CHAPTER 16

Understanding Depression
across Cultures

Yulia E. Chentsova-Dutton and Jeanne L. Tsai

Maior depression is associated with significant global economic burden, disability,
and diminished quality of life (Murray & Lopez, 1997). Clearly, studying this affliction
across cultures continues to be an important goal for researchers. Despite significant ad-
vances in this field, however, we are still grappling with fundamental questions. Imagine a
young woman living in the United States who experiences profound feelings of distress and
worthlessness, and who no longer enjoys spending time with friends, has significant trouble
falling asleep, feels tired much of the time, and has difficulty concentrating. These symproms
are easily identified by psychologists and psychiatrists as the syndrome of major depression.
But how does this syndrome translate across cultures? Do individuals reporting similar
symptoms in other cultural contexts also suffer from major depression? Conversely, do indi-
viduals reporting different symptoms, such as Chinese suffering from fatigue, weakness, and
bodily aches and pains (Kleinman, 1982); Puerto Ricans reporting crying jags, difficulty
sleeping, and visions and hallucinations (Koss-Chioino, 1999); or rural Nepalese complain-
ing of numbness and tingling (Kohrt et al., 2005) suffer from other disorders or from “indig-
enous” forms of major depression? What role does culture play in shaping depression? Are
some aspects of depression more or less culturally shaped? In this chapter, we review the ex-
tant evidence accumulated over several generations by anthropologists, psychiatrists, and
psychologists using different research approaches to address these questions. Before we be-
gin this review, we briefly define what we mean by culture and by depression.

DEFINING CULTURE

In Kroeber and Kluckhohn’s (1952) classic definition, cultutre is described as
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patterns, explicit and implicit, of and for behaviour acquired and transmicted by symbols . . .
including theic embodiment in artifacts; the essential core of culture consists of traditional . . .
ideas and especially their attached values; culture systems may, on the one hand, be considered
as products of action, on the other, as conditional elements of future action. (p. 181)

This definition stresses that culture exists in the heads of its members (e.g., values and
norms), as well as in the world, as embodied in daily patterns of behavior and in cultural ar-
tifacts (e.g., daily interaction patterns, songs). Furthermore, this definition highlights the
mutual constitution of culture and psychological processes; that is, culture shapes behavior,
thought, and emotions of individuals and is in turn shaped by them. Individuals are not
merely passive recipients of culture, but are active contributors to change or stability in their
cultural worlds. For example, lyrics of popular songs, such as “Just put on a happy face,”
from the popular musical Bye Bye Birdie, communicate to the listener that certain ways of
experiencing and expressing emotional distress, such as trying to act as if one is happy, are
desirable in the mainstream American culture. At the same time, listeners create demand for
certain songs, and not for others, thus contributing to cultural selection and maintenance.

DEFINITION OF DEPRESSION

According to the fourth, text revision edition of the Diagnostic Manual of Mental Disorders
(DSM-IV-TR; American Psychiatric Associatior, 2000), major depression is characterized
by the prolonged presence of either depressed mood or anbedonia, a markedly diminished
interest or pleasure in response to previously enjoyable activities. This definition focuses on
symptoms that are experienced subjectively and are emotional rather than physical in na-
ture. Of course, this definition did not develop in a cultural vacuum. Western cultural con-
texts emphasize the uniqueness and autonomy of each individual and the importance of per-
sonal goals, values, and preferences. In these contexts, key markers of healthy functioning
include promotion of the self, positive views of the self, a focus on personal accomplish-
ments, and open expression of one’s emotions to signal personal preferences (Heine,
Lehman, Markus, & Kitayama, 1999). The symptoms of major depression (e.g., feelings of
worthlessness and failure to cxperience pleasure) reflect deviations from these cultural
norms. Also, in Western cultures, diseases of the mind and the body are considered to be dis-
tinct. Although criteria for major depression, a mental illness, include both emotional and
physical symptoms, a diagnosis of major depression cannot be made in the absence of its key
emotional symptoms (i.c., depression and/or anhedonia). Thus, Western criteria for major
depression {and other mental disorders) reflect cultural biases of viewing emotional distress
as characterizing individuals rather than groups, and as fundamentally distinct from physi-
cal distress. These biases are reflected in the multiaxial assessment system used by DSM, in
which emotional, social, and physical aspects of functioning are recorded on separate axes.
These norms of socioemotional functioning, however, are not universally shared by
other cultures. For instance, in East Asian cultures (e.g., Japan), individuals are viewed as in-
herently interdependent with others and defined by their social context. Healthy emotional
tunctioning in East Asian cultural contexts is marked by self-criticism, ability to avoid inter-
personal tension, and moderation of open expression of emotions in an effort to preserve in-
terpersonal harmony. In these cultural contexts, interpersonal symptoms of depression, such
as social withdrawal or faiture to maintain interpersonal obligations, may be more salient
and exact a greater toll on a person’s daily functioning than intrapersonal symptoms. Thus,
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reporting that one feels negacively about one’s abilities or that one experiences excessive lev-
els of negative emotions may not serve as useful markers of depression in these cultural ser-
tings. In addition, in many non-Western cultures, mind and body are not viewed as separate
and distinct entities, but are seen as intimately connected and murtually constitutive. As a re-
sult, patients in some cultures may tatk about their distress as an integrated psychobiological
phenomenon, without making distinctions between bodily pain and feclings of despair.
How do we study cultural variation in a disorder whose very definition is culrurally
constructed? Researchers have approached this challenge in several different ways. We
briefly describe a number of these research approaches, then review empirical findings for
cach. We review studies thar rely on indigenous conceptions of depression, on the srandard-
ized DSM or Iuternational Classification of Diseases (1CD) criteria for the syndrome of ma-
jor depression, and on self-report measures of depressive symptoms. Throughout the chap-
ter we use the terms indigenous forms of distress, prevalence rates of major depression, and
levels of depressive symptoms, respectively, to refer to these distinet ways of conceprualizing
and assessing depression. We focus on studies examining unipolar depression and also de-
scribe the few studies that have examined cultural shaping of bipolar spectrum disorders.

RESEARCH APPROACHES TO STUDYING
DEPRESSION ACROSS CULTURES

Three key approaches have been influential in the field of culrural psychopathology. The
ethnographic approach assumes 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. Following Kleinman’s (1977) article urg-
ing researchers who study mental illness across cultures to consider carefully not only the
symptoms of the disorder bur also the personal and culturally shaped interpretation of these
symproms, several generations of psychiatrists and psychologists have used ethnographic
methods in their quest ro understand the cultural underpinnings of depression. Proponents
of the ethnographic approach utilize local construction of depression by focusing on the
structures, norms, and values that shape the meaning of the depressive symptoms within a
particular cultural context. Most of the work that falls under this approach is based on
ethnographic interviews and behavioral observations.

In contrast, the biomedical approach assumes that, regardless of the cultural context,
the disorder exists if individuals report having the familiar symptoms of depression, and if
associated factors show similar relations to the disorder across cultural contexts. To date,
the bulk of the research employing a biomedical approach focuses on the prevalence rates of
major depression, and risk and protective factors in various nations and cultural groups.
Most of this work is based on epidemiological data using structured diagnostic interviews or
self-report surveys.

Finally, an emerging cultural approach secks to understand meaningful connections be-
tween culture and the psychology of individuals living in it. The cultural approach uses both
descriptive and experimental methods to identify specific factors, such as the ways selves are
constructed across cultures, that contribute to cultural variation in major depression. Thus,
researchers are beginning to operationalize aspects of culture that may shape the expression
of depression.

Each of these research traditions contributes unique strengths to the study of culeure
and depression. It is by comparing and pooling the findings from cach of these approaches
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that we minimize their shortcomings and maximize their strengths. In this chapter, we pres-
ent research findings from each of these approaches, highlight consistent themes that emerge
from these bodies of literature, and propose other ways of studying depression across cul-
tures that we believe will advance our current knowledge base.

Ethnographic Approach: Examining the Meaning
of Depression across Cultures

Ethnographic studies typically focus on one culture at a ame. Working closely with local in-
formants, rescarchers examine local ways of experiencing and expressing emotional distress,
and relate them to the ideas and practices of that culture.

Indigenous Forms of Distress

Qver several decas cthnographers have accumulated from diverse cultures rich ac-
counts of indigenous forms of distress that resemble depression in some of their features.
In some cases, the resemblance is very close, and it is easy to become convinced that the
indigenous disorder is indeed depression. For example, Tousignant and Maldonaldo
(1989) described the illness of pena, the word that translates as “suffering” in highland
Ecuador. In its severe form, pena is characterized by crying spells, problems with concen-
tration, anhedonia, social withdrawal, sleep and appetite disturbances, gastrointestinal
symptoms, and heart pain. Thus, symptoms of pena closely resemble those of major de-
pression. Another similarity is that pena is often experienced in response to personal loss.
However, Tousignant and Maldonaldo argue that unlike depression, pera is primarily an
interpersonal strategy to appeal to others “for payment of an incurred loss” (p. 900).
Thus, pena serves as a signal to others to act to restore equity and ensure reciprocity
among individuals in a small community. An injured party in a conflict may signal dis-
tress by withdrawing from others and displaying symptoms characteristic of pena. In
turn, the party’s social circle may attempt to remedy the situation by sharing feelings with
the sufferer, and by bringing him or her back into the social network. Thus, although
pena looks very similar to depression, its personal and social implications, and its man-
agement, differ from those of depression in Western culeures. Pena provides an example
of an indigenous depressive disorder for which the symproms, but not their meanings,
closely match Western criteria for depression.

Other indigenous disorders do not resemble depression as closely in their key symp-
toms. Examples of these disorders include ataque de nervios in Puerto Rico (Guarnaccia,
Rivera, Franco, & Neighbors, 1996), hwa-byung in Korea (Lin et al., 1992), jhum-jhum in
Nepal (Kohrt et al., 2005), and neurasthenia in China {Kleinman, 1982). Key complaints
that characterize many of these disorders are somatic rather than emotional. For example,
bwa-byung {Lin ec al., 1992) is distinguished by constricted sensations in the chest, and
jbunz-jlnem (Kohre et al., 2005), by numbness or a tingling sensation. Despite these unique
features, some scholars have suggested that these culture-bound syndromes may be subtle
variants of depression. Consistent with this notion, studies show that individuals with indig-
enous disorders, such as Korean patients with hwa-byung (Lin et al., 1992} and Nepalese
patients with jlhum-phunm (Kohre et al., 2005), have higher levels of depressive symptoms
than do those without the disorder. [t is important to note, however, that the association be-
rween indigenous disorders and depression, as measured by Western criteria, is far from per-
fect. For instance, only half of self-defined hroa-byung sufferers actually meer criteria for
major depression. Thus, indigenous disorders may better map onto a broader cluster of dis-
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orders that includes major depression, as well as other mental disorders thar frequently co-
occur with depression, such as anxicty or somatization disorders.

Conceptions of Depression across Cultural Contexts

In addition to examining indigenous forms of distress, recent ethnographic studies have
turned to documenting the conception of depressive symptoms across cultures. In these
studies, researchers interview individuals with symproms of major depression and their
friends, family, or physicians about the manifestation, perceived causes, and preferred cop-
ing and treatment strategics for depressive symptoms.

EMPHASIS ON SOMATIC FEATURES OF DEPRESSION

Consistent with research on indigenous forms of distress, somatic fearures of depression are
commonly emphasized in non-Western settings. For instance, Puerto Ricans and African im-
migrants to the United States (Koss-Chioino, 1999; Sellers, Ward, & Pate, 2006) identify
symptoms such as heart pounding, body aches, tiredness, and headaches as key features of
their depression. The physical complaints can overshadow psychological ones: Puerto Rican
patients produce less frequent and less varied reports of psychological than of physical
symptoms of depression, and embed them in physical symptoms (Koss-Chioino, 1999). In
some cases, such as among South Asian women in the United States, there is even an expec-
tation that depression is merely a prelude to more serious physical ailments (Karasz, 2005b).
Given this emphasis on somatic symptoms of depression, it is hardly surprising that South
Asian immigrants in the United Srates are less likely than European Americans to recognize
and Jabel a vignette based on emotional features (e.g., crying, sadness and lack of interest in
previously enjoyable activities) as depression {Karasz, 2005a). Thus, despite exposure to
North American culture, somatic rather than emotional presentation continues to match
more closely the South Asian cultural conception of depression.

On the other hand, the choice to reporrt distress in somatic terms may be quite deliberate
and shaped by the notion that it is more appropriate to reveal physical symproms ro others than
to reveal psychological symptoms. In many cultural contexts, psychological symptoms of de-
pression are construed as stigmatizing and socially disadvantageous. For example, although
focus groups of South Asian immigrant women in England recognize that depression is charac-
terized by both psychological and somatic symptoms, they feel that physical symptoms have
greater legitimacy in their community and are more appropriate to disclose to medical profes-
sionals than are psychological symptoms (Burr & Chapman, 2004). In some cases, patients
may also tailor their reports of symptoms to satisfy their clinicians. Caribbean older adults in
England perceive that their general practitioners prioritize physical complains in an effort to
“cure your pains and then think about the depression later on™ (Lawrence et al., 2006, p. 1380).

Finally, somatic reports of depression may be encoded in the local language, creating a
culture-specific idion of distress. Emotional distress may be verbalized as physical pain de-
pending on the terms and metaphors available in a particular language, and on the local
codes for communication of emotions. For instance, in Chinese, somatic terms such as heart
discomfort serve as shared metaphors for affective states or emotions (Tung, 1994).

EMPHASIS ON INTERPERSONAL FEATURES OF DEPRESSION

In addition to emphasizing bodily complaints, conceptions of depression in non-Western cul-
tural groups often focus on social causes. For example, based on semistructured interviews,
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Pang (1995) reported that many older Korean immigrants did not report feeling depressed; in-
stead, they explained and communicated their distress in terms of loneliness and family dy-
namics, as well as somatic complaints. Studies indicate that although the British (Jadhay,
Weiss, & Littlewood, 200 1), European Americans (Karasz, 2005a), and South Asians (Karasz,
200354, 2005b; Raguram, Weiss, Keval, & Channabasavanna, 2001) recognize that interper-
sonal stressors have an important role in etiology of depression, interpersonal causes are em-
phasized more heavily by Asian individuals. For instance, South Asian women in the United
States are imore likely than their European American counterparts to believe that depression is
caused by interpersonal stressors, such as marital conflict (Karasz, 2005a, 2005b); in contrast,
European American individuals are more likely to endorse the Western biopsychiatric model of
depression and attribute depression to biological causes. These differences occur against a
backdrop of cultural similarities in other aspects of etiological theories of depression. For ex-
ample, British and Indian individuals similarly endorse cognitive causes of depression, such as
worrying or thinking too much (Jadhav et al., 2001; Raguram et al., 2001).

Documenting etiological theories of distress is important, because patients’ choices of
coping and treatment strategies are closely tied to the perceived causes of their depression.
Consistent with their view of depression as interpersonal in origin, South Asian immigrants are
more likely than European Americans to endorse interpersonal strategies for managing their
depressive symptoms, such as turning to family and close friends for help (Karasz, 2005a). In
contrast, consistent with their view of depression as biological in origin, European Americans
are more likely than South Asian immigrants to recommend professional interventions by a
psychiatrist or psychologist (Karasz, 2005a). When European Americans suggest self-manage-
ment strategies for alleviating distress, the strategies they suggest also tend to be physical (e.g.,
exercise}, rather than social (e.g., conversation with a close friend)} in nature. Future studies
need to examine whether choice of therapies that match cultural conceptions of depression
would increase compliance. It is also important to investigate whether the common perception
that depression is caused by thinking patterns and worrying would make cognitively based
therapies more acceptable than biological therapies in non-Western cultural setrings.

In summary, ethnographic studies provide compelling evidence that cultural norms and
beliefs shape views of the causes, manifestations, and ways of coping with depressive symp-
toms. Although these studies contribute to our understanding of depression across cultures,
they have a number of serious limitations. Because of their in-depth nature, most ethnographic
studies are based on very few participants, which {imits the generalizability of their findings.
Moreover, although researchers have firsthand knowledge about the cultures they are study-
ing, it is unclear to whac 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 compari-
sons of data collected in more than one culture), it is unclear whether the meaning and conse-
quences ot depressive symproms differ as drastically across cultures as these accounts suggest.
The few studies that provide such comparisons (Karasz, 2005a) are still the exception rather
than the rule. Thus, it is important to complement the ethnographic approach with cross-cul-
tural examinations of the construct of depression across cultures.

Biomedical and Cross-Cultural Approaches:

Examining the Construct of Depression across Cultures

Biomedical and cross-culeural studies of depression have used standardized instruments to
assess prevalence of symptoms of major depression and to identify factors associated with
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depression across cultures. This research approach requires an enormous investment of time
and resources to orchestrate coordinated data collection across many cultural contexts.
Cross-cultural studies typically boast large sample sizes, allowing researchers to examine the
contribution of a number of risk factors to the ctiology and progression of major depres-
ston. We briefly review the cross-culrural data on the prevalence of major depression, exam-
ine whether somatic versus psychological presentation of depression depends on a cultural
setting, and identify factors known to be associated with depression across cultures,

Cross-Cultural Differences in the Prevalence Rates of Major Depression

Epidemiological studies show that prevalence rates of major depressive disorder vary dra-
matically across cultures. Figure 16.1 shows 12-month prevalence rates reported in recent
epidemiological studies using standardized structured clinical interviews assessing DSM-IV
criteria for major depressive disorder. As is evident from Figure 16.1, in Ukraine or Canada,
1 in roughly 10 adults reports experiencing major depression in the past year, compared
with only 1 in roughly 50 adults in China or Korea. Epidemiological studies show consistent
patterns of differences in rates of depression across nations. Depression rates among teens
and adults are consistently higher in countries with rapidly changing economic and political
conditions, such as Chile {(Simon, Goldberg, Von Korff, & Ustiin, 2002), and the post-Soviet
states (Bromet et al., 2005; Pikhart et al., 2004) than in countries with stable economic and
political conditions. Prevalence rates of major depression in the United States and Canada
are consistently higher (Kessler er al., 2005; Vasiliadis, Lesage, Adair, Wang, & Kessler,
2007) than rates of depression in East Asian countries (Inaba et al., 2005; Kawakami er al.,
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FIGURE 16.1. Twelve-month prevalence estimates for DSM-IV major depressive disorder by nation. Preva
lence rates were obtained from Ayuso-Mareos et al. (2001); Bromer et al, (2005); Cho et al. (2007);
Henderson, Andrews, and Hall (2000); Hasin, Goodwin, Stinson, and Grant {2005); Karam et al. (2006);
Kawakami et al, (2005); Lee (2001); Ohayon and Hong (2006); Slone et al. (2006); Vasiliadis, | esage, Adair,
Wang, and Kessler (2007); World Flealdh Organization World Mental Health Survey Consortium (2004,
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2005; Simon et al., 2002). In addition to differences in prevalence rates, depression has
higher recurrence rates in Western and Latin American cultural contexts than in Asian cul-
tural contexts (Simon et al., 2002). For example, 33—44% of patients in Western and Latin
American cultural contexts experience recurrence of their depressive symptoms after 1 year,
compared to only 9% of patients in Asian cultural contexts. In contrast, prevalence rates for
bipolar spectrum disorders are remarkably similas across cultures (Weissman et al., 1996).

Although cultural biases in the use of standardized diagnostic instruments have been
documented, it is unlikely that these differences are due entirely to methodological differ-
ences across epidemiological studies. Notably, even studies using standardized sampling and
assessment procedures across countries obtain widely different prevalence rates of major de-
pression across nations (Simon et al., 2002). Thus, it is unlikely that national differences in
prevalence rates can be entirely explained by factors such as methodological and sampling
differences across studies.

SOMATIZATION OF DEPRESSIVE SYMPTOMS

Based on ethnographic evidence of non-Western cultures that place greater emphasis on so-
matic symptoms of depression, researchers have long questioned whether the disparities in
prevalence of major depression are due to the tendency of individuals in non-Western cul-
tures to somatize, or to report depression in physical rather than in psychological terms.
Consistent with ethnographic data, cross-cultural studies show that in many non-Western,
as well as in South and Eastern European countries, depression is associated with somatic
complaints (Bhui, Bhugna, Goldberg, Sauer, & Tylee, 2004; Burr & Chapman, 2004;
Gutkovich et al.,, 1999; Mak & Zane, 2004; Pang, 1995; Takeuchi, Chun, Gong, & Shen,
2002; Waza, Graham, Zyzanski, & Inoue, 1999). Patients from non-Western cultural set-
tings and minority patients are less likely to report psychological symptoms of depression,
such as worthlessness, delusions of guilt, and suicidal ideation, and more likely to report so-
matic symptoms of depression, such as poor appetite, lack of sleep, and headaches, relative
to Western samples (Brown, Schulberg, & Madonia, 1996; Slone et al., 2006; Stompe et al.,
2001). For example, Waza and colleagues (1999) reviewed medical charts of Japanese and
American primary care patients who had received new diagnoses of depression. They found
that whereas Japanese patients were more likely to present with exclusively physical symp-
toms, American patients were more likely to present with exclusively psychological symp-
toms.

In sharp contrast to these findings are recent reports that challenge the notion that
Western cultures foster an overemphasis on psychological symptoms at the expense of so-
matic symptoms. These studies show that depression is often reported in somatic terms and
associated with unexplained medical complaints in the United States and England (Bhui et
al., 2004; Keyes & Ryff, 2003). Levels of acculturation and time spent in a Western cultural
context are not associated with diminished levels of somatization among immigrants (Mak
& Zane, 2004). It is also not the case that psychological symptoms of depression are re-
ported at the expense of physical symptoms in Western settings. In a study conducted across
L4 countries, Simon, Von Korff, and colleagues (1999) reported that, contrary to the notion
that patients in non-Western cultures somatize their psychological symptoms, the propor-
tion of somatic symptoms to psychological symptoms does not differ across countries.
Moreover, somatization is more likely to be maladaptive and to be associated with depres-
sion in Western cultures, such as the United States, than in non-Western cultures, such as
Korea (Keyes & Ryff, 2003).
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Whar factors account for inconsistencies in the findings of these sets of studies? So-
matic presentation may in part reflect the quality of relationships between medical doc-
tors and their patients. Simon, Von Korff, and colleagues (1999) found that, across cul-
tures, patients were more likely to initially report somatic symptoms when they used
walk-in clinics and did not have an ongoing relationship with their physicians. Studies re-
porting that individuals in non-Western cultural settings present with somatic symptoms
tend to rely on initial clinical presentation of patients who have not developed strong rap-
port with their clinicians. Thus, somatization may reflect initial reluctance to report
symptoms that are less salient or more stigmatizing in a particular culture rather than an
absence of these symptoms. This tendency to report some types of symptoms preferen-
tially may be conditioned by verbal and nonverbal reinforcement of psychological versus
somatic responses by clinicians. Lam, Marra, and Salzinger (2005) demonstrated that ver-
bal and nonverbal reinforcement of psychological versus somatic responses to vignettes of
stressful life events resulted in conditioned preference for particular types of reports. It is
possible that social interactions in different cultural contexts condition responses that are
culturally normative,

The initial tendency of individuals to selectively report some symptoms of depression
but not others may be overcome with careful probing during the assessment. For example,
in England, patients report psychological symptoms spontaneously but acknowledge so-
matic symptoms when probed by clinicians. In contrast, in India, paticnts report somatic
symptoms spontaneously but report psychological symptoms upon being probed (Jadhav et
al., 2001; Raguram et al., 2001). Thus, patients across cuitures are aware of both their phys-
ical and psychological symptoms but may fail to attend to or may feel reluctant to report
some of them.

In summary, cross-cultural studies of somatization indicate that both somatic and emo-
tional symptoms are a part of depression across cultural contexts, and that patients tend to
make initial somatic complaints to their physicians when they do not feel comfortable dis-
closing information about their emotional distress, or vice versa. The literature on somatiza-
tion underscores the need to establish that standardized Western assessment instruments are
capturing similar constructs of depression across cultural settings. We turn now to an exam-
ination of whether cultural similarities in risk and protective factors, and patterns of comor-
bid disorders across cultures, are sufficient to allow us to conclude that the same concept is
assessed by epidemiological studies despite large differences in prevalence of major depres-
sion.

Risk Factors for Major Depression across Cultures

A number of risk factors show remarkable similarity in their association with depression
across cultures. We briefly review evidence suggesting that women, individuals who are un-
der high levels of stress, and those who are poor, disadvantaged, and unmarried experience
disproportionately high levels of depression across diverse cultural settings.

GENDER

Ample evidence shows that across countries of North America {(Inaba et al., 2005; Ohayon,
2007), Western and Eastern Europe (Bromet et al., 2005; Pikhart et al., 2004), the Carib-
bean, Central and South America (Almeida-Filho et al., 2004; Slone et al., 2006), and East
Asia (Inaba et al., 2005), women are more vulnerable than men to depression. In the United
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States, this pattern holds for minority groups, such as Chinese Americans (Mak & Zane,
2004; Takeuchi et al., 2002), Hispanic Americans (Oquendo, Lizardi, Greenwald, Weiss-
man, & Mann, 2004), and Native Americans (Sawchuk et al., 2005). Only a few studies fail
to replicate this pattern. For example, gender differences are not evident in some East Asian
contexts, such as among South Koreans (Ohayon & Flong, 2006). Future studics need to re-
veal the sociocultural factors that may explain why gender differences do not emerge for
these cultural contexts.

STRESS

Country-level stressors, such as rapid economic and political changes, are known to be risk
factors for increased prevalence of depression. For example, recession in Greece in the carly
1980s was associated with increased prevalence of mood disorders (Madianos & Stefanis,
1992). Across countries, government stability is associated with lower levels of depressive
symptoms (Van Hemert, Van de Vijver, & Poortinga, 2002). On the individual level, stress-
ful and traumatic life events are associated with depressive symptoms across cultures
(Kanazawa, White, & Hampson, 2007; Ohayon & Hong, 2006; Slone et al., 2006;
Takeuchi et al., 2002; Unger ct al., 2001). For example, negative life events similarly predict
levels of depressive symptoms for teens from the United States, China, Korea, and the Czech
Republic (Dmitrieva, Chen, Greenberger, & Gil-Rivas, 2004).

SOCIOECONOMIC DISADVANTAGE

Van Hemert and colleagues (2002) examined country-level associations between self-reported
depressive symptoms and economic factors. They found that individuals in richer countries
tend to report lower levels of depressive symptoms. Individual-level factors, such as poverty,
unemployment, and lack of education, are consistently associated with depression across
countries (Almeida-Filho et al., 2004; Bahar, Henderson, & Mackinnon, 1992; Bromet et
al., 2005; Dressler ct al., 2004; Ohayon, 2007; Oquendo et al., 2004; Pikhart et al., 2004).
Because these variables are likely to be associated with a perceived failure to follow the cul-
tural norm for a desirable lifestyle (Dressler et al., 2004), as well as with chronic life stress
and lack of financial resources to manage negative life events and obtain health care, it is
not surprising that, across cultures, low socioeconomic status is associated with depression.
Incerestingly, specific indices of socioeconomic disadvantage show cross-culeural differences
in their association with emotional distress. For example, one study showed that lack of ed-
ucation did not emerge as a risk factor in Japan (Inaba et al., 20085). It appears that reliance
on a conservative seniority stratification system in the workplace diminishes the association
between education levels and professional promotion. In this cultural setting, other markers
of financial stability may predict depression better than education.

MARITAL STATUS AND INTERPERSONAL FUNCTIONING

In addition to gender, stress, and socioeconomic status, ability to maintain healthy relation-
ships is associated with depression across diverse cultural contexts. The odds of developing
major depression or reporting depressive symptoms are heightened among unmarried rela-
tive to married adults across cultures (Inaba et al., 2005; Kawakami et al., 2005; Pikhart et
al., 2004). The heightened risk is driven by individuals who are divoreed, separated, or wid-
owed (Almeida-Filho et al., 20045 Bromet et al., 2005; Ohayon, 2007; Slone et al., 2006).
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More generally, the lack of stable and supportive social relationships is associated with
heightencd levels of depressive symptoms and increased prevalence of major depression
across cultural groups in the United States (Whitheck, McMorris, Hoyt, Stubben, &
LaFromboise, 2002), as well as in other countries (Calvete & Connor-Smith, 2006). This is
nor a surprise considering that healthy interpersonal funcrioning plays an important role in
buffering the effects of stress on levels of depressive symptoms across diverse cultural con-
texts (Calvete & Connor-Smith, 2006).

In summary, numerous studies lend support to the notion thae despite large differences
in prevalence rates, the construct of depression is associated with similar risk factors across
countries. Another step in determining whether depression is similar across cultures involves
examining the comorbidity of depression with other common forms of mental illness.

Patterns of Comorbidity across Cultures

Although depression tradittonally has been conceptualized as a category that is independent
of other forms of psychopathology, this assumprtion is not true. Clinicians and researchers
have long observed that psychiatric comorbidity is the rule racher than the exception in
Western cultures, including North America (Hasin, Goodwin, Stinson, & Grant, 2005}, Fin-
land (Melartin et al., 2002), and Australia (Henderson, Andrews, & Hall, 2000). These
studies tell us that a patient with major depressive disorder and panic disorder in these cul-
tures is not affected by two independent maladies. Rather, this patient demonstrates vulner-
ability to the broader cluster of disorders that includes both depression and panic disorder.

Research demonstrates that common forms of psychological distress systematically co-
occur in both children and adults (Achenbach & Edelbrock, 1984; Krueger, Caspi, Moffitr,
& Silva, 1998). For example, mood disorders, anxiety disorders, and somatization (what
have been described as internalizing disorders in the child clinical literature) often co-occur
at rates significantly higher than chance. Similarly, substance use and antisocial behavior
(what has been described as externalizing disorders) also co-occur ar rates significantly
higher than chance. 1n addition, there is a weaker, albeit still significant, association berween
clusters of internalizing and externalizing disorders (Hasin et al., 2005). Thus, depression
shows high rates of comorbidity with other internalizing disorders, such as anxiety disor-
ders, and moderate rates of comorbidity with externalizing disorders, such as alcohol de-
pendence.

Do these patterns of comorbidity generalize to other cultural contexts? An emerging
body of literature suggests that the answer is “yes.” High comorbidity rates have been docu-
mented for major depression and other internalizing disorders in countries as diverse as In-
dia (Raguram et al., 2001), Mexico (Slone et al., 2006), Poland (Malyszczak & Szechinski,
2004}, and Saudi Arabia (Becker, 2004). In the United States, this association holds for mi-
nority groups, such as African Americans, Hispanic Americans, and Native Americans
(Brown et al., 1996; Lagomasino et al., 2005; Sawchuk et al., 2005). A handful of studies
report that major depression also shows significant association with externalizing disorders,
such as alcohol use and/or abuse and antisocial behavior across cultural groups, such as Na-
tive American tribes in the United States (Sawchuk ct al., 2005; Whitheck et al., 2002) and
adolescents in China (Unger et al., 2001).

Unfortunately, these studies do not formally compare patterns of comorbidity across
cultures. Smali-scale comparisons based on samples of primary care patients in the United
States have yielded differences in rates of comorbidity of major depression and other com-
mon psychiatric disorders across ethnic groups (Brown et al.,, 1996; Lagomasino et al.,
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2005). For example, depressed African Americans have higher rates of panic disorder,
somatization disorder, and alcohol dependence than do European Americans (Brown et al.,
1996). Similarly, Merikangas and colleagues (1996) found thar although patterns of associa-
tion between depression and other disorders are similar, the degree of association differs
substantially across cultures. For example, the odds ratio (OR) for the association of depres-
sion and anxiety disorder ranged widely, from about 3 in Switzerland to about LS in Puerto
Rico. On the other hand, Krueger and colleagues (2003) examined comorbidity patterns of
common mental disorders among patients in primary care centers across 14 countries and
found that the patterns of association between depression and other common psychiatric
syndromes held across cultures. As expected, depression was highly associated with internal-
izing syndromes, such as symptoms of anxiety and somatic distress, and moderately associ-
ated with externalizing syndromes, such as hazardous use of alcohol. Thus, emerging evi-
dence suggests that depression reflects a broader internalizing tendency across cultures,
although cultural tactors may influence the strength of its association with other internaliz-
ing disorders.

Despite cross-cultural differences in prevalence of major depression, extant research
suggests that epidemiological studies are capturing a comparable construct across diverse
cultural settings. An important strength of cross-cultural studies is their attention to experi-
mental, sampling, and linguistic similarity in methods employed across cultures. One trade-
off is that relatively less atrention is given to cross-cultural similarity in conceptual meanings
and the behavioral context of symptoms of depression. Another weakness of this research
approach is that epidemiological studies rarely atrempt to measure cultural factors such as
ideas and pracrices. Instead, they rely on country as a proxy for culture. As a result, when
cross-national differences are detected, it is often difficult to know which of the many spe-
cific cultural, demographic, or biological factors may account for higher levels of depression
in some countries, such as the United States, and lower levels of depression in other coun-
tries, such as Japan., Complementing a cross-cultural approach with more culturally
nuanced approaches may allow researchers to identify and examine closely the association
ot specific cultural tactors, such as self-enhancement tendency or cultural norms regarding
emotions, and the occurrence and expression of depression.

Cultural Approach: Examining Cultural Factors Associated
with Depression

In this section, we describe emerging studies that use a cultural approach to studying depres-
sion. Because this research approach is a relative newcomer to the field of culrural
psychopathology, these studies examine fewer cultural contexts than is the case with other
approaches. Most of the studies that we describe in this section are based on comparison of
North American (i.c., United States and Canada) and East Asian {i.c., Japan, Korea, China)
cultural settings. Despite this limitation in scope, however, the culeural approach promises
ta provide us with a more sophisticated and empirically based understanding of the ways in
which depression is culturally shaped.

The Role of Positivity Biases

Symptoms of depression, such as depressed mood, loss of interest in pleasurable activities,
and decreases in self-esceem, are more likely to be viewed as abnormal in cultural settings
such as North America (Heine, 2001 Mesquita & Karasawa, 2002; Tsai, Knutson, & Fung,
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2006) and Puerto Rico (Koss-Chioino, 1999, p. 3335} that promote the assumption tha the
“preferred ethos of euphoria™ and feeling good about oneself is a healthy way of being, In
these cultural settings, positivity biases, such as a tendency ro view oneself and one’s lite and
one’s future in unrealistically positive light, and sense of control over one’s lite, serve as usc
ful tools to motivate the independent self to pursue important goals. Indeed, displays ot
positivity biases are associated with increasing engagement with these culrural settings. For
example, levels of reported self-esteem steadily increase with East Asian individuals® increas-
ing acculturation to Western culture (Heine er al., 1999).

East Asian cultures provide an interesting cultural contrast. In these cultures, self-crincism
and moderation are valued as a path to self-improvement and a way to mantain interper-
sonal harmony. Consistent with this cultural imperative, healthy individuals from East
Asian cultures are less likely to self-enhance (Arnault, Sakamoto, & Moriwaki, 2005) and
display lower levels of unrealistic optimism (Chang, Asakawa, & Sanna, 2001) than do indi-
viduals of European descent from the United Stares and Canada.

Implications of positivity biases for mental health may differ across cultures. Because
North American cultures place a premium on feeling good about the self, che future, and
life, individuals in these cultural contexts who fail to develop this worldview tend to be at
risk for developing depressive symptoms. In contrast, positivity biases do not reflect a cul-
turally normative worldview in East Asian culrures. In these cultural serrings, low levels of
positivity biases may not be associated with heightened levels of depressive symproms, but
may simply reflect reluctance to endorse positive items on depression questionnaires. For in-
stance, Japanese individuals are less likely than European Americans to report that they feet
happy or enjoy life, even though these groups do not differ in their reports of negative affect
and somatic symproms of depression (lwata & Buka, 2002; Kanazawa et al., 2007). Studies
examining cultural models of the self and the future, and perceptions of control have gar-
nered support for the notion that positivity biases show different patterns of associations
with levels of depressive symptoms across cultures.

MODELS OF THE SELF

A number of investigarors have examined individuals’ perceptions of the actual self (how
one is), and their relation to levels of depressive symptoms across cultural contexts. They re-
ported that negative descriptions of the actual self show stronger associations with levels of
depressive symptoms for U.S., Korean, and Spanish samples, compared to samples from Ja-
pan, China, and the Czech Republic (Arnault er al., 2005; Calvete & Connor-Smith, 2005;
Farruggia, Chen, Greenberger, Dmitrieva, & Macek, 2004).

It may not be enough to examine descriptions of the actual self alone. Instead, the
greater the discrepancy between the actual self and the ideal self (how one would ideally like
to be), the more susceptible one may be to depression. A large distance between ideal and
actual selves represents a failure to fulfill a cultural imperative to sclf-enhance. Heine and
Lehman (1999) found that the relation between levels of depressive symproms and discrep-
ancies between ideal and actual selves is stronger for European Canadians than for Japa-
nesc, with a bicultural Asian Canadian sample falling in berween the two groups. In con-
trast, actual-undesired self-discrepancy predicrs levels of depressive symptoms equally well
for Asian American and European American students (1 lardin & Leong, 20085). These data
suggest that for European American samples, depression is associated with both failure to
achieve the ideal self and inability to distance oneself from undesirable outcomes. In con-
trast, heightened levels of depressive symptoms among individuals in East Asian cultures are
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uniguely associated with failure to escape the undesirable self (Cheung, 1997), consistent
with 2 notion that self-criticism rather than self-enhancement is an important cultural im-
perative in East Asian cultures.

MODELS OF THE FUTURE AND THE WORLD

Studies examining individuals’ positive view of the future and their lives show a similar pat-
tern. Although pessimism and hopelessness are associated with depressive symptoms across
national groups, this association is stronger for European Americans than for individuals in
Hong Kong (Stewart ct al., 2005), as well as for Asian Americans (Hardin & Leong, 2005)
and African Americans (Kennard, Stewart, Hughes, Patel, & Emslie, 2006). In addition,
Calvete and Connor-Smith (2005) reported that although symptoms of depression are pre-
dicted by dissatisfaction with life circumstances for Spanish and U.S. students alike, the link
between dissatisfaction with circumstances and heightened levels of depressive symptoms is
stronger for the U.S. students than for the Spaniards.

ATTRIBUTIONAL STYLES

Another line of research has examined negative perceptions of the sclf, the world, and the
future in the wake of negative life events. According to the hopelessness theory of depression
(Abramson, Metalsky, & Alloy, 1989), individuals who tend to attribute negacive events to
internal, stable, and global causes are at increased risk for depression. Studies with primarily
European American samples support this theory (Abela, 2002). Given an emphasis on posi-
tive self-presentation in European American cultural contexis, negative aceributional style
may represent a failure to interpret life stressors in a culturally normative way. Although
negative attributions following negative life events have been found to be associated with
depressed mood for US., Russian, French, and Chinese adults and children (Ameli,
Swendsen, Campagnone, & Grillon, 20025 Anderson, 1999; Gutkovich et al., 1999), this as-
sociarion is weaker for Japanese students (Sakamoto & Kambara, 1998), and minority
groups in the United States (Cardemil, Kim, Pinedo, & Miller, 2005; Rieckmann, Wadsworth,
& Deyhle, 2004). Additional studies examining the association hetween negative explana-
tory style and the etiology and maintenance of depression across cultures are needed to ex-
amine the validity of attributional theory of depression across cultural groups.

LOCUS OF CONTROL.

Finally, having an external locus of control, or believing chat life events are out of one’s per-
sonal control, is thought to be a risk factor for depression (Neff & Hoppe, 1993). For exam-
ple, Mirowsky and Ross (1984) found that among Mexican Americans and Mexicans, being
fatalistic (i.c.. having an external locus of control} was predictive of higher levels of depres-
sion. However, the association between external locus of control {(or fatalism) and depres-
sion is not universal. Although having an external locus of control was positively correlated
with levels of depression for American and Turkish college students, such was not the case
for Nigerian or Filipino college students (Akande & Lester, 1994; Lester, Castromayor, &
leli, 1991). Similarly, Sastry and Ross (1998) found that although believing in personal con-
trol is related to lower levels of depression across cultural groups, the magnitude of the cor-
relation is weaker For East and South Asians than for non-Asians.

To summarize, viewing oneself, one’s future, and one’s life negatively; actributing nega-
tive life evenes to internal, stable, and global causes; and believing that they are not under
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one’s control are known to be harmful or “depressogenic™ beliets. The cultural approach
challenges this notion, and suggests that these beliefs and attributional styles are greater risk
factors for depression for individuals from Western culeural seteings, such as European
Americans, than for individuals from cultures thar place fess emphasis on promoring the
self, such as East Asians. This partern of findings helps us understand how East Asians can
appear depressed due to their failure to endorse positive assessments of themselves and cheir
lives, yet remain surprisingly resilient to major depression, in part due to their tendency to
persevere under stress.

Cultural Norms Regarding Negative Emotions

Another cultural factor that may shape the impact of depression on emotional responding is
adherence to cultural norms regarding emotions, Different cultures endorse different norms
regarding the experience and expression of negative emotions. For example, healthy emo-
tional functioning is associated with open expression of emotions in European American
cultural contexts, and with emotional balance and moderation in East Asian cultural con-
texts. Abnormal emotional functioning can also be expected to vary relative to these culture-
specific norms of emotional functioning; that is, emotional symptoms of psychopathology
may represent deviations from culeurally specific norms of emotional expression rather than
from culturally universal patterns of healthy emotional functioning. For example, Okazaki
and Kallivayalil (2002) found that levels of depressive symptoms among Asian American
students were associated with deviations from a culeurally normative belief that it is inap-
propriate to express and experience depression.

Studics of Furopean Americans indicate that individuals with major depressive disorder
exhibit diminished reactivity ro a variety of standard emotional cues (Gehricke & Shapiro,
2000; Sloan, Strauss, Quirk, & Sajatovic, 1997). Diminished emotional reactivity represents
deviation from the European American cultural norm of open, or even exaggerated, cmo-
tional responding. Depression may reduce attention to, or concern with, cultural norms of
emotional responding, resulting in emotional responses that contradicr these norms; that is,
in European American cultural contexts, a depressed individual may fail to express his or
her feelings openly. In contrast, in Asian cultural contexts, a depressed individual may fail to
moderate his or her emotions.

To test this hypothesis, we presented depressed and nondepressed European Ameri-
cans and Asian Americans with sad and amusing films (Chentsova-Dutton et al., 2007).
Consistent with previous studies, whercas major depression was associated with dimin-
ished emotional responding to the sad film for European Americans, it was associated
with enbanced emotional responding for Asian Americans. In other words, within each
cultural group, depressed participants demonstrated the culturally inappropriate negative
emotional response. Being depressed may result in a failure to endorse and enact cultural
norms of emotional expression. Alternatively, deviating from cultural norms may result in
depression. Regardless, these findings suggest that the impact of depression on emotional
responding varies depending on the dominant cultural model of healthy emotional func-
tioning,

CONCLUSIONS AND FUTURE DIRECTIONS

Recent decades have seen a growing interest in understanding the role of culture in shaping
depression. Nearly 1,000 studies on culeure and depression have been published in the last
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[5 years alone. These studies use different research approaches to examine whether the
Western body of knowledge abour major depression generalizes to other cultural contexts,
and, increasingly, to identify specific cultural factors associated with resilience and vulnera-
bility to major depression.

In this chapter, we have reviewed recent evidence gathered in ethnographic, biomedical,
and cultural approaches to the study of cultural shaping of depression. Despite differences in
these theoretical and methodological approaches, all have demonstrated the various ways in
which culture may influence depression—from concepts of depression and illness to preva-
lence rates across countries, to the assoctation of positivity biases with levels of depressive
symptoms. These approaches have also identified important similarities—trom similar con-
ceptualization of depression as caused by worrying too much to risk factors and comorbid-
ity, to the patterns of emotional responding that represent deviations from cultural norms
regarding expericnce and expression of emotions. Despite these advances, it is sobering to
realize how litrle we know about depression across cultures. It is important that future re-
scarchers move beyond the approaches described here by studying depression in more cul-
tural contexts and combining multiple research approaches to examine more explicitly how
culture intluences other aspects of depression, such as its biological and genetic markers,
and its treatment.

Combining Diverse Approaches

In particular, more studies are needed that combine research tools developed by ethno-
graphic, biomedical, and cultural approaches. Ounly by combining these research approaches
can we uncover the extent of cultural similarities and differences in depression. One recent
example of this is the study by Kohrt and colleagues (2005). They studied jhum-jhim, a
common illness in rural Nepal chat is characterized by numbness and tingling sensations.
The study combined ethnographic and biomedical approaches to investigate the relationship
between jhum-jhun and depression, measuring levels of depression in patients with jhumn-
i and conducting medical exams to identify cases of jhuni-jhunt caused by medical con-
ditions, such as arthritis or diabetes. This study demonstrated that the presence of somatic
symptoms in this non-Western cultural setting was associated with higher levels of depres-
sive symptoms, regardless of medical explanation for the somatic symptoms. The study
benefited from combining different approaches. Limiting this study to a single approach,
such as the ethnographic interview, would not have allowed researchers to examine whether
the biological and cultural factors interacted in shaping the expression of distress among ru-
ral Nepalese.

Behavioral, Physiological, and Genetic Markers of Depression

A recent set of studies has begun to examine interactions between ethnicity and physiologi-
cal markers of depression, such as hormonal responses to stress, and genetic markers for de-
pression {Gallagher-Thompson et al., 2006; Zintzaras, 2006). For example, Gallagher-
Thompson and colleagues (2006} showed that physiological responses to stress differ for
Hispanic and non-Hispanic carcgivers. Regardless of their stress levels, Hispanic women
had flatter daytime cortisol slopes than did their European American councerparts. This
study suggests that we cannor rake for granted that physiological markers of depression
identitied in European American samples hold universally for other culeural and echnic
groups. Future examinacions of cultural differences in behavioral, physiological, and genetic
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markers of depression and their interactions with stress would open a new frontier in the re-
scarch on cultural shaping of depression.

Barriers to Treatment

As the numbers of ethnic/minority and immigrane populations in Western countries sky-
rocket, the crisis in providing effective mental health services to these individuals is more ap-
parent than ever. Mounting evidence suggests that evidence-based care for depression im-
proves outcomes for these individuals (for a review, see Miranda et al., 2005). Despite chese
promising data, individuals from non-Western cultural seetings face countless barriers in ob-
taining effective treatment for depression. These barriers range from low rates of treatment
seeking (Lagomasino et al., 2005; Ohayon & Hong, 2006; Williams et al., 2007; Wittchen
& Jacobi, 2005) to low likelihood of detection of depressive symptoms by clinicians (Simon,
Goldberg, et al., 1999). Once in treatment, barriers include unwillingness of patients ro en-
gage in a biological treatment strategy for an ailment they believe to be of an interpersonal
or spiritual nature, and some patients” inability to tolerate standard doses of antidepres-
sants, resulting in lower likelihood of taking antidepressants (Cooper ¢r al., 2003). In addi-
tion, some patients may fecl hesitant ro engage in therapies requiring disclosure of feelings,
due to their belief thar it is inappropriate to discuss personal and family problems with
strangers (Lawrence et al., 2006). It is no surprise that these factors result in high ereatment
dropoff rates for individuals from non-Western culeural settings and minority patients
(Organista, Muiioz, & Gonzalez, 1994). It is likely that cultural factors, such as fatalism,
acceptance of suffering, stigma, and cultural conceptions of depression as being interperson-
ally based contribute to these barriers. Given these challenges in recruiting, accurately diag-
nosing, and delivering effective treatment modalities to culwrally diverse populations, fu-
ture research needs ro utilize our knowledge of cultural conceptions of depression to design
more effective recruitment, assessment, and treatment programs.

Indigenous Forms of Treatment

A final, promising future direction is to explore the effects of non-Western treatment ap-
proaches, such as acupuncrure, yoga, and meditative practices, on depression in Western
populations. These practices may be particularly uscful for treating individuals who cannot
take some antidepressant medications, such as pregnant women or individuals who do not
respond to antidepressants. For example, studies suggest that acupuncture provides relicf to
depressed individuals and appears to be comparable to other treatments in terms of response
and relapse rates (Gallagher, Allen, Hitt, Schnyer, & Manber, 2001).

Similarly, a number of studies support the use of meditation, mindfulness pracrices, and
yoga for treating depression (Segal, Williams, & Teasdale, 2002; Woolery, Myers, Sternlieb, &
Zeltzer, 2004). For example, patients with mood and anxiety disorders undergoing mindful-
ness-based therapy show reduced rumination, or maladaptive tendency to focus on symproms
of depression, compared to waiting-list controls (Ramel, Goldin, Carmona, & McQuaid,
2004). Reduced rumination can help patients predisposed to depression manage negative af-
fect in their lives. Consistent with this notion, treatment with mindfulness-based cognitive
therapy, a meditation-based psychotherapeutic intervention, reduced risk of relapse among
patients with a history of multiple previous episodes of major depression (Teasdale et al,,
2000}. Future studies need to examine whether these practices are particularly beneficial
within the context of East Asian and Southeast Asian cultural values and norms.
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