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Melancholia: “aversion to food, despondency, sleeplessness, irritability, restlessness”


Hippocrates, Fifth Century BC.





APA (1994) Major Depressive Disorder 


 the presence for at least 2 weeks of at least of the following: depressed mood nearly every day, irritability in children, loss of interest or pleasure in most activities, non-planned loss or gain in appetite or weight, insomnia or hypersomnia, observable agitation or slowing of movement, daily fatigue, subjective feelings of worthlessness or guilt, loss of ability to think or concentrate and recurrent thoughts of death/suicide.





Depression may be as much as six times as high in Native American Indians as in the rest of the US population, 


(Manson et al 1985)





No native concept of 


depression in Nigeria


(Leighton et al 1963)





No native concept of depression in Malaysia


(Resner and Hartog, 1970)





No native concept


of depression in China


(Tseng and Hsu 1969)





No native concept


of depression in The Canadian Inuit


(Terminsen & Ryan 1970)





(Tseng and Hsu 1969)





No native concept of depression in Japan


(Tanaka-Matsumi and Marsella 1976)





Hopi Indians (Manson et al 1985) studied concepts of mental disorders with symptoms that overlap with DSM categories. Whilst there is no concept that overlaps completely with Western conception of depression, there are five separate illnesses typified by varying patterns of depressive symptoms: 


worry sickness


unhappiness


heartbreak


drunken-like craziness, (with or without alcohol)


disappointment-pouting


Each has different form of Hopi therapy. For the Hopi people, the Western concept of depression is too vague to be useful therapeutically.








Somatic symptoms were more common and there were less feelings of guilt or low self esteem reported by depressed Chinese, Sengalese and Filipino people. One explanation is that people are socialised to interpret feelings in different ways, i.e. El-Islam (1969) says that in non-Western cultures guilt is commonly replicated by blaming others as in Individualist cultures personal responsibility is uppermost whereas in Collectivist cultures there is a diffusion of responsibility throughout the social network.





Schlieffelin (1985) studied the Kaluli people of Papua New Guinea. There are no governing officials or chiefs; communities are based on the interaction of equals. Assertiveness is highly valued and both men and women are socialised to be energetic in support of their friends.  Lack of assertiveness and initiative are stigmatised.  The Kaluli are not socialised to suppress their feelings. They should be willing to express anger, grief and dismay towards those who interfere with his goals; they are socialised to express emotions in response to frustration or loss as a means to assert rights, to seek redress over whomever is held to be responsible. Children are also drawn into this channelling of emotion. Depression as “anger turned inward” is thus very unlikely in the Kaluli, who have no word for depression. Internal stresses are directed outwards towards others and thus depression is very uncommon but if it did occur would be more likely shown though somatic symptoms. Schlieffelin (1985) reports only one case of depression in a woman who was trapped in an unhappy marriage which was a union of convenience (arranged to benefit the two families, where there were also other marriages that would breakdown if her relationship failed). 





Obeyesekere (1985): “The Western conception of depression as a response to loss involving hopelessness, distress, shame and anger sounds strange to me, a Buddhist, for if it were placed in the context of Sri Lanka I would say here we are dealing not with a depressive but a good Buddhist.  Hopelessness lies in the nature of the world, the salvation lies in understanding and overcoming that hopelessness. Life is suffering and sorrow, the cause of the sorrow is craving, and desire, but suffering can be overcome . In a society where suffering is seen as the norm, the diagnosis of a pathological condition based on suffering would not make any sense. 








Both the Ashanti and Yoruba in Africa also have similar ideologies which would make the diagnosis of depression meaningless. In the Ashanti, a similar state to depression is seen as the “inevitable lot of most women” whilst in the Yoruba although painful, disabling and unpleasant  depressive symptoms are identified they are seen as “a more or less natural reaction to the vicissitudes of life.” The symptoms exist but are not seen as part of any disorder, therefore we can remove symptoms from their cultural context.








