily on the self-reports of the patients
themselves, or on the relatively unsystematic observations of others. While valuable, self-
report data are susceptible to numerous biases, including self-presentation biases, unrelia-
bility, and contextual demands. Because of these biases, researchers have made inferences
about the meaning of these self-reports that may or may not be justified. As described
above, depression affects not only subjective emotional experience, but physiological func-
tioning and interpersonal behavior as well. Moreover, differences among different subtypes
of depression may be clarified using these procedures. For example, Lader and Wing (1969)
found pulse rate differences between agitated and retarded depressed patients, Given exist-
ing physiological measurement techniques and microanalytic behavioral coding systems
(e.g., Facial Action Coding System, Specific Affect System), the field is well equipped to
move beyond self-report when assessing depression across cultures. It is possible that physi-
ologically, depression looks quite similar across cultures, but that behaviorally, it looks
quite different.

For instance, we conducted a study that examined the effects of depression on the emo-
tional responses of Spanish-speaking Latinas to sad and amusing film clips, using physiolog-
ical, behavioral, and self-report measures (Tsai, Pole, Levenson, & Mufioz, 2002). In terms
of physiological responding, depressed Latinas demonstrated lower levels of skin conduc-
tance activity than did their nondepressed peers. Interestingly, this finding was consistent
with a body of literature on depression in Anglo-American samples, which suggests that de-
pressed individuals have lower levels of skin conductance response than nondepressed indi-
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viduals (Dawson et al., 1977; Donat & McCollough, 1983; Greenfield, Katz, Alexander, &
Roessler, 1963; lacono et al., 1983; Lader & Wing, 1969; McCarron, 1973; Noble & Lad-
er, 1971; Zuckerman, Persky, & Curtis, 1968). Thus, there may be a universal, physiologi-
cal substrate of depression. Depressed Latinas also reported feeling more anger and con-
tempt during both film clips and showed fewer unfelt smiles during the amusing film clip
compared to their nondepressed peers. These findings were somewhat inconsistent with the
literature on the effects of depression on Anglo-American groups (Berenbaum & Oltmanns,
1992), suggesting that the effects of depression on subjective emotional experience and be-
havior may differ across cultures. Thus, studies that employ physiological and behavioral
measures will considerably advance our knowledge about the effects of depression on dif-
ferent levels of functioning and how these effects vary by culture.

FUTURE DIRECTIONS

In this chapter, we have reviewed ethnographic and biomedical approaches to understand-
ing depression across cultures. Despite their different theoretical and methodological ap-
proaches, both have demonstrated the various ways in which culture may influence depres-
sion—from concepts of depression and illness, to diagnosis, to the meaning of depressive
symptoms. On the one hand, it is sobering to realize how little we know about depression
across cultures. On the other hand, we are encouraged by current techniques that may sig-
nificantly advance our knowledge base. Perhaps by using different approaches, we can
move beyond simply measuring depression and instead examine more comprehensively how
culture influences other aspects of depression, such as its relationship to other disorders, the
course of depression, the protective and risk factors associated with depression, and the
treatment of depression and related disorders. We discuss each of these topics in detail.

How Does Culture Influence the Comorbidity of Depression
with Other Disorders?

Research focusing on depression tends to conceptualize it as a phenomenon that is distinct
and separate from other forms of psychopathology. This assumption may not be true. In-
stead, depression may be more appropriately viewed as one possible expression of psycho-
logical distress. Existing literature suggests that the degree of comorbidity of depression
with other disorders differs substantially across cultures (Merikangas et al., 1996). For ex-
ample, the odds ratic for the association of depression with an anxiety disorder is 2.7 in
Switzerland, but 14.9 in Puerto Rico. These differences indicate that “pure” depression may
be an exception rather than the norm across cultures. Studies of comorbidity of mental dis-
orders (Krueger, 1999) have revealed that depression functions as one of the indicators of a
higher order internalizing factor. Other indicators include other mood (such as dysthymia)
and anxiety (such as phobias and generalized anxiety disorder) diagnoses. Thus, the pursuit
of studying depression across cultures in isolation from other internalizing disorders may be
of limited value. Future research should examine the comorbidity of depression with other
disorders across cultures.

Is the Course of Depression and Depression-Like Disorders
Similar across Cultures?

Much remains to be learned about the impact of cultural variables on the course and out-
come of depression. Does depression remit faster in some cultural contexts than in others?
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What aspects of the culture facilitate or hinder this process? Very few studies have attempt-
ed to answer this question. The World Health Organization Collaborative Study examined
cases of depression in Canada, Iran, Japan, and Switzerland and followed them 10 years lat-
er (Thornicroft & Sartorius, 1993). With the exception of social dysfunction, outcome and
course variables differed significantly by site. Japan had the highest proportion of cases
with poor clinical and social outcomes, whereas Canada had the highest proportion of cases
with poor course, characterized by longer duration of depressive episodes and fewer remis-
sions. However, these comparisons did not control for differences in severity of depression
at baseline or availability of treatment, and therefore should be interpreted cautiously.
Ormel et al. (1994) found that psychiatric diagnoses were associated with increased disabil-
ity across cultures, although the degree of occupational and physical disability associated
with psychiatric diagnoses varied across centers. Another study of course and outcome of
acute affective disorder in rural and urban clinics in India (Brown et al., 1998) reported that
100% of depressed participants experienced brief recovery period (defined as at least 1
month free of any symptoms) during the year after the initial assessment. A substantial
number of patients (71%) sustained recovery at 1-year follow-up, a considerably greater
percentage than that of the United States (28-52%; from Picinelli & Wilkinson, 1994). It is
unclear, however, what aspects of Indian culture are responsible for this finding. Moreover,
the evaluations in the Indian study were performed by the treating psychiatrists, which may
have influenced the results. Clearly, future work assessing the specific aspects of culture that
may be responsible for these differences must be conducted. Furthermore, the use of physio-
logical and behavioral techniques may also provide more objective assessments of improve-
ment than standard instruments.

Are the Factors that Place Individuals at Risk for Depression
Similar across Cultures?

After decades of intensive research, a number of risk factors for depression have been de-
scribed for Western samples: being female, experiencing negative and stressful life events,
being physically ill, lacking education, having financial difficulties, not working, and lack-
ing social support. To what extent, if any, do these factors also place members of other cul-
tures at risk for depression or depression-like states? A number of studies have identified the
same risk factors for non-Western cultures (Chen et al., 1999; Hwu et al., 1996; Madianos
& Stefanis, 1992; Patel et al., 1999), although much more work is needed. For example,
some studies that investigated the risk factors for depression among European and African
Americans found that, for both groups, gender, marital status, and socioeconomic status
(Jones-Webb & Snowden, 1993) and dissatisfaction with personal relationships (Rod-
riguez, Allen, Fronglio, & Chandra, 1999) were associated with depression. Similarly, the
positive link between interpersonal sensitivity (appraising interpersonal situations as threat-
ening, needing approval, being timid, and having separation anxiety) and depression that
has been documented for Western samples (Boyce et al., 1992) has also been replicated for
a sample of Japanese hospital workers (Sakado et al., 1999). However, other factors, such
as being widowed or unemployed, were less predictive of depression among African Ameri-
cans as compared to European Americans, and while higher income has been shown to be a
protective factor against depression, this association is stronger for African Americans than
for European Americans (Cockerham, 1990).

Another way in which culture may influence vulnerability to depression is via percep-
tions of the self. Self-discrepancy theory (Higgins, 1989) purports that the greater the dis-
crepancy between how one would like to be (“ideal self”) and how one is (“actual self”),:
the more susceptible one is to depression. This theory is consistent with Western cultural
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values that place a premium on having a positive image about oneself. Heine and Lehman
(1999), however, found that the relationship between depression and discrepancies between
ideal and actual selves is stronger for European Canadians than for Japanese, with a bicul-
tural Asian Canadian sample falling in between the two groups. Thus, actual-ideal self-
discrepancy may be less of a risk factor for depression for Asian than for European cultural
groups, perhaps because Asian cultures place less emphasis on promoting the self than do
Western cultures. In fact, Cheung (1997) found that the discrepancy between actual and un-
desirable selves predicted levels of depression among Hong Kong adolescents better than
did the discrepancy between actual and ideal selves. Moreover, for these adolescents, dis-
crepancy in identity based on social roles, rather than on individual characteristics, predict-
ed levels of depression. This finding is consistent with reports that Asians are more interde-
pendent than Westerners, that is, they base their identities more on relationships with
others (Markus & Kitayama, 1991). Thus, the above findings suggest that some of the fac-
tors that place individuals at increased risk for depression in the United States do not func-
tion in the same way in other cultural contexts.

In addition, research should focus on the factors that protect individuals from depres-
sion. For example, Vega and colleagues (1998) found that Mexicans living in Mexico had
lower rates of depression than did Mexican-born immigrants living in the United States or
American-born Mexicans living in the United States. The authors suggest that Mexicans liv-
ing in Mexico have stronger support networks, and that this social structure protects indi-
viduals from experiencing depression. Similarly, Obeyeskere (1985) suggests that Buddhist
philosophical beliefs also protect one from depression or paralyzing feelings of loss and
emptiness.

How Does Culture Influence the Effectiveness of Treatments for Depression?

Culture has been thought to influence all aspects of the treatment process, ranging from the
utilization of mental health services to beliefs about the therapist—lient relationship, to the
effectiveness of particular psychotherapeutic as well as psychopharmacological interven-
tions. Although an enormous literature exists regarding the influence of culture on the treat-
ment of depression, this literature is comprised primarily of case studies (e.g., Cheung &
Lin, 1997; Eisenbruch, 1983; Ruiz, 1998) and clinical guidelines (Sue & Sue, 1999; Peder-
son, Draguns, Lonner, & Trimble, 1996). Few empirical studies have actually been con-
ducted on the effects of culture on various aspects of the treatment process.

What are the ways in which common treatments for depression are imbued with West-
ern values and assumptions? Toukmanian and Brouwers (1998) argue that despite the
conceptual and technical differences between psychodynamic, cognitive-behavioral, and
humanistic-existential psychotherapies, “all are formulated from the basic premise that
problems reside within the individual, that change is an internal process, and that the re-
sponsibility for bringing about this change rests primarily with the individual” (p. 113).
Thus, Western psychotherapeutic treatments may be less effective with individuals whose
cultures place less emphasis on internal processes and who do not view the individual as the
basic unit of experience than those that do. For example, interventions that emphasize per-
sonal agency may be ineffective for cultural groups that view behavior as externally influ-
enced (Kaiser, Katz, & Shaw, 1998). In addition, many Western treatments are based on
the notion that disclosing one’s feelings alleviates distress and is a necessary ingredient for
change. However, in many Asian cultures, disclosing one’s distressing experiences may re-
sult in great shame rather than great relief (Toukmanian & Brouwers, 1998).

Of the empirical studies of cultural influences on the treatment of depression, the
bulk of the literature has focused on cultural and ethnic differences in the utilization of
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mental health services. For example, Sue, Fujino, Hu, Takeuchi, and Zane (1991) found
that within the United States, ethnic groups vary in their utilization of mainstream mental
health services. Specifically, Asian Americans are less likely to go to psychiatric and com-
munity mental health clinics compared to their European American counterparts and only
do so as a last resort. This finding is consistent with reports that mainland Chinese are
more likely to go to medical health centers for psychological and emotional problems than
they are to go to mental health services (Kleinman, 1986). Moreover, over 60% of Asian
Americans who actually seek services do not return after the first sesston. Ethnic differ-
ences in the use of mainstream mental health services may reflect the Western orientation
of such services as well as the emphasis on Western conceptions of depression in these set-
tings. Takeuchi, Sue, and Yeh (1995) found that in Los Angeles, Asian American, African
American, and Mexican American clients were more likely to remain in mental health
programs if those programs were oriented toward their cultural heritage. Moreover, mem-
bers of non-Western cultural groups often use other services (e.g., traditional healers) to
address psychological and emotional concerns. Even among individuals who attend main-
stream mental health services, a significant percentage of patients are concurrently receiv-
ing some form of complementary and alternative care, particularly those with depressive
symptoms (Knaudt, Connor, Weisler, Churchill, & Davidson, 1999; Unuetzer et al.,
2000).

To address possible differences in values, beliefs, traditions, and expectations between
the Western clinician and the non-Western client, a number of clinicians have proposed
ways of adjusting Western treatments for depression. For example, Randall (1994) discuss-
es ways of adjusting traditional cognitive-behavioral techniques for use with disadvantaged
African American women. Even psychopharmacological treatments have had to be adjusted
for use with non-Western clients. For example, Hispanic patients require less antidepressant
medication and report more side effects at lower dosages than do their white counterparts
(Marcos & Cancro, 1982; Mendoza, Smith, Poland, Lin, & Strickland, 1991). Despite the
plethora of recommendations regarding the adjustment of Western therapies for the treat-
ment of non-Western groups, few studies have actually empirically examined whether these
cultural adjustments improve the effectiveness of various treatments of depression. Clearly,
this research is needed.

Almost no cross-cultural studies have compared the effectiveness of Western treat-
ments of depression with those that may be more indigenous to a particular culture. How-
ever, a number of researchers are beginning to explore non-Western treatments and their ef-
fects on depression in Western populations. For example, Allen, Schnyer, and Hitt (1998)
found that acupuncture provided symptom relief to depressed women, compared to wait-
list controls. Similarly, Roeschke et al. (2000) found that depressed patients taking mi-
anserin (a tetracyclic antidepressant) who also received acupuncture improved more than
patients who received placebo acupuncture and those who did not receive any acupuncture.
Future studies should compare the characteristics of Western and non-Western treatments
for depression to assess their similarities and differences and to determine how these simi-
larities and differences influence treatment effectiveness across cultural contexts.

REFERENCES

Abramson, L. Y., Metalsky, G. 1., & Alloy, L. B. (1989). Hopelessness depression: A theory-based :

subtype of depression. Psychological Review, 96, 358-372. .
Akande, A., & Lester, D. (1994). Suicidal preoccupation, depression and locus of control in Nigerians
and Americans. Personality and Individual Differences, 16(6), 979.




Understanding Depression across Cultures 485

Allen, J. B., Schnyer, R. N., & Hitt, S. K. (1998). The efficacy of acupuncture in the treatment of ma-
jor depression in women. Psychological Science, 9(5), 397-401.

Anderson, C. A. (1999). Attributional style, depression, and loneliness: A cross-cultural comparison
of American and Chinese students. Personality and Social Psychology Bulletin, 25(4), 482—499.

Bahar, E., Henderson, A. S., & Mackinnon, A. J. (1992). An epidemiological study of mental health and
socioeconomic conditions in Sumatra, Indonesia. Acta Psychiatrica Scandinavica, 85(4),257-263.

Barnes, L. L. (1998). The psychologizing of Chinese healing practices in the United States. Culture,
Medicine and Psychiatry, 22(4), 413-443.

Beiser, M., Cargo, M., & Woodbury, M. A. (1994). A comparison of psychiatric disorder in different
cultures: Depressive typologies in Southeast Asian refugees and resident Canadians. International
Journal of Methods in Psychiatric Research, 4, 157-172.

Benassi, V. A., Sweeney, P. D., & Dufour, C. L. (1988). Is there a relation between locus of control
orientation and depression? Journal of Abnormal Psychology, 97(3), 357-367.

Berenbaum, H. (1992). Posed facial expressions of emotion in schizophrenia and depression. Psycho-
logical Medicine, 22, 929-937. :

Berenbaum, H., & Oltmanns, T. F. (1992). Emotional experience and expression in schizophrenia
and depression. Journal of Abnormal Psychology, 101, 37-44.

Bland, R. C. (1997). Epidemiology of affective disorders: A review. Canadian Journal of Psychology,
42, 367-377.

Blashfield, R. K. (1984). The classification of psychopathology: Neo-Kraepelinian and quantitative
approach. New York: Plenum Press.

Blazer, D., George, L. K., Landerman, R., Pennybacker, M., Melville, M. L., Woodbury, M., Manton,
K. G., Jordan, K., & Locke, B. (1985). Psychiatric disorders: A rural/urban comparison. Archives
of General Psychiatry, 42(7), 651-656.

Boyce, P., Hickie, I, Parker, G,, Mitchell, P., Withelm, K., & Brodaty, H. (1992). Interpersonal sensi-
tivity and the one-year outcome of a depressive episode. Australian and New Zealand Journal of
Psychiatry, 26(2), 156-161.

Brown, A. S., Varma, V. K., Malhotra, S., Jilona, R. C., Conover, S. A., & Susser, E. S. (1998).
Course of acute affective disorders in a developing country setting. Journal of Nervous and Men-
tal Disease, 186{(4), 207-213.

Brown, C., Schulberg, H. C., & Madonia, M. J. (1996). Clinical presentations of major depression by
African-Americans and whites in primary medical care practice. Journal of Affective Disorders,
41(3), 181-191.

Chan, D. W. (1985). The Chinese version of the General Health Questionnaire: Does language make
a difference? Psychological Medicine, 15, 147-155. '

Chen, R., Copeland, J. R., & Wei, L. (1999). A meta-analysis of epidemiological studies in depression
of older people in the People’s Republic of China. International Journal of Geriatric Psychiatry,
14, 821-830.

Cheng, T. A. (1989). Urbanization and minor psychiatric morbidity: A community study in Taiwan.
Social Psychiatry and Psychiatric Epidemiology, 24(6), 309-316.

Cheung, F., & Lin, K. M. (1997). Neurasthenia, depression and somatoform disorder in a Chinese-
Vietnamese woman migrant. Culture, Medicine and Psychiatry, 21, 247-258.

Cheung, S. K. (1997). Self-discrepancy and depressive experiences among Chinese early adolescents:
Significance of identity and the undesirable self. International Journal of Psychology, 32(5),
347-359.

Cockerham, W. C. (1990). A test of the relationship between race, socioeconomic status, and psycho-
logical distress. Social Science and Medicine, 31(12), 1321-1326.

Comstock, G. W., & Helsing, K. J. (1976). Symptoms of depression in two communities. Psychologi-
cal Medicine, 6{(4), 551-563.

Crittenden, K. S., Fugita, S. S., Bae, H., Lamug, C. B,, & Lin, C. (1992). A cross-cultural study of self-
report depressive symptoms among college students. Journal of Cross-Cultural Psychology,
23(2), 163-178.

D’Avanzo, C. E., & Barab, S. A. (1998). Depression and anxiety among Cambodian refugee women
in France and the United States. Issues in Mental Health Nursing, 19, 541-556.



486 DEPRESSION IN SPECIFIC POPULATIONS

Davidson, R. (1998). Anterior electrophysiological asymmetries, emotion, and depression: Conceptu-
al and methodological conundrums. Psychophysiology, 35, 607-614.

Dawson, M. E., Schell, A., & Catania, J. (1977). Autonomic correlates of depression and clinical im-
provement following electroconvulsive shock therapy. Psychophysiology, 14, 569-578.

Dick, R. W., Beals, J., Keane, E. M., & Manson, S. M. (1994). Factorial structure of the CES-D
among American Indian adolescents. Journal of Adolescence, 17, 73-79.

Donat, D. C., & McCullough, J. P. (1983). Psychophysiological discriminants of depression at rest
and in response to stress. Journal of Clinical Psychology, 39, 315-320.

Ebert, D., & Martus, P. (1994). Somatization as a core symptom of melancholic type depression: Evi-
dence from a cross-cultural study. Journal of Affective Disorders, 32, 253-256.

Eisenbruch, M. (1983). “Wind illness” or somatic depression?: A case study in psychiatric anthropol-
ogy. British Journal of Psychiatry, 143, 323-326.

Ekman, P., Matsumoto, D., & Friesen, W. (1997). Facial expressions in affective disorders. In P. Ek-
man & E. Rosenberg (Eds.), What the face reveals. New York: Oxford University Press.

Eligrip, H. (1989). Nonverbal communication in depression. New York: Cambridge University Press.

Fazio, N. M., & Palm, L. J. (1998). Attributional style, depression, and grade point averages of col-
lege students. Psychological Reports, 83(1), 159-162.

Freeman, H. L. (1988). Psychiatric aspects of environmental stress. International Journal of Mental
Health, 17(3), 13-23.

Goldberg, D. P. (1972). The detection of psychiatric illness by questionnaire. Oxford, UK: Oxford
University Press.

Goldberg, D. P., & Hillier, V. F. (1979). A scaled version of the General Health Questionnaire. Psy-
chological Medicine, 9, 139-145.

Goldberg, D. P., Oldehinkel, T., & Ormel, J. (1998). Why GHQ threshold varies from one place to
another. Psychological Medicine, 28, 915-921.

Goldberg, D. P., Rickels, K., Downing, R., & Hesbacher, P. (1976). A comparison of two psychiatric
screening tests. British Journal of Psychiatry, 129, 61-67.

Golding, J. M., & Aneshensel, C. S. (1989). Factor structure of the Center for Epidemiological Studies
Depression Scale among Mexican Americans and non-Hispanic whites. Journal of Consulting
and Clinical Psychology, 1(3), 163-168.

Good, B. J., Del Vecchio, M., & Moradi, R. (1985). Interpretation of Iranian depressive illness and
dysphoria. In A. Kleinman & B. Good (Eds.). Culture and depression: Studies in the anthropolo-
gy and cross-cultural psychiatry of affect and disorder (pp. 369-428). Berkeley and Los Angeles:
University of California Press.

Grauer, H. (1984). Geriatric depression in the West and the Far East. Psychiatric Journal of the Uni-
versity of Ottawa, 9(3), 118-120.

Greenfield, N. S., Katz, D., Alexander, A. A., & Roessler, R. (1963). The relationship between physi-
ological and psychological responsivity: Depression and galvanic skin response. Journal of Ner-
vous and Mental Disease, 136, 535-539.

Guernaccia, P. J., Angel, R., & Lowe Worobey, J. (1989). The factor structure of the CES-D in the
Hispanic Health and Nutrition Examination Survey: The influences of ethnicity, gender and lan-
guage. Social Science and Medicine, 29(1), 85-94.

Hamdi, E., Amin, Y., & Abou-Saleh, M. T. (1997). Performance of the Hamilton Depression Rating
Scale in depressed patients in the United Arab Emirates. Acta Psychiatrica Scandinavica, 96,
416-423.

Heine, S. J., & Lehman, D. R. (1999). Culture, self-discrepancies, and self-satisfaction. Personality
and Social Psychology Bulletin, 25(8), 915-925.

Higgins, E. T. (1989). Self-discrepancy theory: What patterns of self-beliefs cause people to suffer? In
L. Berkowitz (Ed.), Advances in experimental social psychology (Vol. 22, pp. 93-136). San
Diego: Academic Press.

Huppert, F. A., Walters, D. E., Day, N. E., & Elliott, B. J. (1989). The factor structure of the General
Health Questionnaire (GHQ-30): A reliability study on 6,317 community residents. British Jour-
nal of Psychiatry, 155, 178-185.

Hwu, H.-G., Chang, I -H., Yeh, E.-K., Chang, C.-J., & Yeh, L.-L. (1996). Major depressive disorder

inT
Dis:
Jacono,
" den
pre:
Jenkins,
Lat
Jenkins,
ana
60,
Jones-W
Anr
Kaiser,
Ka
17
Katz, N
stu
tee
Kessler
U.
de
Kleinm
C
Kleinm
m
Kleinn
cr
ni
Knaud
aj
Koss-(
H
Krame¢
Kraus
2
Kroek
p
Kruep
9
Kuo,
4
Lader
J
Leste

Lewt

Lin,

Lin,



Understanding Depression across Cultures 487

in Taiwan defined by the Chinese Diagnostic Interview Schedule. Journal of Nervous and Mental
Disease, 184(8), 497-502.

Jacono, W. G., Lykken, D., Peloquin, L., Lumry, A., Valentine, R. H., & Tuason, V. (1983). Electro-
dermal activity in euthymic unipolar and bipolar affective disorders: A possible marker for de-
pression. Archives of General Psychiatry, 40, 557-565.

Jenkins, J. H. (1997). Subjective experience of persistent schizophrenia and depression among U.S.
Latinos and Euro-Americans. British Journal of Psychiatry, 171, 20-25.

Jenkins, J. H., & Cofresi, N. (1998). The sociosomatic course of depression and trauma: A cultural
analysis of suffering and resilience in the life of a Puerto Rican woman. Psyabosomatic Medicine,
60, 439-447.

Jones-Webb, R. J., & Snowden, L. R. (1993). Symptoms of depression among blacks and whites.
American Journal of Public Health, 83(2), 240-244.

Kaiser, A. S., Katz, R., & Shaw, B. F. (1998). Cultural issues in the management of depression. In S. S.
Kazarian & D. R. Evans (Eds.), Cultural clinical psychology: Theory, research, and practice (pp.
177-214). New York: Oxford University Press.

Katz, M. M., LeBars, P., Itil, T. M., Prilipko, L., & DeGiralamo, G. (1994). A cross-national case
study of depression: Video analysis of symptoms and expressive behavior by clinicians from four-
teen national settings. Integrative Psychiatry, 10(2), 85-89.

Kessler, R. C., McGonagle, K. A., Zhao, S., Nelson, C. B., Hughes, M., Eshleman, S., Wittchen, H.-
U., & Kendler, K. S. (1994). Lifetime and 12-month prevalence of DSM-III-R psychiatric disor-
ders in the United States. Archives of General Psychiatry, 51, 8-14.

Kleinman, A. (1982). Neurasthenia and depression: A study of somatization and culture in China.
Culture, Medicine and Psychiatry, 6(2), 117-190.

Kleinman, A. (1986). Social origins of distress and disease: Depression, neurasthenia, and pain in
modern China. New Haven, CT: Yale University Press.

Kleinman, A., & Good, B. (Eds.). (1985). Culture and depression: Studies in the anthropology and
cross-cultural psychiatry of affect and disorder. Berkeley and Los Angeles: University of Califor-
nia Press.

Knaudt, P. R., Connor, K. M., Weisler, R. H., Churchill, L., & Davidson, J. (1999). Alternative ther-
apy use by psychiatric outpatients. Journal of Nervous and Mental Disease, 187, 692—-695.

Koss-Chioino, J. D. (1999). Depression among Puerto Rican women: Culture, etiology and diagnosis.
Hispanic Journal of Behavioral Sciences, 21(3), 330-350.

Kramer, P. D. (1994). Listening to Prozac. New York: Penguin Books.

Krause, L. B. (1989). Sinking heart: A Punjabi communication of distress. Social Science and Medicine,
29(4), 563-575.

Kroeber, A. L., & Kluckhohn, C. (1952). Culture: A critical review of concepts and definitions. Pa-
pers: Peabody Museum of Archaeology and Ethnology, Harvard University, 47(1), viii, 223.
Krueger, R. F. (1999). The structure of common mental disorders. Archives of General Psychiatry, 56,

921-926.

Kuo, W. H. (1984). Prevalence of depression among Asian-Americans. Journal of Nervous and Men-
tal Disease, 172(8), 449—-457.

Lader, M. H., & Wing, L. (1969). Physiological measures in agitated and retarded depressed patients.
Journal of Psychiatric Research, 7, 89-100.

Lester, D., Castromayor, L. J., & Icli, T. (1991). Locus of control, depression, and suicidal ideation
among American, Philippine, and Turkish students. Journal of Social Psychology, 131(3),
447-449.

Lewis-Fernandez, R., & Kleinman, A. (1994). Culture, personality and psychopathology. Journal of
Abnormal Psychology, 103(1), 67-71.

Lin, K.-M,, Lau, J. K., Yamamoto, J., Zheng, Y.-P., Kim, H.-S., Cho, K.-H., & Nakasaki, G. (1992).
Hwa-byung: A community study of Korean Americans. Journal of Nervous and Mental Disease,
180(6), 386-391.

Lin, T.-Y., Chu, H. M., Rin, H., Hsu, C., Yeh, E. K., & Chen, C. (1989). Effects of social change on
mental disorders in Taiwan: Observations based on a 15-year follow-up survey of general popu-
lations in three communities. Acta Psychiatrica Scandinavica, 79(348), 11-33.



488 DEPRESSION IN SPECIFIC POPULATIONS

Lutz, C. A. (1985). Depression and the translation of emotional worlds. In A. Kleinman & B. Good
(Eds.), Culture and depression: Studies in the anthropology and cross-cultural psychiatry of affect
and disorder (pp. 63—100). Berkeley and Los Angeles: University of Califorma Press.

Mackinnon, A., McCallum, J., Andrews, G., & Anderson, 1. (1998). The Center for Epidemiological
Studies Depression Scale in older community samples in Indonesia, North Korea, Myanmar, Sri
Lanka, and Thailand. Journal of Gerontology: Psychological Sciences, 53B(6), P343-352.

Madianos, M. G., & Stefanis, C. N. (1992). Changes in the prevalence of symptoms of depression and
depression across Greece. Social Psychiatry and Psychiatric Epidemiology, 27, 211-219.

Manson, S., Ackerson, L. M., Dick, R. W_, Baron, A. E., & Fleming, C. M. (1990). Depressive symp-
toms among American Indian adolescents: Psychometric characteristics of the Center for Epi-
demiologic Studies Depression Scale (CES-D). Psychological Assessment, 2(3), 231-237.

Marcos, L. R., & Cancro, R. (1982). Pharmacotherapy of Hispanic depressed patients: Clinical obser-
vations. American Journal of Psychotherapy, 36, 505-512.

Markus, H. R., & Kitayama, S. (1991). Culture and the self: Implications for cognition, emotion, and
motivation. Psychological Review, 98(2), 224-253.

McCarron, L. T. (1973). Psychophysiological discriminants of reactive depression. Psychophysiology,
10, 223-229.

Medina-Mora, M. E., Padilla, G. P., Campillo-Serrano, C., Mas, C. C., Ezban, M., Caraveo, J., &
Corona, J. (1983). The factor structure of the GHQ: A scaled version for a hospital’s general
practice service in Mexico. Psychological Medicine, 13, 355-361.

Mendoza, R., Smith, M. W_, Poland, R. E,, Lin, K., & Stickland, T. L. (1991). Ethnic psychopharma-
cology: The Hispanic and Native American perspective. Psychopharmacology Bulletin, 27(4),
449-461.

Merikangas, K. R., Angst, J., Eaton, W, Canino, G., Rubio-Stipec, M., Wacker, H., Wittchen, H.-U.,
Andrade, L., Essau, C., Whitaker, A., Kraemer, H., Robins, L. N., & Kupfer, D. J. (1996). Co-
morbidity and boundaries of affective disorders with anxiety disorders and substance misuse: Re-
sults of international task force. British Journal of Psychiatry, 30, 58-67.

Miller, T. Q., Markides, K. S., & Black, S. A. (1997). The factor structure of the CES-D in two sur-
veys of elderly Mexican-Americans. Journal of Gerontology, 52B(5), S25 9-269.

Mirowsky, J., & Ross, C. E. (1984). Mexican culture and its emotional contradictions. Journal of
Health and Social Bebavior, 25(1), 2-13.

Mumford, D. B. (1996). The “Dhat syndrome”: A culturally determined symptom of depression?
Acta Psychiatrica Scandanavica, 94, 163-167.

Murphy, J. M., Olivier, D. C., Monson, R. R., Sobol, A. M., Federman, E. B., & Leighton, A. H.
(1991). Depression and anxiety in relation to social status: A prospective epidemiologic study.
Archives of General Psychiatry, 48(3), 223-229.

Nakane, Y., Ohta, Y., Uchino, J., Takada, K., Yan, H. Q., Wang, X. D., Min, S. K., & Lee, H. Y.
(1988). Comparative study of affective disorders in three Asian countries: Differences in diagnos-
tic classification. Acta Psychiatrica Scandinavica, 78, 698-705.

Neff, J. A., & Hoppe, S. K. (1993). Race/ethnicity, acculturation, and psychological distress: Fatalism
and religiosity as cultural resources. Journal of Community Psychology, 21, 3-20.

Noble, P., & Lader, M. (1971). The symptomatic correlates of the skin conductance changes in de-
pression. Journal of Psychiatric Research, 9, 61-69.

Obeyesekere, G. (1985). Depression, Buddhism, and the work of culture in Sri Lanka. In A. Kleinman
& B. Good (Eds.), Culture and depression: Studies in the anthropology and cross-cultural psychi-
atry of affect and disorder (pp. 134-152). Berkeley and Los Angeles: University of California Press.

Ohta, Y., Kawasaki, N., Araki, K., Mine, M., & Honda, S. (1995). The factor structure of the Gener-
al Health Questionnaire (GHQ-30) in Japanese middle-aged and elderly residents. International
Journal of Social Psychiatry, 41(4), 268-275.

Ormel, J., VonKorff, M., Ustun, T. B., Pini, S., Korten, A., & Oldehinkel, T. (1994). Common mental
disorders and disability across cultures. Journal of the American Medical Association, 272(22),
1741-1748.

Ots, T. (1990). The angry liver, the anxious heart and the melancholy spleen: The phenomenology of
perceptions in Chinese culture. Culture, Medicine and Psychiatry, 14(1), 21-58.

[&al

e



sur-

I of

on?

dy.

10s-
lism
de-

nan
chi-
ress.
ner-
ynal

ntal
22),

ry of

Bawr

Understanding Depression across Cultures 489

pang, K. Y. (1995). A cross-cultural understanding of depression among elderly Korean immigrants:
Prevalence, symptoms and diagnosis. Clinical Gerontologist, 15(4), 3-20.

patel, V., Araya, R_, de Lima, M,, Ludermir, A., & Todd, C. (1999). Women, poverty and common
mental disorders in four restructuring societies. Social Science and Medicine, 49, 1461-1471.

pedersen, P. B., Draguns, J. G., Lonner, W. J., & Trimble, J. E. (1996). Counseling across cultures.
Thousand Oaks, CA: Sage.

piccinelli, M., & Wilkinson, G. (1994). Outcome of depression in psychiatric settings. British Journal
of Psychiatry, 164, 297-304.

Radloff, L. (1977). The CES-D Scale: A self report depression scale for research in' the general popula-
tion. Applied Psychological Measurement, 1, 385-401.

Randall, E. J. (1994). Cultural relativism in cognitive therapy with disadvantaged African American
women. Journal of Cognitive Psychotherapy: An International Quarterly, 8, 195-207.

Ritsher, J. E. B., Ryder, A., Karasz, A., & Castille, D. (2002). Methodological issues in the study of
psychopathology across cultures. Manuscript under review.

Roberts, R. E., Roberts, C. R., & Chen, Y. R. (1997). Ethnocultural differences in prevalence of ado-
lescent depression. American Journal of Community Psychology, 25(1), 95-110.

Rodriguez, E., Allen, J. A., Fronglio, E. A., & Chandra, P. (1999). Unemployment, depression and
health: A look at the African-American community. Journal of Epidemiology and Community
Health, 53(6), 335-342.

Roeschke, J., Wolf, Ch., Mueller, M. J., Wagner, P., Mann, K., Groezinger, M., & Bech, S. (2000).
The benefit from whole body acupuncture in major depression. Journal of Affective Disorders,
57,73-81.

Rotter, J. B. (1966). Generalized expectancies for internal vs. external control of reinforcement. Psy-
chological Monographs, 80, 1-28.

Ruiz, P. (1998). The role of culture in psychiatric care. American Journal of Psychiatry, 155,
1763-1765.

Sakado, K., Sato, T., Uehara, T., Sakado, M., Kuwabara, H., & Someya, T. {1999). The association
between the high interpersonal sensitivity type of personality and a lifetime history of depression
in a sample of employed Japanese adults. Psychological Medicine, 29, 1243-1248.

Sakamoto, S., & Kambara, M. (1998). A longitudinal study of the relationship between attributional
style, life events, and depression in Japanese undergraduates. Journal of Social Psychology,
138(2), 229-240.

Sastry, J., & Ross, C. E. (1998). Asian ethnicity and the sense of personal control. Social Psychology
Quarterly, 61(2), 101-120. :

Sato, T., & Takeichi, M. (1993). Lifetime prevalence of specific psychiatric disorders in a general
medicine clinic. General Hospital Psychiatry, 15, 224-233.

Schieffelin, E. L. (1985). Cultural analysis of depressive affect: An example from New Guinea. In A.
Kleinman & B. Good (Eds.), Culture and depression: Studies in the anthropology and cross-cul-
tural psychiatry of affect and disorder (pp. 102-1 33). Berkeley and Los Angeles: University of
California Press.

Schwartz, G. E., Fair, P. L., Salt, P., Mandel, M. R,, & Klerman, G. L. (1976). Facial expression
and imagery in depression: An electromyographic study. Psychosomatic Medicine, 38(5),
337-347.

Shek, D. T., & Tsang, S. K. (1995). Reliability and factor structure of the Chinese GHQ-30 for par-
ents with preschool mentally handicapped children. Journal of Clinical Psychology, 51(2),
227-235.

Shek, T. L. (1993). Factor structure of the Chinese version of the General Health Questionnaire
(GHQ-30): A confirmatory factor analysis. Journal of Clinical Psychology, 49(5), 678-684.
Shore, J. H., & Manson, S. M. (1981). Cross-cultural studies of depression among American Indians

and Alaska Natives. White Cloud Journal, 2(2), 5-12.

Shweder, R. (1985). Menstrual pollution, soul loss, and the comparative study of emotions. In A.
Kleinman & B. Good (Eds.), Culture and depression: Studies in the anthropology and cross-cul-
tural psychiatry of affect and disorder (pp. 134-152). Berkeley and Los Angeles: University of
California Press.



490 DEPRESSION IN SPECIFIC POPULATIONS

Sigurdson, E., Staley, D., Matas, M., Hildahl, K., & Squair, K. (1994). A five year review of youth
suicide in Manitoba. Canadian Journal of Psychiatry, 39(8), 397-403.

Simon, G. E., Goldberg, D., Tiemens, B. G., & Ustun, T. B. (1999). Outcomes of recognized and un-
recognized depression in an international primary care study. General Hospital Psychiatry, 21,
97-105.

Simon, G. E., VonKorff, M., Picvinelli, M., Fullerton, C., & Ormel, J. (1999). An international study
of the relation between somatic symptoms and depression. New England Journal of Medicine,
18, 1329-1335.

Somervell, P. D., Beals, J., Kinzie, ]J. D., Boehnlein, J., Leung, P., & Manson, 5. M. (1992). Use of the
CES-D in an American Indian village. Culture, Medicine and Psychiatry, 16(4), 503-517.

Stroup-Benham, C. A., Lawrence, R. H., & Treviiio, F. M. (1992). CES-D factor structure among
Mexican American and Puerto Rican women from single- and couple-headed households. His-
panic Journal of Behavioral Sciences, 14(3), 310-326.

Stuart, G. W., Klimidis, S., Minas, I. H., & Tuncer, C. (1993). The factor structure of the Turkish ver-
sion of the General Health Questionnaire. International Journal of Social Psychiatry, 39(4),
274-284.

Sue, D. W., & Sue, D. (1999). Counseling the culturally different: Theory and practice. New York:
Wiley.

Sue, S., Fujino, D., Hu, L., Takeuchi, D. T., & Zane, N. W. (1991). Community mental health ser-
vices for ethnic minority groups: A test of the cultural responsiveness hypothesis. Journal of Con-
sulting and Clinical Psychology, 59, 533-540.

Szadoczky, E., Papp, Z., Vitrai, J., Rihmer, Z., & Fueredi, J. (1998). The prevalence of major depres-
sive and bipolar disorders in Hungary: Results from a national epidemiologic survey. Journal of
Affective Disorders, 50(2-3), 153-162.

Takeuchi, D. T., Sue, S., & Yeh, M. (1995). Return rates and outcomes from ethnicity-specific mental
health programs in Los Angeles. American Journal of Public Health, 85, 638-643.

Takeuchi, M., & Kitamura, T. (19921). The factor structure of the General Health Questionnaire in a
Japanese high school and university student sample. International Journal of Social Psychiatry,
37(2), 99-106.

Thornicroft, G., & Sartorius, N. (1993). The course and outcome of depression in different cultures:
10-year follow-up of the WHO collaborative study on the assessment of depressive disorders.
Psychological Medicine, 23, 1023-1032.

Toukmanian, S. G., & Brouwers, M. C. (1998). Cultural aspects of self-disclosure and psychotherapy.
In S. S. Kazarian & D. R. Evans (Eds.), Cultural clinical psychology: Theory, research, and prac-
tice (pp. 106-124). New York: Oxford University Press.

Tousignant, M., & Maldonaldo, M. (1989). Sadness, depression and social reciprocity in highland
Ecuador. Social Science and Medicine, 28(9), 899-904.

Tripp, D. A., Catano, V., & Sullivan, M. J. (1997). The contributions of attributional style, expectan-
cies, depression, and self-esteem in a cognition-based depression model. Canadian Journal of Be-
bavioral Sciences, 29(2), 101-111.

Tsai, J. L., Pole, N., Levenson, R. W_, & Muiioz, R. F. (2002). The effects of depression on the emo-
tional responses of Spanish-speaking Latinas. Manuscript under review.

Unuetzer, J., Klap, R., Sturm, R., Young, A., Marmon, T., Shatkin, J., & Wells, K. B. (2000). Mental
disorders and the use of alternative medicine: Results from a national survey. American Journal
of Psychiatry, 157, 1851-1857.

Vazquez-Barquero, ] L., Willtams, P., Diez-Manrique, J. F., Lequerica, J., & Arenal, A. (1988). The
factor structure of the GHQ-60 in a community sample. Psychological Medicine, 18, 211-218.

Vega, W. A., Kolody, B., Aguilar-Gaxiola, S., Aldrete, E., Catalano, R., & Caraveo-Anduaga, J.
(1998). Lifetime prevalence of DSM-III-R psychiatric disorders among urban and rural Mexican-
Americans in California. Archives of General Psychiatry, 55(9), 771-778. .

Waza, K., Graham, A. V., Zyzanski, S. J., & Inoue, K. (1999). Comparison of symptoms in Japanes¢
and American depressed primary care patients. Family Practice, 16(5), 528-533.

Weissman, M. M., Bland, R., Canino, G. J., Faravelli, C., Greenwald, S., Hwu, H.-G., Joyce, P. R,
Karam, E. G., Lee, C.-K., Lellouch, J., Lépine, J.-P., Newman, S. C., Rubio-Stipec, M., Wells, J.




Understanding Depression across Cultures 491

E., Wickramaratne, P. J., Wittchen, H.-U., & Yeh, E.-K. (1996). Cross-national epidemiology of
major depression and bipolar disorder. Journal of the American Medical Association, 24(31),
293-299.

Weissman, M. M., Bland, R., Joyce, P. R., Newman, S., Wells, J. E., & Wittchen, H.-U. (1993). Sex
differences in rates of depression: Cross-national perspectives. Journals of Affective Disorders,
29, 77-84.

Weissman, M. M., Bruce, M. L., Leaf, P. ]., Florio, L. P., & Holzer, C. (1991). Affective disorders. In
L. N. Robins & D. A. Regier (Eds.), Psychiatric disorders in America: The Epidemiologic Catch-
ment Area Study (pp. 53-80). New York: Free Press. ‘

Wexler, B. E., Levenson, L., Warrenburg, S., & Price, L. (1994). Decreased perceptual sensitivity to
emotion-evoking stimuli in depression. Psychiatry Research, 51, 127-138.

Wilson, C., Civic, D., & Glass, D. (1995). Prevalence and correlates of depressive syndromes among
adults visiting an Indian primary care clinic. American Indian and Alaska Native Mental Health
Research, 6(2), 1-12.

Wittchen, H.-U., Robins, L. N_, Cottler, L. B., Sartorius, N., Burke, J. D., & Regier, D. (1991}. Cross-
cultural feasibility, reliability and sources of variance of the Composite International Diagnostic
Interview (CIDI). British Journal of Psychiatry, 159, 645-653.

Ying, Y.-W. (1988). Depressive symptomatology among Chinese-Americans as measured by the CES-
D. Journal of Clinical Psychology, 44(5), 739-746.

Ying, Y.-W., Lee, P. A, Tsai, J. L., Yeh, Y.-Y., & Huang, J. S. (2000). The conception of depression
in Chinese American college students. Cultural Diversity and Ethnic Minority Psychology, 6(2),
183-195.

Zeiner, A. R. (1975). Psychophysiology of depression. Biological Psychology Bulletin, 4, 91-102.

Zuckerman, M., Persky, H., & Curtis, G. C. (1968). Relationships among anxiety, depression, hostil-
ity, and autonomic variables. Journal of Nervous and Mental Disease, 146, 481-487.



