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ABSTRACT 

Described since die beginning of medicine and considered to be the 

oldest mental illness, depression is understood as a mood, symptom, 

syndrome and mental disease. It affects a large number of individuals, 

mainly women during their productive period, in different cultural 

environments. World Health officials suggest that over 200 million 

individuals worldwide are affected by one of the forms of depression. 

Epidemiological and biological studies have revealed the close 

relationship between depression and several factors, including sex, age, 

social environment, personality, and genetics. They utilize a single causal 

model of illness, and neglect the role played by culture in the expression and 

experience of depressive disorders. 

As a mood variation, depression is a panhuman phenomenon, but not 

all cultures recognize depressive disorders as a categorized aihnent. Indeed, 

some cultures (Buddhist) give positive values for depressive complaints and 

even encourage them; other cultures (Western), however, tolerate depressive 

symptoms only as acute phenomena. Cross-cultural researchers have 
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discussed the importance of culture for modeling the experience and effects 

of depression. It is culture which gives positive or negative meaning to 

depressive phenomena. In this way, anthropologists have questioned the 

universality of depressive disorders and suggested that depression is a 

cultural. Western construction. 

In the second half of the twentieth century, research studies have 

described the high prevalence rates of depression across cultures. Probably 

because of emotional and socioeconomic pressures, modem industrialized 

life exposes individuals to a high risk of depression. Indeed, Western 

researchers have demonstrated that in each new generation, a greater number 

of individuals have experienced depression. 

Contrary to the belief of Brazilian health professionals, lower class 

African Brazilians are at an increased risk for depressive disorders. The 

research study for this dissertation was realized in public health services in 

greater SSo Paulo, Brazil. I interviewed 565 patients and included 105 in the 

study. All patients presented clinical depression and the majority of them 

were considered to be chronically impaired. Psychosocial factors such as: 

gender, age, socioeconomic background, race, migration, marital status. 
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educational background and religious preference were positively associated 

with the occurrence of depression. 
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CHAPTER 1 

INTRODUCTION 

This dissertation will discuss the understanding and constructs of 

depression among the low socioeconomic patients of public health services 

in the greater S5o Paulo, Brazil. 

My professional interest in affective disorders began in 1975 during 

my internship in clinical psychiatry in the Hospital das Clinicas, Salvador, 

Bahia, Brazil. At that time, I was assisting two twin sisters with bipolar 

affective disorders. Their great sadness and intense feelings of guilt inspired 

my deep compassion. 

As a psychiatrist, for more than 20 years, I have worked with mentally 

ill patients and treated a large number of depressed people. I have utilized 

several techniques, including psychoanalysis, clinical psychiatry and, more 

recently, sociocultural approaches for the understanding of affective 

disorders. 

Problem Statement 



16 

All human beings, after the loss of beloved things or persons, may 

react with a variety of feelings such as sadness, grief, unhappiness, 

hopelessness, sleeplessness, and worthlessness. Mood variation is a normal 

reaction without need of being associated with pathology; indeed, after these 

experiences most people continue their "normal" lives with happiness, hope, 

and so on. However, some individuals who are categorized by psychiatrists 

as depressed, experience these feelings for a long period of time, months or 

even years. The complaints are severe and more frequent than those of the 

normal response to unpleasant situations and require psychiatric 

interventions (Wells et al., 1989). 

Depression is described as one of the most incapacitating and 

challenging human experiences. When compared with other people, who 

have physical illnesses such as hypertension, diabetes, coronary artery 

disease, and lung problems, depressed persons have a much poorer 

perception of their health. For example, one American study comparing 

terminal patients with depressed ones revealed that terminal patients present 

a desire for death only when they are clinically depressed (Brown et al., 

1986; U.S. Department of Health and Human Services, 1993). 



17 

The term depression is associated with several meanings. As a 

transitory mood, it is in an unpleasant experience but without medical 

significance. As a symptom, distress, depression is related to a sad 

experience, physical and mental illness or stressful conditions. As a 

syndrome (in medicine, syndrome is described as an entity that is present or 

absent in a person), depression is related to a group of symptoms that happen 

together and may signify a more serious condition. Finally, as a psychiatric 

disease, depression is characterized by sadness, hopelessness, worthlessness, 

physical and mental inhibition (or agitation), demoralization, a feeling of 

sinfulness, and a view of the outside world as unintelligible (Kleinman and 

Good, 1985; and Marsella, 1980). 

In the last thirty years, there has been a major advancement in 

research and techniques, which contributed to the change in the 

conceptualization and treatment of depression. Prior to the 1970's, scholars 

(Klerman, 1980a) were concemed with the biological and medical aspects of 

the depressive ailment. They stressed dichotomies, such as psychosis and 

neurosis, endogenous versus reactive aspects of depression. Recently, there 

has been a tendency, led by the American Psychiatric Association, to 

emphasize unipolar versus bipolar aspects of depression (Brown and Harris, 
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1978; Cowdry and Goodwin, 1978; Klerman, 1980a; Marsella, 1980; 

Weissman and Klerman, 1977; and Wells, 1985). 

Since die nineteenth century, scientists have done cultural studies of 

"affective disorders" (expression introduced by Bleuler, 1951, to describe 

depressive and manic disorders). Most studies focused on the 

neurobiological etiology of depression. In the middle of the twentieth 

century, cross-cultural studies have changed the emphasis from biological, 

causal determinism to psychosocial origins. Nonetheless, the results of these 

studies are not consistent and there still is a lack of information about the 

ways in which non-western people experience and conceptualize depression. 

Furthermore, there is sparse acknowledgement of how non-Westerners cope 

and utilize social support to buffer the effects of stressful life events on 

health status (Beiser, 1972 and 1976; Brown and Harris, 1978; Jackson, 

1985; Kleinman and Good, 1985; Marsella, 1980; Sartorius et al., 1983; and 

Weiss and Kleinman, 1988). 

Purpose Statement 
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This dissertation will evaluate the experience and expression of 

depression among the mentally ill who use public mental health services in 

greater Sao Paulo. It will focus on lower class migrant individuals, 

especially those self-identified as Afhcan Brazilian and Mulatto. Because of 

the economic development of the city of Sao Paulo, a large number of 

migrants from the rural areas and the Northeast region of the country moved 

to S3o Paulo looking for a better economic and social life. Most people did 

achieve successful adaptation and were settled in the region. Others, 

however, did not assimilate to the new way of life because of psychological 

disturbances. Depression is considered to be one of the most common 

mental ilhiesses that affect the lives of these persons. 

Qualitative research techniques will be used, looking for local 

labeling, definition and cultural influences in the expression and experience 

of depressive disturbances, reasons for seeking treatment and the kinds of 

treatment people are more likely to seek. In addition, this dissertation will 

address the relationship between depression and several variables, including 

gender, age, socioeconomic background, ethnicity (race), migration, marital 

status, educational background, and religious preference. More broadly, I 

wish to examine the cultural construction of depression in westem 



20 

psychiatry, cross-culturally, and in regard to the Brazilian study, in order to 

illustrate the necessity of an anthropological, culturally-sensitive perspective 

on mental illness. 
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PART ONE: 

THE UNDERSTANDING OF DEPRESSION 
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CHAPTER 2 

AN OVERVEW OF DEPRESSION 

Extent of the Problem 

The phenomenology of melancholy, depression, has been described 

since the Hippocratic writings. Not only physicians, but also patients, artists 

and writers have expressed, in different historic periods, their feelings 

towards depressive illness. One important contribution for the understanding 

of the meaning of depression is found in the text of Robert Burton, 1652, 

The Anatomy of Melancholia. Burton was a depressed patient who, later, 

ended his life by strangulation. 

When I lie waking all alone. 

Recounting what I have ill done. 

My thoughts on them tyrannise. 

Fear and sorrow me surprise. 

Whether I tarry still or go. 

Me thinks the time moves very slow... 



I will change my state with any wretch. 

Thou canst from gaol or dunghill fetch. 

My pain's past cure, another hell, 

I may not in this torment dwell! 

Now desperate 1 hate my life. 

Lend me a halter or a knife. 

All my griefs to this are jolly. 

Naught so damn'd as melancholy. 

Depression is the oldest and one of the most important mental 

illnesses and it is also considered to be the disease of the twentieth century 

(Goleman, 1992). Depression affects a large number of people, over 200 

million worldwide; women represent two-thirds of them. For example, the 

American Psychiatric Association, estimates that between 18 and 23 percent 

of American women and 8 to 11 percent of men experience important 

depressive disturbances during their adult lives. This means, one in eight 

adult persons may need psychiatric assistance because of depressive 

disorders. Also, seventy percent of mental health in-patients manifest some 

form of depression. In 1980, in the United States, depressive complaints 

were responsible for 565,000 hospital admissions, 7.4 million hospital days 

and 13 million physician visits. The combined cost of all expenditures was 



24 

over $ 16.3 billion in 1980 (US Department of Health and Human Services, 

1993). 

Though the direct impact of depression in the society has been 

difficult to measure, it is estimated that the social cost should be very high 

because of decreasing productivity, absenteeism, social withdrawal, work 

disability, job abandonment and suicide. Suicide represents a major health 

concern because of its high rates, which are greater than homicide. For 

instance, in 1988, in the United States, there were 11.4 deaths by suicide per 

100,000 people and 9.0 homicides per 100,000 (US Bureau of the Census, 

1991, in Munoz et al., 1993). 

Moreover, there is a high social cost for depressed people because of 

social stigmatization and discrimination. As a result, some patients avoid 

seeking help in early stages of the illness or abandon the treatment as the 

symptoms ameliorate. This is a complex problem for health professionals to 

deal with. Some employers do not want to hire a person with a history of 

mental illness. Therefore, less than fifty percent of people with depression 

seek an adequate amount of treatment fi-om psychiatrists (Stoudemire, Frank, 

Hedemark, Kamlet and Blazer, 1986). 
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Finally, it is thought that depression may be related to high-risk 

behaviors, including substance abuse, unsafe sex, incautious driving, child 

abuse and parental aggression toward children, besides other destructive 

actions. The only way of decreasing the economic and social costs of 

depression is by educating patients and family members about the existing 

treatment options and prognosis. It is also necessary to reeducate health 

professionals in new forms of treatment that are available for depressed 

persons (Munoz, et al., 1993; and Stoudemire, Frank, Hedemark, Kamlet 

and Blazer, 1986). 

Epidemiological and biological studies have successfully addressed 

etiological factors such as age, sex, social environment, personality and 

genetics, diagnosis, and treatment of depressed individuals. However, these 

studies failed by using a single deterministic model of ilkiess and not to 

consider the importance of culture in shaping the expression and meaning of 

depression (Kleinmanand Good, 1985; Lutz, 1985; Marsella, Sartorius, 

Jabensky, and Fenton, 1985; and Sielgman, Chamey and Weissman, 1988). 

Prior to the 1970's, scholars were much more concerned with 

neurobiological etiology of affective disorders (e.g. genetics, hormones). In 

supporting this theory, biological studies have shown the genetic association 
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of bipolar disorders with chromosome 11 and the X chromosome. It was 

believed that because of life history and genetic traits encoded in the DNA, 

some persons were more susceptible to affective disorders (Teuting and 

Koslow, 1981). 

Under this biological condition, the time to develop the disease 

depends on the adaptation of the organism to internal and external 

'aggressors.' Thus, the development of depression is determined by the 

response of nervous and endocrine systems to stressful agents. It seems that 

because of genetic vulnerability, frequent unpleasant stimulation or 

punishment can permanently modify the neuroregulatory (neurotransmitter 

and neuroendocrine) system which determines depression (Beck, 1967; and 

Teuting and Koslow, 1981). 

Although Westem scholars have described affective disorders more 

than 2,000 years ago, since the begiiming of the history of medicine, only 

recently, in the middle of the twentieth century, has depression been studied 

in cross-cultural contexts; non-medical researchers have changed the 

emphasis from biological determinism to psychosocial etiology. Among 

cross-cultural researchers, anthropologists have given an important 

contribution for the understanding of affective disorders by emphasizing the 
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need for using an emic approach. They suggest the existence of both: the 

universal features combined with culture-bound syndromes, and the cultural 

construction of the experience and expression of depression (Keyes, 1985; 

Lutz, 1985; and Marsella, 1980). 

Gender difference in rates of depression, has been addressed by 

several researchers from different historic periods and theories. For example, 

Robert Burton (1652) described that women were at high risk of melancholia 

because of "poverty" and "oppression" (Wetzel, 1991:86). Then S. Freud in 

his Mourning and Melancholia. 1917, focused on loss of'loved object' (real 

or imagined) which may cause a view of the world as empty and poor as the 

main peculiarity of female depression (Freud, 1917(1957); Uchoa, 1963; and 

Wetzel, 1991). 

Feminist scholars, however, have focused on female oppression, 

economic dependency, impoverishment and violence against women as 

some of the reasons why women have higher depression rates than men. In 

addition, women have limited access to financial and social resources and 

support systems, and under and unemployment. Recent public health studies 

have demonstrated that one reason for women having much higher rates of 

depression than men is because women are more likely to seek medical 



support than men. Also, male depression is underdiagnosed because it is 

masked by alcoholism and drug abuse (Brown and Harris, 1978; and Ey, 

1981). 

Finally, it is estimated that less than fifty percent of depressed persons 

seek psychiatric treatment. Some of the problems responsible for that are 

failure in recognition of the wide range of depressive disorders, their 

association with physical maladies and difference among grief-mood-illness 

perception (Wells, 1985). 

Definition of Depression 

According to the Webster's Dictionary. 1963, the term depression 

comes from the Latin word deprimere— de (down) and primere (to press)--

that means, to press down, to sink. The American Psychiatric Association, 

the Diagnostic and Statistical Manual of Mental Disorders. 1980, defines 

depression as: a "major affective disorder characterized by a disturbance of 

mood, accompanied by a fully or partial manic or depressive syndrome, that 

is not due to any other physical or mental disorders" (DSM-III, 1980:205 

and Webster's Dictionarv. 1963). 
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Depression has been defined as mood or emotion, symptoms and 

mental disorders. As a mood, depression is related to feelings of sadness, 

unhappiness, hopelessness, guilt, worthlessness, negative self-image, 

discouragement, frustration, and self-reproach. Emotional dysphoria (mood 

variation) is, in general, a reaction to life events. In this way, depression may 

be understood as adaptation to a given situation, and depressive symptoms 

represent the mechanism utilized for that (Wells, 1985). 

In addition, a depressed person lives in an imaginary colorless world, 

seeing only two colors, black and white. In this mental environment, there is 

a strong feeling of guilt for everything that happens, including natural and 

accidental disasters. For example, depressed people tend to punish 

themselves for hurricanes, earthquakes or any bad condition in the life of 

family members or even strangers. Sometimes, the only way that the persons 

fmd to "solve" the problem is suicide (Boyd and Weissman, 1982 and Ey, 

1981). 

In the last thirty years, there have been an enormous number of cross-

cultural studies on depressive maladies. On the one hand, great 

advancements in neurobiological researches led to the marketing of very 

effective antidepressant drugs, which ameliorate some of the symptoms and 
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the outcome of the illness. On the other hand, there has been an increase in 

the prevalence and incidence rates of depression towards the end of this 

millennium (Goleman, 1992). Indeed, for each new generation, younger 

people are increasingly affected by depression. The reasons appointed for 

this include loss of religious beliefs, stressful life events due to 

industrialization, social pressures on women's life styles, breakdown of 

family structure, reduction of quality time of parents with their children, and 

loss of social networks (Goleman, 1992 and Ortega and Richey, 1998). 

Nosology is a term used in psychiatry to refer to the categorization of 

mental diseases. As a nosology, depression refers to a severe and persistent 

mood disturbance accompanied by non-mood symptoms such as behavioral, 

cognitive and physiological changes. The importance of clinical depression 

for psychiatry is its relationship to human sufferings, dysfunctional 

relationships and high mortality rates. Clinical depression is identified by the 

number, frequency and severity of symptoms presented over a specific 

period of time (Ey, 1981). 

There are various criteria used to categorize a person as depressed. 

For instance, in the United States, some specialists are utilizing Feigner's 

criteria. These indicate that to be categorized as clinically depressed, a 



person has to present at least four of the following eight symptoms: loss of 

appetite or weight loss, sleep difficulties (including hypersomnia), fatigue, 

agitation or inhibition, loss of interest in things that used to give excitement, 

difficulty in concentration, feelings of guilt, and suicide thoughts (Feigner et 

al., 1972). Other scholars (Beck, 1967) suggest that to be categorized as 

clinically depressed, a person has to demonstrate the set of three symptoms 

such as worthless self, meaningless outer world, and hopelessness in 

conjunction with other psychological and bodily symptoms (Beck, 1967 and 

1971). 

As a syndrome, depression presents mood variation and cognitive, 

behavioral, and somatic symptoms (sadness, hopelessness, worthlessness, 

physical and mental inhibition [or agitation], demoralization, a feeling of 

sinfulness, and a view of the outside world as unintelligible). Although 

depressive illness is expressed by symptoms, some individuals, for reasons 

that are not evident, present depressive symptoms but do not develop clinical 

depression, possibly because of individual predisposition for this ailment. 

Some scholars believe that social deprivation and stressful life events at 

childhood have a major effect on the neurochemistry of the central nervous 
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system, from which depression may be originated (Brown and Harris, 1978; 

Marsella, 1980; and Teuting and Koslow, 1981). 

Forms of Depression 

Conceptually, there was not much variation in the psychiatric 

understanding of depression since the Hippocratic writings. For example, for 

several centuries, the medical literature has emphasized the distinctiveness 

between neurosis (minor depression) and psychosis (major depression) as 

well as endogenous (neurobiological, biochemical) versus reactive (caused 

by stressful life events) depression. Currently, there is not much agreement 

about the ways in which psychiatrists categorize forms of depressive 

disturbances, but the American Psychiatric Association has begun to 

underscore unipolar versus bipolar aspects of affective disorders. Some 

scholars are concerned with the severity of symptoms and emphasize the 

distinction between psychosis and neurosis; others pay attention to the 

causes of depression as a guideline and focus on endogenous and reactive 

depression. Still, other scholars focus on primary-mental disturbances with 

previous manifestation of depression or manic disorders—versus secondary— 
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depressive symptoms that are preceded by other mental or physical illness. 

For this dissertation, I will utilize the categorization of depressive disorders 

purposed by the International Classification of Disease (ICD) 9^^ revision 

(Brown and Harris, 1978; Marsella, 1980; U.S. Department of Health and 

Human Services, 1993; Sartorius et al., 1983; and Weisman and Klerman, 

1977). 

While severe symptoms are clearly different from a normal mood, 

mild depressive disturbances and a normal mood sometimes present little 

difference, which contributes to a constant misdiagnosis of depression. 

Severity of symptoms are considered to be due to changes of the brain 

flmctioning rather than simple reaction to environmental factors. This 

change, under stressful conditions, predisposes some individuals to affective 

disorders; that means, because of their cognitive organization, those 

individuals have low self-esteem and a negative view of self and the outside 

world. They tend to register only a negative perception of stressful life 

events. (Teutingand Koslow, 1981). 

Clinically, there are three types of depressive disturbances. First, in 

neurotic or reactive depression, the symptoms appear after a person has 

experienced any sort of emotional suffering such as the death of a family 
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member or fhend, material loss or disaster. It is associated with a dysthymic 

temperament and characterized by mild symptoms related to anxiety (sleep 

disturbances, restlessness, gastrointestinal problems and eating disorders, 

feeling worse in the evening), depressive response to stressful events and 

unconscious conflicts such as loss or dependency. In general, neurotic 

depression has less social and functional impairment than psychotic 

depression (Brown and Harris, 1978; Teuting and Koslow, 1981; Sartorius et 

al., 1983; and Wells, 1985). 

Second, unipolar, endogenous depression is a biological form of 

affective disorder that appears spontaneously, without needing a causal 

factor. It is called unipolar because it presents only one phase of the cycle; it 

is always associated with a down, blue mood, hallucinations, delusions, 

psychomotor inhibition (or agitation), weight loss, mood variation in the 

morning when the person feels worse, and early morning waking. This 

biological condition is very important for psychiatrists because of the 

severity of symptoms and constant risk of suicide. Some women have a 

genetic predisposition for this form of illness for reasons described 

previously (Ey, 1981; Marsella, 1980; Sartorius et al., 1983; and Wells, 

1985). 
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There still is involutive melancholia, a form of unipolar depression 

that affects women during the menopause period. It is characterized by what 

is called major depression, the psychotic aspect (Ey, 1981). 

Third, bipolar, known as manic-depressive psychosis, is an inherited, 

genetic disease with alternating episodes ranging from a down, blue feeling 

of despair to an extreme exalted mood, physical agitation and psychological 

acceleration. These symptoms are well-controlled with drugs, especially 

lithium. Most bipolar patients respond well to psychotropic drugs (Ey, 1981; 

and U. S. Public Health Services, 1993). 

Finally, some individuals demonstrate a depressive mood, behavioral 

and somatic complaints but they do not experience feelings of sadness, guilt 

and hopelessness. This atypical form of depressive syndrome, called masked 

depression, is very common and misdiagnosed with nervousness or physical 

illness. Usually, patients with masked depression over-utilize medical care 

services with vague anxiety complaints. These patients have better response 

to antidepressant than tranquilizing drugs and this helps to formulate the 

diagnosis (Wells, 1985). 

The importance of different types of affective disorders for 

psychiatrists is the prognosis. Usually, neurotic depression has a much better 
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prognosis and less suicide rates. Also, neurotically depressed persons 

respond well to alternative treatment such as religious counseling and they 

may have symptom remissions without psychiatric intervention. However, 

psychotic depressed patients need psychiatric intervention due to the severity 

of symptoms and suicidal tendencies (Claridge, 1985; Teuting and Koslow, 

1981). 

Some psychiatrists pay attention to the distinction between 

endogenous and reactive depression. The term endogenous was used to 

describe a more severe type of disease, psychosis, which affects middle-aged 

women. It is expressed by the following symptoms: early moming 

awakening, guilt, hallucinations, delusions, and psychomotor inhibition there 

were not precipitated by stressful events. Reactive depression, however, has 

been associated with less severe symptoms, precipitated by stressful 

conditions and affecting people with unstable pre-morbid personality, in 

their early adult lives. Reactive depression was associated with neurotic 

depression. The terms endogenous and reactive suggest biological and 

psychosocial etiologies of depressive illness (Cohen and Winokur, 1988 and 

Klerman, 1980a). 
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Recently, it has been observed that the cluster of symptoms 

categorized as endogenous may occur in both psychotic and neurotic 

depression. Therefore, some scholars have questioned the utilization of the 

terms endogenous and reactive (Klerman, 1980a). As a result, American 

psychiatrists have emphasized the distinction between unipolar and bipolar 

affective disorders. 

This dissertation will be focus on primary, neurotic (reactive) 

depression, originating from psychosocial factors. Thus, it will not discuss, 

anymore, biological aspects of depressive illness. 

Semantics of Depression 

Give sorrow words, the grief that does not speak. 

Whispers the o'er-fraught heart and bids it break 

William Shakespeare' 

Mood is "a prolonged emotion that colors the whole psychic life" 

(DSM-III, 1980). Emotion is a biochemical response of the human brain to a 

physical or psychological stimulus. Although emotion is universal, the ways 

in which people respond to this stimulus depends upon cultural contexts. 

Moods are "meaningful" feelings (Geertz, 1973:97) related to the social 
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world and make-up of the minds of individuals. Mind, thus, functions as the 

location where the person's experience is transformed into emotion. 

Depression is grounded in diverse social conditions of human suffering, 

integrated into quite different contexts of meaning. Although grief 

experience does not necessarily antecede depression, sometimes profound 

mourning reactions can determine a "generalization of hopelessness," that is 

followed by feeling of loss and depressive disorders (Brown and Harris, 

1978:245). 

Semantics of depression incorporate the signifier and signified, which 

means internal/external events and their meanings. Language is an important 

vehicle for the understanding of depression. Because language functions as 

the primary organized structure of the individual, people utilize language to 

communicate all experiences including depressive ones. It is language that 

gives the acknowledgement of how a person feels, by using interaction 

systems, in which messages are sent and received by several channels, such 

as visual, auditory and linguistic (Shapiro and Weisbrot, 1988). 

The fusion of the inner and outside world is done at" the perception 

of oneself successfully performing a role" (Brown and Harris, 1978:247). 

Individuals in everyday life tend to have mood variations only to those 
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experiences that are registered as significant. Mood may suggest loneliness, 

fatigue, anger or anhedonia. In general, mood variation has a limited 

duration of time, restricted to the experience, which eventually stabilizes. 

However, the mood may become continual, bringing physical and mental 

consequences for the individual, modeling the ways in which s/he sees the 

world and interacts socially with others. Thus, semantic domain is about 

different values regarding the significant meaning of depression (Brown and 

Harris, 1978 and Shapiro and Weisbrot, 1988). 

Depression may be perceived as an extended mood disturbance 

caused by interpersonal relationships. The language of depression is both a 

medical construct and a social vehicle to define and express life experiences. 

Depressive feelings are recognized through several phrases, including "I am 

depressed," "I am sad," "I have a down feeling," "I am weak" and so on. 

Together with verbal expressions, depressed persons demonstrate variation 

in body language and tone of voice accompanied by physical complaints 

such as headache, tightness in the throat, heaviness in legs and head, body 

aches, and pressure in the chest (Shapiro and Weisbrot, 1988). 

Therefore, people utilize a complex semantic web to communicate 

depressive complaints. The identification of depressive states is determined 
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by subjective and objective criteria. Some of the parameters that are 

universally accepted are those adopted by the International Classification of 

Disease (ICD), Diagnostic and Statistical Manual of Psvchiatrv (DMS), and 

Psychoanalytic and Leaming theories. However, they overlap which each 

other and, this condition has created some confusion about what should be 

considered in the categorization of depression; the lexicon, self-report, 

generalization, or abstract statement (Brown and Harris, 1978 and Shapiro 

and Weisbrot, 1988). 

Depression is a cultural Western construction, although the medical 

view considers it a biochemical imbalance in the brain. Mood disturbance 

seems to be universal but not all societies recognize depressive mood as 

illness. It is the "work of culture" (Keyes, 1985:159) which determines 

whether or not a given experience is normal (grief) or abnormal 

(depression). Indeed, the same experience may have different meanings in 

distinct cultural settings. The role of culture is to transform the significance 

of painful experiences into accepted clusters of meanings and symbols. It is 

culture that shapes the ways, in which western and non-Westemers 

experience and express depression. Culture determines what constitutes an 

aihnent and what should be done with it in the social context (Keyes, 1985). 
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For instance, there are cultures (Sinhala in Sri Lanka and Ashanti in 

Africa) in which people have sympathetic reactions towards the idiom of 

distress, and they do not consider it to be an abnormality. In the case of 

Sinhalese, after an experience of misfortune or loss, people are expected to 

have grief reactions for a long period of time or even for the rest of their 

lives. However, other cultures (Western) tolerate depressive disturbances for 

a relatively short period of time (6 to 12 months); then depressed persons are 

expected to continue their normal lives or they may stimulate reactions of 

anger and hopelessness among their social counterparts. Temporality is thus 

an important factor in the relationship among health, illness and depression 

in Westem and all societies (Brown and Harris, 1978 and Obeyesekere, 

1985). 

Disease is conceptualized as a set of signs and symptoms, while 

illness is a cultural construction of disease. In this way, the perception of 

illness is given by biological mechanisms together with psychosocial factors 

that are consequences of the environment in daily life. The psychiatric 

criteria of normality utilize a longitudinally constructed pattern of acute and 

chronic diseases. Thus, grief is considered normal as an acute reaction; it 

becomes pathological when extended over the culturally defined period of 



42 

time. The term chronic is utilized in medicine with negative meanings; it is a 

semantical indication of failure and inefficiency of the treatment with the 

additional burden of hopelessness. Chronic disease may be the result of 

social stigmatization and, sometimes, it occurs even if the disease itself does 

not have major severity (Shapiro and Weisbrot, 1988). 

Most medical researchers have described depressive disturbances 

from an etic, universal approach, which presupposes that depressive 

disorders affect people similarly in different cultures. Some scholars 

(Kleinman and Good, 1985; Lutz, 1985; and Marsella, 1980), however, have 

questioned the universality of the expression of depression and, by using an 

emic approach, have suggested that the understanding of depression has to 

be contextualized. For example, the Chinese cultures utilize physical 

complaints (neurasthenia) as a meaningful and legitimate idiom for 

depression. Neurasthenia, in this sense, is a cultural construction; it utilizes a 

set of symbols and meanings that make sense only in the Chinese 

environment. Like the Chinese, other cultures have different ways of 

experiencing and expressing depression (Kleinman and Kleinman, 1985; 

Lutz, 1985; Marsella, 1980; Obeyesekere, 1985 and Shapiro and Weisbrot, 

1988). 
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The medical nosological system is influenced by the ways in which 

people perceive their subjective emotional states. At the same time, 

physicians are those who categorize disease and have the "institutionalized 

power of knowledge" (in the sense described by M. Foucault, 1994 [1973]) 

to rule about the scientific meaning of the patient's complaints. One of the 

important roles of physicians is to adapt the patient symptoms into pre-

established, ethnocentric categories encompassed by the meaning of cultural 

concepts. Therefore, cultural meanings influence both the nosological 

systems and the expressions that people utilize to communicate their 

feelings, experiences, or symptoms. Sometimes, medical practitioners do not 

perceive the meaning of the reported subjective experience of depressed 

persons; the result is the constant misdiagnosis of affective disorders. For 

instance, somatic complaints, used as metaphors for mood disturbances, are 

confused with atypical physical diseases or nervousness (Shapiro and 

Weisbrot, 1988). 

Currently, there are several terms associated with the semantics of 

depression including primary-secondary, endogenous-exogenous (reactive), 

major-minor, neurosis-psychosis and unipolar-bipolar. The conception of 

these terminologies evolved from a variety of Greek words that have been 
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used since ancient eras without major changes in their meanings. Depression 

was first recognized as melancholia, an Aristotelian conception for mood 

deviation, thought to be the result of excessive production of black bile. 

Then it was believed that mood disturbances were caused by dysfunction of 

the thymus, the site of emotion rather than the liver, and the Greek term 

dysthymia was introduced (Shapiro and Weisbrot, 1988 and Wells, 1985). 

From the medical perception, there is not a precise moment in which 

grief feelings become melancholia. The major problem is that usually people 

do not seek psychiatric treatment for mourning feelings, but only when they 

cannot cope anymore with the disturbance. The understanding of diese 

phenomena depends upon the theoretical standpoint. The American 

Psychiatric nomenclature changed, recently, its categorization from manic-

depressive psychosis to unipolar-bipolar affective disorders, trying to move 

away from the ancient terminology. Yet, there is not a major change in the 

meaning of depression, which continues to be understood as melancholia 

and dysthymia (Teuting and Koslow, 1981 and Wells, 1985). 

According to the psychoanalytical view, after loss of a "loved-object," 

the individual feels him/herself as hopeless and this condition may generate 

clinical depression (Freud, 1917/1956:235). The difference between grief 
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(deep-down feeling after a loss of a beloved one) and melancholia 

(depressive illness) is that melancholic persons have a combination of loss of 

self-esteem and hope; they do not believe the loved object may be 

substituted. Depression, thus, may be understood as a human response to 

social and psychological circumstances. According to Brown and Harris 

(1978): 

The immediate response to loss of an important source of positive value is 

likely to be a sense of hopelessness, accompanied by a gamut of feelings, 

ranging from distress, depression, and shame to anger. Feelings of 

hopelessness will not always be restricted to the provoking incident-large 

or small. It is such generalization of hopelessness that we believe forms 

the central core of depressive disorder (Brown and Hams, 1978:235). 

The scientific recognition of depression has been done through the 

positive association of neuropathology with research data on the subjective 

experience of depressed persons. According to the psychoanalytic view, die 

Westerners overcome the loss of a beloved one through the process of 

mouming. It is the "work of mourning" during the grief period that gives the 

culturally accepted meanings to unpleasant, personal experiences (Freud, 

1917/1956:235). Ricoeur (1970) adapts Freud's idea to his "work of 

culture." He states that work of culture is, "the process whereby painful 
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motives and affects such as those occurring in depression are transformed 

into publicly accepted set of meanings and symbols," a social support 

system to help individuals overcome negative feelings that affect their lives 

(Ricoeur, 1970inKeyes, 1985:159). 

Culture is described as an "intrinsic element of mental activity" 

(Geertz, 1973:76). This means that all human experiences, positive or 

negative, are influenced by cultural factors. Therefore, the experience and 

expression of affective disorders are shaped by culture. In this sense, even if 

depression occurs due to biochemical imbalance in the brain, it must have a 

different expression in different cultural environments (Geertz, 1973; 

Okpaku, 1998; and Obeyesekere, 1985). 

Obeysekere (1985) employs Freud's ideas for the understanding of 

traditional societies (Buddhist), in which grief is experienced in social 

contexts by the process of funeral rituals. They fimction as a significant 

substitution for loss in which painful experiences of the individual become a 

public act performed by the community. Obeyesekere indicates that these 

rituals represent a standardized set of texts in a way very similar to what 

happen with psychoanalytic tejrts, where during the analytic process, dreams 

are translated from unconscious feelings to conscious perception. A 
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comparison between these two texts demonstrates that in the psychoanalytic 

process occurs an "archeology" of knowledge in the sense of "primordial" 

meaning while in funeral rituals occur "spiritual meaning," in the sense of 

revealing the "sacred" (Obeyesekere, 1985:147). 

Traditional societies utilize the meaning of the cultural process 

underlined in Freud's work of mourning to move the person away from the 

feeling of loss, hopelessness and, as a consequence, depressive disturbances. 

Freud understood work as the process in which affects and sufferings were 

transformed into accepted collective symbols. The difference between 

mourning and melancholia is related to the absence or presence of 

unconscious hostility directed towards the self and the internalized outer 

world. The perception of these emotional states is associated with the 

sensibility of the clinician to explore the meaning of psychosocial contexts 

conveyed by depressive words. In sum, by considering the psychoanalytic 

view, it can be inferred that mourning is the result of the successful work of 

culture, while melancholia is the reverse, that means, failure and inefficiency 

(Freud, 1917 and Obeyesekere, 1985). 

According to clinical cognitive theory, depressed persons acquire in 

their early childhood a deformed thinking that increases their vulnerability 
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for developing the affective disorders. They emphasize a nihilistic view, 

characterized by the pessimism trio such as a negative perception of self, a 

negative concept of the world, which is considered to be brutal, and a 

negative view of the future. This triad is the foundation for affective, 

motivational and physical symptoms (Beck et al., 1971). 

Like the psychoanalytic approach, the cognitive method has given an 

important contribution for the understanding of depression. However, these 

theories utilize an arbitrary nosological system based on the Western 

understanding and generalize the information to other societies (Kleinman 

and Good, 1985; and Marsella, 1980). 
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Notes 

' In Shapiro and Weisbrot, 1988; 19. 
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CHAPTER 3 

THE SPECIFICITY OF DEPRESSIVE EXPERIENCE 

Culture and Depression 

Depression from the anthropological perspective is originated in the 

process of human interaction, in daily life. This view contrasts with the 

medical, neurobiological view of biochemical imbalance in the brain. Cross-

cultural studies have described variations in the occurrence and presentation 

of depression, and questioned the universality of experience, interpretation 

and expression of depressive disorders. The major debate is because non-

Westemers including the Ifaluk people of Micronesia, the Sinhala of Sri 

Lanka, and the Kaluli of New Guinea do not recognize the depression 

lexicon and do not categorize depression as a disease (Lutz, 1985 and 1988; 

Marsella, 1980; and Schieffelin, 1985). 

The cultural construction approach to depression suggests that 

different cultural settings should have different response to emotional 

stimuli. In this way, the concept of depression as a mood variation makes 
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sense as a culture-specific construction, circumscribed to Western societies. 

As a mind/body disturbance, the experience of depression is a negative, 

emotional response to environmental stimuli. The individual response to 

stressful events is processed at two distinct levels. First, there is a basic, 

biological, panhuman response. Second, through the work of culture, the 

cognitive process gives the meaning valued as negative or positive to the 

phenomenon that makes sense only in a specific cultural context. For 

example, Buddhist society seems to have a greater tolerance and even 

stimulates sadness and grieving experiences; thus, melancholia is not 

considered a problem (illness). Other cultures (Western), however, assign a 

negative meaning to extended periods of grieving and challenging 

experience. Such depression is categorized as a mental disease (Marsella, 

1980 and Obeyesekere, 1985). 

In the Western literature, there is a tendency to treat as separated 

entities integrated aspects of human beings, including mind/body, 

emotion/affect, sentiment/thought, and subjective/objective. This occurs 

because the medical tradition deals with the human mind in the same way 

that it does with the body, separated into small compartments (organs, 

systems and visceras). But in reality, this is only a theoretical maneuver 
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because mind and body are well-integrated unity. Besides, how can one 

separate sentiment from thought (Shapiro and Weisbrot, 1988 and White, 

1992)? 

Another problem stressed by anthropologists is whether or not all 

human beings experience depressive disorders in the same way that 

Westemers do. From the anthropology of knowledge perspective, there is a 

claim for the explanation of depression in terms of emotion, constructed as 

psychosocial reality based on their understanding of their life experience. 

This understanding is provided by what Bateson calls "ethos"- - the 

culturally organized system of emotions. Culture 'tells' people what 

emotions are appropriate to have under a given stimulus (Bateson, 1958:118, 

in Schieffelein, 1985:108). 

Culture gives the pattem in which people communicate their 

experiences and understanding with each other. Being more than instruments 

of individual thought, culture is itself the form and essence of diis 

consciousness, an imperceptible force of knowledge that makes sense of the 

people's experience of everyday life. This is one of the reasons why from 

the perspective of cultural analysis, the Western scientific knowledge has to 

be understood only within its cultural boundary. Following this assimiption. 



53 

emotion of depression is a constructed system of knowledge to make sense 

of people's experience (Lutz, 1988 and White, 1992). 

The ethnopsychological approach is concerned with how native 

peoples utilize the concepts of self, person and emotion, recognized by 

moral values, which direct social relations among individuals. Thus, 

depression, from this perspective, should be understood as an emotional 

appraisal dependent on the system of knowledge. The language of emotion 

is used in the sense of constructing and negotiating decisions about the 

meaning of events, depending upon cultural settings. Notions such as 

depression and emotions are appraisal judgments of the system of 

knowledge utilized to describe and comprehend those occurrences 

considered abnormal or disagreeable. People use these judgments to 

conceptualize emotional experiences (Lutz, 1985; and Rosaldo, 1980). 

The translation of what depression means encompasses a detailed 

understanding about the nature, origins, and judgments associated with 

pathological states. The term abnormality is then used to express negative 

meanings connected with notions of cultural patterns and rules that are 

prescribed to the individual behavior and states. Culture gives the foundation 
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and expectations of behaviors that the mentally ill patients are more likely to 

exhibit (Lutz, 1985 and SchiefFelin, 1985). 

Thus, one important concern of ethnotheoretical standpoint is to 

clarify cultural definitions of personhood and abnormality in relation to 

depression. Unlike the medical "scientific" view of abnormality in which 

mind and body are treated as separated instances, ethnotheory treats the 

individual as an integrated, unified system with different elements. 

Consequently, for this paradigm, the understanding of depression has to be 

contextualized (Lutz, 1988 and Lutz and White, 1986). 

In the Western framework, depression may have a biochemical, 

psychosocial, or both origins. It is understood as an individual failure in 

experiencing happiness that is considered to be the normal, culturally 

accepted emotional state of human beings. Other cultures, however, 

presuppose different conceptions of depressive complaints. Their definitions 

and treatment of anomaly may include spirits that interact with humans to 

originate or heal disturbances. For example, in the case of the Ifaluk, the 

extended period of mouming after the death of a family member is not 

considered to be a mental disturbance but an unsatisfactory substitution of 

the lost relationship with another. This reaction is well tolerated and 
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absorbed by the whole community. The Ifaluk people seem to have a much 

more dynamic and ample understanding of abnormality (D'Andrade, 1992; 

Lutz, 1988; Rosaldo, 1980; Schieffelin, 1985; and Schieffelin and Ochs, 

1986). 

There are many approaches to emotions, but the dominant one utilizes 

the materialist paradigm, which describes emotions in terms of tangible 

things, as a neuro-biochemical disturbance, and appraisal 'judgments,' with 

emphasis on the cognitive aspects of affect. In this sense, emotion is an 

intermediate instance between individuals and events. Emotion represents a 

type of ideology that works for the dominant power needing to be validated 

and legitimated by the social structures (Lutz and White, 1986 and 

Schieffelin and Ochs, 1986). 

In the last 20 years, there is an increasing concem of cross-cultural 

studies with universality versus relativity of experience and expression of 

depressive aibnents. As I described previously, ethnographic studies have 

showed significant variations in the ways in which different cultures express 

depression. Although it seems to be evident that all cultures have some sort 

of emotional disturbances, they demonstrate different emphasis and 

significance. For example, western cultures present more psychological 
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symptoms (e. g. guilt, hopelessness, and worthlessness) while non-western 

societies are described to have more bodily complaints (lack of energy or 

vitality, eating and sleep disturbances, and vague pains). The styles in 

expressing the language of distress are influenced by cultural beliefs and 

practices. From the cultural construction perspective, affective disorders are 

analyzed in terms of emotion of depression circumscribed to a specific 

cultural setting (Kleinman and Good, 1985; Lave, 1990; Lutz, 1985; and 

Marsella, 1980). 

Medical and social data have described opposite findings in cross-

cultural investigations. On the one side, physicians indicate the universality 

of depression, understood as a pan-cultural phenomenon. On the other side, 

anthropologists describe culture-bound syndromes (cultural relativism), 

variations in the form and presentation of depression. Anthropologists argue 

whether or not depression as conceptualized in the West is the same disorder 

found in other societies (Kirmayer Dao and Smith, 1998 and Kleinman and 

Good, 1985). 

The Chinese cultures seem to be a good example of this debate. 

Although depressive complaints are prevalent in the Chinese cultures, they 

are expressed as somatization (neurasthenia) in such a way that makes it 
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very different from guilt, a predominant symptom in the West. Chinese 

believe that deep down feelings are intimate things of private domain that 

should not be publicized; thus, they do not report these feelings to the 

doctors. This situation when analyzed from the psychoanalytic paradigm 

seems to indicate that Chinese have a psychological incapacity of 'insight.' 

On the contrary, in tiie Chinese traditional framework, it would be 

considered a shameful situation, a problem that would involve the family 

pride, the extemalization of private feelings (psychological complaints) to 

outsiders. Unlike "Westemers," the Chinese insight is achieved quietly, by 

self-rumination of psychological symptoms. Nonetheless, physical 

symptoms (neurasthenia) are considered to be public domain and so, may be 

publicized to doctors. The language utilized by Chinese to express their 

distress is neurasthenia, not guilt (Kleinman, 1980). 

Still there are other cultures (e. g. Kaluli of New Guinea) that do not 

acknowledge depression as a categorized disease and even do not have the 

depression lexicon in their language (Schieffelin, 1985). Anthropological 

data on this subject indicate that certain cultures have norms, rules and 

beliefs to protect individuals against low self-esteem and lack of self-reward, 

two important components associated with depression. Interestingly enough. 
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when Western physicians work in non-Western cultural environments, they 

observe clusters of symptoms among psychiatric patients that are very 

similar to those classified as depression in the West. The difference is that 

symptoms have a different meaning and are not treated as abnormality 

(Kleinman, 1980 and Schieffelin, 1985). 

At this point, epistemological questions about the universality versus 

specificity of depression should be addressed. Does there exist only one type 

of depression with different forms of expression? Or are there many types of 

depressive illness with only one lexicon? Or yet, is depression a culture-

bound syndrome found only in Western societies? There have not been 

satisfactory responses to these questions. On the one hand, the psychiatric 

literature has showed a substantial amount of data describing the universality 

of depressive symptoms, considered to be a panhuman experience, hi 

support of the medical view, there is much evidence that non-Western 

patients who present only somatic depressive complaints do not respond to 

other psychiatric drug prescriptions but have a good response to anti

depressant drugs and support therapy, the same procedures successfully used 

in the West to treat depressed patients. Thus, from the psychiatric 
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Standpoint, depressive disorder is a universal problem (Marsella, 1980 and 

Weiss and Kleinman, 1988). 

On the other hand, anthropological studies have systematically 

reported the nonexistence of depression as a nosology among several 

cultures. From the anthropological perspective, depression has to be 

understood in terms of cultural construction based upon everyday emotional 

experience. Depression is thus an emotional response to intra and 

interpersonal stimulation (Lutz, 1988 and Schieffelin, 1985. 

It is believed that under given circumstances, stressful life events 

generate affect variations such as anger, anxiety, and guilt which are 

identified by those individuals who experience them through the process of 

cognition (perception, categorization, naming and assessment). In other 

words, after a stimulus the individual has a neuro-biochemical response that 

is a universal, pan-cultural phenomenon. But its perception, modeled by 

cultural decisions based on everyday life will determine how affects are 

experienced and expressed in different cultures (D'Andrade, 1992; Lutz, 

1988; and Schieffelin, 1985). 

Thus, by considering the cultural construction perspective, culture 

shapes the experience and interpretation of human affects (emotions and 
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feelings) by providing the cognitive environment for the individual 

experiences during his/her early child-learning period. Culture has the 

double role of providing stressful events for individuals to deal with and 

defense mechanisms for coping with those events (White, 1992). 

The cognitive process is utilized to acknowledge and label affective 

experience according to cultural values and perception of the self. What the 

person feels is not determined by himself/herself; it is the absorption of the 

cultural system in which s/he is an integrated element. Individuals do not 

determine the rules; they only follow them. The cultural construction of 

affect is concerned with emotions as social and behavioral systems outside 

the individual personality. It seems clear that culture influences the 

individual ability to think; hence, persons from different cultures have 

different forms of conceiving their lives. Although affects are subjective 

experiences, their nature is social, originated from interpersonal 

relationships (D'Andrade, 1992). 

The analogy between affect and language demonstrates that like 

affect, the human capacity to use language is biological. People, in social 

context, utilize speech to inter and meta-communicate with each other 

through verbal and non-verbal interactions. That means that to understand 
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'what is said,' it is necessary to know the language structure of that culture. 

The same thing happens with affect; to understand 'what' and 'how' a 

person feels and behaves, it is necessary to know the cultural context and 

system of meanings where the stimuli come from (Schieffelin, 1985 and 

White, 1992). 

Furthermore, anthropologists have utilized the phenomenological 

approach to language to understand the childhood learning process of 

socialization, how a child becomes an integrated element of a specific 

society as well as how emotions are communicated between the developing 

child and caretakers. Hence, the socialization of afTect should be associated 

with language, a vehicle of interaction among people, an apparatus used for 

acquisition of social meanings. Language is both a private and public system 

of meanings; it is through language that individuals grasp cultural norms and 

beliefs (Sapir, 1933/1949). 

Cross-Cultural Studies 

Although depression is considered one of the most studied mental 

illnesses among Westerners, cross-cultural studies of affective disorders 
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century. One of the major reasons for that was the medical evolutionist 

dieoretic belief that affective disorders would affect almost exclusively 

middle class Caucasian women (Prince, 1960). By contrast, non-Westerners 

such as Ajfncans and Afhcan descendents were not believed to be either 

sensitive or smart enough to feel guilt, self-reproach and hopelessness, the 

basic components of depression. Such convictions broadly account for the 

scarcity of reports of depression among non-Westerners. Even patients that 

presented a clear cluster of depressive symptoms were clinically categorized 

as atypical cases of schizophrenia or personality disorders (Field, I960 and 

Prince, 1968). 

The criteria utilized by physicians to recognize affective disorders are 

the presence of signs and symptoms. This may represent a problem because 

of the variation in the experience and expression of depression across social 

contexts. The difference among the reported symptoms were so broad that 

some researchers (Marsella, 1980) have questioned whether or not they are 

related to the same illness. As I discussed before, cultural norms and life 

experience are very important for the construction of depression and they 

influence the prevalence, clinical presentation, and decision-making for 
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seeking treatment. Hence, there is a major debate about the universality 

versus culture-specific experience of depression (Kleinman and Good, 1985; 

Sartorius et al., 1983; and Weiss and Kleinman, 1985). 

Since the I950's, anthropological research has described cultural 

variations in the experience and expression of depression. One of the first 

published works was that by Benedict and Jacks (1954), based on colonial 

reports, which indicated the rareness of depression among Africans. Yet, in 

the last 30 years, there have appeared a large number of cross-cultural 

research papers, which have reported the prevalent occurrence of depression 

outside the Western world. For instance, studies conducted in Senegal, 

Ghana and Nigeria demonstrated that although expressed as bodily 

complaints, the experience of depression is very common among Africans 

(Binitie, 1975; Ebigbo, 1982; and Teja, Narang and Aggarwal, 1971). 

Cross-cultural researchers tend to £^ee that all human beings are 

equally affected by emotional phenomena such as anger, fear, and sadness. 

Some cultures (the llongots), however, may not recognize emotional 

dysfunction as a problem while others (Buddhist) may even value dysphoric 

experience (sadness, hopelessness, unhappiness, lack of pleasure in things of 
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this world, prolonged grieving and demoralization) as significantly positive 

(Obeyesekere, 1985 andRosaldo, 1980). 

Still, cross-cultural research has described some of the existing 

problems in diagnosing and treating depressive patients outside the West. 

For example. World Health Organization officials have observed that 

depressed patients in developing countries, especially rural areas, have a 

reduced access to mental health services because of inadequate 

governmental allocation of expenditures and specialized health workers in 

regions outside the urban centers. Thus, inconsistent findings in relation to 

depressive symptoms have been reported in Afnca, Asia and other Third 

World countries; some cross-cultural researchers have reported a high 

incidence of depression in different cultural context (Sartorius et al., 1983). 

It seems that colonial prejudice was strongly associated with the 

widespread belief of low incidence of depression among Afncans. One of 

the first scholars to refute this idea was Margaret Field, a British ethnologist 

and psychiatrist, who carried out community research in Ghana. She verified 

that the rates of depression among Africans were very similar to those 

among Europeans (British). Unlike other researchers who utilized data from 

psychiatric hospitals. Field collected data from healers. She reported that 
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depression was very common among individuals treated by healers and, 

many of symptoms were connected with sorcery belief. She concluded that 

to understand and recognize depressive symptoms among Africans, it would 

be necessary to have a refined information about cultural norms and beliefs 

that British colonial physicians were not interested in getting (Field, I960). 

Other scholars have opposed the idea that depressive complaints were 

rare among Afncans. For example. Prince (1968) enumerated some of the 

reasons for the widespread belief that Afncans were not affected by 

depressive disorders. First, because of the colonial prejudices, that 

depression was a "prestigious disease" related to elevated consciousness and 

high sensitivity; therefore, depression could not affect Afncans considered 

to be savages. Second, there was a high rate of bodily symptoms 

(neurasthenia) against fewer psychological complaints, which could mislead 

medical practitioners to identify other mental or physical diseases. Third, 

Afncan patients were not convinced that their disturbances were a 

psychiatric problem, and so, they would avoid seeking medical treatment for 

those complaints believed to be associated with witchcraft; thus, they would 

seek traditional, not psychiatric, treatment. Finally, the constant fighting in 

the end of the colonial period and the subsequent independence of African 
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countries brought about a reduction of supportive network systems and 

growth of competitiveness which might contribute to a much higher 

incidence and prevalence of depression among Africans (Prince, 1968). 

Later, matching studies have showed similarities and differences in 

the experience of depression between Africans and Europeans. On the one 

hand, both of them present withdrawal from the social environment as well 

as loss of interest in routine activities that used to give pleasure. On the other 

hand, Africans tend to have depressed mood, bodily symptoms, and motor 

retardation while Europeans tend to have guilt, suicidal ideas and attempts 

(Binitie, 1975 andEbigbo, 1982). 

Binitie (1975), in his comparative research on depressed persons in 

Benin and Great Britain, observed that depressive symptoms were equally 

prevalent in both countries. There were, however, significant variations in 

the group of symptoms. For instance, although depressed mood was 

common in the two samples, guilt was very prevalent among British but 

uncommon among Africans, while physical symptoms were found in the two 

samples but with higher rates in Benin. Binitie concluded that the main 

characteristic of depressive disorders might be depressive mood; the other 

psychological and physical symptoms including guilt, insomnia, loss of 
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interest and concentration, physical inhibition or agitation, hypochondria, 

and depersonalization were additional. Binitie also observed the presence of 

suicidal thoughts in the sample firom Benin, although there is a widespread 

understanding among cross-cultural researchers about the absence of 

suicidal tendencies among Africans (Binitie, 1975). 

Furthermore, Beiser, Benfari, Collomb and Ravel (1976) compared 

untreated migrant patients from Senegal with New Yorkers in population 

studies. By using factor analysis, they verified significant similarities among 

depressive complaints in the two samples although the Senegal sample had 

higher rates of somatic complaints, especially related to gastrointestinal 

disturbances. On the other hand, the New York sample had higher rates of 

cognitive complaints, including feeling of being frightened without knowing 

the reason for that, and, an incapability for doing usual things (Beiser, 

Benfari, Collomb and Ravel, 1976). 

Other studies have confirmed these findings. Even though affective 

disorders have a psychobiological, neuroendocrine dysfunction, people's life 

history is contextualized; thus, each culture has a different manner of 

experiencing and expressing abnormalities. In this sense, depression is 

'Viewed as particular moral stances in an ideologically constructed 
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behavioral field" (Kleinman, 1985:477). And affects are constructed 

ideologically with the objective of reintroducing sick persons within their 

social groups. Thus, there is capitalist or communist (red emotion) 

construction of affect (Myers, 1979, in Kleinman, 1985 :477). 

Depending on social circumstances, affect may be perceived as 

politically dangerous because of the exposition of human sufferings, which 

may be seen as a menace to social norms. For example, in Chinese cultures, 

depression is more likely to appear after a loss of interpersonal relationships. 

However, unlike in the West, depressive feelings are not reported because it 

is related to the stigmatization of mental disease, an embarrassing problem 

for the patient's relatives. According to the Chinese belief, somatic 

complaints are the appropriate individual "liminal state," and so, they not 

only accept but also stimulate neurasthenia. The physical complaint has the 

function of "reintegrating" the depressed persons within their social groups 

by maintaining norms of cohesion and dominion. Thus, while affect is 

culturally disapproved of, pain and bodily complaints are allowed and even 

stimulated (Kleinman, 1986:478). 

Similarly, in India depressive symptoms seem to be widespread and 

expressed through somatic complaints. A comparative study between 
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Indians and British demonstrated similarities and differences in the 

expression of depression. Teja, Narang and Aggarwal (1971) noted that 

78.2% of Indian patients report somatic complaints against 13% of the 

British counterparts who reported more psychological complaints. In 

addition, there were similar rates of guilt feeling between British and 

Indians, although marked difference in the content of these feelings. For 

example, Indians reported the experience guilt as "shame" from an extemal 

origin while British tended to report "guilt, as a result of intrapsychic 

superego, self- failures" (Teja, Narang, and Aggarwal, 1971:259). 

Unlike Africans and Asians, South American patients seem to have 

comparable or, in some cases, even higher rates of psychological symptoms 

than Western patients do. For example, a comparative study between 

Colombian and American patients observed similarities in a cluster of 

symptoms, including "lack of environmental reactivity, middle insomnia and 

early morning awakening, depression that is worse in the morning, visceral 

symptoms, psychomotor inhibition or agitation, feelings of guilt or remorse, 

weight loss, decreased libido." Colombians, however, tended to have more 

bodily complaints and psychomotor inhibition while Americans presented 
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more agitation, guilt, suicidal tendencies and cognitive disturbances 

(Escobar, Gomez, and Tuason, 1983:48). 

Contrasting with Colombians, Brazilians seem to have high rates of 

psychological complaints. For instance, a study among Brazilian College 

students from ten Universities utilized the Portuguese version of Depression 

Adjective Check Lists (DACL) to evaluate changes in depressive mood by 

gender, age and academic standing. The result of the quantitative analysis 

(frequencies, means, standard deviations, and percentiles) made evident that 

Brazilian students had higher rates of depressive symptoms than their 

counterpart American, Israeli, Chinese, and Hispanic students. Fifty percent 

of the sample had a performance superior to 10 (high rate); also, thirty-six 

percent of students had 13 or higher rates. This score was reported higher 

than those from die other samples (American, Chinese, Israeli and Hispanic). 

In addition, a significant gender difference was observed in which female 

college students had a higher performance rate than males (DeSouza, Lubin, 

and Zanelli, 1994). 

This study demonstrated that depressive mood is very common 

among Brazilian students. The reasons given for that included the economic 

hardship that has affected the majority of the population since the 1980's, 
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with a disturbing consequence of fear, unemployment, deterioration of 

public services and increase of violence rates. 

As one can see, although there is a very large number of cross-cultural 

studies, they are very far from consistent about the occurrence of depressive 

disturbances. Recently, a tendency has emerged to emphasize diversity of 

depressive symptoms within the same cultural setting, across gender, social 

class, race and age. In the next chapter, I will discuss these issues (Ayuso-

Gutierrez et al., 1981; Crowther, 1985; Dressier, 1985 and 1986; and Gray 

and Jones, 1987). 

Culture-Bound Syndromes 

From the sociocultural perspective, all mental disorders are, in fact, 

culture-bound syndromes. The study of depression across cultures has very 

much increased the concern with universality versus specificity in the 

experience of affective disorders. It also sustains the idea that the 

conventional Western concept of depression makes sense only within the 

cultural setting of Westem (and Westernized) societies. The great diversity 

and similarity in cross-cultural presentation of depression contributes to the 
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contradictory results in data of depressed patients. The point here is that each 

culture has its own way of constructing its disturbances; therefore, its 

expression of emotional distress may not fit within the Western nosological 

system (Kleinman, 1982 and Marsella, 1980). 

At the same time, anthropological and psychological data have 

described the existence of 'exotic' syndromes that seem to be related to 

specific cultural contexts. However, there is a lack of consistency in the 

information about the uniqueness of these syndromes. Some researchers 

argue that what have been reported as culture-bound syndromes are, in fact, 

cultural variations of depressive equivalents. It seems that most of the debate 

is generated because the majority of researchers do not have much intimacy 

with the cultures that they write about. Indeed, the main point of the debate 

is based on inference of Western scholars, working in non-Westem cultures 

for a limited period of time (Carr and Vitalino, 1985; Lin, 1983; and 

Marsella, 1980). 

Although culture-bound syndromes present physical and 

psychological complaints, there is a prevalence of somatic symptoms 

(somatization). Environmental factors such as stressful events and cultural 

beliefs in spirit possession and sorcery are the causes of culture-bound 
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syndromes, including latah, hwa-byung, susto and mal olhado. The 

discussion about these specific syndromes has become so frequent that the 

DSM-IV included culture-bound syndromes in its glossary (Carr and 

Vitalino, 1985). 

Below, some culture-bound syndromes will be described, including 

one (Mau-Olhadd) that is found in the Brazilian society. 

Latah is considered to be one of the most interesting culture-bound 

syndromes because, unlike the others, it does not seem to be related to 

cultural beliefs. Latah is categorized as "an anxiety reaction, a fnght 

neurosis, a state of hyper-suggestibility and a psychosis" (Murphy, 1976:4). 

There are two forms of latah: the simplest one is very similar to an 

exaggerated fnght or surprise reaction, accompanied by coprolalia; and the 

other, is described as a persistent and "compulsive mimicry" in which the 

sufferers are unable to control (Murphy, 1976:4). 

Latah does not seem to be related to stressful events but there is 

information that it appears after the experience of a sudden emotion (by 

noise, touch or gesture), in the presence of persons whom the victims have a 

manifested desire to delight. Latah has been described in several societies 
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including African, Siberian, Northeastern Coast American and (mainly) 

Malaysian (Murphy, 1976). 

Likewise, Hwa-Byung is a syndrome mainly experienced by Koreans, 

lower socioeconomic, middle age women. Most symptoms are somatic but it 

also displays depressive and psychological symptoms. Some of the physical 

symptoms include headache, heaviness, buming or mass in the epigastrium 

region, muscular aches, pains, dry mouth, palpitations and indigestion. 

Depressive symptoms include sadness, negative thinking, loss of interest, 

regret, guilt, and suicidal ideas. Finally, psychological symptoms include 

anxious mood, irritability, tending to lose one's temper, and 

absentmindedness. These complaints are motivated by unconscious 

(repressed) anger that connects hwa-byung to mental illness, originated from 

emotional distress (Marsella, 1980:254). 

Like other Asians, Koreans tend to experience emotional disorders 

through physical symptoms but the uniqueness of hwa-byung is the 

persistent report of an epigastrium mass (upper abdomen) that is not 

perceived in the careful physical examination. Because of the good response 

of individuals with hwa-byung to antidepressant drugs (tricyclics), it is 

believed to represent a depressive equivalent (Lin, 1983). 
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Susto or "soul loss" is a depressive equivalent characterized by 

weakness, appetite and sleep disturbances, fear, physical inhibition, 

reduction of libido, and anxiety disorders (sweating, diarrhea and rapid heart 

beat). It is found among South and Central Americans as a response to 

"sudden fright, witchcraft and breaking taboos" (Marsella, 1980:254). 

Finally, Mau- Olhado ("evil eye")—is a broadly culture-specific 

syndrome, which is found in several Latin American countries- is a very 

common folk illness among lower class African-Brazilians. It may present 

physical and psychological symptoms, which include lack of energy and 

vitality, headache, social withdrawal, loss of appetite and weight and, in 

more severe cases, fever. Mau-olhado is believed to affect children, adults 

(especially pregnant women), animals, and personal objects. It is a syndrome 

transmitted by individuals recognized in the community as possessing 

powerful, negative energy in the eyes (olho gordo). It is this energy that in 

contact with other persons may determine misfortune or ilhiess. 

The ways used by the community to balance this negative power is to 

hide the possible victims (persons or objects) from the individuals with olho 

gordo. Also, as soon as the possible victims see the stigmatized {qlho gordo) 

person, they repeat silently (not always) the expression olho de seca 
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pimenteira (dry chili tree eyes)... It is an imaginary protection against the 

"evil" thing. In the past, many people used to plant chili trees (a recognized 

powerful plant against negativity) in the yard to protect themselves against 

evil eyes. Presently, because of urbanization and overcrowded vicinities 

there are very few people with yards and chili trees. Mau-olhado seems to 

symbolize power relations because the victim is always considered to be in a 

better socioeconomic and/or affective position, supposedly aimed by the 

individual with olho gordo. 

The treatment is, ahnost exclusively, done by traditional healers. In 

my professional experience, I never saw any person seeking medical 

treatment due to mau-olhado, but sometimes I heard comments diat some 

patients had mau-olhado together with mental or physical diseases. 

The recognition and decision-making for treatment is done by close 

relatives and consists of asking three healers to pray, at a different time and 

without acknowledgement of each other, over the victim's head and body. 

Then the victim is asked to take a prepared bath with special herbs (e.g. 

arruda, dgua de elevante, and guine) and salt. After a few days, the victim is 

expected to improve his/her condition. Sometimes, this does not happen and 
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a physical or psychological disease may develop that may need medical 

(Western) intervention. 

Studies such as the foregoing illustrate certain key aspects of the 

cultural construction of depression. They are suggestive of the critical 

importance of an anthropological and culturally-sensitive perspective for the 

psychiatric practitioner whose own "culture of western medicine" does not 

conceptualize or address depression in comparable or even similar ways, 

which may lead to misunderstanding, misdiagnosis, and mistreatment, 

particularly in complex, multi-cultural settings such as Brazil. This is, again, 

a principal theme of this study, the idea that depression must be approached, 

understood, and treated in a fashion sensitive to the cultural and social 

context and experience of the patient. That, I believe, is the purview of an 

anthropologically-oriented and culturally-informed approach to psychiatry, 

which I strongly advocate. 
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CHAPTER 4 

PSYCHOSOCIAL RISK FACTORS 

The literature has been consistent with the close relationship between 

stressful life events and depressive disorders. If stress does not determine 

depression, it at least precipitates its occurrence. Stress is then described as 

any form of emotional pressure in the individual's life, which brings 

subjective (and objective) unpleasant feelings. Therefore, as a broad 

concept, stress is a human response to environmental adverse conditions 

(Jenkins, Kleinman and Good, 1991). 

Based on their life experience, some people have a higher 

vulnerability for dysphoria. Some individuals (minority, immigrants, aging 

people) in the low socioeconomic status are at high risk of depression 

because of overwhehning emotional pressure. Women represent two-thirds 

of depressive disorders probably because they have inadequate education, 

economic disadvantage, unemployment, low occupational status, and often 

are single parents with low income (Barbee, 1994; Lavenworth, 1997; and 

United Nations, 1985). 
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The environment in which people grow up is very important for how 

individuals see themselves, the external world, and the future. Depressed 

persons tend to have low self-esteem and a nihilistic view of the world; 

everything is seen in a negative way. Affective disorders are precipitated by 

life circumstances which individuals are incapable of coping with and do not 

have social support systems (Beck, 1971 and 1976; Seligman, 1975; Jenkins, 

Kleinman, and Good, 1991; and Wing and Hailey, 1972). 

Individuals, according to helplessness theory, who are constantly 

exposed to frustration and lack of positive rewarding during childhood, 

would become incapable of coping with themselves under stressful 

situations. This occurs because of the lack of hope that they will overcome 

the condition. Depressed persons have a widespread feeling of inability to 

act in face of challenging experiences (Seligman, 1975 and Jenkins, 

Kleinman, and Good, 1991). 

Throughout the years, depression has proved to be an intriguing 

ailment; since the ancient period, clinicians have been concemed with 

depression. For example, 1500 years ago, Rufiis of Ephesus indicated that 

depression was caused by psychological disturbances. Then Pinel (1806) 

suggested that depression was related to frustration and personality 
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disorders. Currently, there is not much doubt that depression is connected to 

both high levels of anxiety and neurobiological imbalance. Anxiety varies 

with the individual sensibility and personal ability to deal with displeasure. 

Clinical psychiatrists tend to believe that the individual predisposition to 

experience anxiety combined with an early experience of loss may 

determine a pessimistic personality, which functions as the foundation of 

depressive symptoms (Gray, 1982 and Munroe and Depue, 1991). 

Multiple psychosocial factors including gender, age, ethnicity, marital 

status, educational background, literacy, socioeconomic status, and religious 

preference influence the prevalence risk for depressive disorders. 

Gender 

To understand the universe involving depressed patients, it seems 

important to discuss first the socialization of boys and girls as well as gender 

expected response to stressful life events. The term gender (instead of sex) 

will be used because it is intended to emphasize social differences and 

expectations between male and female roles. 
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Traditional ideologies presupposed that men were 'superior' to 

women; therefore, men would control women's life and behavior. Modem 

ideology is described to be very important for the understanding of gender 

relations because it decreases gender stereotypes and tends to have a more 

egalitarian viewpoint. This ideological change seems to be influenced by 

literacy level and socioeconomic conditions. Not all societies have the same 

egalitarian view of gender activities. In developing countries where 

educational level is low, women are still limited to the domestic domain; 

even when they have paid labor outside their home, they continue to do most 

of the household duties (Best and Williams, 1997). 

There are similarities and distinctions in relation to the type of 

activities that cultures assign to women and men worldwide. In the majority 

of societies, women have the responsibility for domestic activities while men 

are responsible for extemal or public activities. This pan-cultural 

consistency is the result of biological differences between women and men 

during the pregnancy and bearing and nurturing periods. Throughout the 

years, there has been an important change in the women's social roles, 

especially in Western societies where women and men have shared domestic 

and extemal activities (Best and Williams, 1997). 
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Culture has a major impact on gender; it begins with childbirth, 

accompanies boys' and girls' socialization and determines what is the 

appropriate response to an environmental stimulus: aggression, emotion, or 

passivity. In many societies, boys are raised to accomplish independence 

while girls are raised to be good mothers, child caretakers, and obedient 

wives to their husbands. Cross-cultural studies have shown that girls are 

socialized to be more nurturing, more understandable, and more resigned 

with their problems. As a consequence, women have self-reported higher 

levels of anxiety and lower self-esteem than men do. On the other hand, 

boys are socialized to externalize (acting out reaction) their problems and 

tend to have a higher level of self- confidence, strength, and aggressive 

behavioral responses (Best and Williams, 1997). 

Psychiatrists, psychologists, and social researchers have discussed the 

role of gender as a risk factor for depressive disturbances. One important 

aspect of the discussion is whether or not traditional roles (performed by 

women) increase their vukierability to depression. The problem is that if it is 

true that traditional roles expose women to have higher risk of depression, 

why do Westem women also have a higher rate than men? On the other 

hand, what are the conmion factors among women, which make them more 
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vulnerable to depression than men? As it was discussed in the beginning of 

this section, it seems that socialization practices, which have historically in 

almost all societies subordinated women, may expose women to maladjusted 

conditions that are favorable to depression (Canino, 1982 and Weissman, 

1980). 

The cross-cultural literature has consistently demonstrated that 

women have a much higher risk for depression than men. The United States 

National Institute of Mental Health-Epidemiological Catchment Area 

(NIMH-ECA) recently confirmed this inference in research studies; women 

were indeed more vulnerable to depression. These studies also verified that 

men were at higher risk of having antisocial and paranoid personality 

disorders as well as alcohol abuse (Howell and Bayes, 1981 and United 

States Department of Health and Human Services, 1993). 

Comparative studies in the United States have demonstrated that 

Afncan and Hispanic American women are considered to have higher rates 

of depression than Caucasian women and men. The reason for that seems to 

be related to a series of combined factors including gender, ethnicity, and 

low socioeconomic background. At the same time, the traditional roles 

increase the women's vuhierability to feeling low self-esteem and to have a 
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low self-image, besides overwhelming emotional pressure caused by teenage 

pregnancy and being single parent head of household (Barbee, 1994; 

Canino, 1982:123; Dressier, 1986; Lawson, 1986; and Mendes de Leon, 

1988). 

Hence, the emotional pressure over the activities developed by women 

contributes to the occurrence of depressive disorders. Furthermore, there are 

several factors, which together increase women's vulnerability for 

depression. Leighton et al., 1963 state; 

"Economic inadequacy, cultural confusion (maladaptive role), widespread 

secularization, few and weak group associations, few and weak leaders, 

few patterns of recreation, high frequency of crime and delinquency, high 

frequency of broken homes, high frequency of interpersonal hostility, and 

a weak and fragmented network of communications" (Leighton et al. 

1963:26). 

Cross-cultural research studies have confirmed the vulnerability of 

women to depression. For example, research studies realized in Ghana 

revealed that among the individuals who seek traditional healers, women are 

more likely to have depressive disturbances including low self-esteem and 

self-reproach than men (Field, 1960). Similarly, in Kenya, rural women from 
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Kikuyu were described to have more depression than men. Moreover, in 

Uganda, a research study verified that women had higher rates of depressive 

complaints than British working class women (Abbott and Klein, 1987 and 

Jenkins, Kleinman, and Good, 1991). 

In the same way, Brazilian women from different economic 

backgrounds have higher rates of depressive disorders than men do. 

Psychiatrists believe that women represent around two thirds of depressed 

patients treated by psychiatrists in Brazil. The reasons suggested for this are 

consistent with those suggested by the cross-cultural literature, including: 

emotional pressure, fatigue from excess activities (at home and at work), 

being a single parent head of household, under or unemployment, childcare 

responsibility, domestic violence, and poverty. These factors, together with 

the fact that women on the average, have a longer life than men, may expose 

women to a higher rate of depressive disorders. However, there is also male 

avoidance of seeking medical treatment for fear of stigmatization. 

Poverty has been closely associated with depression but it does not 

determine it. hi fact, middle class women have also higher prevalence of 

depression than their counterpart men do. For example, a study among 1,063 

college students in 10 Brazilian Universities from the Southern and 
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Southeastern regions (71% female and 29% males) demonstrated that 

women had higher depressive scores than men (DeSouza, Lubin, and 

Zanelli, 1994). 

Finally, another important factor that has been associated with 

women's vulnerability for depression is violence. There are two types of 

violence, criminal and intimate. Criminal violence is connected to robbery, 

aggravated assaults, coercive rape, and homicide. Intimate violence is 

related to child abuse, incest, courtship violence, date rape, battering marital 

rape, and elderly abuse. Although both of them are crimes, intimate violence 

has been largely underreported because some people believe it to be a 

'family affair;' thus hidden from outsiders (Russo, 1985). 

Presently, across cultures, there are a large number of women who 

have reported being victims of violence. It has become a major public health 

issue, the so-called " syndrome of postvictimization" (Koss, 1990:374). 

Some personal responses to violence are expressed through chronic 

disturbances characterized by physical, cognitive, and behavioral symptoms 

(Howell, 1981). 
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Age 

There are different types of depression; each one has a different 

period of age vulnerability. Age, like other psychosocial factors, does not 

cause depression by itself but together with any other factor, forms a set of 

contingencies that determine the prevalence, course, and outcome of 

depressive illness. Overall, age represents an ambiguous risk factor. On the 

one side, depression is related to the period of menopause; on the other side, 

more and more young people have been affected by depressive moods 

(Weissman, 1980). 

Until recently, it was thought diat the risk for depression increased 

with the aging process. This assumption was based on medical reports, 

which demonstrated the high incidence of endogenous depression among 

older women (over 40 years of age). Also, research studies described that 

more severe unipolar affective disorders had a later age of onset than bipolar 

affective disorders (Kamo et al., 1987). 

Indeed, physiological changes in the period of involution seem to 

expose women to these disorders. In addition to the biological changes, the 

aging period is accompanied by psychosocial impacts, often referred to as 
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the 'mid-life-crisis,' which result in dysthimic complaints. It has been 

reported that older individuals tend to have more dysthimia than younger 

ones. Although there was a widespread belief that depression was more 

common to older individuals, there was not much accuracy reflected in the 

medical nosology, which was based on subjective impression and biased 

toward only one vulnerable group, menopausal women (Brown and Harris, 

1978 and Kamo et al., 1987). 

A recent Brazilian study (1998) conducted by Gruda—Grupo de 

Estudo das Doengas Afetivas do Institute de Pesquisa da Universidade de 

Sao Paulo—suggested that depressive disorders affect two percent of elderly 

people (age of 65 and older) in the state of Sao Paulo. This study also 

indicated that the most frequent causes of depressive complaints were death 

of spouse and friends, divorce of their offspring, and loss of family stability 

(Gruda, 1998). 

Currently, however, several research studies have described that an 

elevated number of younger persons (between 18 and 39 years of age) are at 

increasing risk for depressive disturbances. Comparative studies have 

showed that in each new generation, younger individuals are at higher risk of 

neurotic (reactive) depression than the previous generations. Because this 
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type of depression is caused by psychosocial factors, one may infer that 

environmental stressors of modem life in the industrialized world are 

responsible for the more elevated rate of depressive complaints among 

young people (DeSouza, Lubin and Zanelli, 1994; Goleman, 1992 and 

Kamo etal., 1987). 

Socioeconomic Level 

Social class is a term with several meanings but in social research 

studies it is related to the access of individuals to valued resources (i.e., 

economic factors). It can determine the relationship between the people's 

desire of acquiring goods and the type of access they have to obtain what 

they want. Within each categorization of class (low, middle, and high) there 

is a meaningful variation in the things that the persons possess. Class index 

represents the mean of the socioeconomic indicators. Hollingshead and 

Redlich (1958) propose to include residence, education, and occupation as 

indicators of socioeconomic level; these criteria are still utilized in social 

research studies (Brown and Harris, 1978 and Hollingshead and Redlich, 

1958). 
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Social class is related to the prevalence of depression but only if it is 

associated with life circumstances or major problems such as an unexpected 

ilbiess (i.e. stroke), learning that the spouse has a life threatening disease, 

and so on. In addition, in daily life, a severe illness or household difficulties, 

which affect women with small children at home, may increase their 

vulnerability to depression or suicide (Teuting and Koslow, 1981). 

Some epidemiological investigations have described the positive 

association between unipolar affective disorders and middle class Western 

women. However, there is enough evidence in the literature that individuals 

in the lowest socioeconomic stams are more exposed to higher risk of all 

mental disorders, including depression. A major concern of more recent 

research has been whether or not poverty causes depressive disorders. 

However, the results of these studies have proved to be inconsistent, varying 

from a high to poor association of depression with low socioeconomic 

status. Although poverty per se does not cause, it influences the expression 

of depressive disturbances. Individuals from the lowest socioeconomic status 

have reduced access to social support, which is an important factor in 

alleviating the negative effects of stressful conditions (Seligman, 1977 
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(Ayuso-Gutierrez et al., 1981; Brown and Harris, 1978; and Teuting and 

Koslow, 1981)). 

Extreme poverty, however, creates a state of helplessness with low 

self-esteem and may cause distress. One negative aspect of women's 

socialization is their economic dependence on their fathers and husbands. A 

report of the United Nations revealed that although two-thirds of women 

worldwide work two-thirds of them live below the poverty line (Nairobi, 

1985; and Seligman, 1977). 

Community surveys have revealed that educationed level, occupation, 

and income are positively associated with self-esteem in adult individuals. 

Likewise, children raised in extreme poor environments tend to disclose a 

high degree of uncontroUability of emotions as well as lack of self-esteem, 

hostility and worthlessness, which may provoke helplessness and 

depression. In addition, children raised in overcrowded poor housing acquire 

a sense of helplessness which decreases their ability to cope and make the 

appropriate decisions (Seligman, 1977). 

Unemployment has a major impact on the mental health status of 

persons. Western researchers have demonstrated that fear of unemployment 

is significantly associated with depressive symptoms. In addition, the 
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severity of symptoms seems to be influenced by the individual's low income 

under stressful life conditions. For example, among Southem African 

Americans, unemployment represents one of the major causes of depressive 

illness, although there is not much evidence of how unemployment affects 

minority groups (Dressier, 1986). 

It seems that unemployment is compounded with low household 

income, marital disputes, residence changes and other social factors. 

Unemployment is understood as a significant threat for the "social identity, 

self-esteem, and physical security of individual experiencing it, especially in 

Westem society in which occupation is a primary marker of social class" 

(Dressier, 1986:639). 

The psychiatric data reveal inconsistent findings about the relationship 

between depressive disorders and different socioeconomic status. Upper 

class patients tend to have high rates of insomnia, lack of interest in social 

life, more anxiety, weeping, sadness, and suicidal tendencies. Middle class 

patients have feelings of loneliness and express their frustrations through 

guilt, low self-esteem and a sense of personal failure; while lower class 

individuals have high rates of weight loss, fatigue, somatic complaints, and a 
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sense of social deprivation (Barrientos et al., 1970; Brown and Harris, 1978 

and Schwab et al., 1967). 

Data from psychiatric services suggest the positive association 

between low socioeconomic background and admissions in psychiatric 

hospitals. Other scholars, however, found no difference in the symptoms 

reported among patients from different social backgrounds (Ayuso-Gutierrez 

etal., 1981 and Jenkins, Kleinman, and Good, 1991). 

Overall, the majority of studies reveal a great relationship between 

low socioeconomic status and depressive ailment. In this way, a research 

study in London demonstrated that working class women have a higher risk 

for depressive illness than middle class women do. In addition, low social 

class may be compounded with the presence of one or more children under 6 

years of age and teenagers at home which increase the emotional pressure on 

women (Brown and Harris, 1978; Hirshfield and Cross, 1982; and Jenkins, 

Kleinman and Good, 1991). 

Working class women with children and who experience either a 

major stressful circumstance or chronic social stressors are more vulnerable 

for depression. In addition, depressed women with small children usually do 

not seek professional help for themselves except when they experience an 
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advanced stage of illness and cannot cope any longer. Very often, their 

children are victims of the women's irritability, anger crisis, inadequate 

mothering and lack of self-control. The late decision for seeking treatment 

contributes to the high rate of chronic impairment among depressed working 

class women with children (Barbee, 1992; Brown and Harris, 1978 and 

T euting and Koslow, 1981). 

From the social perspective, the risk of depression is not specific to a 

given social class. Women would be at the highest risk because of their 

traditional roles as mothers and housewives besides holding jobs outside the 

house. Pauline Bart indicates that middle class, aging, married women who 

perform these traditional roles have a higher risk for depressive disorders 

than either divorced or working class women (Bart, 1974). 

Furthermore, anthropologists are concerned with the meaning of 

stressful life events and what the significance of misfortune is for a specific 

sociocultural environment. Hence, the cultural meaning of stressful life 

conditions may be more important for the individuals than the events 

themselves. It is also important to consider the reduced access that low 

economic depressed persons have to social resources (Good and Good, 

1982). 
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Currently, there are several research studies on social support 

networks—^the existence of sociocultural facilities available to the 

individuals—as buffering the effects of stressful events on depressed 

persons. The lack of a social support system increases the risk of women to 

depression. It seems clear that people who have kin support, for example, 

during stressful life events tend to have less severe and fewer symptoms than 

those who do not have support (Aneshensel and Stone, 1982; Good and 

Good, 1982; and Pearlinetal., 1981). 

Finally, there are not enough cross-cultural studies on the relationship 

of depression and socioeconomic status in developing countries. One of the 

reasons for this limitation is the lack of dependable indicators on the 

relationship among social stratification, social change and depression. On 

the other hand, it is known that the literacy level of non-Westerners seems to 

be negatively related to depression; low educational level is associated with 

a higher rate of depressive disorder (Good and Good, 1982). 

Likewise in Brazil, although diere are not much data on the 

relationship between socioeconomic status and the experience and 

expression of depression, it seems that fear of unemployment, loss of 
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economic stability and social isolation are positively associated with the 

incidence and prevalence of affective disorders (Gruda, 1998). 

Ethnicity (Tlace) 

As described previously, a majority of people experience depressive 

symptoms at some point in their lives. Many of them are capable of 

ameliorating their conditions without needing psychiatric treatment. Other 

individuals, however, because of a variety of biological and psychosocial 

factors, develop clinical depression and need professional help. People of a 

low socioeconomic status tend to continue to have depressive complaints 

without having the acknowledgement of their physical and emotional 

disturbances. As a result, they may suffer from depression for a long time 

before they experience an emotional crisis and finally seek professional help 

(Brown and Harris, 1978 and Marsella, 1980). 

American scholars who work with minority groups have revealed that 

most depressed individuals are ethnic minority women, often head of 

household, who have overwhehning emotional pressure due to multiple 

responsibilities with children and family affairs. They also may have a fear 



of social stigmatization commonly associated with psychiatric patients. All 

of these combined factors contribute to delay die medical assistance (Barbee, 

1994; Levenworth, 1997; Loring and Powell, 1988; and Ortega and Richey, 

1998). 

"Melting pot" societies are formed by several (ethnocultural) groups 

of individuals who differentiate themselves from the others on the basis of 

ethnicity, which is described in objective and subjective terms. The objective 

aspect is related to biological and cultural information that is transmitted to 

their descendants from one generation to the other. The subjective aspect is 

related to the feeling that people belong to a group and can relate to their kin 

groups. In multicultural societies, the emotional study of ethnic minorities is 

considered to be a cross-cultural study in a way very similar to those of 

geographically scattered groups (Berry, Portinga, Marshall, and Dasen, 

1992). 

Depression as an ethnic construct has not received much attention by 

social researchers. Although a great advancement in medical diagnostic 

criteria has been achieved, there are not yet reliable cross-cultural 

assessments or consistent information about the conceptualization of 

depression (as a mood, symptom and illness). Some of the reasons indicated 
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for this difficulty are related to the psychoanalytic proposition that after an 

experience of loss (real or imagined), unless the loved object be replaced, 

people tend to react with depressive mood. In addition, because each ethnic 

group has different behavioral patterns, customs and beliefs, it has been 

difficult to identify the moment in which normal mood variations will 

become pathological. When socioeconomic status is considered, die idiom of 

distress has different expressions in distinct ethnic and social groups. On the 

other hand, there is no homogenous understanding of how sociodemographic 

factors affect the expression and experience of affective disorders (Barbee, 

1994; Beiser, 1985; Guamaccia et al., 1989; Jenkins, Kleinman and Good, 

1991; Loring and Powell, 1988; and Ortega and Richey, 1998). 

Historically, the understanding of depression outside the West 

changed dramatically after the 1960s when research studies began to reveal 

the incidence and prevalence of depression across cultures. 

Previously, it was thought that non-Westemers either did not 

experience or they had low rates of affective disorders. The reasons for that 

assumption were in part related to the evolutionist beliefs that only the 

"civilized" Europeans would experience depressive disturbances; thus, 

Afiricans, considered to have a "primitive mentality," could not experience 
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depression (Bell and Mehta, 1980:141). At the same time, psychoanalytic 

theory implied that Black people did not have depression because they lived 

at or below the poverty line with low self-esteem and lacking material 

goods. This deficiency would exclude Africans from experiencing the 

feeling of loss, one of the most important components of depressive 

disturbances (Bell and Mehta, 1980 and Jones and Gray, 1986). 

In medical practice, the nosological system is characterized by 

objective diagnosis criteria, based on the etiological factors, signs and 

symptoms related to the diseases. The psychiatric categorizing system, 

however, is not as objective as other medical specialties and psychiatric 

diagnosis is based almost exclusively on the subjective evaluation of clusters 

of signs, symptoms, and maimers of patients. Also, there is a limitation on 

the diagnostic assessments, analyses, and techniques used to identify 

affective disorders. Part of this difficulty is related to the occurrence of 

different diseases with comparable sets of symptoms and attitudes (Jones 

and Gray, 1986). 

Moreover, there are different forms of cultural variations; each 

cultural environment has its own way of experiencing and expressing 

depression. Additionally, within the same society, different ethnic and 
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socioeconomic groups have different expressions of symptoms. In this way, 

a clinician who does not have an acquaintance with the cultural background 

of his/her patients may misinterpret and misdiagnose the cluster of 

symptoms and behaviors of sick persons. There is a need for a culturally 

appropriate medical curriculum to attend to the needs of patients from 

multicultural groups (Jones and Gray, 1986). 

All these described conditions contribute to the tendency of health 

practitioners to categorize Anglo Americans as four times more likely to be 

depressed patients as African Americans. Afncan Americans are twice as 

likely to be categorized as schizophrenic patients. Furthermore, Afncan 

American patients are usually fi-om a low socioeconomic background while 

Anglo psychiatrists are from the middle class. Because neither one has 

acknowledgement of the other's ethnocultural group, Afncan American 

patients may be misdiagnosed as schizophrenic or having personality 

disorders (Jones and Gray, 1986:62). 

Therefore, the apparent confusion in terms of overdiagnosis of Anglos 

and underdiagnosis of Africans as depressed patients is less related to 

psychopathology than medical ideology. The result is that Blacks are 

submitted to "unsophisticated treatment" Even when Black patients present 
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a clear set of depressive signs and symptoms, the psychiatrists may be 

hesitant in labeling them depressed, hi addition, because the psychiatric 

nosological system holds the power of scientific knowledge, it influences the 

official prevalence rates of affective disorders and contributes to etemalizing 

the racial cliche so common within the psychiatric setting (Loring and 

Powell, 1988:3). Hence, the racist attitudes of health professionals have been 

incorporated into the mainstream of public services. This intercedes in the 

patient's access to utilize a social support network, by reducing the patients' 

right to social and public structures. The patient's feeling of low self-esteem, 

loss, and hopelessness become worse (Femando, 1984). 

Currently, a large number of contemporary studies have revealed that 

Africans have as high a rate of manic depressive disturbances as Anglos, but 

still many psychiatrists persevere in the ideological belief that ethnic 

minority people have low rates of affective disorders and high rates of 

schizophrenia. Although it is known that twenty to fifty percent of cases of 

affective disorders contain symptoms of hallucinations and delusions, 

psychiatrists tend to neglect this fact (Bell and Mehta, 1980). 

Unfortunately, this inadequate tendency has caused iatrogenic 

morbidity (or disease caused by the medical treatment) and increased the 
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number of chronically impaired patients. The systematic misdiagnosis and 

mistreatment of minority patients may be understood as an institutionalized 

form of racism among health professionals (Bell and Mehta, 1980; Jones and 

Gray, 1986; Levenworth, 1997; and Loring and Powell, 1988). 

Finally, the formulation of the Diagnostic and Statistical Manual of 

Mental Disorders (DSM-III) of the American Psychiatric Association has 

limited the subjective diagnosis and decreased ethnic and cultural bias. 

When medical bias, demographic factors, and institutionalized racism are 

controlled, research studies have revealed that rates of depressive 

disturbances among different ethnic groups are very similar, although there 

is a clear difference in the content of symptoms. African and Hispanic-

Americans tend to report hallucinations, delusions, somatization and 

hostility while Anglo-Americans tend to report guilt and manic depressive 

symptoms (Bell and Mehta, 1990; Guamacciaet al., 1989; Lawson, 1986; 

and Loring and Powell, 1988). 

Migration 



103 

Migration is understood as a "relatively permanent moving away of a 

collectivity, called migrants, from one geographical location to another, 

preceded by decision-making on the part of the migrants" (Mongalam, 

1968:8). Usually, people migrate in order to fulfill the desire of obtaining 

better life conditions for themselves and their offspring. Some migrants 

desire to return to their towns after improving their socioeconomic 

conditions, but the majority of them do not return (Suarez-Orozco and 

Suaiez-Orozco, 1995). 

Migrant individuals experience many difficulties including: 

unacquaintedness with norms, customs, and expectations of the new social 

environment, reduced access to social support system, unemployment (or 

underemployment), and so on. At the same time, some immigrants feel that 

they are improving their socioeconomic situation in relation to their 

homeland, but they remain between the two cultural environments in the 

process of acculturation and adaptation. Usually, immigrants who are able to 

improve their socioeconomic conditions during the adaptation process are 

more accepted in the mainstream society (Suarez-Orozco and Suarez-

Orozco, 1995). 
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Acculturation and adaptation occur simultaneously; it is the process in 

which two cultures connect and adopt cultural pattems of each other. 

Contemporary scholars tend to think acculturation is the attempt of minority 

groups to adapt into the mainstream society. Immigrants live between two 

cultures (the traditional and new ones). In the beginning, immigrants may 

idealize die new cultural environment, while taking into account the 

opportunity of better life condition; even though migrant workers tend to 

have the lowest paid and least desirable jobs in the host society. In melting 

pot societies, there are recognizable ethnic groups that maintain their cultural 

traditions and refer to themselves as belonging to those groups (e.g., Jews, 

Africans, and Arabs). During the adaptive process in the host country, ethnic 

groups influence each other (Berry and Kim, 1988 and Suarez-Orozco and 

Suarez-Orozco, 1995). 

Cultural competence is described as the ability of immigrants to 

function adequately in a new cultural setting, conforming to their social 

accomplishment and desires. Sometimes there are failures in adapting to the 

new socioeconomic condition which may provoke anomie (alienation), 

described by E. Durkheim in his studies on suicide as connected to the 
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prevalence of psychopathology and suicide rates (Berry, 1997 and 

Durkheim, 1951). 

Berry and Kim (1988) suggest that several factors influence the 

mental health status of immigrants depending on their acculturation 

strategies, which include integration, assimilation, separation, and 

marginalization. First, integration is described as the process in which the 

individuals maintain their cultural unity while acquiring other customs and 

values of the new social environment. Integration in a multicultural society 

is an interactive process among all ethnic groups. Second, assimilation has 

been reported as the process in which the individuals give up their cultural 

unity and are amalgamated by the mainstream society. All groups that are 

involved melt into one to form a new multicultural society. Third, separation 

is characterized by the individuals' isolation from the mainstream society. 

Separation may become segregation when the larger society forces minority' 

groups into isolation (i.e. apartheid). And finally, marginalization which is 

the situation when the individuals lose their cultural identity, but are not 

capable of replacing it by getting access to the "new general" society. 

Marginalization is a condition, which brings anxiety, distress and 

simultaneous feelings of alienation, rejection, and loss of identity. 
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Marginalized individuals do not have meaningful interaction with either 

their traditional culture or the mainstream society. This does not mean that 

these individuals lose their culture; marginalized individuals maintain their 

cultural background, but in such a disorganized way that it cannot be 

supportive for their needs. Marginalization is a highly stressful condition for 

migrant populations (Berry and Kim, 1988; Ekblad, Kohn and Jansson, 

1998; and Lambert, 1977)). 

During the acculturation process there are cultural and psychological 

changes depending on group and individual adaptability to the environment. 

New immigrants are objects of mistreatment and negative stereotypes such 

as laziness, worthlessness, violent, and so on. This sociocultural change may 

create extra emotional pressure for the immigrants. Like immigrants, intemal 

migrant workers may suffer from discriminatory attitudes, which results in 

anxiety, distress, and low self-esteem. Social researchers deal consistently 

with intemal migration in the same way that they consider social change. 

Among other factors, overcrowded cities, rapid urbanization, environmental 

pollution and socioeconomic marginalization contribute to the stressful life 

conditions of migrant workers (Berry and Kim, 1988; Brenner, 1981; and 

Suarez-Orozco and Suarez-Orozco, 1995). 
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One of the negative aspects of migration is the lack of the traditional 

support network, which only gradually can be replaced. Thus, it may create a 

situation of maladaptive behaviors and "marginal personality" (Stonequist, 

1937:4). Moreover, because of the lack of reliable assessment techniques, it 

is difficult to measure the incidence and prevalence of depression in rural 

versus urban settings. Indeed, rural and urban conmiunities have different 

population sizes and types as well as distinct socioeconomic and cultural 

problems, without similarities among them. Also, the migratory movement 

between rural and urban settings is influenced by a range of diversified 

factors, which contribute to the difficulty of finding an adequate 

epidemiological sample. Social breakdown is connected to high rates of 

mental disturbances including depressive symptoms (hopelessness, despair, 

and demoralization) and suicide (Suarez-Orozco and Suarez-Orozco, 1995). 

An individual's identity is structured by the way in which each culture 

and ethnic group "works" (Ricoeur, 1970) its values, norms, beliefs and 

behaviors. Deficient identity increases the risk for low self-esteem, low self-

confidence, and mental disturbances. In medical practices, when physicians 

and patients are fi'om different cultural backgrounds, physicians need to have 

knowledge of cultural norms, values and beliefs of immigrant patients in 
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order to diagnose and treat them adequately (Berry and Kim, 1988 and 

Ekblad, Kohn, and Jansson, 1998). 

The first studies concerned with the relationship between mental 

illness and migration dated from 1855. But only in the 1930s scholars began 

to evaluate the effects of migration on the individual's mental health. Since 

that time, the literature has demonstrated inconsistency about the prevalence 

of depressive disorders among immigrants. In 1932, a study of Norwegians 

demonstrated that those who immigrated to the United States had higher 

rates of psychosis than the entire Norwegian population. However, this 

result was not confirmed in a Canadian survey, which revealed that 

immigrants had lower rates of psychiatric disorders than the general 

population (Berry and Kim, 1988). 

More recent studies show that immigrants tend to have higher rates of 

suicides and overall poorer mental health than national citizens because of 

the reasons described previously. At least two factors influence the rates of 

depressive disorders among the migrant population. First, it is related to the 

number of existing immigrants in the host country and how much of the 

immigrant culture has influenced the multicultural society. And second, it is 

connected to the degree of tolerance of the host country to cultural diversity. 
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Finally, migration has both positive and negative impacts in the 

individual's mental health. The negative effect seems to be more evident 

among non-Westerners. Several scholars (Bamouw, 1985 and Jenkins, 

Kleinman and Good, 1991) have reported higher rates of depressive 

disorders among non-Western migrant workers. It seems that educational 

level and a social network system are two of the most important factors 

which influence the adaptability of the migrants and their psychological 

equilibrium (Berry and Kim, 1988). 

Marital Status 

The literature has not been consistent on the relationship of depressive 

disorders and marital status. Per se, marital status does not have a major 

impact in the life of depressed people. However, when confounded with 

other sociodemographic factors, marital status is positively associated with 

affective disorders. Indeed, several studies have reported that married 

women, especially with children under 6 years of age, have the highest risk 

for depression, followed by widowed, divorced, separated and single 

women. Socioeconomic variables and emotional pressure due to 

responsibility with their children, parenthood, outside jobs, and household 
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problems, are designated as the main reasons for their high rate of 

depression (Crowther, 1985; Henry and Overall, 1973; and Teuting and 

Koslow, 1981). 

Because women have depressive disorders reported twice as often as 

men, many researchers have addressed the impact of depression on married 

women. Marriage differently affects men and women, because they have 

different marriage expectations and conmiitment levels. According to Emile 

Durkheim, it is this different sense of judgment that contributes to distinct 

suicide rates between the sexes. On the other hand, married women have 

lower suicide rates than single women because of the maternal need for 

being around and protect their children (Durkheim, 1951; Heruy and 

Overall, 1973). 

In addition, because men and women tend to have different 

perceptions of marital circumstances, depressed women report marital 

problems more often than men. Probably traditional roles, in which women 

are expected to be good mothers and housewives, influence the distinct 

marital judgment of men and women. This perception is important for 

depressed persons, because it influences the women's self-esteem, self-

reward, and emotional stability, hi fact, women believe that marital 
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disaffection is the result of their personal failure or bad luck, while men tend 

to consider it as the result of crisis circumstances (Crowther, 1985 and 

Henry and Overall, 1973). 

Marital adjustment may be defined as the successful function and 

satisfaction of marital partners by being together and feeling happy. Some 

studies have revealed that depressive disorders in both sexes are positively 

connected to marital maladjustment. Although a large number of people with 

distress have marital discord (around 25%), there are no reliable data on 

whether or not depressive disorders determine marital conflicts or vice versa. 

Research studies on inpatients and outpatients have demonstrated that the 

most severely ill patients tend to have higher rates of divorce and marital 

separation than the average population (Brown and Harris, 1986; Crane, 

AUgood, Larson, and Griffin, 1990; Crowther, 1985 and Henry and Overall, 

1973). 

Other studies have stressed the importance of a supportive network for 

depressed patients. Sharing life with a depressed person may be a source of 

social burden for a spouse, relatives and friends. Social isolation, negativity, 

hopelessness, and a negative view of the world and future are some of the 

feelings that patients and family have to struggle with. Until recentiy tiiere 
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were not many community and professional programs to provide a support 

system to help patients and spouses to overcome the patients' negative 

feelings. Nowadays, several preventive programs (e.g. women's health and 

maternal care) have been designed to help depressed patients and their 

family members to cope with marital discord (Beach and O'Leary, 1993 and 

Heim and Snyder, 1991). 

Finally, the assessment described in the literature for marital 

adjustment of depressed people has found some limitation across cultures. 

At least two factors are related to that. First, there is a lack of reliability in 

the measures that are utilized. Research studies have used different scales 

and the results cannot be compared. And the second, is a lack of clear 

understanding of what marital adjustment is. Other studies need to be 

designed in accordance with reliable measures (Crane, Allgood, Larson and 

Griffin, 1990). 

Educational Background 

Literacy is described as 'the individual ability to read, write and 

compute in the form taught and expected in formal education" (Ogbu, 
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1990:520). Defined in terms of knowledge and skill, literacy has a positive 

impact on depressive disturbances by increasing self-esteem and self-

confidence. In the globalized and industrialized world, technological 

education plays an important role in the ways individuals feel about 

themselves and define individual opportunities for success. There is enough 

evidence that educational achievement contributes to the persons' sense of 

well being, self-esteem and self-worthy. However, the effects of education in 

the child's life are not very clear (Ogbu, 1990 and Wagner, 1988). 

In Westem societies, education does not seem to be an important 

variable for the individual's mental health because most citizens have the 

minimal required literacy skill to adequately conduct their lives. Non-

Westem societies, where the majority of people have little or nonformal 

education, literacy is an important factor for individual self-esteem and self-

worth. Formal education provides an opportune technological instrument for 

non-Westerners to be capable of participating in the globalized, highly 

technological world (Wagner, 1988). 

Besides formal education, Wagner (1988) identifies other types of 

education including nonformal, informal, and traditional (or indigenous) 

teachings. Formal education is directed at reaching a high tech stage of 
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development. Non-Westem education, however, is designed to promote 

people's educational achievement, although socioeconomic and political 

factors have limited the quality of education offered to the youth. Some 

nations have struggled to develop adequate educational programs and a large 

number of children have not been able to obtain the minimal level of 

educational skills that are indispensable to achieve a high socioeconomic 

development (Wagner, 1988). 

Social researchers have discussed the economic impact of formal 

education on an individual's mental health status. People with higher 

educational achievement tend to have overall a better quality of life and are 

more capable to protect themselves against life threatening conditions. Since 

the 1960s, nonformal education has been utilized in several societies to help 

illiterate adults, especially populations at risk such as pregnant women, the 

elderly, and teenagers, so that they might have access to basic technical 

skills, health care, human rights and so on. Worldwide, conmiunities have 

been capable of improving their socioeconomic lives, decreasing infant 

mortality rates, and enhancing their members' self-esteem with the support 

of nonformal education programs (Ogbu, 1990 and Wagner, 1988). 
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Informal education consists of developing skills within the context of 

homes and small business. Lastly, traditional (or indigenous) education is 

related almost exclusively to religious activity. Some native groups have 

encouraged young people to acquire traditional education. For example, 

Buddhist schools in Sri Lanka; Yoruba schools in Bahia, Brazil; and Tupi-

Guarany schools in Sao Paulo, Brazil. Traditional schools may include 

components of formal and informal education; they utilize an established 

curriculum expressed in the form "like a holy text." 

Education is considered to enhance job skills in such a way as to 

promote economic development. It may be considered an entrance to a better 

socioeconomic status. Moreover, school is understood as a second home, the 

place in which youth are socialized and learn how to behave in public 

domain as well as acquire social norms, values and attitudes of individuals. 

In die competitive modem world, education is important for the individual's 

mental health because it does give to people the indispensable tools for 

seeking better life condition, more respect and a sense of worthiness 

(Wagner, 1988). 

Since the 1950s, several studies have examined the relationship 

between depression and literacy. Educational training is described as being 
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positively correlated with high self-esteem and self-confidence. It is, then, an 

instrument to help individuals cope with environmental circumstances. 

Illiteracy, however, goes beyond the incapacity of reading and writing; it 

may provoke anxiety and personality disorders as well as feelings of 

insecurity and social isolation (Hoiberg, Hysham and Berry, 1974; and Hunt 

andWittson, 1951). 

Studies on recruits for the American Navy demonstrated the tendency 

of non-educated individuals to have a higher risk for psychiatric disorders 

than scholarly trained people. This risk is one of the reasons for the belief of 

some scholars that illiterate people should not be recruited to Naval service 

"unless a manpower shortage exists" (Hoiberg, Hysham, and Berry, 

1974:534). In addition, studies on prisoners of World War II revealed that 

less educated individuals during the time of their imprisonment, after being 

released, had an inability to use social resources while presenting more 

medical problems than higher educated war prisoners (Engdahl, Page, and 

Miller, 1991). 

On the other hand, other studies have discussed the correlation 

between depressive disorders and higher education. They revealed that 

highly educated women tend to have more self-esteem and self-confidence. 
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probably because they have a greater chance of being employed (Martin and 

Light, 1984 and U.S. Department of Labor, 1980). Also, literacy training 

enables women to have more control over their lives, decreases dependency 

on their husbands and fathers, reduces the women's involvement with 

household activities, and increases their concem with outside household 

issues such as socioeconomic and political problems. The women's 

traditional roles (i.e. household maintenance and dietary providers) are 

positively correlated to emotional disorders such as hostility, anxiety and 

depression. As their educational level increases, there is a tendency of 

decreased emotional disturbances (Greenglass and Devins, 1982 and Martin 

and Light, 1984). 

Nonetheless, data from college student advisers have reported diat 

depressive disorders are the most common complaints among young 

students. For example, in the United States, college students have a fifty-

percent higher rate of depression than the American population. 

Furthermore, although older educated women have a higher risk for 

depressive disorders, younger students (between 20 and 24 years) have 

higher rates of suicidal thoughts and attempts than aging women. Finally, it 

seems that the age prevalence of suicide attempts has decreased in the last 
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twenty years and more recent studies have indicated that students between 

the age of 15 and 24 years have been at highest risk for suicidal tendencies 

(Hughes and Warner, 1984). 

Religious Preference 

Religion has always played an important part in people's life 

experiences. In most cultures, people practice some form of religious 

activities. Consonant with other sociodemographic factors, religious 

commitment is a meaningful variable to be considered in the therapeutic 

process of treating depressed patients. In some cultural settings, distressed 

patients believe that their disturbances have a spiritual origin, very often 

associated with divine punishment. In this way, die medical treatment may 

help but cannot heal the patient's disorders; only God has the power to heal 

sick persons. Thus, by performing religious rituals, keeping a special diet, 

and praying to God, the persons may be cured (Andreasen, 1972; Luckoff et 

al., 1992; and Pressman et al., 1990). 

In general, some patients consider religion to be the core feature of 

their lives around which all other things circulate. Religion gives the 



background from which they construct and understand the world, by 

protecting and giving support for their sufferings under stressful life 

circumstances. Through religion, people justify misfortune and sinful 

experiences, and expect to get to the heaven now and after death (Kiev, 

1964). 

In considering the experience of West Indian Pentecostal Immigrants 

in Great Britain, A. Kiev states: 

"These churches would seem to provide a form of social integration for 

some West Indian Immigrants in a situation of relative social and cultural 

anomie. They would seem to have a special appeal for an emotionally 

isolated group in an urban society because they provide a universal theme, 

a structured worldview. The gifts of the spirit compensate for the lack of 

material gifts, and the gift of Tongues' provides the inarticulate with an 

opportunity to speak. Religious status is substituted for social and racial 

status" (Kiev, 1964:129). 

Although the medical literature has been inconsistent and 

demonstrated little concern with the relationship between religion and 

mental health, some empirical studies have revealed that indeed religion 

affects individual health status. For example, Prompst and his colleagues 

(1992) implemented an experimental study with depressed patients. They 
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worked with two very similar groups of patients in which one was submitted 

to cognitive therapy with religious content and the other group had no 

religious content. They verified that the group with emphasis on religious 

had better performance rates and lower depressive scores than that without a 

religious content. This study demonstrated that even when the therapists 

themselves do not have a religious commitment, the psychiatric sensitivity 

and understanding of the patient's religious experience can have positive 

effect on the mental health status of depressed patients (Propst et al., 1992). 

Other studies have reported the positive effects of religious practice in 

the improvement of the outcome of depressive disturbances. It seems that 

religion has a buffer effect against stressful Ufe conditions. For example, 

religious patients tend to have less destructive behaviors and non-religious 

people have four times more suicide rates than believers do (Andreasen, 

1972; Gardner et al., 1991; and Pressman et al., 1990). 

By considering the effects of religion on psychopathology and 

patient's discharge, it appears that the psychotherapeutic process can be 

more successAil if the patient's religious background is considered and 

discussed during the therapeutic setting. At the same time, patients may 

prefer health professionals who are more sympathetic with their spiritual 
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belief system. But, even if the therapists do not share the same religious 

conviction as the patient, it is still possible to incorporate the theme into the 

treatment. The point here is the sensitivity of the mental health professional 

to perceive the meaning of the patient's experience and bring it to the 

therapeutic setting (Gardner et al, 1991 and Larson et al., 1986a). 

Recently, a large number of people across cultures have been 

mobilized towards this or that form of religious experience. One striking 

thing is that even after this popular engagement in multiple forms of 

religions and the recognition of psychiatrists of their inadequacy to deal with 

the spiritual content of an individual's sufferings, medical training continues 

to ignore this subject. One of the consequences is the frequent misdiagnosis 

and mistreatment of depressed patients (Larson et al., 1986a). 

On the other hand, there are historical reasons for medical avoidance 

of considering religious background in the therapeutic process. First, 

religious commitment was extensively described as an exotic issue of non-

Westerners, considered to have an infantile or normal primitive thought 

process. And second. Western patients involved in mystical experiences 

were identified as infantile and atypically psychotic. Thus, a religious belief 
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was seen as a negative feature, enhancing psychopathology among Western 

patients (Larson et ai., 1986a). 

Physicians maintain that religious devotion denotes several problems, 

including dependency, refusal, alienation, anxiety, sexual dysfunction, low 

self-image, depression and so on. For example, S. Freud's work on obsessive 

neurosis indicated that the practice of religion tends to infantilize neurotic 

patients. For Freud, religion has a negative impact on people's mental 

health; religion does £^gravate the patient's psychopathology, expressed by 

illogical thinking, incoherence and poor verbal content, catatonic posture, 

delusions, hallucinations and so on (Ellis, 1988 and Freud, 1966). 

From the limited empirical evidence, physicians generalized the 

assumption that religious practices and beliefs have a negative impact on 

mental health status. Some physicians, however, think that religion does not 

have any impact (positive or negative) on a depressed patient's life. A recent 

study of Pentecostal believers revealed a higher risk for anxiety and 

depressive disorders than other Evangelic (more conventional) have. Yet, 

Pentecostals tend to have lower prevalence rates than unbelievers do (Ellis, 

1988 and Koening et al., 1994). 
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Finally, scientific medicine has not dealt at all with meaningful 

aspects of tfie human lives involving "suffering," "evil world," and 

"bafflement (why me?)," while religious practices utilize them as one of the 

main purposes of their practices and belief systems (Kleinman, 1988b: 29). 

This might be the reason why some researchers (Goleman, 1992) suggest 

that lack of attachment to any form of creed contributes largely to the 

increased rates of depressive disorders among the youth. Even though 

psychiatrists do not have (or should not have) answers to these questions, by 

being sympathetic towards all aspects of human life, including religion, they 

can help patients from different religious background (or without any form 

of doctrine) to cope with their stressful life experiences. 
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PART TWO: 

THE BRAZILIAN STUDY 
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CHAPTER 5 

THE SAO PAULO SETTING 

"Sdo Paulo e iima locomotiva que leva o Brasil para frente " 

The State of Sao Paulo 

S§io Paulo is the most populous Brazilian state with a population over 

35 million inhabitants, living in urban, suburban and rural areas. In the 

nineteenth century, Sao Paulo's resources were based on agriculture. 

Nowadays, Sao Paulo is a leading diversified manufacturing center in Latin 

America; agricultural resources are largely mechanized, producing one-third 

of coffee—Brazil's principal crop—and over fifty percent of the country's 

manufactures (Govemo do Estado de SSo Paulo, 1998; and IBGE, 1992). 

In the beginning of the twentieth century, coffee was the major source 

of S5o Paulo wealth and, even now, it is an important source of the state 

revenues. In addition, SSo Paulo produces other important crops such as com 

(maize), sugarcane (used as vehicle motor fiiel), beans, Indian tea (mate), 

potatoes and several fruits, including bananas and oranges. At the same time. 
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ranching has occupied a large sector of the state's resources, transforming 

coffee plantation's in pastures and stock-raising areas for extensive herds of 

cattle. Moreover, Paulistas raise a large number of horses, sheep, and goats 

(Bielschowski, 1988; IBGE, 1992 and Lewis, 1975). 

Sao Paulo is considered to be the most developed region in the 

country. It is responsible for Gross Domestic Product (GDP) of US$245 

billion, which represents thirty-six percent of Brazilian GDP, around 

US$718 billion. Its largest industrial park is located in greater Sao Paulo 

(formed by the state capital, Sao Paulo, plus metallurgical, suburban 

communities of Osasco, Guarulhos, and the A.B.C.D.—Santo Andre, Sao 

Bemardo, Sao Caetano e Diadema cities) with an annual production of one 

million vehicles and the largest machinery farm in Latin America. There are 

other industrial (and university) cities in the state, such as Campinas, 

Ribeirao Preto, Piracicaba, Sorocaba, Bauru and Jimdiai with a large 

production of agribusiness, manufacturing textiles and metallurgy. The city 

of sao Jose dos Campos is known because of the significant aircraft 

industry. Furthermore, Sao Paulo's industries produce mechanical and 

electrical appliances, furniture, foodstuffs, and chemical and pharmaceutical 

goods. Heavy metal plants are found adjacent to the city of Taubate and oil 



refineries and chemical plants are located in the city of Cubatao. In the 

1980s there were accidents in these oil refineries and, as a result, it caused a 

large number of birth defects and environmental problems (Beto, 1986; 

Cardoso, 1977; Govemo do Estado de SSo Paulo; and Mettenheim, 1998). 

Finally, S3o Paulo has thousands of industrial establishments, which 

supply employment for fifteen percent of the population. The unsustainable 

economic growth of Sao Paulo was able to incorporate only a small portion 

of workers in the labor force. This situation was aggravated by constant 

unplarmed migration, which contributed to the high rates of under and 

unemployment in the state (Beto, 1986; Cardoso, 1977; Mettenheim, 1998; 

Peeler and Souza, 1997). 

History 

During the colonial era, the Brazilian economy was marked by two 

major cycles: the sugar cane and the gold. Sugar cane was introduced during 

the sixteenth century and confined to the Northeast region. For more than 

200 years, sugarcane was the principal source of the colony's wealth. 

Indeed, it was considered the most important economic factor (even more 
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substantial than gold) of the Portuguese crown. At that time, three important 

Brazilian cities emerged: Salvador (state of Bahia-Northeast region), Rio de 

Janeiro (state of Rio de Janeiro-Southeast region) and Recife (state of 

Pemambuco-Northeast region) (Azevedo, 1979; and Souza, 1997). 

In the end of the seventeenth century, 1695, gold was found in Minas 

Gerais (Southeast region). The news spread rapidly about the wealthiest 

mines discovered in that period. It was the 'gold fever'—a situation very 

similar to what would happen in the United States (California) in 1849. The 

consequence was rapid growth of unplanned settlement in the Southeast 

region of the country, while the coast remained sparsely inhabited. The gold 

mines were of such importance in the Brazilian economy that they 

determined the change of the country's capital from Salvador to Rio de 

Janeiro in 1763. Although the gold and diamond rush declined gradually, 

there are some gold and diamond mines that have not been explored yet 

(Azevedo, 1979 and Souza, 1997). 

Sao Paulo had three important historic periods: Captaincy (1532), 

Province (1822), and State (1889). The land that is known today as Sao 

Paulo was settled in 1532 by the Portuguese explorer, Martin Afonso de 

Souza, and incorporated in the settlement of SSo Vicente captaincy. During 
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the colonial period, Portuguese explorers were interested in the development 

of the Northeast region of Brazil because of the large-scale cultivation of 

sugarcane, the largest source of wealth for the Portuguese crown. As a result, 

the southeast (where the state of S§o Paulo is located) and south regions 

were poor and underdeveloped. This context of colonial abandonment 

contributed to the spontaneous expansion of Paulistas that developed the 

captaincy in their own ways in terms of customs, habits and architecture. 

For example, the architectural style in the Southeast region is very different 

from the Northeast's widespread colonial style. In 1681, S3o Vicente was 

renamed SSo Paulo, which became a state. Its capital was the town of S§o 

Paulo (Lehmann, 1990). 

The second period was the Imperial Province. Between the eighteenth 

and nineteenth centuries, Bandeirantes Paulistas (explorers) extended the 

frontiers toward the West, North, and South. Producing diversified 

agricultural cultivation, Paulistas organized expeditions {Entradas e 

Bandeiras) to explore the Interior of South America searching for gold and 

precious stone mines. They moved down to the silver mining region of Peru 

and Columbia (Bogota) where they encountered resistance of the Spanish 

who pushed them back. They then shifted West toward the state of Mato 
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Grosso searching for slaves and mineral mines (Azevedo, 1979; and 

Lehmann, 1990). 

The third period was state. After the Proclamation of the Republic in 

1889, SSo Paulo became a state of the New Republic; its economy, based on 

agriculture, was growing and SSo Paulo began to have an impressive 

influence in economic and political Brazilian life. In the end of the 

nineteenth and beginning of the twentieth century, immigrants from several 

countries, including Europe (mainly Germany and Italy), the Middle East 

(Israel, Lebanon and Syria), Asia (Japan) and, later, Latin America have 

immigrated to the South and Southeastem regions of Brazil. The majority of 

these immigrants, especially Japanese and German, received governmental 

incentive of 120 hectares of land (Lehmann, 1990; and Lewis, 1975). 

Following the economic growth, a large number of nfiigrants (national 

and foreign) have moved toward big urban Brazilian centers. The majority 

of migrants were unskilled workers moving from both rural and 

underdeveloped regions such as the Northeast and North regions. Each 

group brought their cultural customs, beliefs and ways of life that 

assimilated and formed the Paulista sub-culture (Femandes, 1979). 
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Thus, Sao Paulo became the land of the dream, the ""Terra Prometida" 

(Promised Land) for those who wanted to fulfil their dreams of improving 

the quality of life. However, many people were not capable of assimilating 

into the mainstream life and were isolated and marginalized in suburban 

areas of''favelas'' and ''cortigos" (Beto, 1986; and Femandes, 1979). 

Physical and Human Geography 

S3o Paulo has a total area of 95,714 square miles (247,898 square 

km), located in the southeastern region of Brazil. The state of Sao Paulo is 

bordered on the Southeast side by the Atlantic Ocean with a coastline of 370 

miles of overcrowded beaches (most of them with their native names 

preserved). The coastline is located in both the north and south directions of 

Santos—the largest coffee shipping port. The most known beaches are 

Guaruja, Caraguatatuba, Ubatuba, and SSio SebastiSo (in the north) and Praia 

Grande, Itanhahem, Peruibe, Iguape, and Cananeia (in the south). S§o Paulo 

is also limited by the states of Minas Gerais (in the northeast), Rio de Janeiro 

(in the east), Parana (in die southwest), and Mato Grosso do Sul (in the 

West) (Govemo do Estado de S3o Paulo, 1998 and IBGE, 1992). 
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In addition, mountains and lagoons are delimited by the well-wooded 

hillsides of the Serra do Mar, splitting the narrow coastal belt, which are of 

extraordinary beauty. The Great Escarpment, circumscribed by a large 

plateau, has extensive plains between 1,500 and 3,000 feet (460 to 920 ms) 

above sea level. Some isolated edges have low elevation, which, together 

with the mountains, forms the waving hills. They extend toward the state's 

western frontier, into the Parana River. Sao Paulo is intersected Cbanhado") 

by several rivers, including Tiete, Anhangabau, Pinheiros and Tamanduatei. 

hi their courses these rivers cross sandstones that spread over crystalline 

base and sheets of volcanic rock to form the Parana Plateau. Waterfalls, 

dams and reservoirs supply most of the hydroelectric power for the nation. 

Three-fourths of the continent's electrical power is generated from 

hydroelectric sources and Brazil represents two-thirds of them (Govemo do 

Estado de Sao Paulo, 1998 and IBGE, 1992). 

The climate in Sao Paulo is temperate, contrary to the tropical regions 

of the North and Northeast. In the coast, the annual temperature varies 

between 20 and 68 (F) degrees; the annual rainfall is 79 inches and on the 

Plateau, the temperature varies between 64 and 68 to 18 to 20 (F) degrees. 

The coastal belt has a hot climate and heavy rainfall, while in the plateau 



rainfall is plentiful and the temperature is hot during the daytime and cool at 

night (Miranda, 1998). 

Although there is a major deforestation in the region, there are 

evergreen forests with well-diversified vegetation, including many kinds of 

hardwood (i.e. rosewoods), wild fruits, and plants (used for folk treatment, 

ornamental aims and manufacturing textiles). Moreover, Sao Paulo has a 

rich and diversified fauna, which includes jaguar, cougar, tapir, capybara, 

howling monkey, parrot, macaw and alligator (IBGE, 1992). 

Melting Pot Society 

As stated earlier, three of the most influential ethnic groups in die 

Brazilian cultural and socioeconomic life, will be discussed: Afncan, 

Caucasian and Mulatto Brazilians. Brazil is considered to be a "melting pot" 

society of races and cultures. According to the national census (1995), the 

racial composition was Native\ 0.1%; African descendants, 4.9%; Asian, 

0.5%; Mulatto and Mestizo, 40.1%; and Caucasian^ 54.4% (IBGE, 1995). 

Before the Brazilian colonial era, there were two major autochthonous 

groups living in Sao Paulo: 1) Tupi-Guarani—inhabitants of the coast and 
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plateau and 2) Tapuia—inhabitants of the far interior. With the colonization, 

African slaves were brought to work in the agricultural cultivation. 

Gradually, Europeans (Portuguese and Spanish) were brought into the region 

(Azevedo, 1979). 

During slavery, a mixed Portuguese-African-Indian culture emerged 

in Brazil. Pidgin Languages were formed to facilitate communication among 

different peoples. Today the national language spoken in Brazil is 

Portuguese; African and Native Languages are still spoken by small isolated, 

traditional communities. Brazil is die only South America country that 

speaks Portuguese; its neighbors speak Spanish. The reason for this stems 

from the social and commercial isolation of Brazilians because of die strict 

patriarchal Portuguese structure in which the heads of the royal extended 

families had absolute power, controlling at the same time the land, slaves, 

cattle and, later on, mines. All trade was between the colony and Portugal 

with very few contacts between Brazilians and other South Americans 

(Lehmann, 1990). 

Since the beginning of colonization, racial relations have been 

characterized by conflict observed through intemal wars, including 

Quilombo (Slave Revolution) and Canudos (Civil War) in the country. More 
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than five million Africans were brought to slavery between the sixteenth and 

eighteenth centuries. In SSo Paulo, because it was an underdeveloped area 

during the colonial period, there were fewer African descendants than in the 

North and Northeast regions, where African slaves were used for agriculture 

and domestic labors (Azevedo, 1979; Beto, 1986; and Femandes, 1979). 

In the 1960s, Sao Paulo's economy and the national development 

were modernized by international enterprises. They emphasized the 

'bourgeoisie' elite domination, which was manifested by the concentration 

of wealth, social prestige and political and economic power. Between one 

and ten percent of the population controlled more than eighty percent of the 

Brazilian wealth, leaving the majority of citizens outside the modernized 

way of life. In this context, African Brazilians who have historically been 

marginalized since slavery continued to have restricted opportunities to 

achieve higher economic levels, essentially because of the narrow access to 

formal education. Unfortunately, as a group, African Brazilian dreams have 

not been realized for a better quality of life (Beto, 1986; Lehmann, 1990; 

andMedeiros, 1986). 

Scholars believe that to understand the African Brazilian 

socioeconomic condition, one has to contextualize it within the historical 
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perspective. For example, during the Brazilian economic crises in 1929, 

"Negroes lived in Sao Paulo without belonging to it" (Femandes, 1979; 

107). They were isolated, marginalized in suburban areas offavelas 

(shantytowns) while European and Japanese immigrants were settled with 

generous governmental incentives (Femandes, 1979). 

Between the 1960s and 1970s, the industrialization of the South and 

Southeast regions of Sao Paulo caused massive internal migration. In 

addition, there was a major move from rural areas to the cities, and from the 

Northeast and other regions toward the city of S3o Paulo as well. The large 

number of unskilled migrant workers contributed to the unstructured urban 

growth (Beto, 1986; Florestan, 1979; and Govemo do Estado SSo Paulo, 

1998). 

Many migrants were capable of finding jobs, buying material goods 

and building their houses in the peripheral regions, hi this context, some 

isolated African Brazilian individuals were capable of breaking the 

economic barriers and moved toward higher economic levels. This ascension 

has been invisible, however, and strong national stereotypes assume that all 

"Blacks are himgry" which is not always true. However, the absolute 
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majority of Afncans live below the poverty lines (Femandes, 1979 and 

Santos, 1985). 

The state of SSo Paulo has elaborated governmental projects, such as 

""Permanecer" and ''Novas Raizes''' to assist migrant workers; the goal was to 

settle 174,315 persons in 1998. This number, however, is limited for 

millions of citizens who do not have land or jobs (Govemo do Estado de S5o 

Paulo, 1998). 

Nevertheless, African culture has been a remarkable influence in the 

Brazilian society, including cultural habits, food, music, dance, and religious 

practices. This predominance is more observable in the Northeast region 

where there is a larger number of African Brazilians. 

The situation of Native Brazilians was very similar to that of Africans 

with an aggravated consequence that was the tragic ethnocide (and 

genocide) of the majority of the Indigenous peoples and their cultural 

heritage. Presently, there are very few Native groups culturally preserved in 

the state. The majority lost their cultural heritage and live in isolated, poor, 

suburban areas, mixed with Nordestinos, Caucasian and African Brazilians. 

Altogether, they forai a large group of what Oscar Lewis calls "the culture 

of poverty" (Lewis, 1966a). 
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Prior to the colonial era. Native Brazilians were well adapted to the 

country environments, but none of the tribes achieved higher levels of 

civilization and wealth as their neighbors the Incas (Andes), and Aztecs and 

Mayas (Central and North America) did. Native Brazilians developed a 

variety of subsistence techniques, including crop cuhivation (com and 

cassava), sleeping in hammocks and fabrication of canoes and sailing rafts 

(jangadas). They shared these approaches with Portuguese traders and early 

settlers (Azevedo, 1979 and Beto, 1986). 

The initial interaction between Portuguese and Native peoples was 

peaceful but changed very quickly when Natives were used as slaves and did 

not submit themselves to the plantation system. Several expeditions were 

organized; hunting down for Indians who had hidden themselves in far and 

inaccessible areas of the Mata Atlantica forest. This coercive contact 

contributed to decimate many Native tribes, who had no immunity to 

European diseases such as influenza, measles and smallpox (Femandes, 

1979). 

After the Proclamation of Independence (1822), other immigrants 

from several countries, including Europe (mainly Spain, Germany, and 

Italy), North Africa (Lebanon and Syria), Israel and Asia (Japan) have been 
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settled in the South and Southeast regions of the country. Italians made an 

important contribution to the national industry, finance and arts. More 

recently, other Latin American workers have immigrated to the South and 

Southeast regions of Brazil, escaping from the economic crisis of the 

continent (Azevedo, 1979). 

The enormous contingency of settlers forced the city of SSo Paulo to 

overlap its metropolitan areas to small towns forming the industrialized 

work region. One of these towns is called Carapicuiba, where I collected a 

part of the data for this dissertation. 

Municipio de Carapicuiba 

History 

Carapicuil3a is a Native name with unclear meaning. Some scholars 

suggest that the name is related to a person or animal because "'card" means 

face. Thus, Carapicuiba may be the name of a Native chief or wild animal. It 

is located in the extreme West of the city of Sao Paulo (about 22 kms), 

surrounding by Osasco, in the right side and Barueri in die left side. In the 
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past, it was included within the neighborhood of Butant§, located in the city 

of Sao Paulo (Escaiante, 1981). 

Prior to the colonial period, Carapicuiba was known as Piratininga, 

the land of the Native Guianase~a hunter tribe of the Ge family, which 

exists together with the Tupi-Guarani, located in the East and Center regions 

in the country. Ge is a very important language group for Native Brazilians 

because it is related to several tribes, including Caianguas, Caraj^, Aimores, 

Timbiras, Xavantes, Botucudos, and Apinages, inhabitants of the Amazon 

rainforest (Escalante, 1981). 

Guaianases were considered to be a peaceful people and had 

diversified techniques for agriculture, textiles and clay work (oleiros). 

Although pacific people, Guaianases utilized many ways to fight against the 

enslavement of their peoples. For example, they contributed much to the 

expansion of S2io Paulo land by helping Bandeirantes Paulistas expeditors 

to reach the West; it was the Guaianase People who taught Bandeirantes 

hidden routes through the forest. They also refused to receive the Portuguese 

crown emissary. Thus, although Guianases were pacific they were not 

submissive at all (Escalante, 1981). 
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It was those attitudes of the Guaianase, considered to be hostile by 

Portuguese, which determined the arrival in Carapicuiba of Jesuits trying to 

attract and convert the Natives to the Christianity. In 1580, the capitao-mor 

Portuguese Jeronimo Leitao conceded the ''Aldeia de Carapicuiba" to 

Guaianase. Guided by Jesuits, a Wood-Cross was placed in the center of the 

Aldeia, called "'terreiror where they celebrated Catholic rituals. The term 

Aldeia means reunion and grouping. The Aldeia was used by Jesuits to bring 

together for evangelization, in the same place. Natives who lived distant 

from each other. To facilitate the process and attract them, Jesuits adapted 

the Catholic songs to Native languages and musical instruments. Each 

Aldeia was composed of seven to eight houses built witii wood and covered 

by palms and other leaves (Escalante, 1981). 

Besides Carapicuiba, Jesuits had a network of Aldeias in different 

highlands close to water sources, including Itaquaquecetuba, Pinheiros, 

Itapecerica, Embu and Sao Miguel (the other part of the sample for this 

dissertation was collected in the Ermelino Matarazzo neighborhood that is 

bordered by S3o Miguel). These characteristics are still preserved today and 

Carapicuiba is well known in S5o Paulo, because of the Festa de Santa Cruz. 
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Held on May third, it is the annual celebration of the arrival of the winter 

season (Escalante, 1981). 

In the colonial era, the Aldeia was described as a large {tres leguas) 

and beautiful natural grassland with plentiful water sources but small 

quantities of fish. In the end of the seventeenth century, Portuguese traders 

decided to remove the Guaianases tribes from Carapicuiba to the far 

Itapecerica. Indeed, even against their will, the Guaianases were forced to be 

settled in Itapecerica. In 1803, the Portuguese general Franca e Horta 

purposed to terminate the Aldeia as a Native land and, create a district, 

called Freguesia. He justified tiiat because most inhabitants were very poor, 

it was necessary for Caucasians to be settled in the Aldeia to improve their 

conditions. Following the new settlement, there was a mix of individuals and 

cultures from which originated the Mestizo (Escalante, 1981). 

Today, the Aldeia is hardly preserved in a limited, small area (one to 

two-block size). There is a church (recently reformed) in front of the Wood-

Cross and the ancient houses are occupied by small enterprises such as a 

Chilean restaurant, bars, and food stores. In addition, there is the office of 

the Secretaria Municipal de Cultura, and some very poor residents. Natives 
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no longer inhabit the area although some people acknowledge their Native 

heritage (Escalante, 1981). 

At the present time, the Carapicuiba Mayor has maintained the Aldeia 

as a cultural and educational "space." There are some cultural activities, 

including theater, folk dance, and folk music. These activities, however, are 

very limited because of the lack of economic support. Outside the Aldeia, 

Carapicuiba is a poor Municipio (resembles United States county in the 

political structure) with a population of about 100,000 inhabitants. It is 

considered a "bedroom city" because many inhabitants work in the cities of 

Sao Paulo and Osasco, retuming home at night. As a poor city, 

Carapicuiba's public structure is very limited and inefficient, especially, 

health and educational facilities (Escalante, 1981). 

The Health Center, in which I collected the first sample for this 

dissertation, was located in the Jardim Ana Estela, neighboring the Aldeia de 

Carapicml)a. Jardim Ana Estela is located in up and lowlands, formed by 

several shantytowns (favelas e cortigos). As happens with most of 

Carapicm'ba neighborhoods, Jardim Ana Estela is very poor, occupied by 

migrant workers from rural areas, the state of Minas Gerais and, mainly, the 

Northeast region {Nordestinos). 
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The architecture is distinguished by the absolute lack of pattern or 

style. Each person builds his/her own house, beginning with a small room 

built with wood or clay blocks (tijolos) and later, as the person improves 

his/her economic condition, s/he adds other rooms or floors 

Although there is a stable population, residential mobility is very high. 

Many people live in constant migration, varying from the Northeast region 

to other cities in the South and Southeast regions in the country. Because of 

popular pressure, several streets were asfaltadas and some houses have been 

rebuih (with the residents living on them) and transformed into large two-

floor middle class houses, a clear sign of the improvement of the economic 

condition. 

However, other streets and villages show the miserable way of life. 

The sanitation is very inadequate with deficient or no sewage system; some 

houses are covered with plastic, wood, or cloths. Overcrowded houses (one 

or two rooms for many persons) contribute to the large number of people 

outside their houses and the result is violence on the streets. Disputes are 

common among children, couples, and neighbors. Some of these flghts result 

in death or injury of the residents. At least one of the favelas (described in 

the research techniques) is listed among the most dangerous places to Uve in 
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the state of Sao Paulo. The reasons reported by policemen for the negative 

status are the large number of local violent deaths, many of them related to 

drug traffic. Of course, this does not mean that everyone who lives in favelas 

is criminal and violent; on the contrary, there are many very decent workers 

living there. 

Many residents in the Jardim Ana Estela are either under or 

unemployed. Some people transform their house's front room into a small 

business, including drug stores, small markets, bars (most of them), and 

now, many electronic product stores, illegally brought from the tax free port 

of Paraguay. 

On the other hand, Granja Viana, a fashionable upper class Sao Paulo 

neighborhood, borders the Jardim Ana Estela. Many of these residences are 

called ^'mansao,''' costing between hundreds of thousands to a million US 

dollars. It is amazing, but in die city of Sao Paulo there are many favelas 

bordering upper class neighborhoods. Of course these true palaces have 

enormous gates surrounded by large trees, which makes it almost impossible 

to know what they look like. 

Contrary to the reputation as a violent place, the majority of people in 

the Jardim Ana Estela are always happy and very friendly. Even after being 
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advised to be careful, I walked around during the daytime, alone, without 

any threat. 

Jardim Ana Estela Health Center 

The Health Center was built less than ten years ago, in the comer of a 

vacant land, after intense popular demand. People in the neighborhood are 

politically organized; as a result, this center was turned into a political 

establishment. In 1992, they elected a resident for city council (from the 

worker party). 

The center is a two-floor building, constructed in a very large area; 

there were many rooms for several medical specialties and a large room for 

the community and health care meetings. Unfortunately, there was no 

psychiatric office; thus, I was placed in one of the social worker's office 

which was such a small space that I could hardly walk inside. The other 

physician offices, however, were very reasonable in size. In addition, there 

was a very comfortable kitchen where people did spontaneous talking while 

'taking coffee' (a Brazilian habit for informal talking). 
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My first work day in Jardim Ana Estela was remarkable. When I 

opened the door of the little office, I found a two-liter bottle of soda with 11 

big red roses in it. I called the nurse auxiliary to inform her that somebody 

had forgotten the roses but she said that the roses were for me. This action 

expressed their desire for me to stay a long time 1 was even more surprised 

that the roses came fi-om the Health Center garden. [ went to visit the 

external area and I was pleased with the simple but amazing beauty. They 

had a variety of roses and other flowers, fiaiits and vegetables, such as 

avocado, orange, lemon, coffee, banana, beans, com, cassava, tomatoes, 

mint, cilantro, and so on. In addition, they had several medicinal plants. 

After talking with the nurse auxiliary outside the building and meeting 

local residents, I had an introductory meeting with the workers to explain my 

experience and what I was planning to do. They were surprised at my 

experience because many physicians that work in the periphery have little or 

no experience. I also told them that I did not know how long I would stay 

with them but I would do my best during my work time. 

After a period of fiiistration (every day there was a different 

auxiliary), I requested a permanent auxiliary to work with me. She was a 

wonderful and helpftil, widowed black woman, from the interior of Minas 
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Gerais, who migrated to Sao Paulo 30 years ago. For more than 15 years, she 

was living in the neighborhood, where she built her house. Like other 

persons, she first constructed one room, then she added others and later, a 

second floor. I will call her "'Senhora 

Senhora R introduced me to the community leaders who were in the 

Health Center. They called themselves ''fiscais da sande" (overseers of 

health) and, almost every day, they went to "supervise" the quality of the 

medical assistantship that was given to the patients. Very often they created 

problems for nurses and especially, physicians, in such a noisy and arrogant 

manner. 

Senhora R also advised me to be careftil with the questionnaires 

because of drug dealers; they did not "like" people who asked many 

questions. She seemed quite happy while we were walking and talking. 1 

perceived that, like her, I was a "black woman" and there were not many 

black physicians working in the town. Later, Senhora R told me that many 

women came to the Center to see me. She used to say to them: essa e nossa 

patricia mas e doutora (she is like us but she is a physician). 

I was aware of the popular pressure over health workers and, in the 

first opportunity, I decided to introduce the theme, explaining how I would 



deal with it. Hence, in the first formal community meeting that I attended, 

after talking about my experience, I made it clear that I would not assist 

people through popular or political pressure. However, 1 invited everybody, 

including the leaders, to talk with me as individuals. I said that I would be 

glad in helping them if I could. It worked out wonderfully because the 

community council was at die meeting and argued against my decision. I 

explained that 1 wanted to work with people and I would attend all persons 

within my availability. As a result of my talking, many persons felt free to 

talk with me and I was very pleased. Sometimes they waited for me outside 

the building but without any political or popular pressure. After that, I was 

constantly asked to give clinical and social advice even though I was not a 

specialist in those fields. 

I had no problem in designing the type of work I wanted to do in the 

Jardim Ana Estela. I scheduled 12 consultations per day, three weekdays; 

one day was reserved for community work. Very soon, I was attending 15, 

and even 20 or more persons per day. Sometimes, I was really tired. I felt 

like 'everybody' would need to talk with me; it was exhausting. Trying to 

organize myself, I arranged to give psychiatric assistance in the morning and 
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do my research in the afternoon. Many times it did not function were well 

but I did not have any major problem. 

People had different ways of showing kindness to me; some patients, 

for example, were locally known as traditional healers and they prayed for 

me. One woman wrote a special prayer to protect myself as well as my car 

(from robbery and misfortune). Others offered me gifts such as a bottle of 

honey that came from the Northeast region, kitchen clothing, cakes and so 

on. 

Besides the formal consultation, one month after my admission to 

work in the health center, I began to invite my patients to participate in a 

"non-medical" work group. The goal was to learn something diat could be 

easily sold to improve their income and acquire material goods for them. It 

was an attempted to stimulate the exchange of knowledge as well as 

concems, and together seek a better condition of life. I was very surprised at 

how much persons could share individual solutions that worked for 

everybody. 

We established an interactive community; those who knew something 

taught the others who did not and vice versa. I wanted to keep the group of 

patients who I was treating together for several hours (four to five) working 
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and talking about social and economic issues. Sometimes, we did talk about 

health problems but the group had no medical objective at all. Most of the 

time, when the discussion was about medical issues, I would remain quiet, 

listening to the opinions of the members of the group. 

In the beginning, we had five teachers—^three patients, my auxiliary 

and one servant. They taught crochet, knitting, how to make cloth dolls, and 

bordering. Together with the other seven patients, I formed the group of 

students. Because 1 was also learning, chronically impaired patients felt 

confident in participating in the group. Also, it was amazing how everybody 

accepted each other. We had much agreeable time together. When I did not 

know how to do my bordering work and asked for help, it was often a reason 

for laughing. It was a very interesting experience for all of us. For me, it was 

at the same time a very sad experience because it showed me how 

inadequate our medical facilities were for the needs of our patients. 

Three to four weeks later, many mothers fi-om the community saw the 

invitation on the walls and wanted to participate in the group to learn how to 

make clothing for their babies. We decided to open the group to the 

community, even for those that did not attend the Health Center. Then many 

people that I did not know came to work with us. I felt the need for more 
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Structured activities (outside the psychiatric view). I could not direct the 

group anymore because of my limited manual skills (none!). For that reason, 

we changed the goal of the group. 

In discussion with the mental health coordinator. Dr. Alcides das 

Neves, and the Health Secretary of Carapicuiba, it was suggested that I 

would ask for support in the city council social service. Indeed, they sent a 

"blessed" woman, '"Dona Z," with several handcraft skills. She brought 

great ideas and six months later, there was the first bazaar; we sold 

everything that we made. The community mothers were very pleased 

because they learned and sold their works. We acquired the money to buy a 

sewing machine and Dona Z taught people how to sew. We enlarged the 

activities to include painting and designing Christmas, birthday, and 

wedding cards, glass and plastic bottle paintings, other types of dolls, and so 

on. Slowly, I withdrew from the group. I was pleased because my 

chronically impaired patients were accepted and remained in the group 

without being discriminated against by the others (a common prejudice in 

the region). After 18 months I left Carapicuiba 

Ermelino Matarazzo 
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The other part of the sample for this dissertation was collected in the 

Ermelino Matarazzo, a poor neighborhood in the very large East Region in 

the city of Sao Paulo. Like Carapicuiba, Ermelino Matarazzo has a small 

size population, around 100,000 inhabitants, mainly poor migrant workers 

under or unemployed, living in shantytowns. Many of them came from the 

Northeast region of the country as well as rural areas of the states of Sao 

Paulo and Minas Gerais. 

Similar to Carapicuiba, most favelados in the city of SSo Paulo live 

marginalized in overcrowded shantytowns, lacking adequate public facilities 

such as medical attention, transportation, and educational services. The 

major difference is that Ermelino Matarazzo is located within the 

metropolitan area of SSo Paulo where, recently, many favelas have been 

urbanized with improvement of public services, such as sanitary sewage and 

health centers. 

Ermelino Matarazzo is located in the extreme east region of die city of 

S3o Paulo, bordered by S3o Miguel Paulista and Guarulhos in the left, 

Itaquera, Itaim and Guaianazes in the west; and Penha, and Cangaiba in the 

north side. Although Ermilino Matarazzo has a small population, it forms 
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with many other neighborhoods an enormous poor migrant worker region in 

the city of SSio Paulo, known as the Zona Leste (east region). 

After my work in the Health Center of Jardim Ana Estela, I went to 

work in Ermelino Matarazzo. Unlike in Carapicuiba where I knew the 

mental health coordinator, in Ermelino Matarrazo I did not know anyone 

apart from the mental health team. Because of my experience, they invited 

me to be die coordinator of the Mental Health Day Hospital. 

The main problem that I found in working with the Ermelino 

Matarazzo neighborhood was the distance and the heavy transit. Because I 

lived in the South region of SSo Paulo, I had to cross the city to work in the 

Day Hospital, over 100 kilometers between my house and my work. I spent 

an average of 4, sometimes 6 hours in going to work and returning to my 

house. It was really stressful. On the other hand, the job was very insightful 

and challenging in terms of both equipment and environment. Also, 1 could 

work mainly with the types of patients that I have professional and academic 

interest in, depressed and schizophrenic patients. 

Mental Health Day Hospital 
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The Mental Health Day Hospital was installed in a non-medical (in 

the sense of physical, traditional structure) mental health facility. Previously, 

the building was utilized as a recreational place of a big house owned by a 

rich, local, entrepreneur —he was a very poor person who accumulated 

fortune in his life making, selling, and exporting clothing. He built an 

enormous, very comfortable house with a separated recreational area. Ten 

years ago, he moved to Tatuape (an upper class neighborhood); then he 

rented the building to the Secretaria Municipal de Saude of Sao Paulo, to 

install the Hospital Dia em Saude Mental. There were few rooms in the 

structure but all of diem were very spacious. Some of them were divided 

into smaller rooms for assistantship. We utilized even the spacious garage 

for administrative affairs. The rest of the building, including the swimming 

pool and barbecue areas, were right used for group and individual activities. 

Technically, the Hospital Dia em Saude Mental is an intermediary 

facility between traditional infirmary and ambulatory. Its main goal was the 

socialization and rehabilitation of chronically impaired (and acute) patients 

who were not responding to ambulatory treatment. The full capacity of the 

Hospital Dia was 30 patients, who were admitted for a period of three to 

twelve months. It functioned from eight a.m. to five p.m. during workdays. 
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where the clients had three meals in the hospital, including breakfast, lunch 

and a snack. 

Although there was individual assistance, the treatment was based on 

group activities. There were several types of groups such as (1) Essentially 

psychotherapy - sensoperception group, psychotherapy, occupational 

therapist group, family group, and graphic expression; (2) Operative 

group—reencontro, educational, horticulture, general assembly, 

introspection, health education, and professional counseling; (3) 

Sociocultural—theater and dramatization, fimess, musical expression, 

handicraft, journal recreational games, commemorative parties (birthday, 

Spring season, Christmas, mother's day, and so on), library, and bazaar 

(twice a year)—to sell the goods produced by the patients; and (4) 

Sociocultural extemal—visitation to local parks, museums, and other 

institutions. 

The rates of positive response to this type of treatment is much higher 

than those from any other type of psychiatric facility that I had the 

opportunity to work in. Besides, we have such a close social and 

professional relationship with patients that neither infirmary or ambulatory 

allows. In Brazil, services like Hospital Dia emerged less than ten years ago 
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and there are not many mental health professionals employed there; thus, 

there has not been much information about the effectiveness of that 

treatment. In chapter 7, the efficacy of this type of facility will be discussed 

with an example of a very complex case. 

The Mental Health Day Hospital is the best type of facility to treat 

chronically impaired patients including severe cases of schizophrenia and 

depression. It proved to me that in Brazil we do have most of the things that 

we need to treat people adequately and with dignity. 
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Notes 

' It seems that twenty-five percent of the population has Native ancestors but most people do not report it. 

* This data may not be accurate because most light-sidnned Mestizos and Mulattos consider themselves as 

Caucasian. 

^ Usually, In poor areas, to construct two or three floors is a sign of prosperity. 

' Many physicians use peripheral jobs as temporary; thus, the change of physician is constant. 
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CHAPTER 6 

REFLECTIONS ABOUT THE BRAZILIAN CONSTRUCTION OF 

DEPRESSION 

From the Insider Point of View 

Writing about depressive experience and expression in Brazilian 

society makes me think about my inside roles of African Brazilian citizen 

and psychiatrist with long experience in mental health services in Sao Paulo, 

Brazil. These traditional roles gave to me a comfortable condition to talk 

with both the mentally ill patients and mental health professionals about 

depression without the "problems" experienced by outsiders trying to 

understand the cultural environment. On the other hand, this is an 

uncomfortable situation for asking people about things that I should know, 

such as "what is depression?" and "how does one person get depression?" 

Nonetheless, by being bom in Salvador, state of Bahia, in the 

Northeast region of Brazil, I feel like an outsider in the state of Sao Paulo, 
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which is located in the Southeast region of the country. Thus, during my 

fieldwork, I performed both the insider and outsider roles. 

My long-time experience as a psychiatrist makes me feel very at ease 

in discussing affective disorders. In my daily professional life, I am 

concerned with the psychopathological aspects of human lives. This study of 

depression may be understood as a reflection about myself and my 

sympathetic feelings toward the sufferings of the people who I work with. 

The struggle to help patients to have a harmonious life and be able to live 

and flmction as normally as possible is one of the main objectives. Even if I 

do not share my personal life with my patients, I feel that I am their friend. 

In this sense, I am very involved with them; I am not a neutral observer. 

Being an insider, however, involves emotional responses to the 

community problems that an outsider does not have to deal with. In 

addition, in Third World countries, the professional life of a health worker is 

challenged by several socioeconomic factors including ideology and politics, 

which represent a daily struggle to help other people to make sense of their 

lives. The bureaucracy, waste, lack of productivity, and power relations are 

so great that create a lot trouble for both patients and psychiatrists. 
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On the other hand, in relation to SSo Paulo the situation is a little 

different. There is a remarkable cultural difference between the states of 

Bahia (where 1 was bom) and S3o Paulo (where I have worked). Indeed, I 

never felt myself as an insider in SSo Paulo, because of the cultural 

variation. In Bahia, because Afncan Brazilians represent the majority of the 

population, there is a strong African influence in the cultural customs, 

beliefs, and diet. 

Sao Paulo, however, is a cosmopolitan center with a very strong 

influence of the European culture, especially Italian (I have discussed that in 

the Sao Paulo section). Also, Arab, Asian and Afirican culture influence the 

Sao Paulo way of life, resulting in an important language variation (dialect). 

Moreover, considered to be a modem Latin American center, Sao Paulo has 

all the problems of industrialized cities with the overcrowded, unsettled 

population, and very little attention is given to people's life condition. In this 

sense, Sao Paulo is considered to be a "concrete city" gainst the more 

traditional way of life in Salvador, Bahia. 

Internal migration challenges us {Nordestinos) to adapt to a different 

cultural environment. Beside the language variation and the way of life, diet 

represents another significant difference between Sao Paulo and Bahia. The 
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Baiana cuisine is strongly influenced by African cuisine; the dishes are 

based on palm oil, coconut fruit and okra, while S3o Paulo has an 

international cuisine. There are a few dishes such as ""cuzcvz paulistd" and 

""virado paulista" originated from the state, but most of the Paulista cuisine 

come from outside, including, the state of Minas Gerais, France, Italy, Japan, 

China, and so forth. 

Under these contmgencies, this study on depression is not about the 

Brazilian culture but upon my own. My investigation focus is on the 

understanding of depression among the poor, neglected and marginalized 

patients, and how the current professional health ideology contributes to 

misdiagnose and mistreat low socioeconomic depressed patients. 

Nonetheless, in relation to acquiring information there are advantages 

and disadvantages in studying our own culture. There are questions that the 

insider knows that are appropriate to ask without creating sensitivity for the 

interviewees; on the other hand, there are also questions that if the insider 

asks them will create some criticism, because by being from the 

environment it is implicit that the interviewer knows the answer. As it was 

described in the chapter 8, there were questions that I encountered evasive 

response from the interviewees. For example, when I asked "What is 
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depression?" one interviewee responded "you are the doctor you know what 

depression is" or even "how can I tell the doctor what depression is about?" 

On the other hand, these factors contributed to the acceptance of 

patients to participate in the study. Most patients enjoyed the interviews and 

some felt themselves privileged. Usually, the medical consultation has a 

limited period of time; thus, being interviewed for several hours represented 

a privilege. Some patients demonstrated tiredness during the interview, but I 

was very flexible and when I observed that the patient was fatigued I would 

ask if s/he wanted to stop and continue another time. 

Brazilian Mental Health Culture 

[n the Brazilian society, the term depression has been associated with 

a negative meaning, varying from feelings of sadness and unhappiness to a 

nosological mental disease. Unlike other mental disorders (i.e., 

schizophrenia), which inspires stigma and discrimination, clinical depression 

tends to be more socially accepted and may even provoke sympathetic 

feelings from the patients' relatives and neighbors. One of the reasons for 
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these feelings is that depressive disorders are considered a "prestigious" 

disease, more prevalent among middle and upper class individuals. 

On the other hand, the rates of depression in the lower class may be 

underreported because of the psychiatric ideology, which hesitates in 

categorizing as depressed underprivileged people. Brazilian society has 

conceptual and structural concerns with mental health. These concerns may 

be observed in the large number of public and private multi-disciplinary 

mental health offices, widespread in the metropolitan areas. 

Nonetheless, the socially accepted mental state is happiness, expressed by 

the feelings of well-being. This Brazilian cultural belief that everything is 

going to be all right {estd tudo bem, tudo legal) transcends the country's 

frontier. In fact, citizens fi-om other nations tend to recognize Brazilians as a 

"happy people" or " people who do not worry." The experience and 

expression of depression discontinues the life's equilibrium, which is 

replaced by attitudes toward the culturally prescribed state of health. Thus, 

mental disturbances may be tolerated but very often psychiatric patients are 

discriminated against and stigmatized. One of the consequences of this 

situation is that for fear of being discriminated against, some patients may 

avoid seeking psychiatric assistantship. The decision-making process for 
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seeking psychiatric treatment is determined by family values, as well as 

cultural practices and beliefs. 

The Brazilian mental health culture is formed by a multiple health 

care system represented by biomedical, religious and spiritual convictions. 

Although unrecognized and illegitimate by medical practitioners, there are a 

large number of alternative treatments for depressed patients. In all Brazilian 

cities there are significant mental health activities ranging from religious 

healers {maes de santo, curandeiros, charismatic priests, Christian pastors 

and so) to multidisciplinary teams of mental health professionals. Folk 

medicines are not integrated into the mainstream health care system, but 

there is a need for policies to validate popular therapies. 

Unfortunately, in Brazilian society there is an extreme emphasis on 

medicalization of mentally ill patients. Medicalization is understood as the 

social predisposition of Westem (and Westernized) societies to give medical 

solutions for social problems. By using the "power of knowledge" (Foucault, 

1994[1973]), physicians control social actions; therefore, the social 

medicalization contributes to the patient's drug dependency while reducing 

the possibility of individual solutions for stressful life events. Moreover, 

medicalization influences the patients' excessive confidence in the 
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metropolitan-based hospitalizations and medical consultations, which greatly 

increases the dysftmctioning of overcrowded, impersonalized mental health 

facilities. 

Cultural expectations and institutionalized politics determine the 

patients' comportment. The degree of satisfaction of the patients with 

medical treatment and medical-patient interaction is influenced by the 

ideology of the National Health System, which has been compromised by a 

depersonalized control of madness. In many ways, this control is based on 

the transportation of Western theoretical approaches without the adequate 

cultural adaptations. In addition, management and economic deficiency of 

the Brazilian National Health System has damaged the interaction between 

medical practitioner and patient as well as impaired the therapeutic efficacy. 

Following the assimiption that culture shapes emotions and affective 

disturbances differently and based on Kleinman's model of construction of 

dysphoric affects, I will discuss the Brazilian construction of depressive 

disorders. 

A. Kleinman (1980) suggests that under outside (environmental) and 

inside (psychobiological) stressful events there are two different levels of 

human emotional response to stimuli. The first level is a basic 
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psychobiological response which is a panhuman phenomenon. There is no 

difference in "quality" and "intensity" of "primary affects" across cultures 

(Kleinman, 1980:147). The second level, however, is culturally determined 

through the cognitive process that is perception, categorization, 

identification, explanation and appraisal. Indeed, through cognition, each 

sociocultural environment gives a different meaning to stressful stimuli. In 

general, the variation of "quality" and "intensity" of affects in different 

cultural context is not great; thus, it is possible to recognize dysphoric 

affects (fear, sadness, and guilt) across cultures. Nonetheless, each culture 

may give a different value for the same affect. In some cases there is 

significant variation which determines culture-bound syndromes. 

Kleinman identifies at least three coping mechanisms to deal with 

dysphoric affects. First, minimization, an attempt for depressed individuals 

to decrease or reject emotional disturbances. For example, a patient reported 

that after the death of her husband, she began to have "fear, isolation, easy 

crying, insomnia, headache, chest pain, and so on." Even though she 

recognized that her problem appeared after the loss of the spouse, she thinks 

that her main problem is physical not emotional. Secondly, dissociation, an 

attempt to isolate the dysphoric affect from the stimuli which provoked it. 
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For example, anger and sadness may be extemalized through episodes of 

e^gressiveness directed e^ainst children or relatives. Finally, somatization, 

the expression of depressive disturbances through bodily language. 

Somatization is a major complaint among low socioeconomic patients who 

tend to "somatize" emotional difficulties. As a result of somatization, many 

cases of depression may be misdiagnosed and mistreated (Kleinman, 1980). 

Health can be conceptualized as the absence of symptoms. 

Depression, then, as an illness, is the contrary that means the presence of 

complaints. This notion, in Brazil, is shared by both popular and official 

mental health professionals. By using appropriate therapeutic strategies, 

people find favorable conditions to establish the state of health. An 

important distinction in die strategies of "scientific" and "folk" medicine is 

tiiat while Western psychological theories and practices are concerned with 

disease and dissociate patients firom their mental illness, folk therapies 

utilize socialized strategies that involve patient, family, and the whole 

community in both the construction of illness and the therapeutic process. 

Health Care System 
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Nationwide, heath care activities are integrated into a macro-system 

called the health care system. Based on Kleinman's model of construction of 

illness, the medical (Western) system is here understood as a "cultural 

system—a system of symbolic meanings anchored in particular 

arrangements of social institutions and patterns of interpersonal interaction," 

in the same way that "religion," "language," and "kinship" are cultural 

systems (Kleinman, 1980:24). The most important components of this 

system are patients and health professionals and their relationship should be 

understood within the cultural context. Effectiveness of sectors is important 

for the health care system because it represents the adaptive response of 

individuals to the difficulties created by illness. 

Officially, all Brazilian citizens have access to Western medical 

facilities for the diagnosis and treatment of depressive disorders. However, 

there is a positive association between socioeconomic level and the types of 

therapeutic services that are offered, varying from medical consultation and 

hospitalization to folk therapies. Underprivileged patients have easier access 

to popular treatments, which encompass their religious belief. Also, the 

different sociocultural universe of psychiatrists and low socioeconomic 

patients has affected the legitimacy of the official treatment. 
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From the psychiatrist's point of view, the discourse and behaviors of 

low class patients are very different from those described in the medical 

literature. Besides the asymmetry diat is implied in the medico-patient 

discourse and behaviors, another problem is created by the distinct 

sociocultural environment of both physician and patients. Very often, this 

distinction provokes authoritative and uneasy relationship between therapists 

and their patients. The result is that patients are blamed for the 

ineffectiveness in the representation of their illness. At the same time, 

medical doctors question the legitimacy of folk medicine referring that it 

lacks the "appropriate tools" for decoding (identify, categorize, label, and 

treat) the true meaning of symptoms in the "chaotic" discourse of patients. 

Justified under the attribute of "ignorance," underprivileged patients are not 

allowed to participate in the elaboration of their diagnosis and are limited to 

a simplified form of treatment, drug therapy. 

Western Sector of Health Care System 

The Brazilian national health system is based on the medical 

assistance, although a variety of multidisciplinary health professionals 



171 

integrate the system. In 1993, there were 222,268 physicians representing a 

ratio of I for 681 individuals, most of them concentrated in urban areas 

(IBGE, 1993). Considering nationwide investments, there is a major political 

interference in the allocation of federal resources to state health systems. For 

example, although the North and Northeast regions form the poorest areas in 

the country they do not have the greatest governmental investments in 

hospitals and medical care facilities. Because of political manipulation, the 

under-population of the Center-West region, where is located the Federal 

Capital, has a much bigger number of public health services and hospital 

beds per inhabitants than the other two regions. 

At the same time, the major national investment of the health care 

system is directed toward major urban centers, which emphasize biological 

reductionism and high-tech solutions for diseases, while neglecting public 

primary health care of most citizens. Many factors, including misdiagnosis 

and corruption, contribute to the high incidence of in-patients in all medical 

specialties. Even though the consimiers are dissatisfied with the medical 

treatment, curative medicine has contributed to the actual "agonizing" 

economic crisis, which has affected the national health system. 
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For example, the mental health program is considered to be one of the most 

dramatic problems of the health care system. However, since the 1980's, this 

mental health program has undergone a major structural reform. The 

majority of asylums have been replaced by out-patient-services which stress 

the re-socialization and rehabilitation of the mentally ill patients. However, 

the nationwide implementation of the program is not homogenous, and 

major urban centers have been prioritized during the process of change. In 

Sao Paulo, for example, there has been a major effort to protect the civil 

rights of psychiatric patients but still there is a long way to go before 

mentally ill patients can be treated with dignity. 

Conceptualization of Brazilian Health Services 

Theoretically, all Brazilian states have the same structure of health 

services but, in reality, there are significant differences of types and quality 

of public health services including regional and rural/urban variations and 

degree of modernization of the state. According to the IBGE (1990), medical 

services are conceptualized in the following ways; 
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Posto de Saude is a basic health care facility to do immunizations and 

domestic visits by nurse and nurse auxiliary. There are no doctors working 

in these services. 

Centro de Saude (health center) is die first level of medical assistance 

for minor complexity disorders. The physical and technical structure of 

Centro de Saude is very small and the team is composed of one general 

practitioner, one nurse, and nurse-auxiharies and support workers. They 

assist both out and inpatient. This type of facility was programmed to be the 

main entrance of patients into the health care system. Patients receive their 

first evaluation and, if necessary, they are sent to higher complexity unities 

within the sector. Yet, persons who are assisted in health centers are the 

poorest, many of them under or unemployed. The majority of people who 

have a regular job have health insurance and utilize private medical 

assistance instead. 

Unidade Mista (multidisciplinary health center) gives medical 

assistance for pediatric outpatients, maternity care, medical-surgery, and a 

few beds for minor complex short time inpatients. 
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Posto de Assistencia Medica (PAM) is one of the few Federal health 

care facilities that exist; it is for multidisciplinary, ambulatory consultation 

of all main specialties. 

Pronto Socorro (medical emergency facility) is a service for medical 

emergencies which assists in and outpatients with and without life 

threatening, but in needing of inmiediate consultation. It is open 24 hours 

per day for short-term (12 to 72 hours) hospitalizations. Today, die majority 

of medical emergency rooms function as the entry into high complexity 

general hospital. A big problem with this type of facility is that many 

patients who do not have a medical emergency overcrowd the service and 

contribute to decrease the effectiveness of the treatment. 

Hospital is a medical service which gives assistance to high or low 

complexity ailments. There are two types of hospitals: general (for several 

disorders or injuries) and specialized (for one or more medical specialties 

such as psychiatric, orthopedic, pediatrics, and maternal care. Presently, in 

S3o Paulo, the tendency is to have high complexity multidisciplinary 

hospitals. 

The health care services are distnbuted in the following ways: 
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General or health centers are institutions structured to give health 

assistance to either in or outpatients without major complexity. The four 

basic primary health care concerns are primary health care, surgical care, 

maternity care, pediatrician, family planning, and infertility services. 

Non-specialized health facilities give assistance for patients of several 

medical specialties without predominance of one or another specialty. 

Specialized health facilities give assistance for patients of a specific 

medical discipline with or without hospitalization. These services have 

trained personnel and equipment to treat specific types of infirmities. 

Together, these facilities offer a variety of primary health care such as 

preventive and promotional, therapeutic, rehabilitation, health education and 

health research study. 

Preventive and promotional (health maintenance and preventive 

services) are health services structured to improve the health status of a 

given population and/or prevent specific diseases. For example, 

immunization, health education, maternity care, physician visit for prenatal 

and posmatal care, hospital delivery, dietary care and so on. 

Therapeutic services are organized to do specialized treatment for out 

and inpatients. These facilities give specialized ambulatory consultation and 
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hospitalization; the objective is to cure symptoms of a disease or 

dysfunction. 

Rehabilitation is a tertiary primary health care service to promote 

recuperation of deficiency or dysfunction of the human organism by 

decreasing the consequence of a disease or chronic impairment. 

Health education facilities promote, regularly, training and 

specialization for health professionals. 

Health research studv is an educational service to develop scientific 

techniques and diagnoses by using prophylactic and therapeutic instruments. 

For example, the Instituto ButantS, in S3o, Paulo is known because of the 

development of vaccines against poisons of snake, scorpion and so on. 

According to the IBGE, these services should exist in all regions of 

the country. However, there are important variations in types and names of 

activities that they develop depending on the economic level and social 

condition of the state and region. 

Mental Health Facilities in the State of S5o Paulo 

The Brazilian mental health program involves mental and 

neurological disorders as well as psychosocial and behavioral aspects of 
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health and human development. In the last thirty years, the federal 

government has developed measures to improve the people awareness about 

mental illness. The emphasis is on the importance of mental stability for 

health status, as a whole. The official discourse claims that poverty, 

environmental deterioration, mabiutrition, social isolation and lack of social 

support system, among others factors, contribute to increase the risk for 

mental disorders. However, in the practice, these factors are not considered 

in the distribution and allocation of resources, for example health 

professionals and services. 

Overcrowded and changing urban centers have deteriorated mutual 

aid, social networks and other important characteristics of community life, 

which were used to protect individuals. These features were replaced by the 

breakdown of the family, social and cultural degradation, drug use and 

trafficking, alcoholism, urban and suburban violence, unemployment and 

unplanned urbanization. 

There are outpatient, inpatient, and halfway houses (diumal) for 

mental health services. Most of these services were described before, as 

"specialized institutions." Presently, in S3o Paulo, health officials have 

substituted psychiatric asylums for socializing institutions such as 
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psychiatric infirmaries in general hospitals, psychiatric emergency rooms 

together with other medical specialties, halfway houses {hospital dia em 

saude mental), described in Chapter 7, and recreation center {centra de 

convivencia). There are still several psychiatric hospitals to assist short-time 

period patients who are not able to follow the ambulatory treatment. 

A Dsvchiatric hospital is a multidisciplinary mental health service 

composed of psychiatrists, practitioners, psychologists, social workers, 

psychiatric nurses, and occupational therapists to treat severe cases of mental 

ilhiess, which are threatening the safety of patients and their community. 

The treatment is a combination of drug therapy, counseling and group 

activities. The patient is hospitalized for a short period of time then referred 

to maintain ambulatory or halfway house treatments. Contrary to what 

happened in the past, when patients remained 10 or 15 years hospitalized in 

hospices, nowadays, strict governmental policies indicate that mentally ill 

patients should not be hospitalized for more than one week to two months. 

Unfortunately, these austere policies were designed to control 

mismanagement of psychiatric hospital (and corruption) and have not fully 

considered time variation in the experience of mental disorders. As a result. 
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there are many mentally ill patients on the streets without any type of 

medical support. 

Mental health emergency facility is designed to be the entrance of 

mentally ill patients to the psychiatric infirmary or hospital. It is supposed to 

assist patients in acute episodes, but many individuals utilize the emergency 

room to get prescriptions of tranquilizers and antidepressant drugs. It 

functions 24 hours, giving assistance to out and inpatients and short-term 

therapy (24 to 72 hour hospitalizations). After that time, the patients are 

delivered to their houses, if their condition has improved, or admitted to an 

infirmary. 

Centro Recreativo (recreation center) is a non-medical facility which 

develops social and recreational activities for specialized conditions such as 

the mentally ill patients, handicapped development, aging people, physically 

impaired persons and so on. The objective is to integrate different human 

conditions in a socialized environment through recreational and social 

activities. The professionals who work in this type of institution include 

psychologists, occupational therapists, social workers, pedagogues, 

handcrafters and so on. 
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In Sao Paulo, mental health officials have attempted to "socialize" the 

mentally ill patients by moving from asylum psychiatric practices with 

social exclusion of individuals to modem psychosocial facilities which are 

concemed with the re-socialization {resgate da cidadania) and rehabilitation 

of patients. Theoretically, it seems that SSo Paulo has one of the most 

modem mental health structures in the world, although it does not function 

quite well for the reasons discussed above. Social stigmatization and 

prejudice of both health professionals and the community have strongly 

affected the civil rights of mentally ill patients. Moreover, the inconsistency 

between the discourse and the practice of the mental health program has 

contributed to a widespread disbelief of the community in the psychiatric 

treatment. As a result of this inconsistency, many patients have successfully 

sought alternative therapies. 

Popular Sector of Health Care System 

Parallel to Western services, there are popular and folk sectors of 

health care systems that offer effective solutions for depressive disturbances. 

Each religious background has a different representation of iUness, over-
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stressed by the competition over the number of believers involved in the 

doctrine. There exists a bureaucratic system of health services following a 

hierarchy of medical, religious and social institutions. 

One important part of the health care system is occupied by the 

popular sector. It is formed by non-professional, non-therapeutic individuals 

in which people define ilbiess and start therapeutic activities. There are 

several levels of popular sector including individual, family, and 

community. In Brazil, most episodes of infirmity are managed by the 

popular sector of the health care system, although the system's activities 

have not yet been fully studied. Self-treatment is the first intervention in the 

process of dysphoric affects. At the family level, individuals experience, 

express, name, and legitimate the sick role (acute or chronic) and decide 

what is the appropriate treatment to seek. The sick individual and his/her 

family draw from the cognitive structure of their environment cultural values 

and beliefs about their ailment. It is the family of the sick person which 

sanctions his/her sickness or neglects the complaints as non-significant. 

Sometimes, they introduce treatment that they know or seek advising among 

friends, co-workers, and neighbors. Then they decide if they will seek folk 

or Western treatment. The sick role involves entries and exits in different 



182 

sectors. In this sense, the individual is a sick member of the family at home, 

a patient at the doctor's office and a client at the shrine. To develop the sick 

role, the sick person needs to be legitimated by one or other cultural contexts 

of the health care system. The sick person must translate the language of one 

sector to the other. 

Low socioeconomic patients have interesting coping mechanisms to 

deal with depressive affects. Prior to seeking medical advising, the patients 

utilize all available resources at home, including use of medicines that 

physicians prescribed to another relative as well as several folk therapies that 

are available in the community. The type of treatment chosen depends on the 

patient's ethnic background. Many patients simultaneously utilize several 

health systems. 

Popularly, depressive disturbances may be considered a spiritual 

problem, which affects the individual body. As was described by one 

patient: "Depression is an evil thing, something that we get from the air 

without knowing how. It is anguish, a fear that I even don't know what it is. 

It seems like our daily life is depressed. Do you know what it is to want to 

do things but the body does not help? Sometimes, 1 want to escape from 

myself Yesterday, for example, I was feeling anguish {eu estava muito 
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angustiada) 1 could not cook or clean the house; I did not do anything. I did 

not know what I was doing. I was disturbed; it does not seem to be things 

from this world." From the medical standpoint, this patient is categorized as 

depressed while from the family point of view "she was perturbed by an evil 

influence." 

Folk Sector of Health Care System 

Far from being officially recognized, Brazilian folk medicine directs 

its contents and effects to poor people. More recently, frustrated with the 

lack of effective response of Westem medicine to psychosocial and 

economic factors, middle class patients have also utilized alternative 

therapies for affective disorders while questioning the legitimacy of the 

diagnosis and treatment of the "scientific" medicine. 

Although, in Brazil, there is a great number of sectors of the health 

care system, for this dissertation I will discuss Umbanda (African Religion), 

Curandeiros (Shamanism), Catholicism, and Protestantism as folk therapies 

because they were reported by the participants of this study. On the other 

hand, I will not discuss Asian religions because the Asian interviewee of this 
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Study was agnostic. Also, there are many adepts of Asian religions in Brazil 

but most of them are middle class citizens and not part of this study. 

Contrary to what is officially said, there is not racial democracy in 

Brazil. Yet, Brazil has a "^cultura de miscigenagao" (melting pot socie^^ in 

which racial (or color) categories overlap with others to form a plurality of 

shades which include brancos, claros, morenos, pardos, pretos, mestizos, 

negros, cafusos, escuros, amarelos, caboclos, and indios. Many of these 

categories are accompanied by diminutive forms of expressions (e. g., 

pretinha, moreninha, and branquinha) and the individual may change from 

one to another category depending on his/her socioeconomic status. The lack 

of clear definition of racial (or color) identity in Brazil is extended to social 

and religious institutions which form the Brazilian culture, characterized by 

universal institutions without racial, religious, or geographic boundaries. 

The strong influence of African tradition in the Brazilian culture 

provides a cultural background, which is characterized by a magic universe 

with symbolic, sacred, and profane dimensions. For example, African 

religions were combined with Catholicism and Native religions forming a 

plurality of syncretic religious traditions. The folk sector of the Brazilian 

health care system is formed by religious and herbalist institutions. 
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Umbanda 

Umbanda is a very important religion because it is considered to be a 

Brazilian religion, based on the syncretism of several African religions. 

Native beliefs and Catholicism. The temple is called centra or terreiro 

(depending on the proximity with Candomble, an African religion). Centres 

are autonomous institutions with their own rules, but affiliated to national 

associations. Cultural tradition and rules are transmitted verbally and there 

are no written texts. The specificity of Umbanda is the process of initiation. 

Most rituals are concealed from the outsiders or non-believers; the 

administrators and priestesses/priests (mae/pai-de-santo) may be reluctant in 

revealing the foundation of the religion for outsiders. The magic universe is 

revealed to the associates "little by little" during the several years that 

involve the initiation process. "Secret," described as the voiceless aspect of 

the world, is a very important element because it is related to Olorum, the 

God-father, the creator. 

African Brazilian religions are based on ceremonials for Orixds 

(Gods), descnbed as the symbolic principle which regulates individual, 

social and economic phenomena, manifested through possession. In the 
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context of African Brazilian religions there are two distinct but 

interconnected worlds; one physical inhabited by the human beings, plants, 

animals, and objects; the other, and the most important, is the supernatural 

world, inhabited by the Orixds, ancestrals, and different levels of spiritual 

beings. In this way, there is a dynamic relationship between life and death. 

During the trance, the associates {maes e filhos de santo) are possessed by 

the Orixds, represented by specific dance, food, clothing, and acessories. 

Each person has at least three Orixds: the principal, called orixd-de cabega, 

which gives the identity of the person plus two other Orixds to compose the 

individual personality (Bastide, I960). 

There are several types of Orixds and each one governs a specific part 

of the human body and one given aspect of the universe. According to R. 

Bastide (1978), there is a mystique of the human anatomy in the Orixds. For 

example, lemanjd the goddess of the seawater, governs the human sexual 

organs and emotions (see discussion below). According to the Afncan 

Brazilian religious tradition, Orixds are very similar to the human beings. 

Some Orixds were created by the Highest, Olorum, others became Gods 

after a human life experience; some are strong, others are weak, some are 

courageous, others are cowards. There are those lazy and passive. 
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commanders, traitors, fair, calm, disquiet, and so on. Still there are Orixds 

who work to separate persons while others work to unite individuals. 

The origin of Orixd is explained in many forms. Each terreiro 

(religious center or temple) explains it in a different way. According to Nina 

Rodrigues (1977), there was a sky {Obatuld) which was united with the earth 

{Odudua) and had two children: Aganju (the solid earth) and lemanjd (the 

water). From the reproduction of lemanjd and Aganju was bom Orugan (the 

air). lemanjd was a beautiful brown woman who provoked sexual desires in 

her son, Orugan. He had sexual relation with his mother who, frightened, 

escaped from him, and before he could find her, lemanjd died. After her 

death, the body of lemanjd grew large and from her huge breasts originated 

two rivers that were united later to form a beautiful lagoon. Then her belly 

opened and the Orixds were bom {Dadd [the Goddess of plants], Xango [the 

God of thunderstorm], Ogum [the God of iron and war], Oyd [the Goddess 

of the river Niger], Oxvm [the Goddess of the river Oxum], and so on). 

Each Orixd has a specific personality, a given character. For example, 

lama, the Goddess of rain, wind, and thunderstorm is a very strong, 

cours^eous female Orixd. In Catholicism, lamd is syncretized with Saint 
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Barbara. Persons of lansa are considered very happy and festive, but 

temperamental and jealous. 

On the other hand, lemanjd is the Goddess who encompasses the 

traditional whole of women; she is the ideal of mother, hidividuals 

possessed by lemanJd are easily recognizable by the community. They are 

mainly women, considered to be beautiful, tall, who walk very slowly, 

concemed with their children, household problems, and family affairs. They 

are generous, shy, passive, introspective, and tend to keep their problems for 

themselves and rarely extemalize their difficulties. At the same iimt^filhos-

de lemanjd (children of lemanjd) are sensitive, with a tendency to 

"ruminate" their sorrows and regrets for an extended period of time. As the 

goddess of water, not only seawater, but also all types of water that exist in 

the earth, lemanjd is the protector of all activities related to purification and 

spiritual blessings. lemanjd is responsible for the emotional equilibrium of 

the human beings; dius she is invoked to heal psychological disturbances. In 

the universe of Umbanda, depression does not exist as an individualized, 

categorized problem. It is an element of broader phenomena which affect the 

human life. 



189 

A depressed patient of 42 years of age, a white woman with very 

lengthy hair (promise to Iemanjd\ attributes the improvement of her 

depressive symptoms to her afRliation to Umbanda. For over 10 years she is 

a devoted filha-de-lemanjd who revealed that she was chosen by lemanjd to 

be initiated in the religion. She refers to lemanjd always as "my mother." 

She says: "I am nobody without the power of my mother (as she speaks she 

makes reverence to lemanjd touching her forehead and the top of her head 

with the forefinger and the middle finger). For many years, I had a 

vegetative life; I lived on the bed; I was not able to do anything. I had an 

intense pain in my stomach, I could not eat or sleep and nothing was good 

for me. I was agitated and I had no patience to talk with anybody. 1 claimed 

for divine help but all my ways were closed. My parents began to read the 

Evaneelho Seeundo o Espiritismo (version of the bible by the French Allan 

Kardec) every week at home but I could not participate. Then my cousin 

scheduled a consultation for me with mae O and in the jogo de bitios 

(divination), my mother {lemanjd) answered. I had to be recolhida (initiated^ 

in the same day. If I had not made the saint, I am sure I would be dead under 

the earth. Since I was initiated, I am another person; now, I have a good 

health. Umbanda is a religion with foundation; it is not a joke. I am not in 
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Umbanda because I like it or think it is beautiful. I am there because I have 

to. If I want to be happy, I have to obey the orders of my superior." This 

patient continues to take antidepressant medicine but she is very much 

stabilized. 

In general, the formal contact of a patient or associated with the 

Centra de Umbanda is done through the jogo de buzios (divination). The 

deleguns (divination) are played by the priestesses and priests {lyalorixds 

and Babalorixds). One of the functions of these priests is the organization of 

people's head working with the magic universe. The divination consists of 

16 African conch shells {bitios) which are placed in a secret area in the 

shrine. Through the position and arrangement of these seashells, it is known 

what Orixds are directing the activities, the Orixds of the client (or 

associate), and the types and forms of solutions that are appropriate for the 

problem. The identification of the Orixd is the first step toward the religious 

identity of individuals. Usually, the treatments are based on sharing 

sacrifices among members of the community including ritual cleansings 

(ebos, etutiis, sacodimentos) and offerings. Sometimes, as was discussed 

previously, the solution for the problem is the initiation of the client in the 

religion. The efficiency of diagnosis and therapy prescribed in the jogo de 
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buzios is related to the charisma and experience of the priestess or priest. 

This is a very important issue to be considered because a person may belong 

to a given Orixd but at that moment s/he is influenced by another one. If the 

priestess or priest does not perceive it, s/he may make the settlement 

(assentamento) incorrectly. The result of the wrong conduct may cause 

madness or even death for the client. 

When the reasons for the consultation are health concerns, the 

diagnosis is made during the divination process. It determines whether the 

problem is spiritual or biological {doengas espirituais ou Jisicas). When the 

client has a severe physical illness the Orixd or priestess orients to seek 

westem treatment. They justify the referral suggesting that God gave 

acknowledge to physicians to treat the people. It may happen that the 

relatives take the patients to the emergency room thinking that the problem 

is a life threatening illness. Family members make most decisions about the 

types of treatment that are more adequate for the patient's problems. 

Usually, patients have little or no part in the decision at all. 

According to the African Brazilian religious tradition, most mental 

illnesses are caused by spiritual factors. There are at least two types of 

spiritual illness. One is the result of any problem in the relationship between 



192 

the individual and supernatural beings (Gods). The most common causes 

are: the person may break religious taboos such as eating something that is 

against the Orixd, neglecting to give offerings, etc.), having low axe ^forcej, 

being possessed by a non-enlightened spirit {encosto) or having doenga-de-

santo (illness of the saint) which is solved by the initiation process. 

Mental illness, including depression, is categorized as a spiritual 

illness. Senhor A (discussed in Chapter 7) made the following comments 

about spiritual illness; "Illness of saint physicians do not know how to treat; 

sometimes, they can help with one or other medicines but they cannot cure. 

Spirits need to be illuminated through purification rituals and offerings to the 

Orixds. Only maes-de-santo know how to do." When I questioned why he 

was not cured in the centra, Senhor A replied: "I was not cured because of 

my faults. I did not follow the preceitos (rules) of this religion as I should 

do. Now that I am doing everything correct, the problem is already very 

serious. I believe that my Guias (Gods) are healing me." 

Other types of illness are a consequence of interpersonal relationships 

which may be caused by negative energy of the eyes (evil eyes) or bad 

feelings. For instance, an interviewee explained why evil eyes cause 

dysphoric affects in the following way: "'Olho gordo (evil eyes) is the worst 
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thing that exists because some people do not want to see happiness in the 

house of their neighbors. If you have a little more money or goods than your 

neighbor, they will think that you are rich and so look at you with their evil 

eyes iplho de seca pimenteira). Then everything begins to get wrong and 

you do not know the reasons for it; you begin to fight at home, you can lose 

your job, or be unhappy. In this life, you have to be protected because you 

do not know who your fnends are; you do not know the type of heart the 

persons have. Sometimes, the consequence is so severe that a person may 

need psychiatric treatment." 

Many Brazilians think that the most dangerous illness to deal with is 

feitiqo or doenga-de-coisa-feita or macumba, caused by black or white 

magic. Feitigo is considered to be one of the most disturbing spiritual 

illnesses; the victim is recognized as being enfeitigada fspirit possession/ 

The treatment for being possessed is more effective during the acute phase. 

But when it is not adequately treated in the beginning of the sickness, the 

person can become insane or even die. In the context of Umbanda, the 

persons who are enfeitigada can be easily identified because they transmit 

negative energy to the other members of the community. Thus, simple 

physical proximity with them will provoke creeping feelings, yawns, or even 
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the materialization of evil spirits through the phenomenon of possession. 

Together these factors will help to confirm the diagnosis. 

Thus, based on the categorization of illness, the treatment is 

prescribed. For mau olhado, the treatment is very simple; it consists of herb 

teas and herb baths {banho de descarrego) accompanied by prayers over the 

head and body of the client; doenga-de-santo is solved through the process 

of initiation (as described previously). Nonetheless, the treatment for encosto 

is very complex and involves a series of rituals of purification for the clients 

and their relatives, traditional medicines, offerings, and sacrifice of animals. 

It includes the change of the problem {mudanga de cabegd) from the client 

to another "head" that in this case is the sacrificed animal. 

Umbanda is described as an efficient religion concerned with 

solutions for individual and community difficulties, healing illness and the 

reestablishment of emotional equilibrium. There is a great variation in 

therapeutic procedures depending on quality and intensity of the problems as 

well as the type of Orixd that is involved. For example, a treatment for 

depression may demand offerings to lemanjd of manjares brancos (rice and 

white com) cooked in water and milk with sugar and honey, white sweets 

(coconut and sugar) and other sweetmeats, which are placed in water 
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(especially seawater) together with light blue candles. Some may include 

guarand, a Brazilian drink soda. The best day to do the offerings is 

Saturday, a day dedicated to lemanjd (and Oxum). 

Curandeiros and Benzedeiros 

A large segment of the folk the sector is occupied by curandeiros and 

benzedores. In Brazil, medicine and religion are closely associated with 

another and the majority of people, especially lower socioeconomic classes 

of individuals, believe in benzegao (Araujo, 1959; Gomes e Pereira, 1989). 

People use different ways to manifest these beliefs, including carrying the 

cross to the church (imitation of Christ), making promises and paying 

publicly. For example, for being cured of a disease in a given organ, the sick 

persons or their relatives may promise to make a copy in wax of the affected 

region and deposit it on the altar of the saint. Moreover, long candles (the 

size of the person) are offered as payment of promises. The strong belief of 

Brazilians gives then the power to represent their faith publicly. It is a 

combination of petitions and payment of graces that were achieved. 
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Superstition is widespread in the Brazilian culture; it can be described 

as one aspect of belief intensely experienced without need to be confirmed. 

For example, people believe that to place the hat of the husband on the head 

of pregnant women facilitates the birth of the child (Gomes e Pereira, 

1989:20). 

The magic medicine has two main objectives: to heal spiritual 

possessions of the client and to eliminate sufferings that are affecting the 

individual's life. The cure can be reached by using different types of 

treatment including benzegao or benzedura, simpatia and profilaxia mdgica 

that are based on rituals for protection of the individual and prevention of the 

harmful conditions (Araiijo, 1959). 

Benzegao or benzedura is described as a ritual in which some 

specialized people utilize verbal and bodily language to express their special 

power to cure illness or difficulties that affects one's life. This power is an 

inborn quality that only few individuals have. The purpose of the curandeiro 

is to assure the adequate function of the individual and to eliminate evil 

influences. There are two types of benzedor, curador or rezador: one is 

considered to be specialized for a given condition, such as the healing of 

snake poison; and the other, non-specialized, pertains to those who treat 
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several physical and psychological infirmities. In general, the benzedor owns 

his/her benzeduras and keeps secret the contents to avoid losing the power 

iperder a forgo) to cure illness. This concealed aspect of bercegao has a 

magic power over the members of the community (Araujo, 1959). 

The generalization of benzedura is called simpatias populares, 

described as maneuvers that people utilize to protect or cure individuals 

from sickness; it consists of ritualistic expression of specific words 

accompanied by mimics. Any person can make simpatias populares without 

the need of a special talent. For example, giving water to a child in a shell of 

the egg will help him/her to speak rapidly. Also, for individuals with asthma, 

the treatment involves catching a fish alive and the person with asthma 

cospe (spits) in the fish's mouth and frees the fish in the water. Thus, the fish 

will get asthma while the sick person will be cured (Araujo, 1959:61). 

As an unwritten tradition, the process of bendigao implies regional 

and ethnic variations. Also, throughout the years, there is a change in the 

content in which old beliefs are replaced by new ones. Each ailment 

demands a specific ritual, which is characterized by the repetition of the 

process during three days or three times in the same day. Curandeiros 

identify two groups of iUnesses: One, called sickness of the body, has a 
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known cause for the condition, including infection, inflammation, headache, 

and upset stomach. The other group of illnesses has an unspecific cause and 

includes conditions such as espinhela caida, ventre virado, quebranto, mau-

olhado, and doenqa do ar. These illnesses are considered to be originated 

from stressful life events and are expressed by fear, anguish, isolation, 

restlessness, lack of energy, tremors, dizziness, insomnia, eating 

disturbances, upset stomach and so on. Together, these symptoms form what 

Westem doctors may characterize as depressive disorders. But Brazilians 

believe that espinhela caida, mau-olhado and so on are popular illnesses and 

should be treated by benzedores. 

Thus, emotional disturbances are treated as unspecified disorders. 

They are treated with a "generic formula" of prayers combined with herb 

baths to encompass all possible conditions. For example: "Pefo ao dmno 

Espirito Santo e a Virgem Maria e Jesus Cristo que tenha o poder de tirar 

todos OS males que estao te prejitdicando seja quebrante, irtveja, mal 

olhado, calmia, solidao na alma, melancolia, angustia, macumba, enfin, 

todos OS males meterial, espiritual e estrutural"^ (Gomes e Pereira, 1989). 

Another way of healing mental illness through simpatias is: "to take a 

hammock and place the mentally ill patient on it, then ask the father of the 
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patient to beat her/him with lasca de madeira, vara de marmelo or correia 

de couro cru. This ritual is repeated during a specific period of time when 

the person should improve his/her condition. Many patients with depressive 

disturbances combine the treatment of curandeiros with medical and 

religious treatments. 

As described in Chapter 5, one of my patients, SenhoraX, told me that 

people were jealousy of me; thus to protect myself, my car, and my house 

she wrote the following prayer: "Dra. Damiana, com dois Ihe butaram mas 

com tres eu retire, com a Poder de Deus e da Virgem Maria, mde de Dens, 

em name do Pai, do Filho e do Espirito Santo Amen. Que seus inimigos ndo 

tenha olho para Ihe \er, nem ver o seu carro, nem ver a sua casa. A forga de 

Jesus tem Poder e e Jesus que estd protegendo a senhora e a sua familia, 

' •>72 amen. 

Catholicism 

As descnbed previously, in Brazil, most people, even those who do 

not practice any religion tradition, consider themselves Catholics. There are 

different factions of Catholicism including Igreja Romana, Comunidades 
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Eclesiais, and Renova^ao Carismatica. The Roman Church is the most 

conservative branch and its believers tend to belong to middle or upper class. 

Other branches of Catholicism are considered to be progressista (liberal) 

and have challenged the conservative orientation of the Vatican. There is a 

clear controversy between the conservative and liberal discourse. The former 

is concerned with esoteric, middle class issues while the later is engaged in 

finding solutions for the needs of underprivileged people. For example, the 

Teologia da Liberta9ao is a very dynamic liberal movement concerned with 

the political and socioeconomic life of the believers. They claim that 

Catholicism shows concern for "real" issues that affect the life of 

underprivileged people such as the construction of houses, easy access to 

medical services, employment, access to formal education, day care, and so 

on. 

In greater SSo Paulo there is a large number of several Catholic 

churches which give assistance to a geographically defined population. 

Besides the scheduled mass, they offer several activities, which include 

technical courses (embroidering, sewing, cooking, computer software, and 

mechanic), and a club for the elderly. The quality and intensity of services 

offered in the church depend much more on the ability of the priest to 
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mobilize believers in their projects than the resources available in the region. 

Father F is a priest engaged in social and political life of the community in 

greater S3o Paulo. He told me that "poor people do not need to spend the 

whole day in the church praying because the struggle of their lives is already 

a petition." Indeed, Father F prefers to "fight" for a better economic and 

social life of believers. He is well known for participating in "popular rally" 

to governmental and political offices. Very often, he organizes groups of 

women to demand effective public services from the Secretary of Health and 

local congressmen. Recently, his group built a large center for the elderly, a 

two-floor building constructed and furnished by the community with help of 

politicians and entrepreneurs. At the same time, he mobilized people who 

live in shantytowns to construct their houses by the process of mutual help 

{mutirao) and financial support of the city and state governments. They 

akeady handled for the community more than three thousand two-bedroom 

apartments. Personally, I was indirectly involved with these groups, by 

teaching some classes to the community about psychological issues of 

childhood, adolescence and elderly. At the same time, 1 used to give 

psychiatric orientation for patients who were not able to schedule psychiatric 

consultation. 
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The devoted Catholics, unlike believers of other religions, have quite 

sophisticated concepts of health and ilhiess, very close to western medicine. 

In this sense, depression is understood as a "perturbation" caused by 

interpersonal life and socioeconomic difficulties. The illness has a 

psychobiological cause, located in the human body, not in supernatural 

beings. This understanding, for example, is very different from the magic-

religious view of African religion believers. 

In the view of Father A, "physicians are the legitimate representative 

of God in this world, thus they have the divine power to cure illness. Priests 

give support for depressed patients but when the problem is serious, patients 

need to be treated by specialists. Patients and their relatives also have an 

important role, because they can overcome the stressful circumstances of 

their lives and be cured only if they have faith in God's power." Father A 

criticizes the "superstition" of "our people" saying that much of their 

emotional problem is related to "ignorance." For example, he says "many 

Catholic people come to the church but do not have faith in God. They 

attend the mass, receive the Eucharist and later they go to the macumba 

trying to find cure. Some people have no money to buy food or goods, but 

moved by superstition, they spend money on feitigaria. Father A reinforces 
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his interest in educating his community as the only way of ending the 

superstition, but he acknowledges that there is no short time solution. 

At the same time. Father A is very critical of the lack of involvement 

of psychiatrists with their patients; he thinks that many physicians are more 

concemed with "money" than the improvement of their patients. He says: 

"Many patients leave the physician's office and come to see me saying that 

the physician did not explain adequately what the problem was; the 

physician did not listen to the complaints. Then rapidly physicians prescribe 

strong medicines to make the person sleep. I have to listen to the patient's 

complaints and sometimes I have to defend the psychiatrists who do not 

understand that many patients need more a friendly talk than tranquilizers." 

Very often, psychiatrists are criticized because of the simplified (and 

ineffective) way of treating underprivileged patients in public health 

services. For example, Senhora £, a Catholic, widow, migrant woman, of 44 

years of ^e explains her disturbances: "My problem began aknost five years 

ago with crise de nervos (nervousness^; sometimes I think that I am losing 

my mind. I have feelings of anguish, tiredness, fear of passing away at night, 

insomnia, sadness, chest pain and, the worst, suffocation. My life is 

miserable and I have a constant feeling of despair. I have gone many times 
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to the emergency room where I have emergency assistance {eu tomo uma 

injegao). At the same time, I was assisted by Doctor X, in the center, and I 

was very fhistrated because I was examined by many physicians who did not 

discover the type of disease that I had. Thus, my son borrowed money from 

his boss to pay a private consultation for me. I thought that I had heart 

problems but the private doctor made several exams and did not find 

anything. He told me that my problem is nervousness. He prescribed 

anafranil 75 mg and diazepan 10 mg and now, I am feeling a little better. 

Sometimes, 1 still have headache, irritability and insomnia, but only when I 

am concemed with my family problems. I am very concemed with my 

children and grandchildren although they are very kind and do not give any 

problem for me. Now, I feel better and I have faith in Nossa Senhora 

Aparecida that I will be cured..." 

The situation of Senhora E is very common in Brazil (Sao Paulo). She 

was convinced that she had a heart problem and she did not trust public 

health physicians, who diagnosed her problem as an emotional infirmity. 

Only after the "private doctor" explained the emotional origin of her 

complaints was she able to cope with her complaints without over utilizing 

emergency services. The point here is that if the physicians in the emergency 
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facility had spent qualitative time with Senhora E, she could have 

understood the situation and avoided all the problems that she created for 

herself, her family and the emergency health professionals. 

Finally, it is difficult for Catholic patients to distinguish religion from 

medicine; when devoted patients pray to the saints, they invoke the Divine 

Power to be cured. Thus, through the intercession of a saint, the devoted get 

a miracle: the cure of sickness. Some scholars (Araiijo, 1959) suggest that 

saints are the "greatest physician's competitors" in the cure of mental illness. 

However, believers register only positive outcomes of the intercession of 

saints, while physicians are blamed for failure of prescribed treatment 

(Araujo, 1959:91). 

Protestantism 

In the last 20 years there has been a significant increase in the number 

of Brazilians devoted to Protestant religious sects. Aggressive marketing 

about miracles is expressed through claims of cures for sickness, economic 

improvement, and salvation of the faithful. Additionally, the offering of 

money by Protestant believers is considered to be an important component 
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of the healing process. There are at least two major groups of Protestants: 

the traditional, formed by several churches which include: Luterana, Batista, 

Presbiteriana, Metodista, Episcopal, and Congregacional; and the 

Pentecostal churches influenced by American Protestantism, including 

Congraga9So Crista do Brasil, Assembleia de Deus and Evangelho 

Quadrangular. 

In addition, there is a large number of Brazilian Protestant Churches 

such as: Nova Vida, Deus e Amor, Igreja Universal do Reino de Deus, O 

Brasil para Cristo, Casa da BenpSo, International da Gra9a Divina, and 

Renascer em Cristo. They have very strict rules and regulations for the 

faithful, practicing intense social, political, and especially economic control. 

Many believers are illiterate and very poor; diis condition seems to make 

them vulnerable to the "emotional" appeal of Pentecostal Churches. A great 

number of depressed patients have been affiliated with Protestant Churches 

trying to heal their ailments through a "revelation from God." Depressive 

complaints (fear, anguish, and unhappiness) are interpreted as possession of 

evil spirits. Therefore, the treatment of dysphoric affects is based on 

"directive counseling" which induces a collective catharsis through the 
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phenomenon of possession of the Holy Ghost; thus, "those who believe are 

healed and saved." 

A large number of people give personal testimony of physical and 

mental cures; these revelations increase the number of associates in the 

church. Many patients have dropped out of psychiatric treatment to be cured 

by God. Indeed, the religious discourse implies that "only God has the 

power to cure people and to use psychiatric drugs is waste of money." One 

pastor told Senhor L, a very depressed suicidal patient, "you are not cured 

yet because you do not have faith. You are losing your time with the doctors 

who will not cure you. Physicians will not heal because only God has the 

power to do that." Senhor L abandoned the psychiatric treatment and began 

to go to the church every day, the whole day. He spent many hours reading 

and interpreting the Bible and harassing his non-Evangelical neighbors. 

Then he began to have major delusions and hallucinations, which 

contributed to his hospitalization in a psychiatric hospital for several months. 

After the discharge, he did not want to take medicines saying that Pastor R 

told me that if I continue to take this medicine I will not be saved. I have 

also talked Avith God, who told me that I am cured. I am not crazy; my 

problem is Demo (demonioYs temptation." As he was talking, he covered his 
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mouth with the right hand and said softly: I can not say his name because he 

may think that I am welcoming him. So, I call him raposa ^the demonic 

spirit)." 

Evangelical churches are easily identified in the community not only 

through the names that are placed on the top of the temple but also because 

they have different styles, very often with extravagant construction. Both the 

Assembleia de Deus and mainly Universal do Reino de Deus tend to have 

large colorful buildings decorated with biblical motifs. The churches are 

spacious and chairs are placed linearly occupying the whole physical area. 

At the end of the room, there is an elevated place, the pulpit, for the pastor 

where he can see (and control) the devoted. The pastor keeps the Bible in his 

hands most of the time and there is a constant intercommunication between 

him and the assembly. During the celebration, the pastor becomes very 

exalted saying that he is possessed by the power of the "Holy Ghost!" Also, 

he asks the audience to witoess the Holy Ghost in their lives. At this point, 

the whole community becomes frenetic—^people are singing, dancing, 

crying, and yelling. They repeat consecutively: "hallelujah; thanks, Jesus!" 

Those believers who experience a revelation from God, go to the front 

of the audience to report their experiences. Their speech is related to cures of 
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"physical" or "spiritual" illnesses, improvement of family or professional 

relationships, employment opportunities, and so on. After each statement, 

the pastor encourages the participation of the assembly through applause, 

hymns, dance, screams, jumps, and repetition of expressions such as 

"hallelujah Jesus, thanks Jesus, oh my God, my Lord..." The choir 

accompanied by musicians (keyboard/piano, battery, guitar and so forth). 

Such high emotion involves the congregation within this environment. Many 

people, in trance, reveal the possession of the Holy Ghost. Then they report 

a cure (or alleviation) of their problems. 

In parallel, there is a scheduled program of prayer for the sick or diose 

in need of special graces. These churches are very demanding with almost 

daily services and special groups of activities. They have an intense social 

control. In addition, associates are charged to give at least 10% of their 

income plus a special donation which is said to be a "grace to God." They 

justify that even if the persons do not have the money, when they make their 

offerings, "God will give to them much more blessings than they could ever 

ask for." 

From the outsider's point of view, "giving money to God" seems to 

be the most important component of the healing process, although the 
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devoted patients disagree with it. In this sense, cure is legitimated by the 

amount of "offerings" that the people give. Those who do not give or give 

little money are considered to be stealing money from God, and thus, they 

will not overcome their stressful conditions. However, the "generosity" of 

these "poor" believers gives financial support for pastors to have an upper 

class life-style. In addition, even in impoverished areas, believers are 

involved in social work—distribution of medicines, food, clothing, domestic 

visits to the sick, and prayers. People who are involved in these activities 

have a rewarding feeling of being "worthy." 

According to the Evangelical perspective, emotional disturbances are 

originated from temptation of Satan and lack of confidence in the power of 

God to heal misfortune. Thus, being faithful to Jesus and following the rules 

of the religion will sanctify and cure believers. In general, the faithful are 

discouraged from seeking psychiatric treatment for affective disorders. At 

the same time, some Evangelical religions (especially Pentecostal) seem to 

encourage dysphoric affects during the religious services, because of the 

constant emphasis on public confessions of their sins. There are diverse 

methods of cure used by Protestants includiQg the imposition of the hands 



211 

over the sick, and community petitions; the rituals confirm the values of the 

group. 

Protestant religions, in Brazil, are characterized by the intolerance to 

religious faith and sociocultural life of non-believers of their religions. Many 

devoted are low class women considered to be clinically depressed. Some of 

them, however, remain a long period of time psychologically adapted to 

their symptoms and socially accepted by the religious community. These 

patients may be referred to psychiatric treatment only when they present 

behavioral problems at home or in the church. 

In a country where the absolute majority of people consider 

themselves as Catholic and where some individuals may consider Afhcan 

religions to be "primitive" or "savage," Protestant religions occupy an 

"aggressive" intermediary place in which believers tend to think that only 

their religion has the "truth." Many devoted people publicly criticize their 

previous affiliations to Umbanda, Candomble, or Catholicism. Very often, 

this criticism is accompanied by public hostility against Catholic saints and 

African-religion believers. 

Protestant representation of illness and healing process is explained by 

the belief that the human being is a union formed by a body and a soul. 
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Evangelical believers have this integrated unity while people considered to 

be profane live in the "mundane world" characterized by the sexual instinct 

and satisfaction of desires including smoking, drinking, and gambling. In 

this since, sickness is correlated with sin and temptation. Depression is then 

conceptualized as a possession of evil spirits and the cure is reached by 

religious conversion (and "offerings"). 

Personally, even though I consider myself an open-minded 

psychiatrist, I had a major problem getting patients from the Igreja 

Universal Reino de Deus to follow my orientation. Many times, I had to 

schedule meetings with the pastors to discuss the situation. Other physicians 

also had similar experience and some of them assume that religion is a 

"negative interference" in the successful treatment of depressed patients. I 

never had any problem with the other religions. 
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Notes 

' "I ask the Divine Holy Ghost and the Virgin Mary and Jesus Christ who have the power to take away all 
the evil which has been harmful to you including quebrantoJealous, evil eyes, prevarication, isolation of 
the soul, melancholy, anguish, macumba, enfin, all material, spiritual and structural evil conditions." In 
Gomes and Pereira, 1989). 
^ "Dr Damiana, they place evil eyes on you, but I will remove with the Power of God and the Virgin Mary, 
mother of God and the Holy Ghost, Amen. Your enemies will not have eyes to see you, your car, or your 
house. Jesus Christ has the Power and He is protecting you and your family. Amen." 
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CHAPTER 7 

BRAZILIAN CASE STUDIES 

In many countries, there are multiple forms of therapeutic systems to 

treat a variety of behavior patterns associated with mental illness. Although 

the control of health and/or illness is, in general, realized by scientific 

therapy systems, altemative therapies are largely used and have proved to be 

effective for the treatment of mental disturbances in impoverished 

populations. 

A large number of Brazilians have sought both traditional and medical 

scientific treatment for depressive disorders. These approaches represent two 

different ways of understanding the meaning of ilhiess. Traditional therapists 

are concerned with illness as social phenomena and consider social groups 

(i. e., lineage) responsible for the cause and treatment of the ilbess, which is 

believed to originate firom spiritual beings such as ancestors, gods or 

witchcraft. The traditional treatment is based on ceremonies, which involve 

relatives and other members of the community. It is a sociotherapeutic event 
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(Dein and Lipsedge, 1998 and Kapur, 1979); thus, even those persons that 

are not present, at the time of the ritual, are involved in the treatment. 

In the Brazilian society, there are several therapeutic systems that are 

utilized to help individuals to cope with disturbances. Officially, however, 

mental health treatment is related to scientific therapy systems, which 

emphasize drug therapy and psychotherapy. 

The Brazilian Health System is very complex and modem. It is, in 

many ways, comparable to health structures of developed countries. The 

mental health program encompasses mental and neurological disorders as 

well as the psychosocial and behavioral aspects of health and human 

development. In the last thirty years, there have been government actions to 

improve the awareness of the population about the understanding of mental 

illness and the meaning of mental stability for individual health as a whole. 

Preventive programs are directed toward underprivileged populations 

because some factors—poverty, enviroimiental degradation, malnutrition, 

social isolation, and lack of social support system, among others—contribute 

to increase the risk of mental disorders. 

The goal of the mental health program is to promote feelings of well-

being for all individuals. Thus it is necessary to understand pattems of life. 
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customs, and beliefs of the society. Mental health policies have promoted 

significant changes in the national treatment for the mentally ill patients, 

moving from isolated structures of depersonalized mental health care offices 

to multi-disciplinary, multi-center facilities. This recent maneuver 

incorporated features of primary health care and social support systems into 

mental illness program. The emphasis given was to the promotion of re-

socialization and re-habilitation of the mentally ill patients, especially the 

most chronic and socially impaired, who were able to live in a more stable 

and productive social life with their families and friends. 

According to Brazilian officials, depression is, together with 

schizophrenia, the most important mental illness, but there is not a specific 

program for this disorder. The treatment for depression attempts to remove 

(or at least diminish) signs and symptoms, to reestablish psychosocial and 

occupational activities to a level prior to the onset of the disorder, and to 

reduce the possibility of reappearance. The effectiveness of the treatment for 

depression is highly predictable and the remission of the symptoms occurs in 

the majority of the cases. In general, it utilizes combined drug therapy with 

psychotherapy. Also, some Brazilian psychiatrists have utilized 
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electroconvulsetherapy in some cases of depression, but they prescribe 

ahnost exclusively for inpatients. 

The majority of middle class patients are submitted to a kind of 

psychotherapy, but there is a major difference between the treatment 

available for middle and low class patients. Contrary to the large number of 

specialists who offer psychotherapy in private offices, there are a very 

limited number of mental health professionals who provide psychotherapy 

for low class patients in peripheral regions. Therefore, the basic treatment of 

impoverished populations is drug therapy. However, most mental health 

professionals recognize that psychotherapy is an important tool for helping 

depressed individuals to cope with those issues, which contributed to their 

disturbances. There is also a consensus among mental health professionals 

that for major depression, drug therapy alone may not be effective. Thus 

combined therapies seem to be the more efficient way to treat depressed 

patients (Hollon, Shelton, and Loosen, 1991). 

As I described previously, the mental health program in the state of 

S5o Paulo, in the last 15 years, changed dramatically the treatment of the 

mentally ill patients. The major activity was the substitution of a large 

number of hospices by multi-disciplinary institutions (e.g., the mental health 
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day hospital and recreation centers) which emphasize re-socialization and 

rehabilitation of mentally ill patients. Multiple disciplinary teams composed 

of psychiatrists, psychologists, social workers, occupational therapists, 

psychiatric-nurses and nurse-auxiliaries work together with the patients' 

relatives to reintegrate the patients into their conmiunity. In addition, some 

services have included other professionals such as music therapists, painters, 

and handcrafters. This change contributed to reduce a little of the 

discrimination against the mentally ill patients. Conceptually, the program is 

considered to have an advanced structure, although it did not function quite 

well. In fact, a large number of chronically impaired patients who are 

discharged from asylums remained on the streets, outside the system without 

any type of psychiatric assistance. 

Moreover, a major problem with the change in the mental health 

politics is that the process of expansion and decentralization of treatment did 

not incorporate either primary mental health care workers or alternative 

therapists such as traditional healers and religious leaders. Mental health 

professionals do not recognize the effectiveness of folk therapies although 

they have proved to be effective and are well utilized by the majority of low 

class, and some middle class, citizens. 
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One of my concerns with this study of depression is to be able to 

convince my colleagues and health officials that depression is prevalent 

among the underprivileged population and that there is an urgency for us to 

be aware of this situation. 

To this end, I will describe below two case histories to exemplify 

different aspects of psychosocial factors and family structures, which 

influence the incidence and prevalence of depression in the lower 

socioeconomic population. To protect the identity of the patients and to 

avoid identification, I will modify some information. 

The Case of Senhora M: An Example of the Influence of Psychosocial 

Factors. 

The case of Senhora A/ is an example of how a life in misery 

influences the presentation and outcome of depression. Senhora A/ is an 

Afro-Brazilian, a migrant worker for over 20 years. She was referred by a 

cardiologist because she complained of chest pain and thought she had heart 

disease. After several evaluatiotis the cardiologist suggested psychiatric 

treatment for "depression." He prescnbed to her antidepressant drugs but her 
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condition did not improve and every week, she was assisted in the heart 

emergency center stating that she was having a "heart attack." Most health 

professionals knew her, and clearly she was creating problems when she 

arrived in the emergency room. At the same time, she was upset because the 

doctors were not treating her "heart disease." 

After introducing myself, I asked her how she was feeling; she 

became hostile and said "nothing." She was very angry, insulting physicians 

that "do not know what to do" and stated that "they (physicians) would wait 

her death before knowing what she had" (in Brazil, people think that chest 

pain is equal to myocardium infarction). Observing how angry she was, I 

told her that I understood that she needed help and that I would do whatever 

I could to help her, but first, I had to know what she had. 

At this time, she was seated in the chair, in such a way that I could not 

see her face, looking at the wall, in the other side of the room. She placed 

herself distant from her two daughters, 23 and 11 years. The oldest daughter 

told me that her mother's complaints included; chest pain, headache, short 

breath, insomnia, isolation, lack of appetite, easy crying, and that she 

exhibited aggressiveness directed toward family members, unhappiness, 

long hours in the bed, did not take care of herself or her 11 year old 
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daughter, feared that someone would kill her little daughter, and so on. She 

already had diree psychiatric hospitalizations but she did not accept it, 

saying she was not crazy ("but she is," said her daughter). The daughter 

demonstrated no respect or compassion for her mother's disturbances. After 

15 minutes of hostility among them, 1 asked the daughters if they had any 

more things to tell me at that moment. The oldest daughter said she wanted a 

place—hospice Chospicio")— for her mother to stay. I thanked both and said 

that I would like to talk with Senhora M, alone. After the daughters left the 

room, the patient continued for a few minutes in the same position without 

looking at me. 1 began to ask about her physical symptoms and told her 

although her blood pressure was normal and her heart had no problem, I 

observed that she was too thin, probably because she was not eating well (I 

was going over and rephrasing the complaints). She began to say (in a 

hostile way) that she had no food or anybody to care for her. I said that I was 

offering help but she did not seem to accept it. After a pause, I said that I 

needed to know from her what was her problem was and when it began. 

Suddenly, she began to say while crying loud that her beloved son 

was killed five months ago. She accused the policemen of persecuting her 

family. She only had two sons: one was killed and the other was in jail. With 
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a soft voice she said that the one in jail was paying for his fault, robbery 

("e/e estd pagando pelo erro dele, ele roubou e foi presoy I stated that she 

had enough reasons for being unhappy but she was not helping herself or her 

children. She told me that she did not want to live and was thinking about 

suicide. 

Changing her discourse towards her ex-husband (she did not live with 

him for more than five years but she referred to him as "my husband") she 

accused him of living with another woman in their house and taking their 

youngest daughter to live with him. Also, he forced her to live in a small 

room without a door in the back of die house. She wanted to file a civil 

action against him, take her daughter back and get financial support. 1 told 

her that she was not in condition of taking care of her daughter or herself but 

later she could do that. It was a complicated situation but I did not quite 

understand what the problem was. We agreed to have a social worker 

orientation and, together, we would see what types of help she could obtain. 

Almost two long hours (for me) passed after I noticed that she was less 

anxious and irritated. I oriented her and asked to talk with me one week 

later. 
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Next session, I learned that Senhora M's two sons were known as 

dangerous assailants in the shantytown; she had other cases in her family and 

at least four family members (brother and cousins) were killed for robbery 

and drug trafficking. She and her oldest daughter (who came with her) were 

unfriendly because Senhora M's son-in-law was drunk and beat her after a 

debate in which Senhora M called the police. He was imprisoned for three 

days. Her daughter was very upset and mother and daughter battled over that 

issue. 

In addition, Senhora M and her ex-husband had frequent fights because 

from time to time she would decide to enter his house and take whatever she 

wanted. She would argue that she helped him to construct the house; 

therefore, she owned the house and could get whatever she needed. We 

talked about the need for her to be organized and take control of her life and 

help her young daughter and son. It was clear to me that she used, 

powerfully, her symptoms to express how upset she was with everything 

surrounding her life. After analyzing the situation, my interpretation was that 

although Senhora A/had intense fear of having a heart attack mixed with 

frequent suicide thoughts, she had great desire to hve, she was a survivor. 
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After a few meetings, I visited her home; it was a very difficult 

experience for me. They lived next to an open sewage system Cesgoto") with 

rats playing next to children. That village was absolutely dirty and formed by 

small to large houses, some with two floors, built without any construction 

pattern. I could not believe that somebody could live in such a place but 

many people did. Senhora Afs house was an empty, very small room without 

any ftimiture or door (the policemen broke the door after killing her son, 

looking for money or drugs). Indeed, the police found and took the money—it 

was to be used to buy a little house for her away far from her daughter and 

ex-husband. 

When I arrived in her house, there were many people (men, women and 

children) outside; they were talking loud, some children were fighting and 

others playing next to the sewage. I asked what had happened and she told 

me that a young boy was found dead in the sewage; people were debating 

whatever it was a drug dealer affair Casserto de conta entre trqficantes)." 

She asked her friend (another patient) to watch my car while I was there. The 

smell was really bad; a few months earlier, members of the community made 

a rally to the Mayor's office asking for solution to that problem. 
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She apologized for her house; I feh sorry for her. In the beginning, we 

did not know what to do. She knew that I would visit her but she did not quite 

believe it. I was surprised with the number of children playing next to the 

sewage system. We discussed how difficult was the situation. She said that 

the "politicians" do not solve the problem... 

Her home was in the back of her ex-husband's and next to her daughter's 

house. All of houses were very small. A common practice in poor 

neighborhoods, a person buys (or possesses) abandoned land and rapidly 

constructs (during the weekend) a small room. Then other rooms are 

constructed. When the children grow, tfiey add other rooms for their families. 

Thus, the extended family lives together on the same land; this contributes to 

constant argument and aggression. 

I was surprised with the large number of people that I knew in that place; 

many of them came to see me. Later, I verified that most of the people from 

that region had at least one family member killed by policemen or drug 

dealers. I was afraid. Several people told me that I had to be carefril because 

that village was considered one of the most dangerous shantytowns in S§io 

Paulo and there were frequent fights with shootings in relation to the drug 

traffic. 
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1 discussed the situation with the social worker and we sent Senhora M 

for having public law's advising. She also was included in the city's social 

support list for food stamps. She improved her emotional condition and she 

was able to find a job (temporary servant). Her sister offered to her a little 

space in her yard to build a room in the other side of the city but she did not 

accept. She preferred to stay next to her daughter and ex-husband arguing 

that they would not let her young daughter go with her. She continued to live 

in her room but she put a door in it and acquired a mattress, kitchen oven, 

clothing, and so on. Once a week she visited her son in jail and he was giving 

her money. Although she said she did not know where the money came from, 

she was accepting it. 

This patient and her neighbors taught me many things about how social 

and economic factors may influence or even determine mental disturbances. 

From the psychiatric point of view, Senhora M was able to improve her 

physical and emotional complaints; thus, she was considered stable. 

However, Senhora A/had too many social and economic problems to 

improve, in my opinion, her long time clinical disturbances. Independent of 

being 'biochemically' stabilized, I think that Mary's attitudes and values will 

always be depressed. 
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In a country like Brazil with unfair distribution of wealth there are 

many histories like Senhora A^s. Unfortunately, there is not much 

psychiatric solution for these problems. From the medical perspective it is 

not a medical but a social problem. Yet, there is no support system to help 

patients overcome these circumstances. It seems that it is "nobody's 

problem." I feel myself very involved in these types of problems that affect a 

part of my patients. Also, I think that mental health professionals cannot 

separate physical or mental complaints from the ways in which people live. 

The psychiatric treatment of low socioeconomic individuals has to deal with 

psychosocial and economic factors. 

The Case of Senhor A : Treatment of Depression—^Toward 

Re-socialization 

The case of Senhor A is the example of a positive outcome of major 

depression, only after incorporating religious beliefs and activities into the 

psychotherapeutic process. 

Most depressed patients have a satisfactory response to antidepressant 

drug therapy, especially when it is combined with psychotherapy. Some 
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patients, however, independent of the dosage level of medications that are 

utilized, appear to have no positive response to combined treatment. This 

failure of the scientific medicine may be overcome if the psychiatrist accepts 

the incorporation of folk therapies within the process of treatment. 

Senhor .4 is a Caucasian male, under 30 years of age, diagnosed as 

depressed and with personality disorders, who had no response to high 

dosages of neuroleptics and anxiolytics in association with antidepressants, 

including modem antidepressant drugs. On the other hand, there is a 

common sense approach, which purpose is to work with the patient's life 

experience expressed by cultural values and religious beliefs. This technique 

was able to help the patient and his relatives to live a more stable life 

without depressive signs and symptoms. 

He was the third of six children (three males and three females) and 

his oldest brother died in a car accident a few months before his treatment 

with me. Senhor A was bom in the city of SSo Paulo of migrant worker 

parents. He had elementary education and had no professional skills; he 

worked a few times only on temporary jobs. 

Senhor A grew up in a disturbed environment exposed to constant 

physical and psychological abuse from his father, who was also a survivor 
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from a childhood abusive home. His father had constant violent episodes of 

beating the children and Senhor A's mother. 

Ten years ago, Senhor A began to experience sadness, self-reproach, 

feelings of guilt and worthlessness, fear, hostility, heteroaggressiveness, 

isolation from relatives, social withdrawal, and mainly suicidal thoughts. His 

main complaint was the strong desire to die. Because of these symptoms he 

had over thirty psychiatric hospitalizations, most of them in short-time 

admissions. After the discharges he maintained regular appointments with 

his psychologists and psychiatrists although he had no respect for the mental 

health professionals who assisted him. He was considered a difflcuh patient. 

At home, he revealed his desire of killing his father, a very aggressive 

person who used to beat his wife and children for no apparent reason. 

Senhor A had better relationships with his mother and sisters, but sometimes 

he would remain hostile for one or more weeks and would avoid 

communicating with them. 

In all the services that he was admitted to he created problems of 

isolation, suicidal attempts and episodes of aggressiveness directed toward 

other patients and mental health professionals. In addition, some patients 

were afraid of him because of his facial and body language-he did not look 



at the persons' face, never smiled, and had a constant expression of being 

angry. Senhor A would give the impression that he would hurt someone, but 

he never did. At the same time, he used to complain that nobody liked him, 

which contributed to his unhappiness. 

In our service, the mental health day hospital, Senhor A had six 

admissions during a one-year period in which the discharges were by 

transference to psychiatric hospitals. Thus, his symptoms never improved. 

Sometimes he was irritated and had manifested hostility toward other 

patients if they tried to talk with him. Other times, he presented a physical 

and mental inhibition without any communication with the outside world. 

Constantly, he had suicidal ideas and attempts. Two different psychiatrists 

(in different occasions) assisted Senhor /I in the mental health day hospital 

and they considered him to have a severe case of depression complicated by 

personality disorders. His treatment was a combination of psychoanalysis 

and drug therapy. 

All the professionals of the mental health day hospitals were involved 

in Senhor A's case because he was discussed several times during our 

weekly meetings. Thus, although I did not \XQ2ii Senhor A, I had reasonable 

information about his life and illness. There was a significant frustration of 
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the mental health team with the failure of Senhor /I's treatment. My personal 

feelings were that, as a group, we did not know how to deal with his 

problem. I was sure that the team was missing something but I did not quite 

know what it was. 

A few times, Senhor A asked to talk with me (because I was the 

director of the hospital) to complain about the professionals who were 

treating him. He would say that his psychologist and psychiatrist did not care 

about him and he would ask to leave the hospital. Because he was utilizing 

high dosages of medications, he had important side effects and medical 

complications. Nonetheless, Senhor A continued to have suicidal tendencies. 

After several attempts to help him, the mental health team decided to 

discharge and refer him for outpatient treatment. 

I was the only professional who thought that Senhor A should not be 

discharged from the mental day hospital, but I accepted the decision of the 

team who was treating him. There was an overall feeling of failure and 

tiredness among those who treated Senhor A; it was clear that everyone 

cared about him. After several meetings with him and his family, the 

psychiatrist discharged Senhor A. He tried outpatient treatment and, indeed, 

he decreased the suicidal attempts. 
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One year later, he returned to the mental health day hospital with a 

referral for admission. Because his psychiatrist had left the mental health 

day hospital, I was indicated to evaluate him. 1 was informed that his brother 

died in a car accident a few months earlier. The whole family was very sad, 

including Senhor A who was deeply depressed with physical and 

psychological inhibition. 

In the beginning, I was reluctant with his re-admission, but 1 was 

concerned that Senhor A would attempt suicide. After a long discussion with 

the family and later with the mental health team, I decided that I would treat 

him. I also thought that I would have the opportunity to evaluate why he was 

not responding to our treatment. I was moved by feelings of compassion 

toward Senhor A. Unlike other professionals of our service, I was feeling 

comfortable with the idea of working with Senhor A. 

After investigating the history of illness and antecedents, I concluded 

that I would not utilize the psychoanalytic approach because I knew that it 

did not work previously with my colleagues. Thus, I decided to utilize the 

common sense approach, based on the understanding of his personal and 

sociocultural life, being '^continente" emphasizing the things that were 

positive in his life, and together with the whole family, who were 
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participating in the weekly meetings, looking for a more productive social 

life. 

In the first meetings, I noted that Senhor A^s father was a hostile and 

critical man. He seemed to have no respect for physicians or anybody. I told 

Senhor A's father how his son's behaviors were similar to his own. During 

the psychotherapeutic contract, I had explained to the family that 1 would 

use a different approach centered in the whole family. The father told me 

that he was a busy man and he could not come regularly. I replied that 

without the involvement of the whole family I would not treat Senhor A and 

I was absolutely convinced of that. With the first absence of the father, who 

was said to be sick, I re-scheduled the meeting. Then I had no problem with 

attendance, I leamed later that Senhor A's father did not want to be included 

in the treatment previously, stating that he was not "/owco" (crazy) and did 

not need to come to the mental health hospital. 

After several meetings, I perceived that Senhor A's father was more 

receptive to both our discussions and Senhor A's religion, even accepting the 

advising of Senhor A^s possessed spirits (see below). At that time, I knew 

very much how we, I, Senhor A^s psychologist, and family, would work. 1 

reduced Senhor A's medication about 60 to 70% and I literally introduced 
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him into the groups of activities that were developed in the Day Hospital. I 

told him the importance of being with other persons and he accepted to try. 

In the beginning, I remained in the groups with him, later on it was not 

necessary. He had some interesting ideas and several handcraft abilities. 

Later, he gave an important contribution for our handcraft works, which 

were sold during our bazaars. 

One thing that called my attention was the religiosity of that family. 

Although hostility was very common, they had a family meeting every week 

to pray. I tried to understand the characteristics and significance of the 

meetings in their lives and what happened before and after each ritual. The 

major conflict was that Senhor A frequented Afiican Brazilian religion, 

while his father was spiritualist and did not accept that religion. Still, 

religion was the most important activity of Senhor A's family. All of them 

reported to feel much better after the rituals. Senhor A also was receiving a 

spirit of a child, who sent advice for every member of the family including 

Senhor A. The content of the advice was a clear manifestation of Senhor A's 

desires. 

After three months of treatment, the family began to respond 

positively to my advising. They seemed to enjoy coming to our meeting and 
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there was no absence; the father was accepting Senhor A"s religion and the 

advising of his spiritual guide. I felt that this acceptance was related to my 

acceptance since I am also an Afncan Brazilian but I did not discuss that 

issue. 

Senhor A improved his relationship with the other professionals and 

patients of our service. He even found a girl fiiend and told me that he 

would like to have a profession before he asked her to marry him. After 

seven to eight months, he was functioning satisfactorily. Only once he did 

try to cut his arm after the girl left him for another boy fiiend. Later, 

following the suggestion of his father that he would find another woman, he 

accepted the situation. At the same time, Senhor A and his father became 

fiiends; they discussed soccer and sexual issues. His father began to say to 

Senhor A that he loved him, his mother, and sisters and brothers, which 

made Senhor A very pleased. He externalized several times how important it 

was for him to know that. 

Senhor A was very helpfiil in the group therapies, participating in all 

activities in the mental health day hospital that he was invited to. I had 

absolutely no problem with him. Also, his parents became involved in some 

activities and were very helpfiil to other patients. 
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Senhor A demonstrated a deep respect for me. When we discussed his 

discharge he told me many beautiful things; he said that I saved his life. We, 

I and the other professionals, were very pleased with Senhor A's 

improvement. After the discharge, he continued to visit us every one or two 

weeks and he remained stable. His parents improved the relationship 

although from time to time they continued to fight over family affairs. His 

father agreed to have psychological treatment to discuss his personal 

problems. After the discharge, Senhor A began to attend a hair dresser 

school and his mother was teaching him at home. He offered his services to 

other patients in our hospital. He was a creative person. 

This complex case of depressive disorder with a limited (negative) 

response to drug therapy and conventional psychotherapy demonstrated the 

variety of altemative forms of therapy that can be used to help depressed 

patients. Although one cannot be sure that the outcome of the treatment will 

be successful, the experience of the mental health day hospital for 

chronically impaired patients showed that openness for all aspects of the 

patient's life may direct the mental health professionals toward a much more 

satisfactory therapeutic outcome. 



237 

CHAPTER 8 

SAMPLE SURVEY: RESEARCH TECHNIQUES 

For this dissertation, qualitative methods were utilized, including 

participant-observation and open-ended and focused, and scheduled-

standardized interview. 

Because of my physician background with long-time experience in 

mental health services, my interpretation of the findings might be biased 

toward the medical, psychiatric understanding. I tried to control that but I am 

aware that in some aspects I may have a biased understanding of depression. 

During the fieldwork, I had to make arrangements and change my 

initial goal of working in a large mental health office, Ambulatorio de Saude 

Mental do Belenzinho'. A variety of constraints (reduced number of workers 

in that service, and, the reform in the health system, which emphasized the 

decentralized assistantship and resulted in the transference of patients from 

that facility to many others) impeded following the initial goal. 

At the same time, I was hired to work in two different public services: 

First, as a psychiatrist in the Health Center of Carapicuiba, in greater SSo 
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Paulo. Later, I was hired as the technical and administrative coordinator of a 

day in-patient, the Hospital Dia em Saude Menatal, in Ermelino Matarazzo. 

These two regions have meaningful similarities. The most important, for this 

study, is the large number of illiterate migrant {Nordestinos) from the East 

region in the country. 

Thus, I decided to take advantage of my professional experience and 

interview everyone who spontaneously chose or were referred for my 

assistance. The study was directed to patients who had depressive complaints. I 

interviewed a relatively large number of subjects, 565, and included only 105 

in the study. During the selection process, I used customarily, 'non-medical' 

words that contributed to facilitate our contacts. I had no problem having good 

rapport in the interviews mainly because of my psychiatric experience and 

background. Usually, in Brazil, people have deep respect and trust for 

physicians who, even without economic or political power, have intellectual 

and social influence. It was clear to me how much the interviewed were 

enjoying to participate in the study. Everybody who was invited accepted 

although some patients were concerned by the questions and wanted to know if 

"I would publicize the results." I understood their worry and reinforced that 

their identity would be preserved and I would not utilize names but conditions. 
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After my explanations, the patients accepted to participate in the research study 

and were very helpful. 

One part of the sample was collected in Carapicuiba, a small city located in 

greater SSo Paulo. Before I began to work in Carapicuiba, 1 had a very limited 

knowledge of this village. Except for my visit in the beginning of 1980, to 

participate of the annual Celebration of Festa de Santa Cruz, an Indigenous 

Tradition (described in the Chapter 5), I knew Carapicuiba was a bedroom city 

(cidade dormitorio), located 20 minutes driven from the West region of the 

City of S3o Paulo. As most Brazilian poor cities, Carapicuiba had very 

ineffective public systems, including health, education, and sanitation. 

Carapicuiba composes with other small and large municipalities what is called 

the greater SSo Paulo (formed by the city of S3o Paulo and industrialized and 

bedroom cities). Because of its location, Carapicuiba has a good transportation 

access, including: Marginal de Pinheiros, Rodovias Raposo Tavares and 

Castelo Branco Highways, CBTU train, and bus service. The easy access to 

Sao Paulo contributes to many people to work in Sao Paulo while living in 

Carapicuiba. Sometimes, I had problems with my car and I used die train. It is 

a fast way of arriving to the Municipio although too crowded. 
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Since the beginning of my work in the Health Center Jardim Ana 

Estela, I had decided that I would do the research for my dissertation there. 

Although located in a region very close to Sao Paulo, Carapicuiba's life 

seemed to be very similar to that of any small poor village in the country. As 

I began to work I had not a clear picture of what I should do. I did not know 

how to make sense of all the things that I was observing. As 1 said 

previously, I spent ahnost ten years living abroad; during this time there was 

a remarkable change in the Brazilian life. As soon as I began to work, I was 

intrigued by the number of people that I gave consultation with distress. In a 

professional meeting, I asked my friend what was happening with people? 

Are all being depressed? My friend made a joke saying that I should talk 

more with physicians (suggesting that everybody was depressed). Thus, as 

the time was going by, I registered on my diary the following questions; 

How people make sense of their lives and how they construct and represent 

depression? What are their feelings? Following these ideas, I began to 

inquire of myself as an active participant in the neighborhood, the following 

questions; Am I understanding what people are experiencing? How do I 

interpret the meaning of what people are saying? How can I put in words 

what I am seeing? How to deal with the "other" when I am 'part' of them? 
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What 'distance' should I have to understand, emotionally, the cultural 

pattern of depression? What were my (and my patients) reality and fantasy? 

By Vy orking many hours, daily, in the same place, my universe and 

that of my depressive patients were the same^. We shared historical common 

events such as death of two inpatients who were participating in this study, 

death of family members of patients and mental health workers, a 

psychologist who was assaulted and so on. Observing that universe of large 

poverty and all sort of human sufferings, I was intrigued why some 

depressive persons alter taking medicines return to their normal, social life 

while others, independent of the amount of drug or medical support that 

receive do not improve their conditions. I thought that even having a very 

strong biological, biochemical disturbances, there are other factors (social, 

economics, cultural and personal) that affect the incidence, prevalence and 

expression of depressive ilhiess. The research techniques utilized for this 

dissertation was directed toward this concem. Different types of qualitative 

approaches were used. 

Participant-Observer 
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Participant-observation and Interview methods are described as the 

most important qualitative approaches tor anthropological investigation. The 

work with depressive persons involves several arrangements as a way to 

understand what is communicated verbally and through attitudes. I verified 

that initially informal, non-standardized interview gave a frame 'without 

pressure' of what I wanted to know but with freedom for the person to talk 

about what was the burden of his/her life. It fimctions like a support for 

someone who hardly can cope with him/herself. After that, formal 

interviews helped to check some points that were left out. Fhus, I verified 

that informal (non-standardized and focused interviews) and formal 

(schedule-standardized questions) are complementary to each other. Some 

scholars have suggested that non-schedule interviews are more appropriate 

to cross- cultural studies because they increase the chance of getting 

information while the researcher is adapting to the new cultural environment 

(Jones, 1985 and Richardson et al., 1965). 

Historically, anthropologists like Franz Boas (1922) and Bronislaw 

Malinowski (1922; 1927; 1929 and 1935) developed a new approach to 

ethnographic fieldwork, the participant-observation technique. It was based 

on acquiring information through long-term residence with the people under 
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investigation. Until that time, anthropological researches were circumscribed 

more by short-time visits to the studied community. Malinowski, for 

example, lived for approximately four years among the Trobrianders and 

was able to observe and record principles of social organization, as well as 

historical events, and cultural values, habits and beliefs of the society. This 

new approach to fieldwork: was very important for anthropology because its 

expectation was beyond the rigid, organic, view of human behavior. 

Malinowski was concerned with the ways in which 'tension' and 'stress' 

between individuals and groups were associated with beliefs and customs, in 

order to promote social integration (Malinowski, 1922; 1927; and 1929). 

Although there have been major changes in the manner that social 

anthropologists do fieldwork, however, participant-observation is still 

considered to be the main ethnographic technique for anthropologists who 

seek to acquire as much knowledge as possible of their research in rural and 

urban communities. They often combine data using formal, objective tools 

of social surveys, structured interviews with knowledge obtained through 

participating in everyday life and observing attitudes and beliefs as they 

happen. Participant-observers can analyze the daily actions of individuals 

governed by 'introjected,' structured, social principles of behaviors that are 
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shared by the whole community (Evans-Pritchard, 1964; Jones, 1985; and 

Mertonetal., 1956). 

Participant-observation was particularly useful in this fieldwork with 

mentally ill patients; some patients were so depressed that they could hardly 

talk or interact properly. One interesting aspect of our relationship was 1 

decided to spend qualitative time with very depressed patients with whom it 

was temporary impossible to have verbal communication. So 1 decided to be 

close to them using little dialogue, only being there. Sometimes, I tried to 

hold either a book or medical prescriptions trying to avoid an uncomfortable 

situation. This was a very interesting experience for me. Later, after 

improving their mental conditions, I was informed how the patients 

appreciated what I was doing. Some told me how grateful they were because 

of that; they express their gratitude saying that "I was an Angel that God 

sent to help them and, take away the darkness Ctrevas") of their lives." This 

seems to be an effective (and affective) way of dealing with depressive 

persons. A major problem is that the physician can assist only a few cases 

each time and, the Brazilian medical services are programmed for many 

patients been assisted by one physician. Anyway, the experience was very 
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positive and could be used more often. I had the opportunity of discussing 

this experience with mental health officials. 

Preparing Interviews 

I had only broad general guidelines; I thought each person should 

design his/her own interview. I related some signs such as voice intonation, 

behavior, body expression, manner of talking, eye contact, anxiety, 

closeness or indifference to the environment, relationship with me, 

acceptance, health and social support, and so on. Although the 

administrative support worker filled out a form sheet with the patient's 

identification and handed it to me, I would call the person's first name and 

introduce myself by my first name (in Brazil, we introduce ourselves using 

the first name). Then 1 would ask his/her full name, only to facilitate the 

dialogue. The first interview was always a psychiatric one. Then I would 

invite the person to be in the study, utilizing a different time (outside my 

medical work schedule) to do the interviews. I explained that it would be a 

long talk and I would ask to program at least 1.30 hours for the interview. 
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Many patients wanted to know before "why such a long interview." Later, I 

heard some conversation that I was also a "journalist." 

Selecting participants 

I programmed to include in the research every new patient who sought 

treatment with me. Therefore, I interviewed 565 patients; from those, 105 

had depressive complaints. During the selective process, I was not 

distinguishing the types of depression (psychosis/endogenous or 

neurotic/reactive). I was interested in the symptoms that brought the persons 

to seek treatment. Some patients literally informed me that they had 

depression; others presented depressive complaints (listed in Appendix C) 

but were not conscious of the nosologic terminology. My goal was to 

include in the study only persons who had depressive complaints and were 

treated with antidepressant drugs. I wanted to be sure that all participants at 

least from my psychiatric evaluation were depressive. I learned doing the 

fieldwork that after the stressful period, some patients tend to discard 

depressive symptoms declaring that they did not have them, even though I 
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had opportunity of observing the rejected complaints. I felt this as a reaction, 

the ego defense mechanism, and an attempt to hide the painful situation. 

SampUng Information 

From the statistics perspective, sample is defined as the small part that 

represents the whole. Sampling people or information is directly associated 

with whether the ethnographer follows qualitative or quantitative methods 

(Goode and Hatt, 1952). 

For this dissertation, I utilized sampling information; I was not 

concemed with the size of the sample to be used or how representative it 

was of the large population. My interest was the understanding of the factors 

that influence the experience and expression of depression in the low 

socioeconomic environment and how people interpret, translate, and 

represent their feelings. 1 used two distinct but very similar conmiunities 

(Jardim Ana Estela and Ermelino Matarazzo) each one had a population 

around 100,000 individuals where I worked for 1 Vz and 2 years respectively. 

In Carapicm1}a, the regionalization of public health services was very 

simple because of the limited number of public health facilities. There were 
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only one psychiatric emergency plus five Health Centers; three of them had 

a mental health team formed by one psychiatrist, one psychologist and a 

social work. Each health center had its own geographically divided 

population, hi addition, there was a centralized psychiatric ambulatory 

facility where were held most psychiatric consultations with a team formed 

by five psychiatrists, four psychologists, and two social workers. 

In die city of Sao Paulo, the situation was very complex with a large 

number of mental health services with different levels of complexity, for 

almost 15 million inhabitants. However, there is a geographically defined 

division of public health services in the city. In my opinion, medical 

assistance was decentralized in an effective manner in the city of S3o Paulo. 

The city was divided in 14 sub-regions, called ''Modulos" Each Modulo has 

its own health budget, which varies with the number of inhabitants and the 

number of specialized services, including high complexity hospital in the 

region; Ermelino Matarazzo was Modulo 14. Although the neighborhood 

was poor, it had a large general hospital with a reasonable structure, many 

specialized services, and it was located in a region with a large number of 

high complexity hospitals in the border neighborhoods. Technically, in terms 

of mental health structures, Ermelino Matarazzo and Carapicuiba were 
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similar, although Carapicuiba had lightly more psychiatrists than Ermelino 

Matarazzo. 

I treated the subjects as a group of people with similar complaints. My 

goal was to explore depressive feelings in a variety of ways, especially, in 

relation to verbal therapy, in which I wanted to emphasize the common 

sense approach to treatment. I had no problem doing that because of my 

professional experience. Also, as a native professional, I did not have 

problem with inappropriate questions, because I know what type of 

questions should (or should not) be asked. For example, low class people, in 

Brazil, do not like to talk about their income. It is an uncomfortable thing to 

talk about except with social workers for reasons of access to public 

resources. 1 knew but 1 wanted to relate depression to social and economic 

condition; thus 1 had to ask. The way that I found to ask the question 

halfway to the end of the interview when the patients were more comfortable 

and had talked about many other things. I perceived that income was 

considered just as "one more" question. 

Interview Process 
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By using a non-standardized interview, I first asked about the 

conceptualization of depression and the meaning of the word. If the person 

did not know the word, I tried to inquire about his/her symptoms related to 

depression without utilizing the word. As I described before, all the 

participants in the study had depressive disturbances. Some of the questions 

that were asked include "Can you describe what depression is?" "Do you 

have it?" "Do you think that is a problem?" "Is it a medical (disease) 

problem?" "What should people do when someone has depression?" "Can 

you identify someone with depression?" "If depression is a medical problem 

does the person need treatment?" "Who decides when and where to search 

for help?" "What should be done?" (the questioimaire is included in 

Appendices A and B). These questions were not oriented to yes or no but a 

free conversation about these topics. The questionnaire was translated and 

adapted to the Brazilian language. As much as I could, I tried to ask the 

same questions for all participants. 

In my opinion it is difficult to do fieldwork with mentally ill patients 

because they have different stages of disease and different forms of relating 

to the outside world. Sometimes verbal communication is so poor that the 
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content of the examination has to be based on subjective analysis of the 

interviewer (Richardson et al., 1965). 

The use of a tape recorder has been suggested as an effective way of 

registering information and decreasing memory bias (Jones, 1985). 1 

recognize the importance but for this dissertation, I did not have a good 

response using it. In the beginning of the research, I tried to record the 

interviews but some patients were feeling very persecuted and the tape 

recorder was increasing delusions; 1 explained the reasons for using the tape 

recorder, but the uncomfortable situation remained. I had to explain over and 

over why I was recording and the topic continually came back. Later on, I 

realized that I was losing much time to explaining and I decided to abandon 

the tape recorder and keep notes. I had a hard time writing down everything 

that I could and keeping my memory without much distortion. I planned 

three to four formal encounters with each person. In the Posto de Saiide 

Jardim Ana Estela, I had weekly or monthly consultation with the patients 

for 18 months. In the Hospital Dia em Saude Mental do Emielino 

Matarazzo, I worked for 2 years; I had daily consultation over a period 

between three months and one year with in-patients. 



252 

In-Deoth Interview 

Besides the clinical comprehension of the patients with depressive 

complaints, I was trying to understand how low socioeconomic people 

construct depression, what are the meaningful factors, and how these 

variables influence the conceptualization of depressive disorders (Jones, 

1985). 

Following my routine, the first interviews were realized in my office 

where 1 had chance of making a superficial, physical examination (e.g. 

measurement of blood pressure, cardio-vascular examination, checking 

weight and height) in all participants of the study. By using a semi-

structured interview, I would ask questions about the problem, when did it 

begin and so on. In general, the initial conversation was about disease, 

expressed as depressive symptoms and signs. Then I would direct the talk to 

their lives, habits, values, beliefs, desires, social and professional life, life 

events and other historic events related or not to the disease (Jones, 1985). 

In the daily life of depressed people, the social environment is 

partially shared with other persons; there are personal reasons for some 

behaviors, which can be understood only through personal meanings and 
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significance. I was concerned with how depressed people utilize their values 

and belief systems, developed throughout their lives, to explain and classify 

all possible events in their environments. I was intrigued with the 

significance of destructive power which depressed people have and how 

they utilize it. 

In-depth interviews helped me to explore the meaning and 

significance of depressive complaints. Simple, direct questions seem to be 

an appropriate manner of understanding how a person constructs the reality 

in his/her own way. This understanding of that construction allowed me to 

pay attention to verbal and non-verbal communication. 

Schedule-Standardized interview 

In the last forty years, there has been increasingly criticism of the lack 

of objectivity in anthropological ethnographic fieldwork (Bastin, 1985). As a 

result, several anthropologists have used sociological research techniques 

like schedule-standardized interviews in fieldwork settings (Bastin, 1985 and 

Richardson et al., 1965). There were two reasons for the use of schedule-

standardized interviews for this dissertation. First, because of the specificity 
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of clinical depressed patients who present a range of psychological and 

physical complaints. And second, to check the frequency of symptoms in 

relation to psychosis and neurosis. 

The difficulty I found in applying the questionnaire was associated 

with the psychological condition of some respondents who were so 

depressed that could hardly talk. They answered the questions so slowly and 

softly that 1 could not hear well; other persons were very distracted and did 

not pay attention to the questions. Sometimes, I had to ask several times 

before I got an answer. In addition, some people were illiterate, living in 

rural areas ("caipira") and utilizing a different dialect to communicate their 

problems; they had such a strong accent that sometimes it was difficult for 

an outsider to understand. 

Some people did not recognize die term depression. For example, I 

asked; O senhor tern depressao? (Do you have depression?) Sabe o que e 

depressao'} (Do you know what depression is?) they answered: nao, o que e 

isso? Eu nao sei sobre o que a senhora estd falando; o meu problema e 

nervosa, uma coisa mint na cabega, coragao fechado, vontade de sumir, nao 

quero ver ninguem por perto (No, I do not know what you are talking about; 

my problem is distress, a bad thing inside my head, I do not want to see 



anybody). Although the persons did not recognize the terminology, they 

would list depressive complaints. 

Another type of problem was related to the questions about the 

definition of depression. Some individuals were perplexed with questions 

such as "what is depression?" They said: You should know more than me, 

because you are a doctor; I can't say to the doctors what type of disease I 

have..." I had to explain several times about the study. Sometimes I had 

difficulty in persuading them. 
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Notes 

' Almost 20 years ago, I directed this service when it was the largest mental health facility in the City of 
Sao Paulo. Nowadays, there are many mental health ofHces in that region. 
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CHAPTER 9 

SAMPLE SURVEY: RESULTS OF THE STUDY 

Depression is highly prevalent among Brazilians from high to low 

social backgrounds. The diversity of terminology used as idiom of distress 

suggests the need for studies about the semantics of depression. Most 

researchers agree that culture shapes the experience and expression of 

disorders although the influence of cultures upon cognition and constructs of 

depression is difficult to make evident. Some cultures such as the Chinese 

use metaphors of bodily distress to express psychological disturbances 

(Kleinman, 1986). 

Other peoples like Brazilians utilize several lexicons to categorize 

affect, behavior, cognition and vegetative signs. The occurrence of high rates 

of psychological and somatic symptoms indicate the tendency for Brazilians 

to "psychologize" and "somatize" their distress. In this way, depression may 

be understood as a social disease within an affective context of dialectic 

relationship between the individual and his or her society. 
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Social and cultural structures such as types of beliefs, values, patterns 

of living, lineage, types of food, educational levels and access to social 

resources are very important factors to be considered in the cause and 

prevalence of mental illness. The extended family and neighbors play an 

important role in the categorization of symptoms and alleviation of mentally 

ill patients. Prior to deciding the type of treatment to seek, the family tries 

several solutions which vary from home remedies to psychiatric drugs, 

prescribed for another sick person. If these interventions do not resolve the 

problem, the family decides to seek the help of a "specialized professional," 

who very often is a traditional practitioner. Thus before the sick person 

enters the Westem sector of the health care system, there are several actions 

developed by the family and traditional practitioners to heal the sickness. In 

this sense, from the Western medicine point of view, many patients present a 

history of chronic disorders when they arrive at the mental health care 

service. The main role of the family of a sick person is to be supportive. 

However, sometimes the sickness causes stressfiil relationships between the 

sick person and relatives, which provoke rejection and inattention. 

Together with the extended family, traditional practitioners perform 

important flmctions in the categorization and treatment of depressed lower 
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social class individuals although mental health officials have not 

acknowledged their actions. Nonetheless, many folk practitioners have 

special skills to categorize and treat mild depressive disorders. As described 

previously, in the Brazilian society there is a mix of different cultures to 

form the "melting pot society." Because of widespread belief that dysphoric 

affects have a supernatural etiology, individuals from different religious 

background tend to seek Afncan religion {Candomble, Umbanda, and 

Umbandomble) to treat depression, recognized as feitigo or macumba. 

In the Afncan religious tradition, there are different types of 

traditional healers including herbalists, diviners, shrine priests, and 

witchdoctors representing different specialties (Field, 1960). However, in 

Brazil, babalorixds and iyalorixds tend to have cumulative functions of 

diviners and herbalists and a great skill to diagnose and treat human 

sufferings. They interpret the supematural world and prescribe traditional 

therapies. Then curandeiros, who are more concemed with the treatment 

than the diagnosis, present major skills in dealing with herbs to treat somatic 

and psychological disturbances. The least important in the treatment of 

depression seems to be witchdoctors who are associated with the negative 

aspects of the magic world, black magic. 



260 

Traditionally, illness is categorized by expressions such as ^"estar 

doente" and ''sentir-se melhor^ given by the popular identification of 

complaints together with the region of the body (or mind) that is related to 

the folk causes of sickness. There are three main groups of malady. First, 

there are common illnesses such as ^'cansagd'^ (fatigue) and gastrointestinal 

disturbances that can be resolved by home remedies (herbs). Second, there 

are somatic diseases which need assistance of Western practitioners and do 

not respond to traditional healers. And third, there are folk illnesses which 

are not healed by Western doctors but only by traditional practitioners, such 

as evil eye and macumba. Each category of illness involves different types 

of behavior that are associated with it. 

Depressive disorders are categorized as folk illnesses and the 

treatment depends on the understanding of the cause of complaints: ancestor 

spirits, sorcery {feitiqolmacumbd), evil eyes, or doenga de santo. Most 

depressive symptoms are considered to originate from supematural causes, 

hardly ever from worry or stressful events (as described in Chapter 6). There 

are preventive measures for preserving health and avoiding illness, including 

the observance of taboos (avoidance of certain foods or behaviors) and the 
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regular use of amulets to protect individuals and their belongings against 

diseases or misfortune. 

The sample data analysis demonstrated that lower class Brazilians 

recognize the depression lexicon and utilize many corresponding words to 

express their feelings and symptoms such as ""tristeza" '"contrariedade" 

''fadigar ''choro fdcil,''' ''medo" ''estar enterrado vivo" and so on 

(described in Appendix C). In addition, there may be accompanying body 

language in which facial expressions of sadness and unhappiness are 

combined with silence and, sometimes, verbalization of a few 

monosyllables. 

The interviewees used a richness of depressive expressions in a way 

very similar to that described by cross-cultural researchers as universal 

features of depression. For instance, most participants reported sadness, 

unhappiness, hopelessness, worthlessness, self-reproach, guilt, fear, suicidal 

thoughts and attempts, anger, fatigue and anxiety. At the same time, there 

were culturally shaped expressions that can be understood only within the 

Brazilian socioeconomic and cultural context. For example, depression was 

conceptualized as '"''pulsagao baixa,^^ ''^falta uma coisa por dentro,'"' sentir 

enterrado vivo," '"'"negocio tao estranho que agente ndo se sente bem nem 
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aqui nem em lugar nenhum" ""thbulagao na vida" ""'coisa maligna" 

""qfligao no coragdo" "limitagao da existencia" ''"'ideia fixa que nada vai dar 

certo e que a vida e uma merda" and so on. (The list of terminologies is 

attached to Appendix C). 

Almost all interviewees demonstrated great familiarity with the word 

depression, used more as mood disturbances than illness. Indeed, only a 

small percentage of the interviewees, eight percent, said that they did not 

recognize the word depression. Nevertheless, all of them had 

acknowledgement of expressions (idiom) to manifest both depressive moods 

and symptoms. 

As discussed throughout this dissertation, family plays an important 

role in the etiology and alleviation of dysphoric affects. The environment in 

which children grow up encompasses several dimensions—security, 

emotional meaning of relationships, self-understanding, social norms, and 

teaching skills—related to the variety of social functions. Together, these 

dimensions form patterns of interactions which characterize the social 

environment. Family is a dynamic milieu influenced by all members, 

including the child. Parents' mood variations (sadness, unhappiness, anger, 

and irritability) seem to greatly affect both the child's self-understanding and 
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the understanding of the outside world. The family needs to negotiate and 

adapt child behaviors with caregiver mood variation. Both children and 

parents have to adapt themselves to emotional disturbances, which will 

affect the child's perception of him/herself and the extemal world. 

Family of depressed patients tends to have more mood variations than 

"normal" family. This circumstance increasingly exposes children to risk for 

diverse disturbances including depression. Furthermore, depressed parents 

tend to have higher rates of punishment and to categorize their children as 

problematic more than do "normal" parents. 

By considering medical nosology. International Classification of 

Disease (9^^ revision), the participants in this study were categorized as 

twenty-percent bipolar affective disorder, depressed (ICD 296.5) and eighty-

percent unipolar affective disorders. There were three groups of unipolar 

disorders including major depressive disorder, single episode (ICD 296.2), 

major depressive disorder, recurrent episode (ICD 296.3), and neurotic 

depression (ICD 300.4). The diagnosis was confirmed in more than seventy 

percent of cases by at least three psychiatrists and fifty-percent of the 

interviewees were assisted by five or more psychiatrists. 
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The analysis of data shows that neurotic depression (ICD 300.4) 

represented more than fifty-percent of the interviewees. This finding, 

together with the high rate of anxiety (which confirms the neurotic aspect of 

depression), suggested the positive association between depression as a 

dependent variable and socioeconomic difficulty and stressful events as 

independent variables. 

The majority of the interviewees were considered chronically 

impaired, with a high percentage dropping out of treatment. The 

abandonment of treatment is a constant problem in most public health 

services, not exclusive to mental health facilities. The high incidence of 

abandonment by patients was related to the lack of friendship between 

mental health professionals and the mentally ill patients, false belief of the 

patient of being healed, self-denial and uncomfortable feelings of being 

discriminated against because of the illness, deficient drug supply available 

in die mental health facilities, and lack of financial support of patients for 

buying their prescriptions. 

UnhappUy, many persons experienced the disease for several years 

before they sought medical treatment; they did not know (before the 

treatment) that their complaints were a common medical condition. 
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depression. Even those who initially resisted accepting the treatment, after 

improving their conditions, agreed they had a disease to be treated by 

physicians. Some patients even suggested our service for relatives and 

neighbors. They even emphasized that mild depressive symptoms could be 

alleviated by help of friends, religious leaders and/or traditional therapists. 

But, severe complaints had to be related by physicians, through drug 

prescriptions. This folk idea is very similar to that defended by some mental 

health professionals. 

Some interviewees argued the need for combining psychiatric 

treatment with traditional, religious healing (Catholicism, Protestantism, and 

Umbandd). They believed that depression was a disease that would affect 

not only the body but also the soul; thus, it was necessary to receive 

religious advising. Indeed, very few patients (8.57%) did not practice any 

type of religious tradition. 

Even after they improved their medical condition, depressed persons 

continue to talk about feelings of guilt, sadness, lack of perspective, and 

fear, in such a vivid dynamic way. They combine a mixture of power and 

grace to explain the darkness of their lives. 
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By reviewing these questionnaires, I believe that depressed people 

very often need much more from psychiatrists than simple adequate 

medicine; they need empathy. However, the psychiatric consultation is 

demanding because of the large number of patients to assist (at least 12 

persons during four work hours). As a consequence, psychiatrists do not 

have "much time" to develop intimacy with their clients and, this is so 

important for the outcome of the treatment. The mentally ill patients have so 

much internal, productive life, that working with them, in my opinion, 

makes some of us more empathetic as human beings. 

Over fifty-percent of the interviewees had more that ten years of 

mental disturbances. However, fifty-five percent sought medical treatment 

only after many years experiencing severe symptoms, including social 

withdrawal, insomnia, anorexia, frequent suicide thoughts or attempts, self-

reproach, unhappiness, hopelessness, long hours in bed, neglected hygiene, 

and delusions. Some of the patients had several psychiatric hospitalizations. 

Although in-patients improved their depressive symptoms, twenty-eight 

percent of patients dropped out the treatment after their discharge for the 

reasons descnbed previously. 
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Characteristics of the Sample 

Gender (Sex) 

Most participants in the study were female, in a proportion of four 

females to one male (84 females and 21 males). This ratio might be related 

to the larger number of women assisted in public health facilities. 

Nonetheless, over seventy-five percent of males had more severe, intense 

symptoms than women, which could be interpreted that depressed men 

sought treatment only when the situation was out of control. On the other 

hand, after admission, men (eighty-percent) were more frequent and reliable 

in their treatment than women (sixty-percent) were. 

Age 

Depression affects people during their adult, productive life. In this 

study, it was verified that most interviewees were between twenty-one and 

fifty years of age. Twenty-four percent were between 21 and 30 years of age, 

twenty-five percent between 31 and 40 years of age, and twenty-eight 



percent between 41 and 50 years of age. Under twenty, there were very few, 

only three percent, and over 71 years of age, there were seven-percent. In 

Table 1 there are age and sex distributions. 

Ethnicity (Race) 

The overall difference between Caucasian and African descendant 

rates of depression among cross-cultural studies has generated a constant 

debate. The Brazilian medical data have described very little incidence and 

prevalence of depressive disturbances among African Brazilians. It seems 

clear diat this absence is more related to bias of the psychiatric ideologies, 

which tend to categorize as depression, in Caucasians, the same group of 

symptoms that they classify as schizophrenia or abnormal personality in 

African Brazilians. In addition, the structure of mental health services is 

directed toward middle class patients and does not facilitate the entrance of 

the poorest patients to specialized medical facilities. 

More recendy, there has been a change and some poor neighborhoods 

have mental health services, but still in insufficient number to attend the 

need of the low-income population. Because most African Brazilians live 
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way below the poverty line, they have limited access to medical resources. 

In fact, the large number of African Brazilian mentally ill patients who 

utilize psychiatric emergency in opposition to the scheduled ambulatory 

treatment, is a sign of this imbalance. This situation contributes to the 

misdiagnosis and, the consequent, mistreatment of many depressed patients. 

This study demonstrated that the experience and expression of 

depression is not the exclusivity of any racial group. N Brazil, depression 

affects in similar proportions Caucasians, African descendants and Mulattos. 

On the other hand, there is an increasing awareness of Mulattos, who are 

now identifying themselves as African descendants. In fact, by combining 

the group of African with Mulatto, African descendants represented the 

majority of participants in this study or sixty-percent. 

In this study there was no significant difference between ethnicity 

(race) and severity of symptoms. Ethnicity distribution is presented in Table 

2. 

Marital Status 
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In this study, most depressed women were married (52 interviewees) 

followed by single women (28 interviewees). One reason for that may be the 

socioeconomic pressure and family responsibility on women. There was a 

higher performance level of anxiety among women, including irritability, 

gastrointestinal disorders, restlessness, sleep and eating disturbances, easy 

crying, headache, and increased heart beating. Other complaints include high 

rates of feelings of emptiness, unspecified fear, hopelessness, unhappiness, 

and self-reproach, which contribute to this interpretation. These symptoms 

are associated with emotional pressure on women who have to work outside 

the home, while being responsible for their children and household 

problems. Because of the unfair division of labor, women have been 

surcharged as provider for household subsistence and maintenance. 

Moreover, by living in a very poor environment, there is an increasing 

preoccupation with problems that may involve children and spouses such as 

alcoholism, unemployment, drugs, and violence, which enormously affect 

the household members. Perhaps marital life demands too much self-

sacrifice or responsibility for the lives of their children and husbands. 

Marital status distribution is presented in Table 3. 



271 

Educational Background 

Most participants in the study had a very low educational level; forty-

seven percent of die interviewees had less than five years in school and 

seventeen-percent were illiterate. Comparing literacy levels with the severity 

of symptoms, it was showed that the severity of symptoms was inversely 

proportional to literacy. Less educated patients did not seek medical 

treatment except when the symptoms were out of control. Most of diem 

made no decision of searching for help, but, because of the severity of 

symptoms, these patients were compelled to get psychiatric treatment by 

relatives, neighbors or even policemen. Educational distribution is presented 

in Table 4. 

Migration 

As it was described in Chapter 5, most residents in the city of S§o 

Paulo are migrant workers. In this study, twenty-eight percent (29 persons) 

of the interviewees were bom in the Northeast region in the country. Also, 

twenty-two percent (23 interviewees) were bom in the neighboring state of 
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Minas Gerais, and twenty-one percent (22 persons) were bom in rural areas 

in the state of SSo Paulo. Finally, twenty-three percent (24 interviewees) 

were bom in the city of S3o Paulo (a low rate when compared with other 

Brazilian major cities). 

Migration has a positive association with mental illness because of the 

acculturation/adaptation process—cultural changes of religious, political, 

linguistic, and economic way of life—^which contributes to psychological 

dysfunction of some individuals. Lower class migrant workers present less 

potential to adapt to the new enviroimient, which may result in 

socioeconomic exclusion. By living between two sub-cultures, migrants feel 

the loss of their own cultural tradition while attempting to replace it in the 

process of being assimilated by the larger society. Feelings of loss and 

anxiety are constant among migrant workers, especially Nordestinos, a 

group of people with strong cultural tradition. In this process of 

integration/assimilation, migrant workers have less access to medical and 

social resources and are "forced" to be segregated (marginalized) into small 

groups. 

My own experience as an educated Nordestim migrant helps me to 

better understand how difScult is to "survive" in such a strange environment 
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like Sao Paulo is for most migrants. As I described previously, S3o Paulo is, 

in many ways, closer to major Western big cities than the Brazilian ones. 

The cultural tradition of these two regions (Northeast and Southeast) is very 

different and thus, the adaptation may not be so easy. Migration distribution 

is presented in Table 5. 

Religious Preference 

Presently, there are various reasons why many Brazilians have sought 

spiritual healing for overcoming mental illness and socioeconomic problems. 

One reason is the increasing dissatisfaction with the outcome of long time 

medical treatment; the other reason is the aggressive advertisement of 

religious leaders, through the media, that offer prosperity and healing of 

ailment. Because of feelings of guilt, depressed people positively associate 

mental illness with Divine punishment for their inexplicable faults. The easy 

healing and willingness to pay have mobilized faithful people to seek 

religious help. Several people give their testimony of health and 

socioeconomic improvement after embracing one or the other religion. 
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Most interviewees, about forty-five percent, consider themselves as 

Catholic, followed by twenty-eight percent of other Evangelic denomination. 

There was, however, a low rate of Umbanda believers, which I interpreted as 

a sort of "protection" because of the prejudice against Afncan Brazilian 

religious tradition. Indeed, some Umbanda believers do not externalize their 

faith outside their close relatives. Religious preference is presented in Table 

6. 



Table 1 
SAMPLE DISTRIBUTION BY AGE AND SEX 

Age = <20 21-30 31-40 41-50 51-60 61-70 =>71 Total 
Sex F M F M F M F M F M F M F M F M 

Female 22 22 24 5 4 7 84 

Male 3 3 5 6 4 21 

Total 3 25 27 30 9 4 7 105 



Table 2 
SAMPLE DISTRIBUTION BY ETHNICITY, AGE AND SEX 

Age 
Sex 

= <20 
F M 

21-30 
F M 

31-40 
F M 

41-50 
F M 

51-60 
F M 

61-70 
F M 

=>7/  Total 
F M 

African 1 7 4 1 6 2 1 I 3 22 5 

Caucasian 1 9 2 10 1 9 2 2 2 2 32 8 

Mulatto 1 6 8 3 9 2 3 1 2 2 30 7 

Asian 
i 

1 1 

Total 3 22 3 22 5 24 6 5 4 4 7 84 21 



Table 3 
SAMPLE DISTRIBUTION BY MARITAL STATUS 

Age <=20 21-30 31-40 41-50 51-60 61-70 =>71 Total 
Sex F M F M F M F M F M F M F M F M 
Married 14 13 3 11 4 2 3 2 42 10 
Single 3 5 3 5 2 6 2 1 1 18 10 
Widow 3 2 1 3 5 13 I 
Separated 1 2 2 5 
Divorced 2 2 2 6 
Total 3 22 3 22 5 24 6 5 4 4 7 84 21 



Table 4 
SAMPLE DISTRIBUTION BY EDUCATIONAL BACKGROUND 

Age 
Sex 

<=20 

F M 
21-30 
F M 

31-40 
F M 

41-50 
F M 

51-60 
F M 

61-70 
F M 

=>71 

F M 
Total 
F M 

Illiterate 2 2 6 1 1 1 5 15 3 
Primary 
Incomplete 

1 13 8 1 13 3 4 3 2 2 42 7 

Primary 
Complete 

2 6 2 2 1 9 5 

Secondary 
Incomplete 

6 4 3 2 13 2 

Secondary 
Complete 

1 1 2 

College 
Incomplete 

1 I 1 1 

College 
Complete 

2 I 2 1 

Graduate 
School 

I 1 2 

Total 3 22 3 22 5 24 6 5 4 4 7 84 21 



Table 5 
SAMPLE DISTRIBUTION BY MIGRATION STATUS 

Age 
Sex 

<=20 
F M 

21-30 
F M 

31-40 
F M 

41-50 
F M 

51-60 
F M 

61-70 
F M 

=>7/  

F M 
Total 
F M 

Minas 
Gerais 

1 3 1 1 I 1 1 4 4 20 3 

SP-Rural 3 8 2 3 1 1 1 3 18 4 
SP-City 1 12 3 2 2 4 14 10 
Northeast 2 3 9 12 2 2 25 4 
Other 
Regions 

3 2 1 6 

Total 3 22 3 22 5 24 6 5 4 4 7 84 21 



Table 6 
SAMPLE DISTRIBUTION BY RELIGIOUS PREFERENCE 

Age 
Sex 

<=20 
F M 

21-30 
F M 

31-40 
F M 

41-50 
F M 

51-60 
F M 

61-70 
F M 

= >7/  

F M 
Total 
F M 

Believe in 
God 

5 1 3 8 1 

Umbanda 4 1 1 1 6 1 
Spiritualism 3 3 
Without 
Religion 

2 1 2 4 8 1 

Without 
Information 

1 1 

Protestant 
1 

3 5 I 5 4 4 3 3 20 9 

Catholic 
2 

8 11 4 12 2 1 1 3 3 38 9 

Total 3 22 3 22 5 24 6 5 4 4 7 84 21 
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Socioeconomic Level 

Although the interviewees had lower socioeconomic levels, they do 

not form a homogeneous group. Indeed there is an important variation in the 

job wages per household. However, most interviewees had a very low 

income. The distribution of income per family was in the following way : 

most interviewees, sixty-eight percent, received around 250.00 US dollars 

(per month); thirty percent of the interviewees earned between 300.00 and 

800.00 US dollars (per month); and, only two percent of the interviewees 

received more than 800.00 US dollars. 

There were different levels of social life. On the one hand, there were 

relatively comfortable homes with electric appliances such as microwave, 

freezer, refrigerator, one or more TV sets, audio, adequate furniture, laundry 

machine, computer, car, and so on. On the other hand, there were several 

participants living in absolute poverty, like the example described in the 

Case of Senhora M (Chapter 7). 

Some of these patients were able to stabilize their depressive 

symptoms, although harsh socioeconomic deprivation was continually 
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affecting their lives. Socioeconomic dissatisfaction was closely associated 

with anxiety and depression. Many interviewees were concemed with the 

lack of perspective in finding any type of work, even informal jobs. This 

situation, together with the lack of energy experienced by depressed people, 

generates family debates, which contribute to increasing negative symptoms 

(i.e., hopelessness, self-reproach, worthlessness and suicide thoughts) 

toward the self in depressed persons. 

In the questionnaire, there were some questions designed to evaluate 

pattems of response about depression. The responses were very similar and 

distinctions were not observed related to geographic areas, religion or sex. 

Literacy, however, seems to represent an important difference in the 

experience of depressive disturbances among the interviewees. There is a 

pattem of response in which depression is descnbed as physical and 

psychological complaints. Below I will describe pattems of responses of the 

interviewees. The question was: Can you describe depression? 

Case I is a 49 year old Mulatto male, migrated from the Northeast 

region 30 years before, a business owner. Evangelic, married with 6 

children, with incomplete high school education. He was raised in an 

abusive environment, his father for many years physically abused his mother 
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and children; then his father abandoned the family. His mother migrated to 

Sao Paulo and they lived in a shantytown. He attributes his emotional 

problem to his life. He identifies himself as a survivor. In Sao Paulo, he "had 

to work" for drug dealers and he is ashamed of his previous life. He thinks 

that he is a successful nordestino because he lives in a very comfortable 

house, his business is doing fine and he loves his wife and children. 

He thinks that his emotional disturbances are related to both the great 

poverty and family difficulties. He complains of being "restless and 

impatient (pessoa impaciente)'' Sometimes he loses his temper and becomes 

very aggressive. Then he feels unhappiness for being hostile. For many years 

he used tranquilizer drugs prescribed by general practitioners, but he did not 

have psychiatric assistance. Two years before the interview, he was 

assaulted and became "fiightened," "with constant fear for the safety of his 

family," and "feelings of unhappiness," "sadness" and "guilt." He complains 

of lack of faith in God and he attributes his misfortune to his incapacity of 

being a believer. He describes depression as '"desanimo, falta de energia 

(lack of vitality, lack of energy), low self-esteem, nervousness, impatience, 

anguish, headache, easy crying, suicide attempts, and an intense desire to die 

as the only way to end personal sufferings." 
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Case 2 is a 46 year old Caucasian male, migrated from the state of 

Minas Gerais more dian 20 years before, an unemployed construction 

worker. Catholic, married, with incomplete elementary school. He is assisted 

by psychiatrists for aknost 20 years. His complaints include "<5tor nos nervos 

(vague pain), nao dorme (insomnia), ideias estranhas com maus 

pensamentos ^delusions>, medo excessivo de morrer ^fearful), (suicide 

thoughts), dor de cabega (headache) and uma tristeza infinita que e demais 

da conta (deep down feeling)." He describes depression as " uma coisa que 

aparece quando a pessoa Jica nervosa, uma angustia ruim, uma esquisiteza. 

Eu nao pooso ficar no meio das pessoas pois quando tern muita gente junta 

dd mais triateza em vez de dar alegria. Tambem eu sinto desanimo, fiilta de 

coragem, dor nos bragos e pernas. Hoje, eu estou melhor mas se eu ficar um 

dia sem medicagao eu nao consigo sair de casa. ("It is what I am feeling; 

something that appears when the individual is nervous, a great anguish. It is 

a strange feeling. I am unhappy when I am around other people. I also have 

lack of vitality and energy, pain in arms and legs. I feel a little better because 

of the medicine but if I do not take the medicine, I am so disturbed that I 

cannot leave the house.") 



Case 3 is a 74 year old African Brazilian female, a migrant from the 

state of Minas Gerais many years before (she does not remember the date), a 

widow, Catholic, illiterate. She had 5 children but only two are alive. Her 

complaints began two years before with "anguish (jnuita angustid), easy 

crying (so vivia chorando), insomnia, and unhappiness." She cannot listen to 

music because she cries very much; even the birds' songs make her sad. She 

finds no happiness in her life. She wants to die but she does not think to kill 

herself. She is concerned with becoming drug dependent but she sleeps only 

when she takes medicine. One of her daughters is mentally ill with several 

hospitalizations because of intense aggressiveness against her relatives. This 

situation increases her unhappiness. She says she does not know what the 

word depression is but she thinks she has "this thing." She believes that her 

problem is nervousness because of ""muitas dificuldades na vida (stressfiil 

life events). Agente poe muita coisa boba na cabega. Tambem, o dinheiro 

que se recebe do IMPS ndo dd para pagar as contas. A minha pensdo e de 

R$100,00 e eu pago a metade (R$50,00) de aluguel para a outra fllha; ela 

ndo queria cobrar aluguel mas o marido dela exigiu e eu live de pagar. 

Alem disso tenho que pagar dgua, luz, e remedios para mim e a outra filha 
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que e doente mental. Eu so mo passo necessidade pois minha filha e boa 

para mint e me dd as coisas escondida do marido. 

Case 4 is a 65 year old Caucasian female, migrant from the state of 

Minas Gerais since the 1950s, a retired cleaning woman of a carpet 

company. Catholic, widow. She reports that she "was always nervous." She 

describes her family as a "depressed family," with many cases of clinical 

depression and, at least, four deaths by suicide. She had suicide thoughts but 

she says that her faith in God saved her from killing herself She was 

married to an alcoholic man who physically abused her although, she says, 

he was a wonderful father for her two daughters. Twenty years ago her 

husband died from complications of alcoholism. Then she lived with a 

younger man (14 years) and she says she found the true love of her life. He 

treated her "very nicely" and they "did not fight." Two years before the 

beginning of the complaints, her companion decided to live in a rural area 

but she did not want to go because her daughters had children and she 

wanted to help her grandchildren. Thus the couple decided to separate. She 

thinks that it was her "greatest mistake" because she did not get along with 

her sons-in-law and her daughters did not accept her advice. At the same 

time, her companion met another woman who is now living with him. Her 



287 

main complaints are "insomnia, anxiety, easy crying without apparent 

reasons, lack of vitality, sadness, anguish, fear, unhappiness, isolation, and 

suicide thoughts." She describes depression as "as perdas que agente tem na 

vida. E aquela coisa dagente se sentir inferior aos demais. Se agente se sente 

superior agente nSo fica deprimida, agente fica bem. DepressSo e uma 

angustia que da na gente, um medo sem motivo, um desequilibrio. Agente 

quer ir mas nSo pode nem sabe para onde. Depressao e um sofrimento, e 

pensar somente nas coisas ruins da vida."^ 
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Notes 

1 We put bad things in our heads. Also because the iacic of money; the money that we receive from the 
[NPS (Brazilian Social security) it is not enough to pay the bills. I receive one hundred Reais (about lOO 
US dollar) and I pay fifty percent of rent to my daughter, she did not want to charge me the rent but her 
husband demanded it. Also, I have to pay water, electricity, and medicines for me and the other daughter 
who is a mentally ill patient. It is difficult but my daughter helps me without the acknowledgement of her 
husband. 
^ Depression is the loss that happens in our lives. It is the thing of feeling inferior to the others. When we 
are feeling superior we do not have depression. Depression is a feeling of anguish that we have, fear 
without any reason for, an imbalance. We want to go but we cannot and we do not know to where. 
Depression is sufTering, is to think only in bad stuff. 
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CHAPTER 10 

DISCUSSION AND CONCLUSION 

The research study for this dissertation intended to evaluate the 

prevalence of depressive disturbances among low socioeconomic patients 

who utilize public facilities in greater Sao Paulo, especially migrant 

individuals from the Northeastern region and rural areas surrounding the city 

of sao Paulo. 

Although I recognized the importance of all the cultural groups 

and races in the Brazilian life, this dissertation addressed depressive 

disorders among three major groups—^African, Caucasian, and Mulatto, who 

represent the majority of Brazilian citizens. In addition, it emphasizes the 

experience of African descendants and Mulattos who are systematically 

excluded from the socioeconomic and political mainstream life. As a result, 

they have had limited access to public health facilities. Moreover, although 

depressive disorders affect the life of African Brazilians, discrimination and 

bias of health professionals have contributed to the frequent misdiagnosis 

and mistreatment of these patients. 
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Depression is defined as a mood, symptom, syndrome and mental 

illness. Mood variation is a panhuman phenomenon that has been described 

in all societies. As an illness, depression presents mood variations 

accompanied by behavioral, cognitive, and psychological disorders. 

Emotional disturbances have been detected across cultures, but some 

societies do not recognize these alterations as pathological. 

Depression is the oldest and one of the most preeminent mental 

diseases, which affects a large number of people in different cultural 

environments. Historically, since the beginning of medicine, a large number 

of health professionals, artists, and writers have been concerned with the 

experience and expression of depressive disorders. Depression, also, may be 

described as a creative mechanism, a special idiom, that people utilize to 

convey their feelings to the external world. 

Depression has conventionally been considered a Western middle 

class illness and very rare among non-Westerners. Thus, a large number of 

research studies have addressed the neurobiological etiology of depressive 

disorders. However, only in the second half of the twentieth century, 

research studies were conducted in non-Westem societies, changing the 

emphasis from biological determinism to sociodemographic and 
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psychological causes. Further discussion on definition and forms of 

depression is presented in Chapter 2. 

The great advancement of research techniques, and the large number 

of cross-cultural studies of affective disorders, contributed to the recent 

sophistication in the understanding and treatment of depression. However, 

the results of cross-cultural studies have been inconsistent. There are several 

reasons for that. First, there are a variety of approaches utilized in cross-

cultural research. Secondly, it is difficult to evaluate how cultures influence 

the construction and cognition of depression in different societies. Finally, 

part of the disagreement may be associated with the large number of 

Westem researchers who have conducted studies among non-Westerners. 

Many of these scholars have a lack of full understanding of people's life 

experiences in these societies. The participation of native professionals in 

research studies may help to diminish this problem. 

From the anthropological perspective, depressive disorders are caused 

by emotional pressure in daily life experience. Culture is an important 

element in the expression and experience of depression. Culture "tells" 

people the types of emotions that are appropriate under a given condition 

and identifies the responses as normal or abnormal. For instance, some 



cultures (Buddhist) seem to give a positive value for depressive disorders 

while others (Western) give negative values for the same phenomena. Yet, 

there are cultures (Kaluli of New Guinea), which do not recognize the term 

depression. Hence, despite emotional disturbances being panhuman 

phenomena, each society deals differently with them. In this sense, 

depression, as conventionally conceived in Westem psychiatric medicine, 

may indeed be conceptualized as a Westem, culture-bound syndrome with 

particular valences and implied treatment regimes. Further discussion on this 

subject is in Chapter 3. 

Culture and Depression 

By considering the cultural construction of dysphoric affects, A. 

Kleinman (1980), suggests that there are two levels of emotional response to 

stressful conditions: one, basic, in which emotions are psychobiological 

phenomena caused by both internal and external stimuli. The other level is 

influenced by the cognitive process; culture models the ways in which 

individuals perceive, label, categorize, and express dysphoric affects. In this 

sense, there is great cultural variation in the experience of depressive 
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disturbances, ranging from the acceptance of dysphoria (fear, guilt, sadness, 

unhappiness, and so on) as a normal experience to an abnormal reaction, 

which is categorized as mental illness. It depends on the value that the 

culture gives to the experience. Some cultures give a positive meaning for 

dysphoric affects and even may encourage them as appropriate reactions to 

stress while other societies may reject that. These cultures label dysphoric 

emotions as pathological reactions (Kleinman, 1980). 

Each culture has its own way of dealing with the idiom of distress, 

which may be legitimated through coping mechanisms. Yet, within the same 

culture, there are socioeconomic and ethnic variations in the ways in which 

individuals respond to stressful events. The two most common idioms of 

dysphoric affects are psychologization and somatization. Some cultures may 

use a psychological idiom to express emotional disturbances, while others 

use somatic complaints as metaphors for depression. Scholars suggest that 

Westem societies express their distress through psychologization while non-

Westem cultures tend to do so dirough somatization (Kleinman and Good, 

1985). 

Following the previous discussion about the cultural construction of 

affective disorders, there are societies like the Kaluli of New Guinea, Bosavi 
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region, which do not categorize dysphoric affects as illness (Schieffelin, 

1985). Several reasons may elucidate the lack of dysphoric emotions among 

the Kaluli. First, most studies about the depressive experiences in the Kaluli 

culture were realized outside the clinical setting which might decrease the 

possibility of finding depressed patients. Second, Kaluli people do not 

internalize feelings of guilt and anger, which are considered to be a public 

issue; the expression of dysphoric emotions are dramatized with the 

participation of the community. This behavior seems to protect them against 

emotional disturbances. In addition, unlike Westerners, Kaluli do not 

consider themselves responsible for adversities that occur in dieir lives, 

which decreases the possibility of feeling guilt. Moreover, after the 

experience of loss or frustration, Kaluli tend to publicize their experiences 

seeking public understanding and community legitimacy of unpleasant 

feelings. 

Finally, from the perspective of psychoanalytic theory, the extended 

period of grieving postulated for infancy may be a possible cause for 

depressive symptoms in the West. However, the Kaluli people experience 

grief as a public act, expressed by tears, laments, and songs during rituals of 

mourning and in the following period. These public performances, assisted 
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by children, seek emotional support and social rewards of the whole 

community. Under these circumstances, the young grow up in an 

environment which does not internalize feelings of guilt, anger, and self-

reproach described as important components for the experience of 

depression in the West. 

Based on this explanation, one can speculate that depression, as 

cognitive-emotional disturbances, like those described in Westem societies, 

may not exist among the Kaluli. However, the Kaluli like other peoples 

(Asian and African) accept and even encourage somatic complaints as the 

expression of human sufferings. In this sense, emotional disorders may be 

expressed through a somatic metaphor or idiom that masks depression. 

Somatic symptoms (headaches, sore feet, stomachaches, weakness, lack of 

energy, and so on) demand social rewards from the kinsfolk, expressed by a 

transitory liberation of die sick person from his/her labor activities. At the 

same time, the sick person continues to perform some of his/her social roles, 

but without the burden of work. The sick role embodies a passive 

comportment in relation to other members of the group while inspiring 

compassion from them. As a result of the widespread acceptance of physical 

symptoms, sometimes people seem to use physical symptoms to obtain 
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sympathetic care from their relatives. For E. Schieffelin (1985), somatic 

complaints are Kaluli metaphors for depression. 

In this sense, married women may be the group at highest risk for 

using these metaphors because if women are unhappy with their marriages, 

they may divorce only if their husbands and relatives agree to it. For the 

Kaluli, marriage is considered to be a business arrangement among the 

couple, relatives, and their communities. Marriage is an affair more related 

to work partnership than romance. Also, the wifes' roles encompass total 

obedience to their husbands. In this context, if the wife is unhappy with the 

marriage, she can separate only if her husband and the two families accept it. 

Thus, married women can become very unhappy and helpless, which 

exposes them to depressive disturbances, expressed through vague, somatic 

symptoms (Schieffelin, 1985). 

Similarly to what may happen with the Kaluli, the Chinese culture of 

Taiwan expresses dysphoric affects through neurasthenia. As described 

previously, Chinese consider it to be shameful and a disconcerting situation, 

the demonstration of emotional disturbances to outsiders. Physical 

symptoms, however, are recognized and encouraged. A. Kleinman (1980) 

indicates that Chinese people very often utilize somatization as an idiom of 
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distress. As an example of this point of view, Kleinman presents the clinical 

case of Mr. Wang. He is a 26 year old Chinese male from Taiwan, a 

governmental worker and a high school student. He presented for one year, 

several complaints which included dryness in his throat, which emits a 

sound {ong) from the back of his throat; this sound increases the dryness. In 

addition, Mr. Wang has insomnia in the early morning, dizziness, 

palpitations, sweating, low self-esteem, guilt, sadness, hopelessness and 

helplessness. These symptoms were worse under stressful circumstances. 

Mr. Wang was submitted to both traditional and Westem treatments without 

improving his condition. After complimentary examinations and treatment in 

the Ear, Nose, and Throat Clinic in Taiwan, Mr. Wang was referred to the 

mental health service. 

From his personal and family history, Mr. Wang is the third of six 

children; all of them but him have a good professional and academic 

performance. Contrary to his siblings, Mr. Wang has poor schooling 

performance and does not have a profession. He is aware of his limitations, 

but he wants to pursuit a profession to avoid embarrassing himself and his 

family. At the same time, Mr. Wang attributes the lack of friends or a 

girlfriend to his symptoms. 
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During the psychiatric evaluation, Mr. Wang presented sadness, 

helpless, and hopelessness without psychotic complaints. Although he 

recognizes that emotional pressure increases his symptoms, Mr. Wang 

believes that his symptoms are caused by biological not psychological 

disorders. The physicians who assisted Mr. Wang considered his somatic 

symptoms as metaphors for depression, but he did not accept the diagnosis 

and abandoned the psychiatric treatment (Kleinman, 1980). 

Another example of bodily idiom of distress is reported by Nigerian 

patients, in the West Coast of Africa. In Nigeria, somatization—"heat in the 

head, crawling sensation of worms and ants, headache, heaviness sensation 

in the head, and biting sensation all over the body"— is basic expression for 

all mental disorders (Ebigbo, 1982:29). Thus, the same group of symptoms 

may receive different diagnoses including hysteria, schizophrenia, or 

depression. For example, schizophrenia is described to have the above 

symptoms plus "irrational talk, hallucination and delusion." When the basic 

symptoms are accompanied by eating disorders and loss of weight they are 

categorized as depression (Ebigbo, 1982:30). 

Based on this situation, Ebigbo (1982) suggests that depression, as an 

illness, should not be categorized in Nigeria because "paraesthetic" 



299 

complaints are the same for all mental illnesses. It seems to be problematic 

to use the Westem criteria to categorize a patient as depressed or 

schizophrenic in Nigeria. It seems more reasonable to identify the region of 

the body that is affected by the symptoms and the types of behavioral 

disturbances that are associated with the symptoms. According to Ebigbo, a 

typical case of depression may present the following complaints: "crawling 

sensation in the head, sensation of heaviness of the head causing blurred 

vision, excessive fearflilness, lack of concentration, general weakness, poor 

appetite, and loss of weight" (Ebigbo, 1982:31). 

A final example involves Buddhist believers in Sri Lanka, who 

consider dysphoric affects to be the natural moods of all human beings. 

According to the Buddhist tradition, the individual's life is surrounding by 

feelings of anguish and sufferings. Through constant meditation {bhavana) 

these feelings are sublimated and accepted. Displeasure and sufferings 

represent the true meaning of the human life. Therefore, emotional 

discomfort is not something to be treated, as Westerners do, but to be 

understood and contemplated. The Buddhist tradition considers the human 

body related to impurity. This may be verified in the following description: 

"The body is full of feces, it smells badly like a dead rat snake; the body is 
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broken in one hundred and eight places; the body is like a forest of wild 

animals: it is like a lavatory pit used for six months, so cleanse it often and 

keep it clean" (Obeyesekere, 1985:141). 

Buddhists utilize the metaphor of feces to express their repugnance 

for the body during meditation. This generalized desperation, from the 

individual self to the world, is one of the most important features of the 

Buddhist doctrine. For example, in his Buddhist study in Sri Lanka, G. 

Obeyesekere (1985) interviewed in the shrine several faithful individuals 

after their meditation during the "sil (holy days)." Most interviewees were 

retired men, age between 50 and 67 years old. Obeyesekere noted that 

following the Buddhist tradition, individuals tend to consider the body the 

receptacle of impurity. This ideology can be observed in the case studies that 

will be described below. 

The first case is a 61 year old man who reported: "1 try to control my 

body. I think: my hair, teeth, nails, nerves, bones, and so forth are 

impermanent. Why? Are not mine. They are of no use. There is no point in 

all of this. My body is revulsive like a corpse, like feces. The body of others 

are also foul" (Obeyesekere, 1985:141). 
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The second case is an 80 year old man who describes his meditation 

in that way: "By meditation on revulsiveness I mean the thirty-two 

defilements of the body... It is not my body alone that is foul: so are the 

bodies of others... it is like a clay pot full of feces" (Obeyesekere, 1985:142). 

The third case is a 66 year old woman who said about her body: "One 

must separately control all parts of the body, from the hair to the teeth. 1 list 

the thirty-two parts of the body separately and say this part is impermanent, 

it has no soul... This body is like a bump of feces. I think then urine and 

feces. When you remove the skin from that lovely body it is like a domba 

seed (veined and shriveled). The whole body is a heap of dirt..." 

(Obeysekere, 1985:142). 

Finally, another woman described her meditation experience in the 

following way: "When I meditate I feel no fondness for my body. With the 

feeling of uselessness of life (Jcalakirima) I lose my liking for my body... I 

feel the impurity of the body and hence no desire for it. I am aware of 

dukkha^ suffering. I think: the bodies of others are like mine..." 

(Obeyesekere, 1985:143). 

Although this theme may be a consequence of life's stressful events, 

Obeysekere notes that these speeches were not preceded by meaningful 
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circumstances. On the other hand, under stressful conditions, individuals 

tend to generalize the content of their meditation to the external world. For 

example: an abused, beaten and abandoned wife described her meditation 

content in the following way: "If this man was bad, so must they all be. The 

married life is troublesome. Several proposed marriage to me but I refused. 

There is no freedom here" (Obeyesekere, 1985:143). 

Obeyesekere purposes that terms like "suffering" and "despair" need 

to be contextualized in order to make sense within the Buddhist tradition in 

Sri Lanka. For instance, consider the two Buddhist terminologies dukkha 

(grief and despair) and kalakirima (hopelessness or anguish). Kalakirima is 

formed by the terms kala and kriya that means die "termination of time" or 

"death." There are two different meanings for the term kalakirima. In a 

formal sense it means death and as an ordinary speech it means despair or 

sorrow. Therefore, the ways in which Buddhist believers use these 

terminologies make sense only within this specific tradition. Furthermore, 

personal experiences such as loss and despair are generalized as "myths," 

"parables" and "legends" (Obeyesekere, 1985:144). 

The parable of the mustard seed seems to be a good example of this 

Buddhist tradition: BCisa Gotami had only one offspring who died in the 
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infancy. Very distressed with the situation, she tried to find a powerful 

medicine to resuscitate the child. During this painful process, Kisa Gotami 

met Buddha and asked him to revive her infant. Buddha said to her that he 

could realize her desire only if she get a mustard seed from a household in 

which there was not death experience among the family members. After 

seeking all over the town, Kisa Gotami could not find family under this 

circumstance. She then verified that she was not the only person to 

experience sorrow; thus she was able to cope with her sufferings. 

Obeyesekere uses this parable to explain the cultural meanings of dysphoric 

emotions (Obeyesekere, 1985). 

The Brazilian Study 

hi the literature and in this study, high rates of depression are 

associated with several conditions including gender, low socioeconomic 

level, age, ethnicity, marital status, educational background, literacy, and 

religious preference. Therefore, social researchers have suggested that 

stressful life events—^poverty, violence, illiteracy, under and unemployment. 
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and marginalization—affect the incidence and prevalence of depressive 

disturbances. These factors were described in Chapter 4. 

And even if there is limited data on the social impact of depression, it 

seems to provide enough evidence that the economic and social cost of 

depression is very high. For example, along with the elevated cost of 

medical (and related) treatments, depressed people have reduced 

productivity, absenteeism, isolation, and suicide thoughts and attempts, 

which exceedingly increase the expenses with this illness. 

Depression, as a categorized disease, is well known among Brazilians 

who utilize the lexicon to express both negative feelings and a psychiatric 

nosology. It is estimated that at least 10% of Brazilian citizens (around 16 

million people) have been affected by depression. This rate is very high and 

represents an elevated social cost, especially because most individuals are 

affected by depressive disorders during their productive life experience. In 

Appendix C, there is a list of expressions utilized to descnbe depression. 

Contrary to the widespread belief among medical professionals, depressive 

disturbances seem to be very common among low class patients who utilize 

public health services. Depressive disorders are always understood in a 
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negative way, although there is a remarkable difference between the medical 

categorization and lay conceptualization of depression. 

Many research studies have systematically reported distinctions in the 

outcome of depression across cultures. For instance, in Western societies 

there is a tendency to have psychological symptoms while non-Western 

cultures tend to have higher rates of somatic complaints. 

Brazilian patients, however, have high rates of both psychological 

and somatic complaints. But it seems that socioeconomic status influences 

prevalence rates of depressive symptoms. Thus, psychological symptoms are 

more prevalent in the middle to high social class, while somatic symptoms 

are more prevalent in the illiterate, underprivileged population. 

Consistent with data from other mehing pot societies (e.g.. United 

States), Brazilian psychiatrists' view of depression is biased toward race and 

social class. They believe that depression is prevalent among middle class 

women. This conviction was, in part, rooted in the medical literature (mostly 

European), which suggested that the highest incidence of depression would 

be among upper class women. This tendency has contributed to the 

widespread prejudice among health professionals that suggest "white women 

are depressed and black women are lazy." 
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My own psychiatric practice, however, has demonstrated that 

depression largely affects the life of low socioeconomic individuals. Many 

patients who overcrowd the waiting rooms of emergency facilities with 

vague physical and psychological complaints seem to have one of the forms 

of depressive disorders described in Chapter 2. 

Delay of treatment and misinterpretation of depressive disorders with 

physical and psychological diseases have contributed to a great number of 

chronically impaired patients. In addition, some patients are able to stabilize 

their depressive symptoms, but marginalization and harsh socioeconomic 

condition continue to affect their lives and restrict their access to the social 

network system. Socioeconomic dissatisfaction is closely associated with 

anxiety and depression. Therefore, it is difficult for underprivileged patients 

to deal with the lack of hope and perspective for the future, two meaningful 

depressive symptoms. 

There are several types of treatment for depression including 

pharmacological, counseling, psychoanalytic, and altemative therapies. All 

of them have some effectiveness for alleviating depressive feelings. 

Officially, the recognized forms of therapeutic interventions are the 

scientific ones, although a large number of patients have sought altemative 
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treatments. One constant problem with the psychiatric approaches is the 

isolation of the patients' illness from their cultural environment. More 

recently, some psychiatrists have utilized the common sense approach, a 

simple, unsophisticated method, based on the layperson's understanding of 

the reasons for his/her behaviors. Several terms have been related to 

common sense techniques, which include folk psychology, n^ve theories, 

lay explanations, or ordinary attributions (Rippere, 1994 and Siegfried, 

1994). 

Depending on the types of depressive maladies, one or more 

therapeutic procedures are utilized. For instance, severe cases of depression, 

in general, need to combine antidepressant drugs with psychotherapy. Mild 

depression, however, that has too often been over medicated by 

psychiatrists, seems to have a positive response to both Western 

psychotherapies and traditional (religious) therapies. Unfortunately, the 

majority of mental health professionals have not yet acknowledged the 

efficacy of alternative therapies for minor and mild depressive disorders. 

Thus, many depressed patients rely unnecessarily on psychiatric medication 

to overcome their complaints. 
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On the other hand, a large number of people have successfully sought 

non-conventional treatments even though health professionals, officially, do 

not always recognize the effectiveness of folk therapies. More recently, a 

small number of psychiatrists have utilized common sense approaches; they 

have incorporated cultural aspects of people's lives within the therapeutic 

setting. This openness has increased the chances of depressed patients to 

acquire feasible support for their sufferings within their cultural 

environments. 

The research study for this dissertation was conducted in public 

mental health facilities in greater S3o Paulo, an industrialized region, 

characterized by a high rate of migrant workers. I interviewed 565 subjects 

and included 105 in the study. Most patients had major depressive 

disturbances and were considered to be chronically depressed. Delay and 

drop out of patients' treatment together with misdiagnosis and mistreatment 

contributed to the elevated proportion of chronically impaired patients. 

In my own experience, I observed that the change in the therapeutic 

approach from an essentially psychoanalytic and pharmacological to the 

common sense technique contributed to an impressive reduction in the 

patients' drop out rates. Basically, this amounts to confirming, in the fullest 
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sense, my own belief in the critical importance of an anthropological and 

culturally-sensitive perspective for the psychiatric practitioner whose own 

"culture of western medicine" does not conceptualize depression in 

comparable ways, which may lead to misunderstanding, misdiagnosis, and 

inappropriate or ineffective treatment, particularly in complex, multi-cultural 

settings such as Brazil. This is, again, a major theme of this study, the idea 

that depression must be understood and treated in a fashion sensitive to the 

sociocultural context and experiences of the individual patient. That, I 

believe, is the domain of an anthropologically-oriented and culturally-

informed approach to psychiatry, which I strongly advocate, and which I 

hope this study has managed to convey in some measure. 

Clinically, psychological complaints were very common among the 

interviewees, but there were higher rates of anxiety and somatic complaints, 

described in Appendix C. Anxiety disorders could be related to the lack of 

perspective for the future, which has been very real and constant. Many 

patients were concerned with the lack of jobs available, even underpaid jobs. 

For some, there is not much hope because of both the Brazilian high rates of 

unemployment and discrimination against mentally ill patients. Many 

employers do not want to hire psychiatric patients. Presently, there is some 
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improvement but not enough to have much impact on the existing situation. 

In addition, the lack of energy and vitality experienced by depressed 

individuals generates family disputes, which contribute to increased negative 

symptoms of these patients toward the self, the world and the future. 

Hence, as was amply discussed in the preceding chapters, people may 

become depressed because of the sense of loss and the lack of hope that they 

will overcome troubled circumstances. Moreover, psychosocial, cultural and 

economic factors seem to play an important role in shaping the expression 

and experience of depression. It is my hope that this dissertation will 

contribute to a better understanding of these factors and of depressive 

disorders in Brazilian society, especially among low socioeconomic African 

descendants. 
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APPENDIX A 

QUESTIONARIO 

Data.../.../... 

RG # 

Nome 

Idade Sexo.... D.N /.../ 

Endere^o 

Informa^So sobre depressSo: 

Voce sofre de depressao? Sim— Nao— 

Quern disse que voce tern depressSo? medico? Sim— NSo— 

Familiares? Sim— N3o— 

1. Voce pode me descrevero que e depressao? 

2. Voce tem parentes ou amigos com depressdo? 

3. Alguem faleceu devido a complica9So de depressSo, como suicidio? 

4. Voce ja tentou suicidio? 

5. Voce sabe como e que uma pessoa fica depremida? 



312 

Comentmos: 

II. Avalia^io Psiquidtrica de Rotina 

1. Identifica9§o (nome, idade, data de nascimento, nome dos pais; endere90, 

profiss^o, religiSo, ra9a, estado civil, naturalidade, e grau de 

escolaridade) 

2. Queixa Principal 

3. Historia da Doen9a Atual (desde o come9o) 

4. Antecedentes Pessoais 

5. Antecedentes Famiiiares 

6. Avaliacao Fisica e Neurologica (exame fisico superficial, tomada de 

pressSo arterial e solicita9So de exame clinico ou do especialista, se 

necess^o) 

7. Avalia9So Psiquiatrica 

8. Hipoteses Diagnosticas: 

a) b) 

9. Conduta Terapeutica: 



Data../../.. RG#.... 

I. Identifica^So 

Nome 

Idade Datade Nascimento.../.../... 

Endere^o (tel.) 

Filia9ao: Pai 

M3e 

Proflssao 

Local de Trabalho 

Sal^o recebido pela familia (incluir todos que estiverem trabalhando). 

Desempregado? Ha quanto tempo? 

ReligiSo 

Estado Civil 

Tem filhos? Quantos? Qual a idade? 
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Os filhos estao estudando? Qual a escolaridade dos filhos? 

Naturalidade (ciddade) (estado) 

Escolaridade 

Cor(Ra9a) 

(Minha ciassif!ca9do racial do entrevistado) 

Tipo de habita93o; Casa propria? Alugada? 

(Quanto paga)? 

n. Socials e Demogriificos 

1. Quantas pessoas moram na sua casa e ha quanto tempo voc^s vivem 

nela? 

2. Onde voce nasceu? 

3. Onde seus pais e avos nasceram? 

4. Voces tem mudado de residencia? Onde tem morado? 

5. Voce exerce atividades fora de casa? Qual? 

6. Voceestuda? 

7. Voce se acha um imigrante? De onde? 
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8. Vai retomar para sua terra? Quando? 

Ill Saude 

1. Voce se acha uma pessoa sadia? 

2. Enumere as doen^as que tiver, se se considerar uma pessoa doente. 

3. Cotuma fazer consultas medicas de rotinas? 

4. E fumante? 

5. Voce costuma usar bebidas alcoolicas? Que quantidade? 

6. Voce se preocupa com o seu fisico? Faz exercicios? 

7. Esta pagando convenio medico? 

8. Ja ouviu falar de depressao? 

9. Em sua opiniSo o que depress3o? 

10.Tem alguem em sua familia com depressao? 

11. Alguem na familia (incluindo voce) ja tentou suicidio? Que tipo? 

Quantas vezes? 

12. De que maneira uma pessoa sofre de depressao? 

13. Voce e capaz de reconhecer alguem com depress§o? 

14. Acha que e possivel estar deprimido sem estar doente? Como? 
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15.Quando alguem esta deprimido em sua familia o que voces fazem? 

Quern o/a identifica como tal? (medico, enfermeiras, lideres religiosos, 

familiares)? 

16.Depois de idemificado, o que voces fazem (qual a conduta a ser 

tomada)? 

Minha observa^So 

IV. Factor 1 (Fisiolcgical anxiety)' 

1. Voce sente ou sentiu cabe9a pesada? Quando? 

2. As vezes, as suas m3os ficam suando a ponto de Ihe incomodar? 

3. Ja sentiu ou sente constipa9£lo? 

4. Toma algum remedio para constipacSo? 

5. Voce as vezes fica com as mSos tremulas? 

6. As vezes voce sente ou sentiu qua a comida esta sem gosto e flea dificil 

come-las? 

7. Quando fica aborrecido ou preocupado (a) voce perde o apetite? 

8. Voce sente ou sentiu tonturas? 

' Factor I-IV, in Beiser et al., 1976. 
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9. As vezes seus bra9os ou pemas ficam adormecidos? 

10. As vezes voce tern pesadelos? 

1 l.As vezes voce sente pressao na cabe9a, como se algo estivesse 

pressionando? 

12. Voce tem ou teve hemorroideas? 

13.As vezes voce tem ou teve problemas g^tricos? 

14. As vezes o seu cora^So bate muito depressa? 

15. Voce sente arrepios? 

16. As vezes voce sente que os fios do cabelos ficam esticados, "em pe"? 

V. Factor II (Topical Depression) 

1. Voce se preocupa com o que as pesoas falam ao seu respeito? 

2. Voce as vezes fica tao envolvido com uma coisa que n5o percebe nada 

do que esta ocorrendo em sua volta? 

3. Voce e distraido? 

4. Voce as vezes sente necessidade de descansar durante o periodo de 

trabalho? 

5. Voce sente cansa90 sem razao para tal? 
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6. Voce as vezes sente tristeza e falta de esperan9a? 

7. Voce se preocupa muito com os problemas familiares? 

8. Voce se preocupa muito com a falta de dinheiro? 

9. Voce se acha uma pessoa sem sorte? 

10. Voce as vezes se preocupa sem razSo? 

11. Voce acha que as vezes as pessoas "pegam no seu pe" sem necessidade? 

12. Voce as vezes perde o interesse nas "coisas"? 

13. Voce as vezes fia muito contrariado? 

14. Voce as vezes questiona a sua vida, perguntando se vale a pena viver? 

15. Voce tem dificuldade para entender as coisas como elas sSo? 

VI. Factor III (Health Preocupation) 

1. Como esta a sua saude? 

2. No geral, voce acha que a sua saude vai bem? 

3. Voce se preocupa com a saude do seu corpo? 

4. Tem algum problema de saude que Ihe preocupa? 

5. Voce tem dor nas juntas? 

6. Voce tem problemas renais? 
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7. Voce acorda facilmente a noite? 

8. Voce se sente cansado quando acorda pela manhS? 

9. Voce sente dor nas costas? 

10. Voce tern algum problema para enxergar? 

Vn. Factor IV (Episodic Anxiety) 

Voce se aborrece facilmente? 

Se a resposta for positiva, quando voce flea aborrecido... 

1. Sente palpita^oes? 

2. Aperto na garganta? 

3. Voce sua? 

4. Sente tremores? 

5. Fica ofegante, com respira9§o curta? 

6. Voce se acha nervoso? 

Vm. Atividades Sociais 
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1. Quantos familiares moram perto de sua casa (na mesma vila ou bairro)? 

Com que frequencia voces se visitam? 

2. Voce tem amigos intimos que podem falar sobre qualquer assunto? 

Quantos? 

3. Voce costuma sair com familiares ou amigos para se divertir? Com que 

frequencia (semanal, mensal, festas tradicionais, anual)? 

4. Na sua situa^So atual, voce tem visitado amigos? Quantas vezes? Com 

que frequencia? 

5. Seus amigos Ihe visitam? Com que frequencia? 

6. Voce telefona para os seus familiares ou amigos? Com que frequencia? 

7. Voce escreve cartas para familiares ou amigos? Com que frequencia? 

8. Voce e uma pessoa religiosa? 

9. Voce participa de alguma atividade religiosa? Com que frequencia 

(di^a, semanal, mensal)? 

10. Na sua opiniSo o seu relacionamento com os demais esta melhor, sem 

altera^a or pior do que era? 
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APPENDIX B 

QUESTIONNAIRE 

I. Screening Form 

Date.../.../... 

I.D 

Name 

Age Sex.... Birth date 

Address 

Self-reported depression: 

Do you have depression? Yes— No— 

Who said that you have depression? Doctor? Yes— No— 

Relatives? Yes— No— 

1. Can you describe what is depression? 

2. Do you have relatives or close friends with depression? 

3. Have any of them died from depression complications, like suicide? 

4. Had you ever have suicide attempts? 

5. Do you know how a person gets depression? 
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Comments: 

II. Psychiatric Evaluation (medical records review) 

1. Identification (name, age, birth date, parent's name; address, profession, 

religion, race, marital status, place where was bom, and educational 

level) 

2. What are the complaints (today) 

3. History of the disease (since the beginning) 

4. Personal antecedents (antecedentes pessoais) 

5. Family antecedents (antecedentes familiares) 

6. Physical and neurological examination (blood pressure and superficial 

examination; if there is a complaint the exam is more careful and a 

clinical or specialist examination is asked) 

7. Psychiatric examination 

8. Diagnoses (hypotheses): 

a) b) 

9. Therapeutic conduct: 
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III. Social and Demographics 

1. Name 

2. Age 

3. Sex... 

4. Address 

5. Father's name 

Mother's name 

6. Regilious background 

7. Race 

8. Marital status 

9. Educational level 

10. Profession 

11. Work or underemployment activities. 

12. Do you have health insurance? How? 

13. Do you have children? How many? Are they attending school? 

14. Do you pay rent or live in your own home? 

Date 

I.D. No 

Birthday date.../.../ 
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15. Household composition: How many persons live in your house? How 

long have you been here (in this house and town)? 

16. Where you were bom? 

17. Where did you live previously? 

18. Are you an immigrant? (If yes) how long? 

19. What region (and state) are you coming from? 

20. Are you planning to go back to your town? When? 

IV. Behavioral Issues 

1. What kind of work do you do? 

2. What kind of activities do you do at work? Describe a typical day or 

week. 

3. Do you drive, take bus, or walk to go to work? 

4. Do you send others to do things for you (at home and/or work)? 

5. Do you have health insurance? Have you used it? 

6. What is prevention? How do you practice it? When? 

7. Do you smoke? How long, how much and how has it changed? 

8. Do you do any sports? 
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9. Do you drink alcohol? Yes... No.... 

10. Are you teased by others regarding your drinking? Would you say you 

get drunk? 

V. Factor 1 (Physiological Anxiety)^ 

1. Does your head feel heavy? 

2. Are you ever bothered by your hands being sweaty and clammy? 

3. Have you been troubled with constipation? 

4. Do you take medicine for constipation? 

5. Does your food ever seem tasteless and hard to swallow? 

6. Do your hands ever tremble enough to bother you? 

7. Do you ever have loss of appetite? 

8. Have you ever had spells of dizziness? 

9. Do your arms and legs go to sleep rather easily? 

10. Are you ever bothered by nightmares? 

11 .Do you have a sense of pressure in your head? 

12.Do you have hemorrhoids? 

' Factor I-FV, in Beiser et al., 1976. 
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13. Are you ever troubled by upset stomach? 

14. Have you ever been bothered by your heart beating hard? 

15.Do you ever have creeping feelings in the skin? 

16. Are you ever bothered by a feeling that your hair is standing on end? 

VI. Factor 11 (Topical Depression) 

1. Do you worry about what people say about you? 

2. Do you ever get so wrapped up in something you do not know what is 

going on around you? 

3. Are you easily distracted? 

4. Have you ever had to easy on work? 

5. Do you feel weak all over much of the time? 

6. Are there times when you feel low or hopeless? 

7. Do you worry about family problems? 

8. Do you worry about money? 

9. Do you feel you are an unlucky person? 

10. Do you sometimes worry for no reason? 
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11. Do you ever feel that for no apparent reason people pick quarrels with 

you? 

12. Have there been times when you lost interest in everything? 

13. Do you get angry? 

14. Do you sometimes wonder if anything is worthwhile anymore? 

15. Do you have trouble making up your mind? 

VII. Factor III (Health Preoccupation) 

1. How is your health? 

2. Is your health in general all right? 

3. Do you worry about your physical health? 

4. Do you have any worries about your health? 

5. Doyouhaveany trouble with your joints? 

6. Do you have kidney trouble? 

7. Do you wake up easily at night? 

8. Are you often tired when you wake up in the morning? 

9. Do you have back trouble? 

10.Do you have trouble seeing or hearing? 
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VII. Factor IV (Episodic Anxiety) 

Are you easily upset? 

If yes: when you are upset: 

1. Do you have palpitations? 

2. Is there a tightness in your throat? 

3. Do you sweat? 

4. Do you tremble? 

5. Do you have shortness of breath? 

6. Are you nervous? 
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APPENDIX C 

DEPRESSIVE SYMPTOMS 

Questions: 

1. DO YOU KNOW THE WORD DEPRESSION? (Ja ouviufalar de 

depressdol) 

2. CAN YOU DESCRIBE DEPRESSION {Pode me descrever o que 

e depressdol) 

Estado mental de profunda trisX&m - deep sadness 

Falta de coragem para fazer as coisas- lack of energy and vitality 

Angustia- anguish 

Soliddo- loneliness 

Mdgoa- hurt 

Baixo astral- feeling blue, listlessness 

Melancolia- melancholy 

Incapaz de fazer as coisas- lack of achievement 

Nada estd bom- negativity 



330 

Ficar muito tempo na cama- unwillingness to leave the bed 

Falta de apetite- lack of appetite 

Ideias suicidas- suicidal thoughts 

Pensar que tudo vei dar errado- lack of confidence, negative feelings 

Falta de memoria- memory loss, lack of ability to concentrate 

Pulsagdo baixa - slow pulse? 

Inseguranga- feeling of insecurity 

Tentativa de suicidio -suicidal attempts 

Depressdo - depression 

Perda de pessoas -grief 

Sentir-se inferior- feeling worthlessness 

MMo de tudo -fearful 

Medo de ficar sdzinha - fear 

Vontade de ficar o tempo todo trancada- disruption of social functioning 

Tribulagao na vida ? 

Ficar arrasada - feelings of guilt? 

Nao poder ficar parada- restlessness 

Sqfrimento- suffering 

Desespero- despair 
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Ndo saber o que fazer - do not know what to do 

Coisa estranha no peito- bad feeling, anguish 

Dor de cabeq^- headache 

Afligao no coraqao- anguish, despair? 

Sentimento ruim- bad feeling 

Nao ter amigos - lack of friends 

Chorar demais, nao parar de chorar- easy crying 

Desanimo- lack of vitality 

Pensar muito em morrer- delusions, suicidal thoughts 

Aperto por tfe/i/ro-tightness 

Vontade de ficar o tempo todo trancada- disruption of social functioning 

Nao querer ver ninguem- desire of being alone 

Bater demais nas criangas (irritagao facit)- irritability 

Crise de nervos- nervous breakdown 

Sitfocagdo- suffocation 

Dor nas maos e pernas- hypochondriasis, vague pain in arms and legs 

Angustia ruim- anguish 

Se sentir chateado sem motivo- feeling of self-reproach? 

Ficar chateado consigo mesmo- feeling self-reproach 
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Pensar em besteria- delusions 

Muita cisma.- delusion 

Medo que Ihe fagam mal-iQZi 

Tristeza profunda- deep sadness 

Achar que ninguem gosta da gente- ideas of insufficiency or worthiessness 

Raiva das pessoas- angry, hostility 

Sensagao de ter sido enterrada viva-l 

Falta de coragem para filw- inability to talk 

Negocio tao estranho que a gente ndo se sente bem nem aqui nem em lugar 

nenhum- strange and restless feelings 

Nada estd bom - agitation 

Trancada sem vontade de falar - isolation, avoiding talking 

Se sentir abandonada- feelings of abandon 

Se sentir sem ter valor- worthiessness 

Insonia - insomnia 

Impaciencia- impatience 

Irritagdo fdcil- irritability 

Se achar chata- ideas of insufficiency and inadequacy 

Se achar insuportdvel- feeling worthiessness 
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Se sentir a pior pessoa do mundo- self-reproach 

So pensar em coisas negativas - negative thoughts 

Uma grande culpa- guilt 

Nada estd bom - restlessness 

Uma thsteza com a propria pessoa e com o mundo- deep sadness 

Uma coisa muito forte- strong feelings 

A pessoa nao consegue dominar os pensam&aios- inability to control the 

thoughts 

Nao consegue ver as coisas bonitas e se torna vazia- emptiness 

A pessoa perde a propria identidade - loss of identity 

Nao sei o que e-1 don't know 

Se assusta atoa-

Tristeza dentro da pessoa que acaba com a pesso2i- inability to enjoy 

Parece que faltam coisas por dentro - internal loss of something? 

Nao deixa cortversar nem sair de casa - isolation 

Sem querer andar- unable to walk 

Uma supertigao que faz se assustar atoa- superstition 
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Jd oitvi falar mas ndo sei dizer o que e (a medica do pronto socorro Ihe 

disse e assistiu na TV); acha que e um tipo de nervoso- a type of 

nervoussness 

Nao consegue se ajudar- incapable of coping 

Ficar parada- inertia 

Sem animo para fazer nada - lack of interest or vitality 

Ndo gostar de sair de casa- isolation 

Fraqueza nos nervos; nervos ficam fracos- weakness 

Irritagao sem razdo- irritability 

Aborrecimento- distress 

Conhece mas ndo sate dizer o que e- do not know how to describe it 

A pessoa se fecha- isolation 

Achar que a vida ndo tern sentido -

Pensar que a qualquer momento vai morrer - delusions 

Ficar sensivel demais- hyper sensitivity 

Ficar sem perspectiva- lack of perspective 

Falta de interesse para ganhar dinheiro e paquerar- reduction of libido 

r 

E problema da cabega- problem in the head 

Soliddo -loneliness 
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Garganta fechada, trancada- tightness 

Pouco paladar- lack of appetite 

Medo das pessoas- intense fear 

Arrepio, calqfrio- creeping 

Pdnico- panic 

Problema que dd na cabeqa e faz a gente ficar deprimida num canto-

depression, isolation 

Perder a disposigao para tudo- displeasure 

Se afastar das pessoas- isolation, self- reclusion 

Sem vontade de sair- isolation 

Vontade de ficar presa em casa- self-reclusion 

Mdgoa -hurt 

Ficar quieta- not getting fun with anything 

Pensar em coisas ruins - delusions 

Pensar em coisas negativas- negative thoughts 

Uma coisa no ouvido repetindo que estd doente (nao sdo vozes, e o 

pensamento)- delusions 

Perda da vontade de viver- suicidal thoughts 

Angustia violenta- intense anguish 
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Sensagao de vor/o-feeling of emptiness 

Opressao no peito- feeling anguish, oppression 

Ideia fixa que nada vai dar certo e que a vida e uma merda- unhappiness 

Uma limitagao da existencia-

Alteragao da forga vital- change in the vital force 

Alteragdo do humor - mood variation 

Desvitalidade- lack of energy 

Faita de Motivagao para continuar vivendo ou produzindo- lack of 

motivation to be alive 

Falta de vontade para produzir- incapability of doing anything 

Uma reagdo-reaction 

Ressentimento- grieving 
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