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lthough cross-national epidemiologic research has
confirmed that major depression and anxiety disor-

Cultural Variations in the
Clinical Presentation of Depression and Anxiety:

Implications for Diagnosis and Treatment

Laurence J. Kirmayer, M.D.

This article reviews cultural variations in the clinical presentation of depression and anxiety.
Culture-specific symptoms may lead to underrecognition or misidentification of psychological dis-
tress. Contrary to the claim that non-Westerners are prone to somatize their distress, recent research
confirms that somatization is ubiquitous. Somatic symptoms serve as cultural idioms of distress in
many ethnocultural groups and, if misinterpreted by the clinician, may lead to unnecessary diagnostic
procedures or inappropriate treatment. Clinicians must learn to decode the meaning of somatic and
dissociative symptoms, which are not simply indices of disease or disorder but part of a language of
distress with interpersonal and wider social meanings. Implications of these findings for the recogni-
tion and treatment of depressive disorders among culturally diverse populations in primary care and
mental health settings are discussed. (J Clin Psychiatry 2001;62[suppl 13]:22–28)

From the Division of Social and Transcultural Psychiatry,
McGill University and the Culture and Mental Health Research
Unit, Sir Mortimer B. Davis–Jewish General Hospital,
Montreal, Quebec.

The International Consensus Group on Depression and
Anxiety held the meeting “Focus on Transcultural Issues in
Depression and Anxiety,” October 5–6, 2000, in Kyoto, Japan.
The Consensus Meeting was supported by an unrestricted
educational grant from SmithKline Beecham
Pharmaceuticals.

Reprint requests to: Laurence J. Kirmayer, M.D., Culture
and Mental Health Research Unit, Institute of Community and
Family Psychiatry, 4333 Côte Ste. Catherine Rd., Montreal,
Quebec H3T 1E4 (e-mail: laurence.kirmayer@mcgill.ca).

A
ders occur worldwide,1,2 the symptomatic expression, in-
terpretation, and social response to these syndromes vary
widely.3,4 This article will review some of what is known
about cultural variations in the clinical presentation of de-
pression and anxiety to identify issues relevant for clinical
practice.

The term culture is a grand abstraction that covers a very
broad territory.5 Older notions of cultures as self-contained
systems (implicit in the concept of culture-bound syn-
dromes) have given way to a view of cultural worlds as
temporary, ever-changing constructions that emerge from
interactions between individuals, communities, and larger
ideologies and institutional practices.6,7 Individuals use the
resources available in the social world to construct durable
and socially valued selves.

Discussions of culture in psychiatry tend to focus on the
minority patient who is presumed to be culturally distinc-

tive in some way. However, psychiatry itself is a cultural
institution. Medical anthropology has shown how many
aspects of psychiatric theory and practice are based on spe-
cific cultural concepts of the person.8–10 One implication of
the broader perspective on culture advanced here is that
“culture” is not simply a characteristic of patients. The per-
spective of clinicians is also a function of their own
ethnocultural background, their professional training, and
the context in which they work. Hence, it is best to frame
issues of cultural difference not simply in terms of the
characteristics of patients or communities, but in terms of
differences in the perspectives of patient and clinician in
what is always, to some degree, an intercultural encounter.

Much of what is known about the role of culture in
psychopathology comes from qualitative ethnographic re-
search both in clinical settings and in the community.3,8

Conventional psychiatric research is ill-suited to explore
the cultural meaning of distress because it tends to reduce
the complexity of illness narratives to a checklist of symp-
toms and signs of disorder. However, there is a growing
body of epidemiologic research informed by ethnography
that goes beyond parochial assumptions to identify clini-
cally important cultural variation.11 This article considers
the impact of culture on the symptomatic expression and
clinical presentation of depression and anxiety.

CULTURAL VARIATIONS IN THE
REGULATION AND EXPRESSION OF EMOTION

While there may be a small set of universal emotions,
more complex sentiments and feelings refer to stretches
of social interaction and specific contexts that vary cross-
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culturally.12 These variations may influence the experience
and expression of the forms of dysphoria termed depres-
sion and anxiety. While these English terms may point to
universal experiences, they also have culture-specific con-
notations that reflect the history of emotions in Western
countries. From the perspective of evolutionary psychi-
atry, depression is related to the response to the loss of sig-
nificant interpersonal relationships, social status, or incen-
tives, while anxiety is related to the anticipation of threats
to safety or integrity of body or self. However, the emo-
tions attached to these basic predicaments are elaborated
in distinctive ways in each social and cultural context.13,14

Culture has effects on the neural systems, psychologi-
cal representations, and interactional patterns that consti-
tute affect throughout the life-span.15 Cultural ideologies,
institutions, and practices provide the context and rules
for interactional processes that underlie complex emo-
tions. Cultural variations in the composition of the family,
maternal-infant interaction, and child-rearing practices all
prime and shape affect systems. Emotion “display rules”
and body practices regulate socially acceptable and devi-
ant patterns of emotional expression. Culture provides cat-
egories and a lexicon for emotional experience, making
some feelings salient and others more difficult to articu-
late. Culture sets limits of tolerance for specific emotions
and strong affect; it also provides lay theories and strat-
egies for managing dysphoria. Culture influences the
sources of distress, the form of illness experience, symp-
tomatology, the interpretation of symptoms, modes of cop-
ing with distress, help-seeking, and the social response to
distress and disability. Each of these ways in which culture
may influence the regulation of emotion has potential im-
plications for the expression of dysphoric affect in clinical
settings.

In many cultures, disturbances of mood, affect, and anx-
iety are not viewed as mental health problems but as social
or moral problems.3 In Latvia, for example, the grieving
person is enjoined to “bury his suffering under a stone and
step over it singing” (V. Skultans, Ph.D., oral communica-
tion, February 9, 2001). Even in North America, depression
carries connotations of a loss or lack of personal strength
and fortitude that contribute to stigmatization. These con-
notations contribute to the tendency among some cultural
groups to deny or minimize the affective components of
their distress in favor of more socially acceptable somatic
symptoms. Such cultural ideologies of emotion also gov-
ern developmental experiences as well as coping strategies
that may influence the course of affective and anxiety
disorders.

The culturally distinctive form of social phobia termed
Taijin kyofusho (TKS) in Japan provides an instructive ex-
ample of cultural influences on anxiety. Although TKS
shares many symptoms with social anxiety as described in
DSM-IV, it differs in 2 important respects. First, it is asso-
ciated with concerns about upsetting others rather than

simply with one’s own embarrassment. Thus, awkward
social behavior, especially an inappropriately placed or
timed gaze, is viewed as harming others. This fits with
Japanese emphasis on the regulation of social interaction
through deference and attentiveness to one’s position
within a complex status hierarchy. Second, a wide range of
types and severity of social anxiety, including apparently
delusional forms, are grouped together by many Japanese
psychiatrists as forms of TKS that may be responsive to
similar cognitive interventions. Although not yet estab-
lished through clinical trials, if true, this grouping would
suggest that the delusional forms of TKS differ markedly
from other delusional disorders.

The salience of interpersonal anxiety in Japan led to its
early recognition as a serious mental health problem and
to the development of culture-related treatments of its
more severe forms.16 The greater social acceptability of
anxiety compared with depression may also account for
the low levels of clinical diagnosis and treatment of de-
pression in Japan until recently. The majority of patients
with symptoms of depression in Japan are still treated by
internists primarily with benzodiazepines, although with
the recent introduction of selective serotonin reuptake in-
hibitors, antidepressant use is increasing.

SOMATIZATION IN PRIMARY CARE

There has been a long-standing impression that “non-
Western” patients are prone to somatize their distress. We
should be suspicious about any such sweeping generaliza-
tion that includes most of the world’s myriad cultures
under the rubric “non-Western.” Indeed, if there is any va-
lidity to this generalization, it can only be because West-
erners (who themselves comprise extremely diverse and
divergent cultural groups) share some distinctive values or
practices that contribute to the obverse of somatization,
which has been termed psychologization.17

The United States is distinctive in the great emphasis
given to the open expression of interpersonal conflict and
confrontation in everyday life.18 Daytime television offers
many models of people speaking directly about intimate
events in their lives. Nor is this simply a form of entertain-
ment that contravenes ordinary rules: the same directness
and explicit talk about conflict is common in many differ-
ent social strata or subcultures within American society.
In contrast, many other cultures view nonconfrontation
and social harmony as paramount and consequently value
the suppression or containment of both interpersonal and
internal conflict.19 As a result, individuals in these cultures
are less likely to open up to health care providers and to
provide details of their emotional state and social prob-
lems. As well, people in most parts of the world do not
view emotional problems as appropriate issues for health
care per se. Instead, emotional difficulties, including de-
pression and anxiety, are often understood as sociomoral



24 J Clin Psychiatry 2001;62 (suppl 13)

Laurence J. Kirmayer

problems more appropriate to bring to a family member,
elder, spiritual or community leader, or someone else who
is familiar with the complex web of social ties, past and
present, that define a relational self.

The impression that Asians, Africans, and others are
more prone to somatize than North Americans has been
based largely on anecdotal observation or on research that
compares people in very different health care systems.20

Thus, early work on somatization in Taiwan and China
compared patients in the community, seen by healers or
primary care providers, with patients in the United States
seen in mental health clinics.21,22 It is not surprising that
the latter were seen to be more open about the emotional
aspects of their distress.

We conducted a series of studies in Montreal, Quebec,
Canada, to examine somatization in similar social settings.
For example, in a study of 700 patients who attended fam-
ily medicine clinics on a self-initiated visit, we found that
the vast majority of patients, whatever their background,
made exclusively somatic presentations to their physi-
cians.23 As seen in Figure 1, only 15% of patients with cur-
rent major depression or panic disorder (diagnosable with
the Diagnostic Interview Schedule) presented any psycho-
social complaint. However, when the somatic presenters
were asked what caused their somatic symptom (which
was usually some form of bodily pain or fatigue), half re-
ported a potential psychosocial cause (e.g., stress, troubles
at work or at home, emotional distress). Of those who did
not report a psychosocial cause, half again agreed, when
prompted, that nerves or worries could have something to
do with causing their symptoms. The style of clinical pre-
sentation had an important effect on rates of recognition of
distress by clinicians. As seen in Figure 2, the more persis-
tently a patient rejected any link to psychosocial factors,
the less likely the clinician was to recognize and treat a
psychiatric disorder.

This study,23 which has been replicated in several coun-
tries,24–26 suggests that somatization of depression and anx-
iety is ubiquitous and not characteristic of some specific
ethnocultural group. However, the majority of primary
care patients will acknowledge a psychosocial dimension
to their distress when asked; only about 20% are persistent
“somatizers” who reject any connection between their so-
matic symptoms and their depression or anxiety disorder.
These individuals may have somewhat milder conditions
and better prognosis than those who acknowledge the psy-
chiatric nature of their problem. This finding suggests cau-
tion in converting patients to a psychological view of their
condition.

The most common somatic symptoms of depression
and anxiety are musculoskeletal pain and fatigue. This
finding is similar in primary care settings around the
world.26 These somatized presentations probably represent
what has been called “ticket behavior” in the family medi-
cine literature: a somatic complaint is an appropriate and
nonstigmatized reason to seek help from a biomedical
practitioner.27 This is so even if the individual recognizes
that there are social and psychological causes or contribu-
tors to the illness.

In a later study, we examined a community sample
of Canadian immigrants from 3 different ethnocultural
groups: Afro-Caribbean (mainly from Jamaica and
Trinidad), Vietnamese, and Filipino.28 All were living in
the same urban neighborhood and had similar access to
primary care. The immigrant groups were much less likely
to use or to be referred to mental health care. Although
there were differences between the groups in the preva-
lence of emotional distress (linked to their different pre-
migration experiences), when level of distress was con-
trolled, there was some evidence for higher levels of
somatic symptom reporting among Vietnamese men. This
finding suggests that there may be cultural and gender dif-

Figure 1. Styles of Clinical Presentation of Primary Care
Patients With Depression and Anxietya

aData from Kirmayer et al.23
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ferences in the expression of distress that are pertinent to
the recognition of major depression and anxiety disorders
in primary care.

CULTURE-BOUND SYNDROMES
AND IDIOMS OF DISTRESS

The culturally distinctive elements of the clinical pre-
sentation of patients with depression and anxiety may
reflect culture-specific symptoms or syndromes, cultural
idioms of distress, or explanatory models that link bodily
distress with social and psychological factors. These con-
ceptually different aspects of illness experience generally
coexist but require somewhat different diagnostic strat-
egies to untangle and call for different therapeutic re-
sponses.

There are many common somatic symptoms that are
nonspecific manifestations of depression, anxiety, and
other forms of distress. DSM-IV includes an appendix
with several culture-related syndromes that may coexist
with or be otherwise related to depression and anxiety
disorders.29 Table 1 lists some of the well-described syn-
dromes that may co-occur with depression or anxiety dis-
orders.30–43

These clusters of symptoms probably reflect the inter-
action of bodily processes and cognitive schemata based on
ethnophysiologic and ethnopsychological notions. Some
somatic symptoms may seem bizarre when encountered
outside their usual cultural context and may lead clinicians
to mistakenly diagnose them as delusional or psychotic
disorders. For example, sensations of “heat” or “peppery
feeling” in the head are common in equatorial regions of
Africa.44

Several of the classic culture-bound syndromes are,
in fact, not really syndromes at all (that is, co-occurring
sets of symptoms) but causal explanations or illness attri-
butions.45 For example, susto, or fright-illness, is a com-
mon explanation in Central America for a wide range
of illnesses, including infectious disease and congenital
malformations. The importance in eliciting patients’
causal models in order to diagnose and negotiate treatment
has been recognized since the seminal work of Kleinman
and Good.22,46,47 Although sometimes described as anal-
ogous to medical theories of disease causation, course,
and outcome, explanatory models are often fragmentary,

internally inconsistent, and heavily influenced by experi-
ences with salient prototypes and sequences of events in
the individual’s life.48 Thus, it is important to elicit pa-
tients’ prototypical experiences of similar symptoms or
problems to identify the clinical significance of the current
symptoms.

Many culture-specific terms refer to “idioms of dis-
tress”—culturally patterned ways of talking about distress
(Table 2).49–66 Most of these idioms, although they may
refer to bodily distress, also imply social and interactional
problems. For example, hwa-byung, a Korean term mean-
ing “fire-illness,” refers not only to symptoms of epigas-
tric burning and other forms of somatic distress but also to
anger due to interpersonal conflict and a wider sense of
collectively experienced injustice.60,61,67 For the clinician
knowledgeable about cultural meanings, the somatic
symptoms of patients who label their distress hwa-byung
point to psychological and interpersonal issues. The impli-
cation of this cultural shaping of illness experience is that
symptoms cannot simply be interpreted as indices of dis-
order or disease but must, instead, be understood as inter-
personal communications by the clinician and also, often,
by the patient’s support group.

IMPLICATIONS FOR CLINICAL INTERVENTION

In most parts of the world, people with symptoms
related to depression and anxiety do not view their prob-
lems as psychiatric and may reject psychological or psy-
chiatric treatments couched in culturally unfamiliar or
dissonant terms. Assuming that psychiatry does have some-
thing to offer such patients (this is not certain, but is at least
worth testing), the clinician’s task involves acquiring suf-
ficient understanding of the patients’ point of view and
preferences to negotiate a diagnostic interpretation and
treatment strategy that will be acceptable and effective.

There is considerable evidence that conventional psy-
chiatric approaches are not effective for many patients
because of the failure to undertake or accomplish this clini-
cal negotiation. One indication of this failure is the gener-
ally low rate of patient “compliance” with treatment.68

Studies in general health care suggest that from 10% to
75% of patients are noncompliant with medication.69 Rates
of noncompliance are much higher in intercultural settings,

Table 1. Cultural Idioms of Distress Related to Anxiety
and Depression
Agoraphobia30,31

Ataques de nervios32,33

Cardiophobia34

Koro35–37

Kyol goeu (“wind overload”)38

Semen loss (dhat, jiryan, sukra praneha, shen-k’uei)39,40

Taijin kyofusho41–43

Table 2. Somatic Idioms of Distress and Folk Illness
Attributions
“Nerves,” nervios, nevra49

Brain fag,50,51 ode-ori52

Calor53

Falling out, indisposition, low blood54–56

Heart distress57–59

Hwa-byung60, 61

Neurasthenia,62,63 shenjing shuairuo,64 shinkeisuijaku65

Susto66
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because of both cultural differences in expectations for
treatment and inadequate communication. For example, in
a study from a specialized clinic, 61% of depressed South-
east Asians receiving antidepressants had no detectable
blood drug level.70 Etiquette and a desire to be a “good pa-
tient” may hide fundamental differences in perspective as
shown in a later study that found that 53% of Southeast
Asian patients with depression or posttraumatic stress dis-
order who claimed to be taking medication as directed had
no detectable blood level and only 16% had blood levels in
the therapeutic range.71 Reasons for these low rates may
include patients’ reluctance to take medication perceived
as excessively strong, increased physiologic or psycho-
logical sensitivity to side effects, or the social stigma asso-
ciated with any psychiatric treatment.72 Cultural attitudes
toward authority may lead patients to maintain the appear-
ance of compliance with treatment in an effort not to
offend the clinician.

The metaphor of compliance is unfortunate in many re-
spects because it implies that the patient’s task is to con-
form, acquiesce, or yield to the clinician’s directives. In
Euro-American culture, such acquiescence generally has
quite negative connotations and implies weakness or sub-
servience. Behind the notion of compliance lies a more
general “conduit” metaphor of communication that views
the clinician as simply passing along instructions to the
patient in a neat package, which must simply be unpacked
and followed.73 From this point of view, the active ingredi-
ents of the treatment are to be found in the doctor’s guid-
ance and the medication, not the patient’s own efforts at
control.

In contrast to these connotations of the metaphor of
compliance, we can understand patients as actively en-
gaged in understanding their illness and seeking out forms
of treatment that make sense to them and fit with salient
cultural expectations and social constraints in their lives.74

Communication is not simply a matter of passing along
packets of information from one person to another but of
using meaningful language and gestures to evoke or elicit
from patients their own relevant models and metaphors.
Hence some awareness of patients’ background knowl-
edge is essential to make oneself understood.

The unequal power of doctor and patient tends to work
to silence patients.75 At times, this silencing may suit both
clinician and patient, as when the patient comes from a
cultural background that values reticence and restraint or
views competent clinicians as necessarily authoritarian.
More perniciously, patients from ethnocultural groups or
regions that were dominated and marginalized by Euro-
pean or American powers during periods of colonization
or that have experienced racism will find it difficult or
dangerous to articulate their own point of view when it
conflicts with or contradicts the clinician’s framework.

All of this suggests the importance of thinking about
the clinical encounter in terms of alternatives to compli-

ance, through metaphors that emphasize negotiation, col-
laboration, and a patient- or family-centered approach. To
do this, it is crucial to elicit patients’ own understandings
of symptoms and illness to appreciate their concerns and
priorities. The clinician must clearly indicate his or her
willingness to take the time to understand the patient’s
point of view. This willingness allows the clinician to un-
derstand specific symptoms and behavioral problems in
sufficient detail to map them onto existing psychiatric no-
sology, but it also may point toward issues that, while they
are not core symptoms of a recognized disorder, neverthe-
less rank high on the patient’s own list of concerns that re-
quire attention and may play a key role in disability and
outcome. In parallel with this effort, the clinician needs to
explore the patient’s attitudes toward medical authority
and psychiatric treatment to identify potential barriers
related to fear of labeling and stigmatization.

The outline for a cultural formulation in DSM-IV pro-
vides a useful checklist of basic categories of information
pertinent to understanding symptoms and illness in social
and cultural context.29 The cultural formulation includes 4
main domains: (1) the ethnocultural identity of the patient,
(2) patients’ explanations of illness, (3) culturally distinc-
tive dimensions of the psychosocial environment and lev-
els of functioning, and (4) the relationship between indi-
vidual and clinician. As it stands, however, the cultural
formulation does not sufficiently emphasize or make ex-
plicit issues of social class, socioeconomic disparity, power,
and racism that are crucial considerations in intercultural
encounters.

In the United States, certain ethnocultural groups are
large enough that they can fairly expect to receive treat-
ment from clinicians who share their cultural and linguis-
tic background. It is worth noting, however, that the mere
fact that a clinician and patient share some background
may not guarantee culturally appropriate care both because
of important individual, family, subcultural, and social
class differences and because in the course of professional
training some clinicians may distance themselves from or
devalue the tacit cultural knowledge they once had.

For many smaller migrant groups, and in settings of
extreme cultural diversity, such ethnic matching is not fea-
sible because clinicians with the requisite linguistic and
cultural background are not available. In this context, it
is essential for clinicians to develop generic cultural com-
petence. The basis of any general ability to work with peo-
ple from diverse cultural backgrounds begins with the
clinician’s knowledge of their own ethnocultural identity
and the implicit biases this brings. A second step involves
careful consideration of the cultural bases and biases of
contemporary psychiatric practice. A third skill concerns
working with interpreters and culture-brokers able to pro-
vide the missing social and cultural context. Finally, the
clinician must consider his or her own position in the
health care system, as well as that of the clinical or institu-
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tional setting, vis-à-vis the specific ethnocultural commu-
nity to consider problems of power, racism, and accessi-
bility that may impede forming a therapeutic alliance and
negotiating effective care.

The basic strategy of generic cultural competence is to
adopt an open, interested, respectful attitude toward the
patient’s environment which may teach the clinician the
essentials needed to understand the individual’s illness
and biography against the larger social and cultural back-
drop. Table 3 summarizes some principles of generic cul-
tural competence.

CONCLUSION:
SOCIOSOMATICS IN CLINICAL PRACTICE

In this era of mass migration and globalization, the
colonialist dichotomy of Western and non-Western is be-
coming impossible to maintain. Contemporary cultural
psychiatry is moving away from these misleading stereo-
types to consider the dynamics of individuals’ hybrid iden-
tities, which are in constant transaction and transformation
across boundaries of race, culture, class, and nation.6 In
this context, it is important to recognize that psychiatry
itself is part of an international subculture that imposes
certain categories on the world that may not fit equally
well everywhere and that never completely capture the ill-
ness experience and concerns of patients.76

The partition of distress into categories of affective,
anxiety, somatoform, and dissociative disorders in contem-

porary nosology does not reflect the natural covariation of
symptoms and syndromes. As a result, clinical presenta-
tions of disorders that are related to major depression or
anxiety disorders may differ substantially from the de-
scriptions in DSM-IV. Somatic symptoms are a prominent
part of the clinical presentation of most patients with de-
pression and anxiety. Dissociative symptoms may further
complicate the picture, giving the impression of a psy-
chotic disorder where none is, in fact, present.

The clinical presentation of depression and anxiety is a
function not only of patients’ ethnocultural backgrounds,
but of the structure of the health care system they find
themselves in and the diagnostic categories and concepts
they encounter in mass media and in dialogue with family,
friends, and clinicians. Bodily idioms of distress are very
common in many cultures. In place of psychosomatic
theories that emphasize individuals’ inner conflict, many
traditions of medicine have sociosomatic theories that link
bodily and emotional distress to problems in the social
world.77 This linking provides a rich language for articu-
lating distress and seeking help. Clinicians who learn to
work collaboratively with their patients, as well as with
culture-brokers and colleagues from other cultural com-
munities, not only will be better able to identify their pa-
tients’ problems, but also will uncover cultural resources
that can complement and, at times, supplant conventional
psychiatric treatment.
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Dr. Nutt: When you talked about somatic presenta-
tions, you seemed to imply that there was a conscious
effort not to present with psychological problems. You ex-
plained it in terms of how people might view the compli-
cations or the stigma.

Dr. Kirmayer: I think that the effort to avoid stigma is
an important determinant of styles of clinical presentation.
However, people respond to social contingencies, whether
they are doing it consciously or not. I would argue against
the notion that there is some specific psychopathology in
people who fail to make the connection between psycho-
logical problems and physical symptoms. Social circum-
stances are sufficient to account for most patients’ reluc-
tance to emphasize the psychological dimensions of their
distress.

Dr. Nutt: I am reminded of some work in chronic fa-
tigue syndrome, which showed that the people who resist
any psychological involvement do very badly.

Dr. Kirmayer: That is a substantially different group
of people. We published another article from our study
that looked at the relationship between people with medi-
cally unexplained symptoms, people with depression and
anxiety who make exclusively somatic presentations, and
people with hypochondriacal worry [Kirmayer LJ, et al. J
Nerv Ment Dis 1991;179:647–655]. Our finding was that
more than half of each of those groups is non-overlapping,
and subsequent studies have borne this out.

When we looked at the data on follow-up, we found
that people who made exclusively somatic presentations
started with lower levels of depression and did slightly
better at 1 year [Kirmayer LJ, et al. Psychol Med 1996;26:
937–951].

Dr. Lecrubier: I am puzzled not by what you are say-
ing but by how you present your message. As I see it, there
are 3 possibilities. One is you have the same symptoms all
over the world but they are expressed differently, the sec-
ond is that they are interpreted differently, the third is that
they are organized by each culture into different syn-
dromes. The more depressed a patient is, the more somatic
symptoms he has, but these do not interfere with the gen-
eral practitioner’s recognizing depression. It is only when
the general practitioner makes a somatic diagnosis that it
affects the way a psychological diagnosis is made. So, for
example, it is not the presence of symptoms that differs
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from one country to another but how the group of symp-
toms is interpreted. Alternatively, there really are different
symptoms linked to the culture. So, in one culture you find
symptoms leading to a specific problem that you do not
find in another. But the third issue is stability and evolu-
tion. There is stability in distress but not in the interpreta-
tion of the source of this distress. We need to be cautious
in looking at what is cultural in terms of stability.

Dr. Kirmayer: That is a helpful clarification. I appear
to differ from you on 2 issues. One is an epistemological
issue: other than through what people tell us, it is hard to
know what they are experiencing. So I am not convinced
that there is any way of knowing what symptoms are other
than in a culturally mediated way. This has methodologi-
cal implications, which you can appreciate if you consider
the emphasis the cultural literature places on the meta-
phors that people use. For example, when people talk
about being dizzy, do they mean an actual physical sensa-
tion in their body or are they using a metaphor for some
larger aspect of their predicament? The second issue is
related more to the nature of disorders, and we may differ
in our opinion on the degree to which cognitive processes
are an essential part of depression or anxiety. I am inclined
to believe that they are crucial: they represent emergent
processes in the brain, self-evaluative processes, vicious
circles that have real physical implications. If that is the
case, then the interpretation that people give to things can
in fact create the problem you see. The Cambodian patient
who worries that sensations of dizziness mean that he has
an excess of physiologic “wind” that may cause a stroke or
death is describing a culturally based interpretation that
contributes directly to his panic. If he did not have that be-
lief, he would not have that panic.

Dr. Lecrubier: It is not a transcultural finding. It is a
theory that you develop.

Dr. Kirmayer: Well, it follows directly from the cogni-
tive theory of panic disorder—for which there is about as
much evidence as there is for biological theory. Cognitive
processes, like symptom attributions or interpretations, are
important in the vicious circles that trigger and maintain
panic. As a result, our ways of thinking about ourselves—
about success and failure and managing time, and so on—
have mental health consequences. For example, the obser-
vation that the prevalence of depression may be increasing



30 J Clin Psychiatry 2001;62 (suppl 13)

Discussion

in industrialized countries raises the question as to
whether we have a lifestyle that is adversely affecting peo-
ple, whether through increased work-related stress, exces-
sive striving for economic success, or failed expectations.
This is all speculative—I simply want to open the possibil-
ity of such basic social effects as a way of looking at cross-
cultural differences.

Dr. Lépine: When we go to a physician, we tend to use
the language that we expect them to want to hear. I would
say that many patients going to primary care worldwide
know that physicians expect to hear about somatic symp-
toms, so they talk about them. And there is less cultural
variation in the interpretation of the somatic components
of syndromes. For example, fatigue is a universal form of
distress. When you do consider cultural variation, you
need a historical perspective. For example, neurasthenia is
a European concept: panic comes from anxiety neurosis
and anxiety neurosis comes from neurasthenia.

Dr. Kirmayer: I agree completely. It is the context of
the encounter between 2 people—the clinician and the pa-
tient or the patient and a family member—that determines
how they articulate their distress, and this is not a purely
conscious process. Around the world, pain and fatigue are
the most common symptoms of depression and many
other forms of distress. Part of the problem is that they are
nonspecific but sensitive indicators of distress. And the
style of clinical presentation changes as the health care

system changes. Historical differences are, in some sense,
cultural differences, and cultural rules and roles continue
to change.

Dr. Davidson: When you mentioned agoraphobia, it
reminded me that, not only is the issue an important one to
compare across cultures, but also for us to keep in mind
within a culture. When you think about the issue of agora-
phobia, there was a fairly heated debate, particularly be-
tween the United States and Europe, some years ago about
this condition: Is it agoraphobia, or is it panic disorder that
leads to agoraphobia? You can imagine how that translates
into the way a patient communicates his or her concerns to
the doctor.

Dr. Nutt: David Healey in the United Kingdom has
suggested that depression is a construct that has emerged
from the drugs. It was antidepressants that led us to an in-
terest in depression. If we still had anxiolytics and had
never discovered imipramine, we probably would not rec-
ognize that depression is as prevalent as it is.

Dr. Kirmayer: This is why what is going on in Japan
today is so extremely interesting—you have a professional
culture that, until recently, gave preeminence to anxiety
problems and used antianxiety medications more often
than antidepressants, partly because of patient acceptabil-
ity, but mainly because of the theory of the nature of the
underlying problems. Now you have a very rapid change
going on, which will be very interesting to study.


