
THE EXPERIENCE OF DEPRESSION FOR CHIPEWYAN

AND EURO-CANADIAN NORTHERN WOMEN

A Thesis Submitted to the College of

Graduate Studies and Research

in Partial Fulfillment of the Requirements

for the Degree of Doctor of Philosophy

in the Department of Psychology

University of Saskatchewan

Saskatoon

.
,

By

Lynne Maureen MacLean

June 12, 1991

The author claims copyright. Use shall not be made of the

material contained herein without proper acknowledgement.

'�.' 3oa_(XX) 701/909



. In presenting this thesis in partial fulfillment of the
requirements for a Postgraduate degree from the University
of Saskatchewan, I agree that the Libraries of this
University may make it freely available for inspection. I
further agree that permission for copying of this thesis in
any manner, in whole or in part, for scholarly purposes may
be granted by the professor or professors who supervised my
thesis work or, in their absence, by the Head of the
Department or the Dean of the College in which my thesis
work was done. It is understood that any copying or

publication or use of this thesis o� parts thereof for
financial gain shall not be allowed without my written
permission. It is also understood that due recognition
shall be given me and to the University of Saskatchewan in
any scholarly use which may be made of any material in my
thesis.

Requests for. permission to copy or to make other use of
material in this thesis in whole or in part should be
addressed to:

Head of the Department of Psychology
University of Saskatchewan
Saskatoon, Canada S7N owo

-�l'
--� III

�. IU. !I...
.
M

"'w;�,,."," .....iiJll
.�� III �.-!

.--�
..

'

.'�-- --



..... ! 'rW

. To Ella and John
I

W';;.
mr

.

,



Abstract

Is the experience of depression the same for Chipewyan and

Euro-Canadian Northern women, in terms of cause, context,

and meaning? Research was conducted with Chipewyan and Euro-

Canadian Northern women. Resources did not allow for

investigation of more than one Dene cultural group. A mixed

qualitative-quantitative approach was used, involving

grounded theory, chi-square, Fisher's Exact test,. and

multidimensional scaling. This research process has

involved: 1. interviewing Chipewyan and Euro-Canadian

Northern women; 2. free association of depression themes by

such women when reading Chipewyan and Euro-Canadian

interview transcripts; 3. sorting of the themes into

construct groups by Native and Euro-Canadian mental health

practitioners. It appeared that the majority of aspects ,of

the depression experience for these two cultural groups was

similar, suggesting funct�onal equivalence of the depression

phemomenon. The importance of social disconnection in the

role of depression was mentioned by both cultural groups.

Differences between the two groups concerned the possibly

greater emphasis on spirituality and harmony for mental

health for the Chipewyan women, different views of sources

of help for depression, and differences in concern for

confidentiality and stigma. A possible difference between

the relative importance of social and intra-individual

factors in depression for the two cultural groups was
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interpreted in light of self-critical and dependent

depression type theory at the individual level of analysis

and in light of individualistic/collectivistic theories at

the cultural level of analysis. Ramifications for the

treatment of depression with these two groups· of Northern

women were explored.

iii



ACKNOWLEDGEMENTS

This thesis would have been impossible without the help

of many people. Dr. Bob Zemore, my supervisor, shared his

zeal for rigour throughout the course of the dissertation,

and provided me with support thoughout the final phases,

even over the long distance between ottawa and Saskatoon.

Many thanks Bob, for a difficult task. Dr. Ron Fisher, who

was my advisor for the first two years of this thesis

deserves 'special thanks for his vision, encouragement, and

willingness to try new approaches. His steady guidance

through uncharted waters never faltered.

To my committee, Dr. Linda McMullen, Dr. Del Koenig,

and Dr. Irene Poelzer: many thanks for your ideas,

challenges, patience, and support from which this thesis has

benefitted.

Dr. John Berry, my external examiner, provided more

than just his helpful input at the defense stage. I have

been aware of Dr. Berry's work from my years as a clinician

in the NWT, prior to returning to do my doctoral degree. His

was the first work on cross-cultural psychology I had ever

read, __ andl'lis _work has served as a source of intellectual

stimulation to me ever since. It was an honour to have him

as an external examiner.

As well, I am grateful for the help provided to me by

Dr. A. Yakulic in the analysis of the multi-dimensional

scaling data.

iv



I would like to acknowledge the generous funding by the

Northern Scientific Training Program of the Department of

Indian Affairs and Northern Development, and the Phelps

scholarship program of the Douglas-Coldwell Foundation.

I would like to thank the women of Fort Smith,·

Yellowknife, Ile-a-Ia-Crosse, and Saskatoon who participated

in the study and the pilot study. Their courage and

strength form the core of this thesis. I hope I have done it

justice. Musi cho.

I would also like to thank the mental health

practitioners of thes� communities for their time and effort

in the third phase of the study. I wish to thank the

travelling Psychiatric Team from the Battlefords Mental

Health Centre and the hospital staff in Ile-a-la-Crosse for

the transportation, hospitality, and introduction to the

community during my pilot study.

The success of my experience in Ft.Smith would have

been a much different story without the interest, energy,

intelligence, organizational skills, warmth and generosity

of spirit of Dora Unka.

The support of all my friends and family has meant a

great deal to me. My parents, step-mother, and mother-in

law were unwavering in their provision of help and hope. As

well, special thanks to Wendy Woo and Alison Kulak who were

always there, ready to lend an ear, an idea, or a shoulder,

depending on the need.

v



Most importantly, I wish to thank my husband and best

friend Brian, who truly understood the stresses and rewards

of the doctoral process. His constant provision of

perspective, encouragement and love made the stresses

bearable and the rewards more wonderful.

vi

i



TABLE OF CONTENTS

Page

Abstract ii

1. CHAPTER 1 1

1.1 Introduction 1

1.2. Literature Review 10

1. Depression as a Disorder 10

2. The Normal Mood-Disorder 'continuum 12

1. Cultural stocks of Depression Knowledge 15

3. Depression and Women 21

4. Depression Across Cultures 28

5,. Implications for Cross-Cultural Intervention 33

6. Depression and North American Native People 37

7. Depression and Native Women 49

1.:3. Methodological Concerns" in the study of the

Psychology of Women and Cross-Cultural Psychology 52

1.Cross-Cultural Concepts 69

1.4. The Approach Taken in This study 78

1.5. Research Questions 86

2. CHAPTER 2: METHOD AND RESULTS 90

2.1 Procedural Overview 90

2.2 Items of Concern to All study Phases 92

1. Culture of Sample 92

2. Location of Study 94

3. pilot study 95

4. Dissemination of Results 97

vii



3. CHAPTER 3: PHASE 1 METHOD AND RESULTS

3.1 Phase 1 Method

1. Participants

1.1. categorization

1.2. Sampling

1.3. Materials

2. Procedure

3.2. Phase 1 Results

1. Choice of Analysis: Qualitative

2. Frequent Themes of Interest

3. Other Themes of Interest

4. Conclusions

4. CHAPTER 4: PHASE 2 METHOD AND RESULTS

4.1 Phase'2 Method

1. Particpants

2. Materials

2.1 Choice of Interviews

2.2 Construction of Transcripts

2.3 Instructions for Coders

_. _
3 • Procedure

4.2. Phase 2 Results

1. Chi-Square Analysis & Fisher Exact Tests

2. Cultural Differences and Similarities

3. Transcript Differences and Similarities

viii

Page

99

99

99

99

100

103

105

106

106

115

153

159

163

163

163

164

164

166

166

166

169

169

170

179



Page

5. CHAPTER 5: PHASE 3 METHOD AND RESOLTS 186

5.1 Phase 3 Method 186

1. Participants 186

1.1 Demographics 187

1.2 Contacting 187

2. Materials 188

2.1. stimuli 188

2.2. stimuli Packages 190

3. Procedure 191

3.1. Configuration Judges 191

5.2. Phase 3 Results 193

1. Multidimensional Scaling 193

2. Choice of Configuration Solution 195

3. Interpretation of Dimensions 'Over" Judges 197

3.1 Solution for All Participants 200

3.2 Solqtion for Native Participants 205

3.3 Euro-Canadian Solutions 212

4. Conclusion 222

6. CHAPTER 6: RESULTS OVER ALL PHASES 227

7. CHAPTER 7: DISCUSSION 233

1. Limitations of the Study 233

2. The Conceptual Framework Revisited 238

3. Exploring a Model of Depression Common 239

to Both Cultures

4. Interpretation of Differences 247

ix



D. Phase 1: Group Composite Process Models

of Depression

E. Phase 2 Tape Rating Procedure

F. Phase 2 Depression Transcripts

G. Phase 2 Coder Instructions

351

356

358

366

369

Page

1. Cultural Differences 247

1.1. spirituality and Harmony 247

1.2. Connectedness and Cognitive style 248

1.3. Depression as a Test 252

1.4. Grief 254

1.5. Control 256

1.6. Social Aspects 258

1.7. Individualism and Collectivism 263

2. Depressed-NonDepressed Differences 271

5. Practical Implications 273

6. Contributions 277

7. Major Hypotheses and Future Research Directions 279

8. Conclusion 283

8. REFERENCES 284

9. APPENDICES (A-J) 300

A. Phase 1 Instructions 306

B. Qualitative Data Reduction and Analysis Process 311

C. Phase 1: List of Codes and Subcodes, Their 336

Frequencies and Percentages, by Group

H. Themes Derived From Phase 2

x

(



I. Phase 3 stimuli

J. Phase 3 Instructions to Mental Health

Practitioners .

K. MDS Judge Instructions

Page

372

375

379

xi

-",-_



LIST OF TABLES

Page

TABLE 1. Phase 1 Sample Demographics 102

TABLE 2. Qualitative Themes of Interest with Frequencies
Approximately 50% or Greater, Over All Groups 118

TABLE 3. Qualitative Themes of Interest with
Frequencies Approximately 50% or Greater,
By Culture and Diagnosis 120

TABLE 4. Qualitative Themes of Interest with
Frequencies Approximately 50% or Greater,
By Specific Group 123

TABLE 5. Favourable and Unfavourable Sources of

Help for· Depression By Group and Overall. 148

TABLE 6. Most Frequently Mentioned Sources of Help
for Each Group and Over All Groups. 149

TABLE 7. Fisher Exact Test Analyses: Depression Themes

by Culture 172

TABLE 8. Phase 2 Theme Frequencies, From Most to
.

. Least Frequent, ..By Culture • .177

TABLE 9. Fisher Exact Test Analyses: Depression
Themes by Interview Transcript Type 180

TABLE 10. Phase 2 Theme Frequencies, From Most to
Least Frequent, By Transcript Type. 183

TABLE 11. Phase 3. Stress and Variance Accounted
For (RSQ) By Dimension in the MDS

Configurations for Each Group. 196

TABLE 12. Phase 3 Multi-Dimensional Scaling Key

TABLE 13. Interpretations of the "All" Configuration

TABLE 14. Interpretations of the Native Configurat�on

TABLE 15. Interpretations of the EuroCanadian 3-D

Configuration

TABLE 16. Interpretations of the EuroCanadian 2-D

Configuration

TABLE 17. Important Themes Occurring Across �2 Phases

198

204

207

214

222

231

xii

,



Page

TABLE 18. Similarities Among All Groups of Women
Over Phases 231

TABLE 19. Differences Over Phases By Culture and
Depression Diagnosis 232

xiii



LIST OF FIGURES

Page

FIGURE 1. Procedural Phases and Analyses 91

FIGURE 2. Process Model of Depression Causation Over
All Participants 141

FIGURE 3. MDS 3 Dimensional Configuration for All
Practitioners. 201

FIGURE 4. Phase 3 Three Dimensional Solution for All
Practitioners Combined. (Stress =.205;
RSQ =.706). 206

FIGURE 5. MDS 3 Dimensional Configuration for Native
Practitioners 209

FIGURE 6. Phase 3. Three Dimensional Solution for
Native Practitioners. (stress =.23;
RSQ =.58). 213

FIGURE 7. MDS 3 Dimensional Configuration for
Euro-Canadian Practitioners. 215

FIGURE 8. Phase '3. Three Dimensional Solution for Euro
.

Canadian Practitioner$ (stress =.21;
RSQ =.69).

.

220

FIGURE 9. MDS 2 Dimensional Configuration for
EuroCanadian Practitioners. 221

FIGURE 10.Phase 3 Two Dimensional Solution for
EuroCanadian Practitioners. 223

•

xiv

r
I

,
.j

r



1

CHAPTER 1

1.1. Introduction

The purpose of this section is to introduce the reasons

for studying the experience of depression in Chipewyan and

EuroCanadian northern women, and for using an exploratory

approach. A literature review follows this introductory

section. The reasons for the study are: that depression is a

major mental disorder; that women are a major population of

.

concern who have this problem; that depression is a major

problem for people in the Northwest Territories, both

EuroCanadian and Native, and so it may be major problem for

northern Native and EuroCanadian women. However, because

causes, symptoms, and,treatments for depression va�y from.

culture �to culture around the world, it cannot be assumed

that the experience of depression is the same for

EuroCanadian women and for Native women. Differences in

causes, symptoms, or meaning may have implications for

treatment. Finally, because of the nature of past psy�hology

research on women, and because of the demands of cross

-

cuitural research, a first research step required an

exploratory methodology.

As will shortly be established, depression is a serious

mental health problem. Most people experience normal periods

of depressed mood when feeling down, sad, hopeless, and

fatigued. These moods are usually expl a inabLe and last a few

days at the most. However, depression as a disorder
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involves experiencing these symptoms with a greater,

sometimes debilitating degree of severity, and over long

time periods (DSM-III-R, A.P.A .. ,1987).

Depression is widespread over North America. At anyone

time, 5% of the population is believed to be sUffering from

major depressive disorder (Coleman et.al., 1984; Wetzel,

1984), and there is a lifetime risk of depression of

approximately 15% (Hafen & Peterson, 1982).

Depression in North America is particularly a problem

for women, who are twice, as likely as men to experience

major depressive disorder. In fact, 20%-26% of women will

suffer from such depression in their lifetime (Wetzel,

1984). It is the most frequently diagnosed mental health

disorder for women" (�turdi�a�t, 1980).
.

.

.
.

�

In this study, w�men

were the focus because of their high profile as depression

sufferers.

Little research is available on the experience of

depression for northern C�nadians, let alone Northern women.

According to Mr. Andrew Langford, Director of Alcohol,

Drugs, and Community Mental Health, Department of Social

Services, Government of the Northwest Territories (GNWT),

and President of the NWT Psychologists Association,

depression is a serious mental health problem in the NWT,

preceded only by alcohol and drug abuse in severity and

pervasiveness (personal communication, October, 1987).

However, actual depressIon rates are difficult to obtain,
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due to problems with obtaining records from remote nursing

stations, and the classification of medical help-seekers

under physical problem categories. The classification

difficulty is partly due to people coming in for treatment

of additional problems, and to the- lack of professionals

trained to make mental health' diagnoses in the smaller

communities. It is expected that depression rates are

underestimates '[Carol P. Pim, Territorial Epidemiologist,

Government of the Northwest Territories (GNWT); personal

communication, February 23, 1990). Because of how cases are

recorded, sex differences are not always obtainable [Carol

P. Pim, Territorial Epidemiologist, Government of the

Northwest Territories (GNWT); personal communication,

February�23,1990].
The statistics that were avail�ble for the two

communities studied in this research indicate that

depression is at least as much of a problem for these

communities as for the rest of the continent. For

Yellowknife and Fort Smith, the 1989 depression rates were

7.0% and 3.4% respectively (Pim, personal communication, _

February 23,1990).

The understanding of depression in the NWT and for NWT

women is further complicated by the fact that the majority

of people, and the majority of women, are not EuroCanadian,

but are of Native background and culture (Heming, 1986).

The general picture of depression in Native cultures varies,

-1 �".
,-=-"'I
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with some Native groups showing rates below that of the

national average, and with other groups having higher rates

(Ross & Davis, 1986; Shore & Manson, 1981). However, for the

Native group in this study, the Chipewyan, depression rates

for women appear to be as high as the average for women in

North America.

Depression rates for different cultural groups were

unavailable for Yellowknife and Fort Smith, two communities

with sizeable numbers of Chipewyan people, as well as with

sizeable proportions of people from other cultures (Heming,

1986). However, depression rates among women were available

for Snowdrift and Fort Resoluti�n. These two NWT

communities are primarily Chipewyan in population (77%

Chipewyan and chipewyan-Metis in Fort Resolution; 92%

Chipewyan in Snowdrift) (Heming, 1986). The depression rates

were 6.7% for women in Snowdrift and 5.2% for women in Fort

Resolution (Pim, personal communication, February 23.'1990).

Again, even if these rates are not the underestimates they

are expected to be, they indicate a problem with depression

possibly as large as_that_of the southern EuroCanadian

communities, where such a rate has been considered

indicative of a serious problem (Wetzl, 1984).

However, the problem of cross-cultural comparability

still remains. Even the Chipewyan rates may be inaccurate

due to cultural misdiagnosis. This is because of the cross

cultural variability of depression.
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Depression has been found to manifest itself

differently in different cultur�s. It has different

symptoms, different perceived underlying causes, and

different culturally preferred treatment approaches. (Brandt

& Boucher, 1986; Draguns, 1975; Marsella, 1980; Tanaka-

Matsumi & Marsella, 1976; Yanagida & Marsella, 1978). It is

unlikely that all the dimensions of symptoms, causes, and

treatments would be different simultaneously, or that the

phenomenon being, studied could not be compared to the

Western concept of depression. Overlap exists, but the

source and degree of overlap varies from culture to culture.

However, given the differences found worldwide, i� may be a

mistake to apply di�gnosis and treatment from one cultural

'group directly' onto anot.he r cultural group without s t.oppLnq

to examine such differences (Draguns, 1975; French, 1981;

pedersen, 1979; Vontress, 1985).

The question remains, is the experience of depression

the same for EuroCanadian and Chipewyan women? For

diagnosis and treatment of depression in the North, concerns

of common_applicability are important. Thus, this study

compared the experience of depression for EuroCanadian

northern women, whose culture provides the '''standard'' for

depression diagnosis and treatment in Canada, and Chipewyan

women. It was important both to investigate the depression

of northern EuroCanadian women in their own right, but also

to differentiate the depression of women from another

I"""
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cultural groups, particularly when women from the other

cultures form a population who may be in need of treatment.

For this study, the main research questions were:

1.How do Chipewyan women experience and conceptualize

depression? 2.How do northern EuroCanadian women experience

and conceptualize depression? 3. How do these experi.ences

and their underlying constructs compare between the two

cultural groups?

It was also of interest to look at the way northern

mental health practitioners conceptualize depression, to

determine whether cultural differences exist among them, and

to determine whether these practitioner differences were

supportive of findings among the women. There may be

implications ·for diagnosis and/or treatment ·if Chipewyan

women have one set of views of depression, while mental

health practitioners, Dene or otherwise, attempt to work

from an entirely different framework. As well, if cultural

differences from the women's sample are also found among the

practitioners, the findings will be strengthened and be

somewhat more generalizable. The questions for this aspect

of the study were:

4.will mental health professionals conceptualize the

experience of depression based on their own cultural

backgrounds, and/or their professional training?

5. How do their conceptualizations compare to those of the

women?
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Methodological issues in the study of the psychology of

women and cross-cultural psychology make it necessary that

the design of this study be exploratory. In mental health

research, it is being recognized that the understanding of

the psychology of women has been biased from assumptions

that women are the same as men. Much research has been

generated using men and male assumptions about the world

(DuBois, 1983; Griffin, 1986; Marshall, 1986; Miller, 1976;

sturdivant, 1980). More research needs to be done from a

female perspective, using women as the focus. This seems

especially important in subject areas where it is primarily

women who manifest the phenomenon of interest, and who are

the maj ,or mental health consumers.
,

,

similar problems to those of the psychology of women

have plagued cross-cultural psychology. These problems have

included the assumptions that Western values, frames of

reference, and internal experiences are common across

cultures (Mies, 1983). As well, because of the cultural

differences in manifestation, the use of Western research

and diagnostic instruments to measure psychological __

phenomena may not be valid in different cultures, and

results obtained may not be meaningful (McShane, 1987;

Shore, 1974; Shore & Manson, 1981). It seems important,

both in investigating the psychology of women and cross-

cultural psychology, to use research methods that look at

, .•
11
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the phenomena from the perspectives of the people involved

as much as possible, especially in exploratory phases.

Triangulation with other methodologies, and development

of valid and reliable qualitative and quantitative

instrumentation is important (Campbell & Fiske, 1959; Miles

& Huberman, 1984). However, the first phase of research in

an area where little prior research has been done, and where

construct validity is of prime importance, necessitates an

exploratory approach (Cook & Campbell, 1979).

The purpose of this research was to generate hypotheses

about the symptoms, causes, and alleviations of depression,

for Chipewyan and EuroCanadian women in a way that attempted

to stay as true to t�eir related experience as possible.

Because of the wid� ar�ay of variables upon which depression

can vary cross-culturally, the term "e�perience" is used

because of the broadness of its connotations. While it may

have been desirable, and certainly easier, to pursue a more

focussed study, this may have been premature. Depression may

have different diagnostic criteria, causes, and preferred

alleviations. As well as developing a set of useful

descriptive material, it is hoped that this investigation

will lead to the generation of hypotheses about variables

underlying these differences, leading to a better

understanding of depression in a cultural context. Testing

and generalizing of hypotheses so generated is left to

future research.
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The present research involved use of three phases to

answer its research questions. In Phase 1, loosely'

structured interviews were necessary to gain the perceptions

of participants both for the useful information they may

provide (Belle, 1990; Mies, 1983), as well as to provide a

research process which feels respectful to the participants,

while introducing as little cultural instrument bias as

possible (Belle, 1990; Mies, 1983; Segall, 1979; Stanley &

Wise, 1974; Trimble, 1988).

In Phase 2, a different methodology was used to gain

participants' perceptions. This was a free-association task.

Use of another sample, and another method allowed some

triangulation of findings with the 'interview data from phase

1. As well, since the women wer'e free':'associa'ting to Phase 1
..

interview data, they served as an external check to the

author's interpretation of Phase 1 data.

Phase 3 utilized a stimuli-sorting task to look at the

underlying dimensions a�ong which the mental health

practitioners organized their conceptions of depression.

Thus, both a very different sample and a third method could

be incorporated into the triangUlation of results.

It was hoped such an exploratory process would provide

a firmer foundation for more traditional research

approaches. In this way, contributions of future research

to the prevention, diagnosis, and treatment of depression in

,I

J
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northern people may better reach their full potential in

alleviating a major problem for northern Canadian women.

1.2. Literature Review

1.2.1. Depression as a Disorder

In order to examine the concept of depression cross

culturally, it is necessary to establish what we mean by the

term "depression". Here in North America, depression is

considered to be both a normal mood and a disorder. There is

some justification for considering the disorder to be an

extension of the mood. In terms of being open to cultural

stocks of knowledge about depression, it may be important to

take such a perspective. The following sections will present

this·view in more detai"l.

The Diagnostic and 'statistical Manual of

.Mental Disorders (Third Edition-Revised) of the American

Psychiatric Association (1987)� (otherwise known as the DSM

III-R) considers depression to be composed of several sub

types of affective, or "mood" disorders, which are not

caused by any other physical or mental disorder."Mood refers

to a prolonged emotion that colours the whole psychic life;

it generally involves either depression or elatioh"

(American Psychiatric Association, or, APA, 1987, p.213).

These mood, or affective disorders include:

a) Major Depressive disorder, involving one or more major

depressive episodes without a manic component. This

,
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prominent and persistent depressed mood is described as

feeling "depressed, sad, hopeless, discouraged, 'down in the

dumps'" (APA, 1987,p.219). Accompanying symptoms include

poor appetite, insomnia, psychomotor agitation and/or

retardation, fatigue, feelings of guilt or worthlessness,

inability to concentrate, and thoughts of death or suicide

(at least four of these accompanying symptoms must be

present daily for at least two weeks);

b) Bipolar Disorder, Depressed, involving a major depressive

episode as above, with one or more manic episodes (extremely

restless, reckless, elevated, expansive and/or irritable

moods showing impaired cognitions in the form of "flight of

ideas" and grandiosity) ;

c) Dysthymic 'disorder, involving a constant depressed mood

for the past two years, but not of sufficient severity to

meet the criteria for major depression;

d) Cyclothymic disorder, involving periods of depression

like dysthymic depression, but also including one or more

episodes of hypomania, which is like mania, but not of the

psychotic proportions which mania can assume;

e) Adjustment disorder with depressed mood, in which

reaction to a stressor within the last 3 months is an out-

of-proportion maladaptive depression (excluding

"uncomplicated bereavement") ;

f) Depression believed due to some organic process,

including Organic Mood Syndrome, depressed; Primary
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Degenerative Dementia of the Alzheimer Type with depression;

Multi-infarct Dementia with depression; and Hallucinogen

Mood disorder, depressed (APA, 1987; Coleman, Butcher, and

Carson, 1984). Thus depression as a disorder seems to

involve symptoms clustering around feelings of sadness and

despair, with variations in terms of time, severity, and

presence of manic episodes.

1.2.2. The Normal Mood - Disorder continuum

These technical definitions for types of depre�sion

apply to the concept'of depression as a disorder. How is

this related to the concept of depression as an emotion?

As human beings we all experience moments of depression, of

fe�iing "
•.• sad, hopeless, discouraged, \�own in the

dumps'" as described in the DSM-III-R (APA, 1987, p.219),

and moments of mood swings and elation, in response to

life's stressors, personal awareness, existential crises,

hormonal shifts, and "uncomplicated bereavements". How, if

at all, is the normal emotional state related to the

disorder? How do we decide in a study whether to focus on

depression as a normal emotional state, or depression as a

disorder?

The cross-cultural research on depression has shown a

split in focus along these lines. The two major fields of

investigation into this area - the anthropological and the
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psychiatric - have looked at depression differently

(Kleinman and Good, 1985).

"For anthropologists, whose chief concern is the

system of normative meanings and power relations

which mediates the interconnections between person

and society, emotions - here as personal fee�ings,

there as expressions and constituents of social

relationships - are commonly the focus of

attention; not so for psychiatrists, whose

interest centers on clinical disease." (Kleinman

and Good, 1985, p.8).

Thus, anthropologists have focussed on the normal emotional

state of depression, while psychiatric investigations have

focussed on depres�ion as "a disorder. Such a split would

seem appropriate if the normal emotional state and "the

disorder were qualitatively different.

Coleman et al.(1984) state it is customary to

differentiate the disorders along three dimensions:

severity; type of symptoms (i.e., existence or not of manic

symptoms); and duration of symptoms. If depression is

looked at as being on a continuum of emotion from normal to

mild to severe, the difference between emotion and disorder

can be considered one of quantifiably different severity

(Kleinman and"Good,1985). Coleman et ale (1984) suggest

that this model fits for most aspects of depression.

However, they suggest that the more extreme and psychotic
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features of depression at the end of the continuum speak to

the involvement of biological factors, resulting in a

disorder requiring qualitatively different approaches to

treatment. This would suggest, then, a qualitatively

different experience from the normal state of depression for

very severe depressions only.

The similarity, or dissimilarity of normal and abnormal

depression may lie in how a culture views depression. For

some cross-cultural researchers in the area of depression,

the division of depression into two categories (normal

emoti?n and disorder) is "a reification 'of western

categories which becomes problematic when viewed from the

perspective of indigenous non-We�tern categories" (Kleinman

and 'Good, 1984). Such a statement sugges�s that to limit a

cross-cultural investigation of depress ibn to one or the

other "type" of depression in an initial investigation may

result in imposing a diagnostic schema which does not fit

another culture.

It may also be possible that the way we conceptualize

the disorder as a society may be reflected in the way we

conceptualize our every day experience of normal depression.

Such congruence is especially likely if normal depressive

emotions are considered as part of a continuum with

maladaptive disorders. It may be that the study of normal

moods can inform us about causes and treatment of mood

disorders. The normative meanings and relationships found
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with normal depression may be important aspects of

depressive disorder. It may be particularly important to

explore the normal manifestation of depression when the

meanings and relationships embodied by emotion, both normal

and disordered, are unknown. We need to know of what the

cultural stock of knowledge about depression is composed.

Do cultural stocks of knowledge exist? If so, is there

any evidence to suggest that, within a cultural stock of

knowledge, there is congruence between how normal and

disordered depresssion are conceptualized? Rippere's (1977,

1979) body of work studying the conceptualizations of normal

depression and its alleviation among lay people suggests

that a useful cultural body of .knowledge can exist. In the

" ,

Western, :English-speaking cultural stock of knowledge dealt

with in her work, the views expressed on dealing with normal

depression were very similar to clinical views on dealing

with depression as a disorder.

1.2.2.1. Cultural stocks of Depression Knowledge

'Rippere (1977b) began by asking first-year psychology

students r- with no abnormal psychology background, to answer

questions on a 5-point Likert scale from "never" to "always"

about the frequency with which they and then the average

person felt depressed, tried to do something about it, and

were able to alleviate the depression. The students also

estimated what percentages of their group would circle each

of the five points on the Likert scales. Results showed
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that people as a whole were strikingly accurate in

predicting the responses of others, even when the predicted

responses differed from their own responses. As well, it

appeared from these data that most people felt depressed

sometime, though not often, that they engaged in anti

depre$sive behaviour when they did feel depressed, and that

they found that their efforts generally led to success.

This study suggested an awareness in the general culture of

depre&sion, its frequency and severity in others, and of a

body of knowledge of how to cope with depression� at least

of the "usual" variety.

Rippere (1977c), using a sample of London

citizens, asked respondents to state'in a two minute, open

ended interview, "what is the thing to do when you're,

feeling depressed" (p.186). Results indicated that the

majority of items of �things to do" (87.2%) received some

consensus (i.e., were mentioned by more than one

respondent), and were quite heterogeneous in nature, and

that some responses indicated qualifications, such as "it

depends on who and what is available" (p.189). Rippere

(1977c) suggested that her data point to a body of

consistent agreement on a wide variety of responses

available to the average person in coping with depression,

as appropriate to their particular situation. Although

Rippere (1977c) does not make this connection, it is

interesting to note that the items listed in her study fit

,
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well with-many of the Western cognitive-behavioural, and

particularly behavioral approaches to treatment of

depression as described by Williams (1984) (e.g., activity

scheduling, social reinforcement).

In a third study (Rippere, 1977a), 100 psychology

students (undergraduate and graduate) and faculty were asked

to answer 20 forced choice statements about the nature of

depression (e.g. ,"when feeling depressed, it usually helps

to keep busy" versus "when feeling depressed it usually

helps to take it easy", p.470). She found consistency with

the findings from her previous studies with lay people

(1977b & 1977c) along the lines of the universality. of

depression, the frequency of depression, the ,usefulness of

certain'anti-depressive activities'Osuch as talking to

someone, keeping busy, doing enjoyable activities, etc. She

found further con�istency in h�r findings from the

development and refinement of an Anti-Depressive Activity

scale (Rippere, 1979), which rates the usefulness of various

anti-depressive activities. The scale was used in a 1980

study looking at forced choice statements about the causes

of depression. Subjects in the 1979 study were university

students, while 'subjects in the 1980 study were

undergraduate psychology students, members of the public

interested in depression, and clinical psychology graduate

students. In both studies, subjects were asked to give

their own views and predict those of their peers. In the
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1979 study, subjects had been able to predict their peers'

responses even when they differed from their own, and showed

a good degree of consensus with each other and with previous

studies on the relative helpfulness of anti-depressive

activities. In the 1980 study, the undergraduate students

and the public were able.to predict well their peers'

responses to the causes and prevention of depression, even

,
. .

when d1fferent from the1r own. The clinical graduate

students, who varied slightly from the other two groups in

their personal response views, did not predict the views of

the other clinical graduate students well, 'in that they did

not see their group varying from the views held by the other

two groups. These findings suggest that clinicians and lay
..

people are in basic agreement with each other in their views

of depression (though there was some small variation), that

people on the whole are aware of their culture's set of

views even when they differ from their own, and that it

might be difficult not to continue ascribing these

culturally held views of depression to one's peers, even if

it is_known that one's peers have had the same training to

augment their views as has oneself.

There are some flaws in Rippere's work. For example,

her samples always appeared to be from educated populations,

since even her non-students lived in and around the

university, or were interested in depression and tperefore

potentially already educated about it in some fashion.
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However, the bulk of her evidence does appear clear, that

given a group of lay people from a culture, there is a stock

of knowledge about depression. This stock of knowledge

contains ideas about how often people tend to feel

depressed, how often they try to do something about it, how

often that works, what things they do, and the relative

helpfulness of these things. It appears important, then, to

investigate these:

"funds of objectified and accumulated experience in a

society that �s transmitted from one individual to the

next and is available to the individual in defining and

attempting to solve the problems he [sic] encounters in

everyday life" (Rippere, 1977c, p.185)

The 'cultural ·stocks of knowledge about normal

depression, besides being of interest in and of themselves,'

may be useful in understanding more about depression as a

disorder within a culture. In Rippere's work, approaches to

depression held by lay people seemed to reflect the basic

views held by clinical graduate students, and to reflect

some therapeutic approaches to the treatment of clinical

depression. As well, use of a client's cultural stock of

knowledge about depression has been found to be useful in

treating depression as a disorder.

Beck (1977, cited in Rippere, 1979) has noted the

usefulness of the common sense knowledge of depression held

by patients, and of both the loss of the help it provides

i .. ..",;'
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and of the increased helplessness on the part of the patient

when this common sense stock of knowledge is 'debased'

(p.448) by current psychiatric thought. Rippere (1979)

reports that clients in treatment for depression who are

able to draw on this stock of knowledge tend to do better by

joining their therapists as collaborators in designing and

executing their own treatment. The use of negotiated

contracts in behavioural, humanistic, and feminist

approaches to the treatment of depression is not just to

motivate client involvement and model egalitarian

relationships, but to take .advantag� of the knowledge the

client brings as well (sturdivant, 1980; Williams, 1984).

Rippere (1979) 'and Sturdivant (1980) point out that it may

not be 'ju'st the knowledge itself that helps, but the

indication on the part of the clinician of respect for that

knowledge (Rippere, 1979). This may be especially true when

it appears that this culturally-normative information is not

so different from that held by the clinicians themselves.

Thus, it appears that the study of depression as both a

normal problem of everyday life and as a disorder can be

related.

Given the usefulness of determining cultural stocks of

knowledge as a potential key to understanding both normal

depression and depression as a disorder; and given that the

split between normal and abnormal types of depression may

not hold for other cultures, it would be hasty to exclude

,
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the experience of normal depression from investgation of

depression as a disorder in another culture. It seems

appropriate for this study to explore both the normal and

disordered experiences and conceptualizations 'of depression

with an open mind, and to determine the degree to which they

may be related among Chipewyan and among northern

EuroCanadian women. To include one approach at the

exclusion of the other may result in premature closure on

concepts of depression indigenous to Chipewyan culture.

1.2.3. Depression and Women.

This section of the literature review examines many

aspects of the relationship between bein9 female and being

depressed'. Such an examination provides az'eas to include in

the exploratory investigation of the "experience" of

depression.

As was briefly mentioned in the introduction, upon'

investigating the epidemiology of depression the most

impressive finding is the extent to which depression is a

disorder of women, at least in North America. It is

necessary to examine the factors in the situation of Western

women that may make them the gender more predisposed towards

depression. If social factors are important aspects of

depression for women in Western cultures, they may be so for

women in other cultures, as culture itself is a social

factor.

I
J

,
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It is interesting to note that while never-married or

widowed men who are heads of households are at risk for

depression, it is never-married women who are heads of

households that are at least risk for depression among

women; that poor or working-class married women with 2-3

children are at high risk, at least until the children hav.e

left home; and that it is those who have never married, but

who are not heads of households (i.e., dependent) who are

also at high risk (Wetzel,. 1984).

In terms of employment and marriage, Anashensel (1986,

cited ,in Russo, 1990), found that employed wives with low

employment strain and low marital strain had the lowest

rates of depression, which were significantly lower than for

. . .

nonemployed wives with low marital strain. Nonempl�yed
wives with high marital strain had the highest rates of

depression, rates which were significantly higher that for

wives with both high employment strain and high marital

strain. Multiple roles for married women can be beneficial

in reducing vulnerability to depression, but that depends on

toe a�titudes of the husband, satisfaction with child care,

income, and having social support networks (Russo, 1990). As

well as having the necessary resources to juggle roles, the

woman's perception of choice in the roles she takes is

important in determining role stress and probability of

depression (McBride, 1990; Russo, 1990). It appears that

the woman least likely to be at risk for depression is a

,
,I"'IIII,1fI''''' fI"",, *'
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never married woman, with a well-paying, satisfying job, a

supportive social network, and good child care if she has

children. This picture is at odds with the traditional role

for women.

As well, poverty, low-education level, and low status

employment are correlated both with depres's Lon and being

female (Belle, 1990; Wetzel, 1984). studies indicate that

poor women experience "more frequent, more threatening, and

,more uncontrollable life events than does the general

population" (Belle, 1990, p.386). They are more exposed to

crime, death and illness of children, imprisoned husbands,

and more chronic problems such as poor housing, bad

neighborhoods, and financial uncertainties (Belle, 1990).

Wolf (1987, cited in Belle, i990) foun'd that poor women

perceived their depressions as ,being precipitated by

negative social role identifications such as being a bad

mother, bad spouse, bad provider, or thief, resuliing·from

their poverty.

For poor women, the social networks which nor�ally help

attenuate the effects of life problems and depression by

providing emotional support, may actually exacerbate the

problems and the depression. If all the woman's confidantes

are also experiencing these problems, stress "contagion" can

occur, leaving the woman feeling worse than ever (Belle,

1990; RUsso, 1990). Like men, women are distressed by events

that happen to their children and spouses, but unlike men,

1�""··"��'
� �
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they are distressed by events occurring to other members of

their social networks. This contagion of stress exposes

women to a greater risk for depression (Kessler, McLeod, &

Wethington, 1985, cited in RUsso, 1990). The problems of

poverty faced by such women, combined"with difficulties in

dealing with the social systems responsible for aiding them

may lead to perceptions of powerlessness (Belle, 1990).

When the' traditional situations of women are examined'

it is not difficult to see why they would be likely to

exhibit depression. Women have been brought up to lead

their lives through the affiliation with and the nurturance

of others (Miller, 1976; sturdivant, 1980; Wetzel, 1984)

thus enhancing their dependence on others. In many sen�es,

�he tr�ditional w�man has been encouraged to be childiike,

giving, uninvolved with the affairs of the world,

financially as well as emotionally dependent, and not to

show anger (Miller, 1976; Sturdivant, 1980). Yet it is the

attributes of nurturance, suppression of anger, and non-

assertiveness that have been" indicated to be vulnerability

factors relative to depression (Wetzel, 1984).

"If as many theorists suggest, passivity is the

core of psychopathology, we must consider the

results of female socialization to helplessness to

be catastrophic; it produces not only depression,

but a kind of psychological 'failure to thrive'

,
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syndrome, observable in many women as they slowly

cease to grow as people" (Sturdivant, 1980,p.123).

It should not be fdrgotten that there are costs to men in

male socialization, but as these costs do not typically

include depression, they will not be discussed here.

Bart (1975 cited in Wetzel, 1984) suggests that

aspects of female depression are brought on by the

I

powerlessness or loss of control that women experience in

society. Sturdivant (1980) cites research which shows that

women are typically portrayed in the media and in

educational literatures as not able to take care of

themselves. Developmental studies (Sturdivant, 1980) suggest

.that women are more socialized into helpless behaviour than

.,
.

are men such that the actions of girls are less likely to

have consequences than are the actions of boys. She also

cites research showing that women talk less than men in

mixed-group discussions, demand and are given less personal

space, and have less influence in problem-solving groups.

When attempting to influence a group, women were seen as

,"pushy",. and this behaviour did not increase ratings of

their competence as it did for men (Sturdivant, 1980).

Women who are breaking out of traditional paths are

also running into problems based on the ambiguity of current

roles. Often, working women are expected to hold the dual

role of employee outside ,the home and of sole homemaker and

nurturer of children, husband, and elderly relatives.

r�
t
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Attempting to fill both roles can lead women to feel

exhaustion and depression at their inability to hold down,

in fact, two full-time jobs. As indicated above, multiple

roles can serve to nourish a woman's life, but this is

dependent on her resources, social support, and feeling of

choice (McBride, 1990; Russo, 1990). If a traditional

husband does not support her working and does not share in

the nurturing duties, she is at greater risk for depression

(McBride, 1990). Depression is the major mental illness

identified with role conflicts (McBride, 1990). As well,

jobs held by women are typically low status, low paying and

low power. Women also receive conflicting messages about

success and achieve�ent, two highly prized commodities in

Western society, but not traditionally prized for women

(Stoppard, 1989; Wetzel, 1984). Thus, confusion and role-

conflict are added to feelings of powerlessness and

dependency. Some research on depression suggests that it is

both men and women who behave in sex-role incongruent ways

(dependent males and self-critical females) who are most

vulnerable to depression (Smith, O'Keefe, & Jenkins, 1988,

cited in Segal, Shaw, & Vella, 1989).

Added to all this is the tendency for some

theories of depression to place the blame for this

depression on the woman herself. Traditional Freudian

approaches require that women be seen as inherently

childlike and masochistic, requiring male dominance to
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fulfill their needs, and who narcissitically turn love,

loss, and anger inward on themselves, thereby becoming

depressed (Miller, 197�; Wetzel, 1984). Any attempts to move

beyond the female role into more independent behaviour was

seen as unhealthy (Wetzel,1984). Even today, Cognitive-

Behavioural approaches, which can offer a new way for women

to think about themselves and their world through changing

negative cognitions and raising self-esteem, can be misused.

This could occur with the emphasis on personal

responsibility for change if no recognition is given to the

forces of external oppre�sion (Stoppard, 1989; Wetzel,

1984). Such lack of recognition of the external environment

would merely ,result in a reinforcement of women's self-

-, '

blame, 'a self-blame that is consistent with the mistrust of

self, self-depreciation, and negation by others in which

women are socialized and experienced (Miller, 1976;

Sturdivant, 1980). According to Wetzel (1984), the double

bind in which depressed women could be placed is one of

realistic powerlessness coupled with unrealistic self-blame.

"Responsibility without possibility is a depressing

cognition in and of itself" (Wetzel, 1984, p.186).

Thus, when the situation of women is considered, the

themes of dependency, of loss, of powerlessness, of guilt

and self-blame, of anger turned inward, and of an

unauthentic relationship with the self through role

adherence and confusion all appear. It is not surprising
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that the majority of depressed people are women, nor that

depression is the most prevalent mental health disorder

among women.

This study included an attempt to determine if the

social factors associated with depression for women in

Western cultures are also associated with depression among

Chipewyan women. It is important not to generalize from

women of one culture or ethnicity to another (Duley &

Edwards, 1986; Kagitcibasi & Berry, 1989; RUsso, 1990).

There are differences in variables such as social status,

and differences in prevalence rates of disorders among

different cultures, including depression (�nowden & Cheung,

1990) � As we'll, the meanings, symptoms, and preferred
. ,

treatments for depression vary across cultures, as the next

section will show.

1.2.4. Depression Across Cultures

There is a large body of research to suggest that

people from different cultures experience depression

differently, making the generation of culture specific_

theories and hypotheses important. In a review article,

Draguns (1975) points to:

"converging lines of evidence ... [that]suggest

that depression in the major cultures of the Far

East is phenomenologically and dynamically
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different from depression in Europe or America"

(p.279) •

Depression has different meanings and different symptoms in

different cultures which have ramifications for treatment

and diagnosis. Draguns (1975) points to studies finding

that the meanings ascribed to the experience of depression

differ in different cultures. In Japan, themes of

depression revolve around acts of interpersonal failure,

whereas for Germans the �xperience is one of violating an

abstract and absolute principle. North American people of

Caucasian heritage are more likely to experience depression

as a marked discrepancy between real and ideal self

concepts.
. . . . .

Tanaka-Matsumi and Marsella (1976) asked Japanese

university students in Japan, and Caucasian and Japanese-

American university students in Hawaii to free associate to

the word "depression" or "yuutsu" (the closest Japanese

approximation to the word "depression") depending upon which

was linguistically appropriate. They found that Japanese

students made more .referents to the external environment

(e.g., "rainy") and somatic states, while the students in

Hawaii (both of white and Japanese ancestry) tended to give

words relating to internal mood states (e.g.,"sad").

Yanagida and Marsella (1978). discovered greater incidence of

perceived real-ideal self discrepancy in depression the
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longer that generations of Japanese-American famil1es had

been in the USA.

The question can be raised as to whether

phenomenologically perceived causes and "real" causes are to

be taken equally seriously. While perceived causes may not

be universally applicable real causes, the culturally

perceived causes are important within that culture both for

theory and treatment of depression. As well,

phenomenologically-meaningful causes within a culture can

aid in understanding ,depression as it applies to more than

one culture. Thus, perceived causes are important to study.

Symptoms, a less phenomenological aspect of

depression than perceived causes, 'also vary �rom culture to

culture. Brandt and Boucher (1986) 'asked subjects in, eight
';

different countries- Australia, Indonesia, Japan, Korea,

Malaysia, Puerto Rico, Sri Lanka, and the united States - to

free associate lists of feeling words to the word "emotion".

These lists were then ?orted by people from the country from

which the list originated, and the clusters analyzed using a

non-parametric technique. Only four of the eight countries

had emotional clusters that formed a clearly differentiated

depression cluster: Indonesia, Japan, Sri Lanka, and the

USA. The other countries did have words denoting

depressive-type feelings, 'but these words were not organized

as a separate construct. The four countries showing such

depression clusters 'differed on the degree to which
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depression was clearly differentiated from such feeling

clusters as guilt, agitation, and jor sadness. GenerallYI

sadness was the most closely associated cluster, if it was

differentiated from depression. The USA and Sri Lanka showed

the most clearly bounded and separated depression clusters.

For their study, "
.•. the'two 'pan-cultural' findings [for

depression] were: (1) no association with positive affect and

(2) an intimate association with sadness" (Brandt and

Boucher, 1986, p.342).

Teja, Narang and Aggarival (1971) looked at frequency

distributions of symptoms reported in four studies of

depression in India, comparing North and South Indian

depressives with British depressives. Over 400 clients were

..

involved. Some consistent differences emerged between

Indian and British clients. These included a greater

incidence of somatic symptoms than emotional symptoms for

Indians than British, and a qualitatively different

experience of guilt feelings, which for Indian patients

focussed on past lives.

Guthrie and Lonner (1986) cite studies in which -

Nigerian depressed patients complain of crawling, burning,

and bloating sensations, which are rarely found among North

Americans (Ebigno, 1982, cited in Guthrie & Lonner, 1986),

and where Chinese patients seldom showed a loss of the

ability to enjoy life, or negative cognitions (Kleinman,

1982, cited in Guthrie & Lonner, 1986).



32

In a review of the cross-cultural literature on

depression, Marsella (1980) reports that many different

types of studies have been done to investigate cross-

cultural questions about depression: clinical case studies;

clinical prevalence rate accounts; matched sample profile

studies; international surveys; and factor analytic

approaches using depression inventories. Despite flaws in

many of these individual studies, the evidence .seems clear:

"There appears to be no universal conception of

depression. Indeed, many non-western cultures do

not even have a concept of depression that is

conceptually equivalent to that held by Western

mental health professionals. However, even among

those cultures not having conceptually equivalent

terms, it is sometimes possible to find variants

of depressive disorders similar to those found in

Western cultures. But because the depressive

experience is embedded within an entirely

different cultural context, it may assume a

different meaning and experience, and perhaps

should not be labelled as depression". (Marsella,

1980, p.274).

Any exploration of depression across cultures would be

incomplete if only symptoms and concepts of depression were

discussed without paying attention to culturally preferred

treatments. Intervention is the focus of the next section.
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1.2.5. Implications for Intervention.

As different societies,have different experiences of

depression, they also have different ways to treat mental

health problems (Draguns,1975). Understanding the problems

better may lead to better culture-appropriate solutions.

"Certainly the psychotherapist who went about

treating 'depression' as such, without reference

to its culturally patterned meaning and mode of

expression, would be faced with misunderstandings,

gaps of communication and obstructions of

therapeutic process" (Draguns, 1975, p.279).

In different cultures around the world, people vary in

terms of what the boundaries of a "personality" are'

considered to be (Draguns, 1975; Gabrenya, 1988; Kagitcibasi

& Berry, 1989; Pedersen, 1979; Vontress, 1985); what

different verbal and nonverbal behaviours mean (French,

1981; Pedersen, 1982; Scollon & Scollon, 1979; Wo�fgang,

1985); and what aspects of life and social interaction are

valued (Kaulback, 1984; Segall, 1979; wintrob & Sindell,

1972; Zavalloni, 1980). Thus depression must be seen within

the context of the culture of interest '(Gabrenya, 1988;

Guthrie & Lonner, 1986). As well, alleviation of depression

may require therapeutic approaches consistent with a

culture's views of personality, mental health, and

appropriate helper-helped behaviour.
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vontress (1985) points to the problems inherent in the

major Western schools of psychotherapy. The "rational"

approaches, such as Rational Emotive Therapy and Reality

Therapy, espouse a highly individualistic approach to

dealing with life and may cause problems for a client

returning to a home culture which places group interests

above personal aspirations. As well, the theorized

inappropriate cognitions and their effects may be specific

to Western cultures.

Behavioural approaches may work well when the therapist

is well aware of expectations and demands of the client's

environment, and many minority clientele are comfortable

with the active, directive stance of the therapist (Acosta,

Yamamoto, and Evaris; 198�). However, the awareness of the

effectiveness and delivery of different reinforcers may be

difficult to come by (Vontress, 1985).

The insight orientation of psycnoanaLytLc approaches

places a great deal of emphasis on the therapist's

interpretations of unconscious loadings. These

interpretations depend on the therapists awareness and

learning, both of which are framed in the therapist's own

culture. There are even data to suggest that the

development of Freud's theories of personality development

and structure were heavily influenced by the value clusters

and approach to authority evident in German culture.

Speaking of the Super-ego concept, Hofstede (1979) claims

r'1
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"It would never have been invented in France or Britain"

(p.403). Given the question of whether a therapist can

accurately interpret the unconscious cultural loadings of a

client from another culture, Prince (1980) responds "From a

world-wide perspective then, the therapeutic potential of

psychoanalysis is much more limited than many other

therapeutic forms" (p.292).

The nondirective stance of many humanistic therapy

approaches may be perceived as counsellor indifference by

clients who come from societies where direct assistance from

powerful authority figures is the value and norm (Dick,

1985; Perry and Clifton,1985).

The attempt to find harmony in the client's physical,
.

,
"

soci�l, and private'�orld'through priilosophical exploration

of the client's world view is characteristic of the

existential, or phenomenological approaches. vontress

(1985) feels this approach is in the best position for

cross-cultural counselling/therapy, though others disagree.

Draguns (1975) feels that philosophical approaches may not

be helpful for cultures expecting a more action-priented

approach. French (1981) points out that to some North

American Indians, "power and personality are not related to

the group, but to nature itself. Clearly, existential and

ego psychology have little relevance among traditional

Indians" (p.152).

Thus, it seems that no western therapy approach is
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value-free enough to be universally effective and without

some potential intercultural problems. This is. likely the

case for all healing/helping approaches. Psychotherapies

tend to arise within a culture with a certain cultural

slant. Japan is the birthplace of Morita therapy, a highly

directive therapy stressing acceptance of mental suffering,

not its alleviation, the importance of self-control, and the

evils of eccentricity (Prince,1980). Such an approach to

therapy would likely not be accepted in North America

without a great deal of modification. This is �ot to say

that alternative values and helping approaches cannot help a

client. Indeed they may provide a useful alternative view

of the world (Segall, 1979; Tseng and Hsu, 1979). However,

merrtaL'heaLt.h 'practitio'ners must' be aware that their values

and approaches may not fit everyone in geQeral, and people

from other cultures specifically. As well as this

awareness, it is useful for the mental health system to

become acquainted with the values, styles, and special

problems of the cultural group whom they are serving (Dick,

1985; Perry and Clifton, 1985). Finally, when planning

helping services, the best approaches involve working with

local and cultural leaders to integrate new services with

well-accepted helping systems (Higginbotham,1979).

It appears that we cannot automatically assume

that we understand "depression" from the viewpoint of

another culture. Nor is it wise to assume that we can
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merely transplant therapeutic approaches from one culture to

another and suppose they will work, without an intimate

understanding of the culture, and of the meaning and value

of the depressive experience held there. This study was an

attempt towards providing such an understanding for

Chipewyan women.

Having considered the variability of depression, its

central concepts, symptoms, and potential treatments around

the world, it seems clear that it cannot be assumed that

depression for Native people is the same as depression for

EuroCanadians.

1.2.6. Depression and North American Native People.
�
'.

The image 'of depreas Lcn for North American Native

people varies from culture to culture. This section of the

literature review will emphasize the following points:

1. that, within North American Native cultures, depression

is manifested diffe�ently in terms of frequency, 'symptoms,

relationship to social disruption, and associated factors

such as self-esteem. This requires investigation of one

Native group at a time, followed by careful subsequent steps

aimed at generalization. That is the approach taken in this

study, whereby work done with other Native groups rais�s

possible areas to explore in examining depression among

Chipewyan women;
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2. that it is difficult to measure depression among

different Native cultures because of difficulties with

standard instruments and survey techniques. These

difficulties, and the current lack of clarity about Native

depression, call for exploratory methods such as used in

this research.

The direct assessment of depression is difficult,

however, due to a number of factors. First, there are

different ways of categorizing depression among different

native groups. Windigo. psychosis, observed among the Cree

and Ojibwa in northern Canada, has symptoms of melancholia

and the eating of human flesh (Shore and Manson, 1981).

wacinko syndrome is a reaction not recognized by Western

.
. .

psychiatry until 1974, involving anger, pouting, wi£hdrawal,

feelings of despondency, psycho-motor retardation, loss of

speech and occasional suicide. These symptoms range from

mild to severe in intensity (Lewis, 1975). Hiwa-Itck

syndrome is a Mohave depressive syndrome found in elderly

men who have been deserted by their younger wives. The

syndrome involves alternation between excitement and

depression, with broken hearts sometimes leading to suicide

(Shore and Manson, 1981). Depression may take 'the form of

agitated physically self-destructive behaviour among the

Nez-Perce (Shore and Manson, 1981). Tawatl Ye Sni ("totally

discouraged") among the Dakota sioux involves physical self-

deprivation, the view that life is hopeless, and

•

"-a
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preoccupation with thoughts of the past, ghosts of dead

relatives and death. It is explained as losing one's mind to

the ghost camp of dead relatives (Shore and Manson, 1981).

Excessive Navajo mourning, in which the person, unable to be

finished grieving by the four-day period set by Navajo

custom, shows weight loss, sleep disturbances, and loss of

interest in normal activities is considered to be another

potentially depressive syndrome (Shore and Manson, 1981).

Among the Hopi Indians, there are five categories of

depression including wuwan tu ya/wunii wu (deep worry),

kahalai (loss of mind), eenung mooki (spiritual death), hun

noq tutu ya (drunken-like. craziness in the absence of

alcohol), and govisti (willful suicide) (McShane, 1987).

It is not likely that the usual instruments for

assessing depression would register the nuances and meanings

of the indigenous categories of depression (McShane, 1987;

Shore, 1974). As well, instruments are differentially

sensitive to depres s Lon in different native cultures. Shore

(1974) reports work in which the use of the Cornell Medical

Index was found to be significantly sensitive enough to

screen Navajo but not Inuit students for emotional problems,

including depression.

Use of large surveys to measure the incidence of

depressed individuals are difficult because often the most

depressed individuals are of the lowest socio-economic class

in Native communities and the least accessible to non-Native

_,.- '""Ii

�� � ... _,.,..
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researchers (Shore, 1974). Finally, depression may be

manifested in such a way that instruments do not register

the existence of existing depression. Shore and Manson, in

their 1981 review article, report studies among British

Columbia Indians with extremely low rates of psychiatric

disorders in general, and depression in particular. One

study reported a physicians' survey showing an amazingly low

incidence of 5% for all psychiatric disorder categories

combined. These studies suggest that "Indians do not

characteristically manifest their depression in ,ways that

are readily detected by non-Indian observers" (Shore and

Manson, 1981, p.10), or by extension, by the instruments

designed to fit the diagnostic categories used by such non

·'Indians.

For example, there is some su�gestion that Inuit from

small traditional villages do not show depressive symptoms,

but use "the mechanisms of dissociation and projection (as)

defenses against depression" (Seltzer, 1983, p.55) and that

these dissociations take the form of spirit possession.

This finding of dissociative phenomena and its possible link

to depression is supported by Foulks and Katz (1973) who

found that depression was the biggest problem for Alaskan

Inuit people from larger, more Westernized villages, whereas

in small villages the major mental disorder was hysteria.

This leads to concerns voiced by people such as Ross and

Davis (1986), who, in a study of suicide and parasuicide
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(attempted suicide) in Norway House in northern Manitoba,

found that people who had attempted suicide twice or more

were diagnosed as having personality disorders and a

"difficult-to-assess depressive syndrome" (p.332). They did

.not say why or how it was difficult to assess, but they do

call for the development of "culture-specific �ypotheses"

(p.333) and knowledge. As stated by Blue and Annis (1985) in

a discussion of the diversity of Canada's native cultures:

"There is no 'typical' Native" (�.215). Perhaps, therefore,

there is no pan-native depression. Depression for a native

culture may not be easily determined through anything less

than knowledge of the culture and depression, as perceived

through a process both of talking to mental health workers,

the depressed peoples themselves and others in the community

(Shore, 1974; Shore and Manson, 1981). Use of such a data

collection process allows triangulation of information in

assessing who is depressed.

The difficulty of performing surveys and the inaccuracy

of results of surveys performed on native people in remote

areas makes use of population survey data problematic. In

its absence, it is possible to make use of statistics on

those who use mental health services (Foulks and Katz,

1973). While this does give us some information, we must be

aware when using it that the problems of misdiagnosis still

occur (Shore and Manson, 1981), and that given the pattern

of use of mental health services by Native people such

(
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statistics may under-represent the actual number of

depressed people in a community.

For example, Fritz and D'Arcy (1982) report that the

Indian population in Saskatchewan had a higher prevalence

than non-Indians for every major category of psychiatric

disorder, which would include depression. As well, though

Indians tended to use in-patient services more frequently,

they tended to use outpatient facilities much less

frequently than non-Indians (by 40%). This suggests that,

unless a crisis occurs requiring hospitalization, native

p�ople with long-standing problems like depression do not

come to the attention of mental health professionals.

According to Ross and Davis (1986), people who committed

'successful 's�i�ides in Norway House w�re not previously

known to the mental health system and had made no previously

unsuccessful attempts. This pattern fits with Curlee's

(1967) description of Cheyenne alcohol-related violence

against self or others, in which the person would hold in

all pain, anger and worry until the pressure got too great

and one event triggered violence or suicide. There was no

hint in the person's previous behaviour that such an episode

was likely. Thus, diagnosis of depression and suicide

appears to break down for those native people not yet in a

crisis state. However, the rates of suicide, 'attempted

suicide, and depression are generally very high among native

people, though these rates vary from group to group. Peoples
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of the Intermountain West, the Great Plains, and the Far

North have higher rates of suicide and homicide, while the

American Southwest agricultural Navajo and Hopi have rates

comparable to the rest of the USA (Shore and Manson, 1981) .

Snowden and Cheung (1990) suggest:

"The lack of reliable knowledge about the true

prevalence of disorder among American Indians/Alaska

Natives .•• represents a gap in our knowledge base that

must be closed" (p.352).

While it is beyond the scope of the present study to

establish prevalence rates, the above quote underlines again

the need for reliable, accurate information on virtually

every aspect of Native depression. The study presented here

wili'" aim to' add to the knowledge of depression for the women

.
.

of one Native culture, the Chipewyan.

Despite these cautions, it does appear that depression,

in the form of despondency of 'one type or another, is indeed

a problem for a large number of native peopie (Ross and

Davis, 1986; Shore and Manson, 1981). For example, in a

survey of 444 off-reserve Indian and Metis elderly in

Saskatchewan, it was found that 62.4% of the sample reported

often feeling sad or depressed, most often due to loneliness

or the death of someone close (Saskatchewan Senior citizen's

Provincial Council, 1988). The estimate of depressed

elderly in the general population was 10-15% (Saskatchewan

Senior citizen's Provincial Council, 1988). A large number

J
!
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of writers have noted the social difficulties faced by

native populations. These difficulties include poverty,

drug and alcohol abuse, high rates of suicide, homicide,

death by violent accident, loss of loved ones for many

children throughout the course of their childhoods, the

sending of young adolescents away to residential

highschools, school drop-out, erosion of traditional ways of

life, relocation from. traditional lands, and awareness

through the media that life is better for non-Indians "out

there" (Fischer, 1981; Foulks and Katz, 1973; Fritz and

D'Arcy, 1982; Harvey, Gazay,and Samuels, 1977; Hochkirchen

and Jilek, 1985; Long, 1983; Ross and Davis, 1986; Shore and.

Manson, 1981; Topper and Curtis, 1987; Topper and Johnson,

1980;).

Social disruption as a source of Native peoples'

depression is necessary to examine, as it will prove to be

an important area to bear in mind when exploring possible

sources of depression for the women in this study. Such

social disruption has been postulated to be a source of

depression because of the added stress placed on Native

people (Topper and Johnson, 1981). Themes such as �ourning

and loss (Long, 1983), and dependency on federal social

support in light of a hopeless self-sufficient future

(Townsley and Goldstein, 1977), leading to low self-esteem

and desires for interpersonal distancing have been raised as

depressogenic outcomes of these social conditions. There may
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also be the tendency among some Native cultures for the

expression of anger to be suppressed (Briggs, 1970; Curlee,

1967; French, 1981; Harvey et.al., 1977), perhaps allowing

anger to turn inward in the form of depression. In some

cultures, prohibitions about and humiliation for seeking

help for problems, especially for men, could allow emotional

problems to deepen (Harvey et. al., 1"977).

Some writers have suggested a form of depression that

is based on the loss of a strong cultural identity and the

conflict inherent in.trying to fit both traditional Native

roles and values and oppositional white roles and values.

This cultural identity conflict has been termed "anomie

depression" by Hochkiichen and Jilek (1985). They suggest

that the breakdown in trapitional Native ways of iife have

left behind old values and behaviours that fit well with

traditional ways. However, these values are'at odds with

those of the western European values that brought the

cultural changes which resulted in the breakdown. This

breakdown and conflict leads to a lack of goal directedness,

lack of a value orientation for guidance, and lack of

meaning in life. Some communities have sUbstituted drinking

for suppressed traditional social activities (Hochkirchen

and Jilek, 1985). Drinking may further exacerbate the

problem, as alcoholism and depression are often co-

disorders, and one may mask the presence of the other

(Wetzel, 1984). As well, there are often expectations laid

II
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on young men to perform well in life (Hochkirchen and Jilek,

1985), putting them in the bind of not having any

opportunities to perform, such as through employment,

leading to frustration, and feelings of uselessness. (Topper

and curtis, 1987). Topper and Curtis (1987) have termed the

type of anomic depression observed with Navajo youth. as

"synergistic dual anomic depression" to capture the dual

blockage of traditional and accutturative goals by the

impossibility of either doing traditional agricultural work

due to land shortage, or of pursuing non-traditional work

due to lack of jobs, and lack of education. This may result

in the depressing, yet realistic perception of a grim

present and not very hopeful future. Anomic depression may

be one source of depression which may emerge in th'{s" study ,

Tne role of social change in depression for Chipewyan

women in this study is important to consider. Social

disruption appears to be linked to change.

Besides the poverty of life on many reserves in the

southern part of Canada and in the USA, and racial

oppression, there is also the progess_of change itself.

Cultures are all adapting to their environments as part of

an ongoing process (Berry, 1975 cited in Segall, 1979) and

are developing responses to change, both adaptive and

maladaptive, at different rates and in different forms.

Change can be a very helpful thing in that it can promote

survival. However, change that occurs too quickly within a

�ir
" ,;c�cr";
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culture, or as a result of intercultural contact,

particularly when imposed, can cause problems for the

individuals within that culture. As a result of the

questioning of values, institutions, or norms when exposed

to new ones, internal conflict is produced. When this

occurs at a slow enough pace the results can be neutral or

positive. An example of this is the increase of already high

levels of spatial perceptual skills in northern Canadian

people, reflecting effects of combined traditional and

modern education (Berry, 1972). However, mas�ively
accelerated change can result in-the overwhelming of a

culture, resulting in the stress, alienation, breakdown of

traditional supports, and identity confusion identified as

anomie depression. Such problems have bee� suggested as

important areas of concern for Canada's Native people

(Brant-Costellano, 1970; Boag, 1972; wintrob and Sindell,

1972). Northerners speak of a "lost generation" who suffer

from these problems.

The stress produced by racism directed towards Native

people by Euro-American society has been documented (Belle,

1990). As well as stress, some evidence suggests that

racisim can be a source of lowered self-esteem if the

oppressed person internalizes the negative racist judgments

(Crocker & Major, 1989). Racism and its relationship to

depression is yet another variable to be considered in this

study.
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Much more work needs to be done with the recognition

that Native cultures may be quite different in their social

situations. For example, wealthy reserves exist in Alberta.

In the NWT few reserves exist, with the rest of the Native

people living in civic communities, and having a Native

majority territorial government. As well, the responses of

different Native cultures to social disruption may be quite

different, as suggested by their differential suicide rates

of (Shore and Manson, 1981).

variation is also observable in such possible

underpinnings of depression as self-esteem arid alienation.

Trimble (1987) reports.that the results of measures of self

esteem among Native people may depend on who administers the

measures and in what language" When measures were

translated into Native languages and administered by Native

interviewers, people showed a much higher level of self

esteem. When measures of self-esteem and alienation, derived'

from interviews with Native people, were administered by

indigenous researchers to five major Native groups in the

USA (791 respondents), it was determined that most Native

people report themselves as having moderately good self

esteem, feelings of effectiveness, and lack of alienation or

resentment. The group lowest in self-esteem, alienation,

resentment, perceived powerlessness, social isolation, and

normlessness were the people of the northern plains

reservations. Issues of social desirability in response

!It-\
l
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need to be dealt with in Trimble's (1987) work, but the

point still remains: while depression seems to be a major

problem with Native people in general, knowledge of

individual cultures and the involvement of peoples in those

cultures needs to be employed in answering questions about

depression for any group of Native people.

How do Native women experience depression? Are there

special ramifications for them because of their gender? Not

much literature is evident on this subject, but a few

studies do suggest there may be special concerns for women

.of aboriginal background. In consideration of the

development of investigation areas in this thesis, it is

important to become aware of these potential variables.
-.'

.

1.2.7. Depression and'Native Women

Native Canadian women are amongst the poorly people in

Canada. According to statistics Canada (1984), in 1981

Native women who headed single parent families had a lower

mean income ( $8,194.00 ) than non-Native women heading

single parent families ( $14,000.00). Native women had

lower labour force participation rates and higher

unemployment rates than non-Native women. As well, they

lagged behind non-Native women in education, and the gap is

widening, even considering the significant increase in

educational level among young Native women. Native women

have a higher fertility rate than non-Native women, and this

.,r ......

........J.
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difference is most pronounced in the NWT and the Yukon,

where non-Native fertility rates are the lowest and Native

fertility rates are the highest in Canada (1981 Census of

Canada). If the same variables of poverty, low socio-

economic status, and children at home relate to depression

for Native women as they do for non-Native women, depression

is likely a major problem for northern Native women.

Wintrob and Sindell (1972), in a study 'of Cree

adolescents in a Quebec residential school, found the-

depression associated with identity confusion to be shown

most often by female, first-born students who had been

raised by step-mothers.. Such young women, away at school

and receiving pressure to return home and help raise younger
,

.

siblings, received exposure to white middle-class models for

identity, as well as traditional Indian models. Girls in

particular who persisted in going to school were perceived

as lazy, selfish, and disobedient by their families, and

found affection withdrawn from them. When these young women

returned to Cree settlements they were perceived as

different and did not receive acceptance among the

traditional band, nor among Whites in the town. They tended

to marry Cree men who, while not engaged in traditional

hunting activities, were engaged in bush-oriented but non-

traditional activities such as construction, prospecting, .

heavy-equipment operation, machine repair etc. The men were

involved with the community, but these women were not.
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School was a lonely experience for them, and the future did

not seem bright, as their identity conflict and confusion

mounted.

Hochkirchen and Jilek (1985) point out that amongst

coastal BC"Indians, anomie dep�ession is less likely to

occur with women. Rather, wit� the suicide attempts of the

middle-aged women, the attempted suicide is more likely a

cry for help to their families and to the outside world for

themselves and their children. They attempt to mobilize

resources to help deal with "the intolerable reality they

often face in severely disrupted families with abuse of

dependents by drunken males" (Hochkirchen and Jilek, 1985,

p.28). Poelzer and Poelzer (1986), in a qualitative study
",

of the lives of Metis ·wome"n of northern Saskatchewan,

documented the concern of women over the drug and alcohol

abuse and the violence in their lives. While discussions of

depression did not surface directly for analysis, it was

mentioned obliquely by the women, in relationship to

submission to men, and difficult marital relationships

(Poelzer,I. personal communication, February 5,1988).

Thus, for northern Native women, the themes of identity

conflict may be relevant, as may family violence and role

submission. In Chipewyan, the word for daughter is the same

as.the one for dog, so a man can have either a son or a dog.

In this culture, both dogs and women were considered to

symbolize evil and disorder, and both originally performed

Ii .... ph. .......,".
--

. ...."



52

some of the same work of carrying loads (Sharp, 1976). When

one considers attitudes' towards women such as these, it may

not be unreasonable to suggest that Native women in some

cultures may experience some of the same oppression within

their cultures as Euro-Canadian women. When one considers

the social and financial situations of Native women, as well

as the known correlation between poverty, low status, and

depression, the experience of depression for Native northern

women seems clearly of importance.

From the preceding discussion of depression, it appears

that depression may be a disorder of major proportions for

women and Native people in general, and Native women in

particular. The difficulty of how depression is

'conceptualized' aniorigst Nati�e peop-le must be 'd��lt with, as

suggested by the cross-cultural literature on depression.

This determination is important, since the way depression is

conceptualized has ramifications for treatment. As we shall

see, some of these difficulties apply for the psychological

study of women as well. The following section will deal 'with

some of these methodological difficulties, and suggest some

answers to the problem of investigating the experience of

depression for Native and Euro-Canadian northern women.

1.3. Methodological Problems in the Study of the Psychology

of Women and Cross-Cultural Psychology

In this section, the intention is to show that
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similar methodological problems exist for the study of women

and different cultures. These,problems require the careful

examination of our assumptions about the views of reality

held by others, especially in relation to those whose daily

lives and identities are very different from the dominant

group of researchers. A case will be made that a ,history of

erroneous assumptions about the psychological reality of

women exists in western society due to the traditional

social structure. This structure, involving males of

European background as the predominant theorists and

researchers, has also had implications for the

interpretation of the psychological reality of culturally-

,different minority groups. Different approaches to asking
-

"

abou� the "truth" of otheis' psychological worlds �ill be

explored, with emphasis on special cross-cultural

considerations. Finally, suggestions will be made for a

research approach to the study of the experience of

depression for Native and Euro-Canadian northern women that

will be an attempt to overcome some of the methodological

difficulties.

Overgeneralization of findings in psychology can occur

when the groups studied are considered to be the standard

for "normal" human behaviour, that is unless the study is on

deviancy, in which case ,the "deviant" group is judged

against the standards of "normal" behaviour, (Griffin, 1986;

Miller, 1976; Sturdivant, 1980). Researchers make these
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assumptions because researchers are human too, and subject

to their own culturally conditioned views of the world. When

the researchers are part of the dominant group in a culture,

in terms of number, power, or both, the group considered to

be the standard for normal human behaviour is likely to be

the one from which the researchers come. For example,

Reinharz (1983) points out that American sociological theory

is reflective of the social positions of its theoreticians.

In the southern Canadian version of Western culture, the

pursuit of science and research is a prestigious endeavour,

and until recently has primarily been the province of Euro

Canadian men. This has also been true of the field of

psychology. Thus, the methodology and accumula�ed body of

research in the social sciences reflects the composition of

the workers in this field. Cartwright (1979) points out that

a social system is required to make research possible, and

that the knowledge obtained through this system is

"influenced by the properties of the system and by its

cultural, social, and political environment II (p.82). For

social psychology, this has meant a heavy colouration by USA

ideology, including such concepts as democracy,

individualism, and progress through problem-solving,

science, and technology (Cartwright, 1979). Jayaratne

(1983) cites several studies indicating that analysis of the

contents of social science journals for the last 30-40 years

reflects issues of importance to EuroAmerican male
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academics, and little reflecting issues of importance to

women. Analysis of 14 prominent social psychology journals

from 1982-1988 indicated that less than 1% of the pages

addressed cultural concerns in any form, even less to North

American ethnic minorities. citations were minimal for

American Indians (Trimble, 1988). Other cross-cultural

social psychologists point out that social psychology the

world over is seen as a Western import and endeavour, done

on sophomores (Bond, 1988; Gabrenya, 1988).

The composition of the membership of the social

sciences, both in terms of researchers and theorizer�, has

resulted in some of the very overgeneralizations which were

..

mentioned earlier. Theories of human behaviour have been

'developed based, at'one point, aimost totally on the use of

men as subjects, with results considered to be equally

applicable to the experience of women. When women were

used, it was not as one half of the functioning human

species, but as a source· of deviance, as the "other", as

"not a man" rather than as people in their own right (Du

Bois, 1983).

For example, in the social psychology research on

employment, very real differences in the problems and

concerns held by women in the work force, as opposed to men,

have not been recognized (Griffin, 1986; Marshall, 1986). As

well, the form of conflict occurring among all-women groups

was not found until recently in the literature on group
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process (Woolsey and McBain, 1987). There has been a

plethora of work on women's greater persuasibility, without,

until recently stopping to determine under just which

circumstances women are so easily influenced (Eagly, 1978;

Eagly & Carli, 1981). It appears that in their own areas of

expertis�, women may b� less persuasible than men (Maupin

and Fisher, 1988).

As well, the use in therapy of theories developed by

men, based on men's experience, has led to problems for

women. Attempts have been made to adjust women to unhealthy

situations such as spousal assault rather than change the

situations, as well as blaming the victim in such situations

as rape and incest (Hutchinson and McDaniel, 1986; Koss,

1990; �turdivant, 1980). ' sexist itereotypes of female

, ,

attributes'have been seen by therapists as being less

desirable and healthy for people than those of men while at

the same time therapists encourage women to retain those

very attributes (Broverman, Broverman, Clarkson,

Rosencrantz, & Vogel, 1970; Delehanty, 1979; Page, 1987).

Career guidance inappropriate to the needs, interests, and

abilities of the individual female client has also been

consistently documented (Sturdivant, 1980). In speaking of

research that indicates the subtle expression of traditional

biases against women in therapy, Sturdivant (1980) states:

"Certainly, this group of studies strongly suggests that

the criticism of psychology as using male

r
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characteristics as normative also extends into the

practice of psychotherapy". (p.57).

Thus, overgeneralization has led, not just to innaccurate

information, but the misapplication of this information to

the detriment of women.

A similar mistake has been made in the area of cross-

cultural psychology. Assumptions have been made that people

from many different cultures develop the same behaviours,

the same problems, and respond to the same type of .

interventions as in the European-based cultures. The

mistake of this assumption has been shown in the cross-

cultural research on depression. other areas afflicted by

this difficulty have again been psychotherapy in general

(Perry and Clifton, 1985;), and ��adem{c assessment

(Sattler, 1982).

Corrections have been attempted, in both the areas of

the psychology of women and cross-cultural psychology, by

including women and people of different cultures in

research. Studies of the psychology of women (Sturdivant,

1980) and of cross-cultura� psychology/counselling (Samuda

and Wolfgang, 1985) have been on the rise since the 1970's

to in part counteract these assumptive tendencies. In 1987,.

the American National Institute of Mental Health (NIMH)

developed an agenda for women's mental health research

(Russo, 1990). Thus, the mistake must not be made of
-

generalizing from one group's experience
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to that of another without looking at those people

specifically.

However, representativeness of the sample is not the

only problem with research on women and cultural minorities

in Canada. There is also the problem of assuming that the

frames of reference through which we construct our theories

and analyze the data that we have collected are not

distorted through our own cultural and sex-role experiences

and conditionings. This problem is one of construct validity

(Cook and Campbell, 1979), and it is even more integral to

the conduct of research with women and other cultures than

is the problem of accurate representation through

representative sampling technique. Of what use are

a�curat�IY collected data if the an�lyses and'theories

derived from them are invalid? It is comforting to think

that the process of doing scientific research is so

objective that the data will refute the theories if they do

not reflect the data� Although this may happen if,the
discrepancies are very large, science is subjective enough

that more subtle discrepancies may pass unnoticed. Finally,

conclusions as to the meaning of the same data set can be

quite different depending on the constructs held by those

making the conclusions.

The experience of women, when considered at all,' has

been interpreted for them largely by men, from men's frame

of reference, and then judged by men's frame of reference.
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An example of a body of knowledge developed by sensitive and

systematic observation, but misapplied, largely due to its

fit to the reality of the dominant male group, are Freud's

theories of human development and pathology. Among women,

Freud misinterpreted discontent with social caste as

discontent with anatomy. As well, he insisted on focussing

only on intrapsychic, rather than group level phenomena as

having major impact on personality development. Freud

described the women of his day as passive, masochistic,

narcissistic, opposed to civilization, less intelligent,

less judicious, less ethical, and generally weak, immature,

and helpless (Sturdivant, 1980; Miller, 1976). Freud again

made the assumpt�on that what he saw as a description was a

prescription for the way �omen always were, and always would

be. He also missed the strengths and adaptability of these

behaviours as they have been interpreted by feminist

therapists (Miller, 1976; Sturdivant, 1980). Freud's

influence was pervasive. in Western society, and led to a

number of different areas of psychological endeavour blinded

to the reality of women's lives. It is interesting to note

that the female "personality" described by Freud is a

personality cluster often used to describe subordinate

groups, regardless of sex, and has been considered as one

they are encouraged to develop since it is pleasing to the

dominant group (Miller, 1976).

Due to the relative power positions of men and women in

-I"'"
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society, this'male-constructed view of women and their

"pathology" has been used to support the status quo, with

emotional difficulties considered to be the problem of the

individual woman and not a by-product of social problems

inherent in her position (stoppard, 1988). A similar

situation has occurred with cultural minorities. Not only

are the problems ascribed to individual maladaptations, but

the interpretation of those problems and their treatment has

been based on what is deemed useful, for our culture. It is

interesting to note that North American women share many of

the problems of cultural minorities considered to be

oppressed (Mies, 1983; Miller, 1976; sturdivant, 1980) ..

Mies (1983) writes of research traditionally being the

a�tivity of·the academic elite, with the vast majority of

people having little access to research activities and its

results. Though this started to change in the late 1940's

with the advent of action research (Lewin, 1949 cited in

Mies, 1983), there still remains a distance between the

people doing the studying and the people being studied.

Mies maintains this primarily pertains to women and Third.

World people (1983). According to Miller, (1976),

"Out of the t.ot.al range of human possibilities, the

activities most highly valued in any society will tend

to be enclosed within the domain of the dominant

group."(p.7)

According to Karger (1983), in discussion of the role of
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research in social work:

"The role given to researchers is even more significant

than it appears on the surface - it is the power to

define the reality of the profession. Those who define

the questions to be asked define the parameters of the

answers, and it is the parameters of the questions and

the ensuing answers that function as the lens by which

people view reality •..All research is political and

ideological: by the choice of the subject and design of

the methodology, the researcher creates a context for

understanding social phenomena. Conversely, the

- refusal of the researcher to create a context for

understanding social phenomena is also, political."

(p.203) •

Moghaddam and Taylor (1985) point out that North American

psychology reflects the view of a small segment of society,

particularly that of.Western males. Further, they contend

that the psychological research in Third World countries

reflects this North American bias. Access to the social

sciences in developing nations is often limited to persons

educated in the modern sector of society, with its ties to

the Western world. Thus, an imported view of society is

propagated. Little support is given to researchers in these

countries who wish to study problems of relevance to third

world society, such as illiteracy, poverty, and corruption.

Moghaddam and Taylor postulate that this is due to the wish

..
\
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to avoid a harsh confrontation with the needs of the large

traditional sectors, thus giving psychology "fantasy

creating functions" (1985, p.1145).

This reinforces the ideas put forth by feminist and

minority social scientists that not only does the identity

of researchers affect how we "do" science, but that science

itself may thus serve to maintain society as it is, despite

the genuine desire of many researchers to improve society

(DuBois, 1983; Reinharz, 1983). We must be careful about how

we conduct our researc�, and about our assumptions of our

findings' "truth".

In Western society, the empiricist values of

objectivity, rationality, and deduction, are held to be

qualities pos'sessed by "normal, mentally heal th"y ".
men, and

are highly valued. The qualities of subjectivity,

emotionality, and intuitive induction are held to be

qualities of "normal, mentally healthy" women, and are not

as highly valued (Broverman et.al., 1970; Page, 1987). As

well, Western society has also attributed these less valued

qualities to some non-white races that were

paternalistically considered, like women, to be less

developed versions of Western man (Krenz & Sax, 1986).

Thus, there has been a devaluation of the way women, and

other minorities, have come to know the 'world, and a lop

sided approach to investigating human nature which leaves

out some valuable sources of information about the human
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equation.

How can such a situation be redressed? Besides the

inclusion of women and other cultures in samples, it is also

important to try and include their frames of reference and

views of psychological reality. Some researchers have

suggested that one w�y to gain this information would be to

access the subjective experience of women and minorities

(DuBois, 1983; Reinharz, 1983; Stanley and Wise, 1974).

Advantages to this approach include the according of respect

to people through the agreement that their experiences and

the meaning of those experiences are valid and real to those

people. This is an important stance to take for groups

whose views have not been repr�sented; or have been
. ,

misrepresented, in dominant group psychology (Du Bois, 1983;

Kitzinger, 1986; Mies; 1983; Reinharz,. 1983; Stanley and

Wise, 1974). Such validation is important both for women and

culturally different minorities (Mies, 1983).

According to Belle (1990), research has too often

ignored the subjective perceptions of those most directly

involved in a disorder. "Yet poverty and mental disorder

occur to thinking, reasoning individuals who are attempting

to find' meanings in their lives." (Belle, 1990, p.388).

Finally, the sUbjective awareness of the meaning of

phenomena to a gender or culture may provide important

information which would be unattainable to a researcher from

another culture or sex purely through observation or
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administration of instrumentation. This is because the

mindset of the researcher, and of the researcher's

instruments, may make the researcher oblivious to something

which has important ramifications to the people under

observation. As was discussed earlier, in terms of

depression, the subjective cultural meanings of depression

have implications for treatment.

Qualitative approaches, such as loosely or unstructured

interviews, have been advocated as a way of looking at the

subjective experience of minorities and women. Such

approaches are considered to be less prone to

misinterpretation of meaning through the misuse of

inappropriate instrumentation. The use of we�tern diagnostic

instruments ,to assessodepression,ofor cultures 'with different

symptomology is an example of such misuse, leading to

problems with construct validity. Cook and Campbell point

out that

"Naive social quantifiers continue to overlook the

presumptive, qualitatively different judgmental nature

of all science." (Cook & Campbell, 1979, p.93).

Qualitative approaches, by providing context, can be useful

in helping to fight this tendency (Cook & Campbell, 1979).

It is important not to forget that even quantitative

methodologies require the making of sUbjective judgment

calls, such as in the imputation of meaning to behavioural

observations, the choice of factors in factor analysis, or
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on the controversy of scale transformtion (DU Bois, 1983;

Gaito, 1986; Kitzinger, 1986; Mies, 1983; Reinharz, 1983;

stanley and Wise, 1974; Tabachnick & Fidell, 1983).

As well, the provision of detailed context information

in qualitative methods aids in illuminating the meaning of

constructs, and in generation of new connections among

constructs, which may not be possible within the confines of

predetermined instrumentation.

"No matter how thorough the questions in quantitative

research, quantitative data will yield findings which

are superficial in nature compared to most qualitative

data. Even the most complex and sophisticated

quantitative research report cannot impart the same

'in-depth' understanding of respondents as,' for

examp l e , .a thorough case history." (Jayaratne, 1983).

However, qualitative methods also have their flaws. They

cannot account for 'as many threats to validity as do

quantitative met.hods , and therefore are not superLor

approaches if one were to approach them as a total

replacement for quantitative techniques (Cook & Campbell,

1979). The lack of use of accepted standards for research

design and interpretation may result in greater opportunity

for bias:

"no social researcher can claim that quantitative data

are either truly objective or that they measure

'reality'. What they can claim is that �good'

.�I""''';''''�
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quantitative data (meeting accepted standards of

validity) can be used more objectively to evaluate

theory than can qualitative data." '(Jayaratne, 1983,

p.154) •

other drawbacks to qualitative approaches include the

unwieldy amount of work which must be done to compensate for

overspecificity and lack of generalizeability (Jayratne,

1983) •

. However, qualitative and quantitative approaches need

not be seen as either/or propositions. Each has its

strengths and weaknesses. Griffin (1986) points out that

each approach yields different information. The most

beneficial strategy would be to choose one or the other, or

� combination of each, depending on the needs of the

research question.

It is possible to draw valid and reliable conclusions

about people's sUbjective experiences and the meaning of

that information, but care must be taken with assumptions

about how to do this. To start drawing such conclusions, it

is necessary to begin by asking a number of people in a

group about their percep�ions, particularly if they come

from a group that is culturally (and this includes sexually)

different from the researcher(s). Observing behaviour and

drawing conclusions from these observations about peoples'

internal lives may be valid for the researcher's own group,

in that assumptions about the meaning of the behaviour are

".re i'_
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more likely' to be correct. External behaviours themselves

have meaning only in a context. For example, the study of

violent behaviour requires knowledge of what, when, how

often, by whom and towards whom it occurs, in order to even

define what it·is. The knowledge of the acceptability of

variations of violent behaviour requires awareness of how it

is viewed by people in a culture. For example, would there

be a difference in acceptability between warfare and street

mugging? While some interpretation is possible from

external, uninformed observation only, asking people from

that culture is also important. In fact, it may be the first

exploratory step necessary before applying other measures.

How information is gathered about this experience and the
. .

,tools used to draw conclusions from this information can be

done in many different ways. Qualitative approaches,

quantitative approaches, sampling techniques, inductively

and deductively generated hypotheses, all have their place

depending ort the research question at hand, the previous

work done in the field, and the population of interest, not

to mention such practical restraints as time and money.

According to Besag (1986), both qualitative and

quantitative, inductive and deductive approaches are needed.

Belle (1990) sees in-depth self-report investigations not as

the only source of data but also as "
... a needed complement

to large, epidemiological studies [which] could contribute

to the design of more effective social policies and

�
I
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therapies." (p.388). The biggest error is to limit research

to the information that only one approach supplies:

"We sometimes are so bound to our methodologies and to

their [particular type of] rigour that we exclude all

other forms of knowledge. Sometimes we are even so

rigid that we will not include other social science

methodologies (for example, quantitative researchers

I
who deny the validity of qualitative research and vice

versa)." (Besag, 1986, p.13).

Even Cook and Campbell, champions of 'a priori'

approaches to experimentation and quasi-experimentation, see

a place for the richness of pre-experimental, exploratory

res�arch, including the use of the qualitative case study,

which they clearly differ�ntiate from'the one-shot, no

control study (Cook and Campbell, 1979). Glaser and Strauss

(1967) suggest that both qualitative and quantitative

approaches can be used for mutual verification of findings,

while Patton (1980), gives examples of designs involving

pure and mixed qualitative and quantitative data collection

processes, formats, and analyses.

It would appear that the ideal approach is a research

process involving qualitative, grounded exploration of data

for the purposes of theory generation. Such qualitative work

would be followed by testing of hypotheses generated by the

theory using both qualitative and quantitative, Lnduct.Lve

and deductive approaches. Use of both approaches would

--.'
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eliminate mono-operation and mono-method bias, (Campbell &

Fiske, 1959; Cook & Campbell, 1979; Miles & Huberman, 1984),

particularly if used with independent investigators

replicating the processes and findings, and discovering

boundaries, connections, and applications. However, this

research process would indeed be ideal. Given the individual

resources of the researchers, a given study's methodology

must reflect the priorities required by the nature of the

research questions at that point in time.

Thus, in order �o investigate the experience of

depression for Chipewyan and Euro-Canadian northern women,

it appears important not only to collect data from them, and

to not to automatically assume generalizability from the

rest of cariada; but "also to approach the pro6lem in a way

that allows for as valid a construction as possible.

The literature on methodology in cross-cultural

psychology research raises some important questions and

provides some useful guidelines in considering a research

approach whose primary concern is construct validity.

1.3.1 Cross-Cultural concepts

Cross-cultural research involves comparing two or more

cultures such as when a study is replicated in another

culture and the results are compared and contrasted with

prior work, or such as occurs where a" researcher or research

tool from one culture is employed in studying another

culture. Thus the research under consideration here is
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clearly cross-cultural in nature. Because of some of the

concerns mentioned previously, cross-cultural research has

some special aspects which need to be considered in

determining appropriate methodology.

Because of the need to address in a large scope a

multiplicity of variables which may vary in complex ways

across cultures, the use of "multi-dimensional contexts" in

the field are utilized. The need for rich supplementary

knowledge is particularly important when only two cultures

are being compared (Berry, 1980). If variable manipulation

does take place, it'is usually of necessity quasi

experimental in nature due to the selection of naturally

occurring phenomena for comparison. For example, it is

im�ossible to randomly assi�n people to culture, wifhin

usual ethical confines. The lack of variable manipulation

may also be required if the people being studied object to

being experimented upon (Barnett & 'Dyer, 1983).

The very nature of field research makes the rigourous

control of only a few variables impossible, even if it were

desirable. Munroe and Munroe (1986) point to several

studies finding "serious noncorrespondence between

laboratory and naturalistic measures of the 'same'

behaviour." (p.112). Relationshps among variables, including

causal relationships, which seemed robust in the lab, vanish

once the additional variables found in the complexity of the

field are added into the picture. There is a large

•
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literature in social psychology which recounts that:

"Alongside its advantages of precise measurement and

control of variables, the laboratory experiment has the

serious disadvantages of artificiality, weak effects,

and considering only a few variables at a time."

(Oskamp, 1984, p.6).

Cialdini (1980) comments:

"It might well be that by elimiriating the action of

certain effects in the interest of lower error variance

or by controlling the action of certain other effects

in the interest of conceptual precision, we will have

uncovered an influence upon human action so

inconsequential that it virtually never manifests

itself" when other factors ··are allowed to vary."

(Cialdini, 1980, p. 24).

Mook (1983) sees the role of laboratory research, not as a

mirror of what does happen in real life, but as a test of

what can happen. Most of these researchers who describe the

limits of traditional laboratory research and who see an

important role for field research in capturing more real

life interplay of variables, also see a role for the

precision and causal inference possible with laboratory

research.

Perhaps field' research is more representative of the

actual events as they occur in real life, if more complex

and fuzzy. Munroe and Munroe (1986) suggest that field
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research is important for development of new measures and

techniques, and for interpretation of results in light of

knowledge of the larger cultural context (Munroe & Munroe,

1986). An exploratory field approach, such as the one in

this study, may provide data for development or choice of

valid instruments, as well as generating hypotheses about

the results, all of which would be important for future

research.

Cross-cultural psychology has a long history of field

research. Ethnography is the systematic and detailed

description, inventory, categorization and aggregation of

information about a cultue and the social relations within

it (Goodenough, .1980; Segall, 1979). Segall (1979) traces

its influence on social and cross-cultural psychology. from

German, U.S., British, and French roots in the late 1800's,

the challenge of ethnographic findings to principles of

human behaviour thought to be universal in the 1940's, the

compiiation of the Human Relations Area Files in the 1950's,

up to the present day. Kleinman (1988) points to the

importance· of the ethnographic approach in increasing the

validity of recent studies in cross-cultural psychiatry in

the areas of expressed emotion, depression, schizophrenia,

and cognitive, affective, and behavioural processes. The

importance of a detailed understanding of culture as gained

from ethnographic field research prior to the construction

of meaningful experiments has been pointed out by Segall,
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Dasen, Berry, and Poortinga (1990). From this point of

view, to take a field research approach in this study would

not only be appropriate and part of a 'long tradition, but

necessary.

In terms of goals, cross-cultural psychology aims to

under-stand how two systems, at the group and' individual
,

levels of analysis, relate to each other (Berry, 1980). More

specifically:

"our major problem is how to describe behaviour in

terms which are meaningful to members of a particular

culture (emic approach) while at the same time to

encompass validly behaviour in that culture with

behaviour in another or all other cultures (etic

approach)". (Berry, 1980, p.12)

In other words, an emic approach 'seeks to understand

phenomena from an indigenous point of view and applies it

only to a particular society. An etic approach seeks to

understand universal principles, to seek underlying culture-

free regularities in human behaviour (Berry, 1980;

Kagitcibasi & Berry, 1989).

The question aris�s as to whether a researcher from one

culture can understand the participants' viewpoints and

experiences without being of that culture. This has

certainly been a problem in previous research on women where

research has been conducted from the viewpoint of the

researcher and not from those being researched. While this
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problem can never be totally alleviated, part of the problem

with past research has been the lack of awareness that

another point of view or interpretation may indeed exist.

While we all carry our own frames of reference with us into

our interpretations, cross-cultural psychologists have

suggested approaches that may'reduce the impact of these

human failings (Berry, 1980).

Since all researchers must tackle research initially

from their own emic view, Berry suggests a process through

which fallible human researchers can create derived eties.

The researcher enters into the study with an awareness of

the limitations of the imposed etic he/she holds, remains

open to new and contrary data with as little a priori

eo�ceptu�lization as possible� modifies his/her categories
in line with the data so that a purely emic description

emerges, and then notes which of his/her original categories

are left which still apply, and uses these to make a derived

etic which, is valid for making comparisons. This derived

etic can be systematically altered as it is applied to new

cultures.

Both emics and etics are important. The first provides

substance, and the latter provides a pan-cultural framework

for attempting to understand human beings (Berry, 1980).

Berry's (1980) ernie and etic approach fits with the

needs of this research to understand Native experiences of

depression from their perspective (emic) and to compare that
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with the Euro-Canadian experiences (etic) upon which

treatment and prevention processes have been based. Thus,

some method of gathering self-report data shbuld be

considered. From looking at this self-report data, not only

can behaviours connected to the "experience" of depression

be noted, but through the interpretation of this behaviour

by the women, theoretical constructs underlying the

experience in the cultures can also be examined.

A central theme in cross-cultural research is that of

comparability and equivalence. How is it known when

behaviours demonstrate a common underlying· process or

"dimensional identity"? (Berry,1980). In other words, how

is it known that the data collected from Native and Euro

Canadian cultures are showing that members of both cultures

are experiencing the same mental health problem labelled

"depression"?

One way to answer the question is to search for

"universals" which exist across all cultures (e.g.,

biological processes). However, for limited studies such as

this.one, _Berry suggests looking for equivalence in the

data. He postulates three types of equivalence that are

necessary before it is possible to demonstrate construct

validity across cultures. To achieve complete construct

validity it is also required that there be theoretical

argument and abstraction to move beyond mere desc�iptive

comparison. Such abstraction is attempted in the analysis of

=,......iI
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the results of this study.

The three types of equivalence are:

1. Functional Equivalence: This exists when two or more

behaviours from different cultures have developed in

response to the same problem and thus serve the same

function. without this equivalence it is likely that no

valid cross-cultural behavioural comparisons can be made.

2. Conceptual Equivalence: Here, the meaning of research

materials (stimuli, concepts, etc.) must be equivalent.

Attempts to operationalize this condition have involved

forward and backward translations of stimuli, instruments,

and instructions to see if they have translation

equivalence, a form ,of conceptual equivalence. semantic
. .

differential analyses have �lso been used. A third approach
has involved linguistic analyses and object classifications

to see how the world is organized in people's cognitive

structures.

"If the divisions and structures of concepts and-

categories are different, then it may be argued

that conceptual equivalence does not exist.

However, if they are substantially the same, then

conceptual equivalence has been demonstrated, and

comparability can be asserted." (Berry, 1980, p.10).

3.Metric Equivalence: This occurs when the psychometric

properties from two or more sets of data from two or more

cultures show the same coherence or structure. Berry (1980)
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has divided this into two types of metric equivalence, of

which only one need be established.

a) subsystem validation occurs when statistical

relationships remain constant among dependent and

independent variables "no matter whether the variance

available is used intraculturally or cross-culturally."

(p.lO). Thus, covariation should remain stable.

b) scalar equivalence requires that statistical

relationships among dependent variables should be

patterned similarly between cultures. Correlation

matrices or'factor structures can be used to

demonstrate similarity, first within groups and then

compared,across groups (Berry,l980).

In: summary then, either universal-"c�mparabil�t:Y' or all
three types of equivalence must be met for cross-cultural

research to meet the requirements for construct validity.

As functional and conceptual equivalence need to be

established first, this research attempted to do so in an

exploratory manner and leave metric equivalence for future

work.

Thus it can be seen that cross-cultural research of the

type conducted here has the same methodological'concerns as

most research areas, but also has some unique problems and

criteria which figure importantly in the design. Given the

situation of women as having been, until recently, a group
-

very different from the mainstream of researchers in

.,-r-- �.
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psychology, and hence from the majority of the theories of

human nature developed by those researchers, it may well be

wise to give extra thought to applying the cross-cultural

research principles to the study of women as well. In this

study, involving both women and cultural difference, they

are very important considerations indeed.

While depressed women may have served as samples in the

generation of Western-based theories of depression (e.g.

Freud, 1909, cited by Coleman et.al., 1984), Native women

have not. As well, the interpretation of those women1s

experiences have been done primarily by male researchers

without taking into account their own gender/cultural bias

in inte�pretation (Wetzel, 1984). Though the researcher in

·this study also carries"her own gender/cultural bias into

the research, she at least is aware of the fact. The

findings are presented tentatively as exploratory and as

generating hypotheses only. Confirmation and disconfirmation

by other researchers is welcomed, expected, and necessary.

As well, as will be seen in the next section, elements of

the research design are included to help mitigate the.

effects of that bias.

1.4. The Approach Taken In This study

This study had three major objectives:

1. To describe the experience of depression for two groups
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of northern women in order to look at their concerns,

perceived causes, and alleviations, as a start to provide

directions for more statistically rigorous investigations;

2. To compare the experience of two culturally different

groups of northern women: Euro-Canadian and Chipewyan, in

order to determine construct validity and functional and

conceptual equivalence of "depression" for them. In other

words, when we speak of the depression for the two groups

are we speaking of the same thing in terms of function,

causes, alleviations, and social reactions? Where, if

anywhere, does variation occur?

3. To generate hypotheses about these differences, if any,

their sources, and implications for diagnosis, treatment and

prevention.

The fourth objective is a more minor one, as its

purpose is to inform further the third objective:

4. To examine the conceptual frameworks used by Dene and

-Euro-Canadian mental health practitioners when they consider

depression. Specifically, such frameworks were elicited from

exposure to data generated by the women of the two cultures,

to examine possible congruence with the women's conceptions.

As well as generating hypotheses about generalization of the

findings from potential clients to mental health

practitioners, pursuing such an objective would allow the
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generation of hypotheses about generalization to other Dene

groups, and to mixed-sex groups.

Given the paucity of work in the area of northern

Native people and depression which would not be considered

as involving imposed etics, it seems important that the

first step be an exploratory one, for the purpose of

generating theory, rather than testing it. To engage in 'a

priori' theory and hypothesis generation would be premature

at this point, since a) little is known about the

experience and meaning.of depression from northern women's

viewpoint, and b) it would be too easy to apply principles,

take measures, and analyze behaviour from the Euro-Canadian

cultural frame of reference, without being clear on what it

was that was reaily' being measured.

In order to establish functional and conceptual

equivalence (construct validity), to start at an emic level

of analysis and work towards a derived etic, and to provide

a rich context, a quali�ative approach was deemed a useful

exploratory first step. Relatively open-ended interviews

would be part of a respectful process to attempt to view the

world of depression through participant eyes. Such an open

ended approach would cut down on premature a priori

hypothesizing, as well as introducing less bias into the

instrumentation. Problems with validity of culture-bound

instruments would be avoided (Segall, 1979). While there may

be concern about the reliability of participants' memories,
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eyewitness testimony research indicates that when witnesses

are asked to use free recall with little.cuing, their

responses are highly accurate and reliable (Sanders & Chiu,

1988; Yarmey, 1986). Though information may be less

complete than with multiple-choice questionnaires,

information is considerably' more accurate, with commission

error rates ranging from only 1%-14% of the data produced

over a wide variety of time periods between event and

recall, and with a variety of distractor tasks (Sanders &

Chiu, 1988; Yarmey, 1986). Research by Rennie et. ale

(1988) has shown that interviewees can generally tell the

degree to which they are accurately recalling an event in

their life and the degree to which they are reconstructing

it. Th�ir use of 'a free recall narrative format may aiso

explain the accuracy of the participants' recall. As

people's memories are fallible for errors of commission when

using more structured recognition-type response formats, use

of minimum structure in an interview may achieve greater

accuracy, though producing less content with which to work.

As the type and particular piece of. data omitted, .

reconstructed, or completely fabricated tends to vary from

individual to individual (Sanders & Chiu, 1988), use of more

than one individual, and of different types of individuals

(depressed and nondepressed women, women of different

demographic categories) in this study may have helped to

attenuate these errors of omission and commission even more .

.;:�.\
I
1
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It is granted that the cognitively disruptive nature of

depression may reduce the reliability of memory. As well,

social desirability of responses is a problem with such a

design. However, not all the women will have experienced

depression, nor will all the depressed women be depressed at

the time of the study. While the recall of the depressed

women may be reduced or distorted relative to the

nondepressed women, the accuracy should still be .better with

a free-recall format than with other formats. Finally,

controls for social desirability would impose a structure to

responses and to the design which could obstruct the search

for construct validity.

Given the nature of the researcher-researched power

diff�rential '(Segall, 1979), and the history of oppression

for both Natives and women, the respectful nature of the

research is important (Belle, 1990; Trimble, 1988). A

statement which applies to this research question was made

by Barnett and Dyer (1983):

"research on Native people is a sensitive i�sue and may

be viewed frequently with suspicion. Attempts to

manipulate some form of treatment may be regarded as a

'guinea pig mentality' and therefore resisted by

potential subjects" (p.153).

Similar concerns over the power differentials between

researcher and researched have been raised by the

methodologists in the area of women's studies, (Mies, 1983;
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stanley & Wise, 1974} making the point that the process of

research is as ethically important as the treatment of the

results. Experimentation may not be well received, whereas

an open, self report approach may be received better.

By using judgmental samples rather than representative

samples drawn randomly from population, problems with

generalizeability would" occur (Lonner & Berry, 1986).

Judgmental, or purposive, samples are types of nonrandom

samples in which the researcher uses judgment in the

selection of individuals who have the demographic

characteristics necessary for obtaining data (Lonner &

Berry, 1986). Generalizeability is a concern consLder i.nq the

participant acces�ibility problems often inherent in cross

cultuial psychology (Seg�11;197�). However, in an

exploratory study, the purpose is to generate hypotheses,

not to test them. By choosing participants covering a wide

range of dimensions, hypothesis generation is enhanced

(Glaser & straus, 1976; Miles & Huberman, 1984; Rennie et.

al., 1988). Accessing a wide range of variation in the

independent variable-culture-is also important in cross-

cultural investigations (Lonner & Berry, 1986). Given the

difficulty in terms of time, money, and effort in finding

inaccessible participants to put into a random draw, and the

difficulty in matching participants from different cultures

on more than one variable (Lonner & Berry, 1986; Segall,

1979), such a judgmental sample may be the best that the
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researcher would end up with anyway. As well, important

"culture bearers" might be missed in a random draw, or be

impossible to match in another culture (Lonner & Berry,

1986). Efforts to maintain representativeness through

randomization would be better expended in hypothesis testing

research following from exploratory qualitative wo�k.

Bias is always a problem. With a more traditional a

priori deductive approach, researcher conceptual bias

appears at the research design stage in terms of the choice

of questions asked, the form that answers can take, and the

expected mathematical relationships among them, and is

carried through to the interpretation of the results. In a

more inductive qualitative approach, bias enters most

noticeably at the data analysis stage. For both approaches,

the data are available for examination by others. However,

because of the later entry stage of researcher frame of

reference, there may be a greater chance of new, unlooked

for results emerging. Such possibility of unexpected

findings emerging is more important to the generation of

hypotheses, rather 'than the testing of them.

Finally, there is always the problem in cross-cultural

research that, because of lack of random assignment ot

cultures, lack of random sampling, and because of the vast

number of uncontrolled variables, it is almost impossible

not to find differences between cultures being compared

(Malpass, 1988; Poortinga & Malpass, 1986). In order to rule

I
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out plausible alternative explanations, falsifiable theories

are needed (Malpass, 1988; Poortinga & Malpass, 1986). This

must be left for future research, for at an exploratory

stage, establishment of construct validity is more important

than internal validity (Cook & Campbell, 1979). For research

areas difficult to access with the usual instruments and

designs, qualitative approaches such as the grounded theory

method may be needed (Rennie, et.al., 1988). In order to

test a theory, useful hypotheses and theories must first be .

generated. Later, replications and different methodologies

can serve to systematically rule out alternative

explanations (Miles & Huberman, 1984; Sharon & Amir, 1988).

Thus, this study involved three phases: Phase 1, in
. .

which Native and Euro-Canadian northern women were

interviewed about the experience and meaning of depression

for them. The interview format of the data in Phase 1 is an

attempt to record the views of the women in the study in

their own words and in their own context, which may allow

for less likelihood of misinterpretation of their meanings

than would the checking off of �tems in.£hecklist. As well,

their words are recorded verbatim for open inspection of

other researchers of both genders and cultures; Phase 2,

which involved giving transcripts from Phase 1 to more

Native and Euro-Canadian women and asking them to relate

themes about depression that emerge for them upon reading

the transcripts. The themes that emerged as salient to them
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were compared to those which emerged from the author's

analysis. The elicitation of themes by more women of both

cultures to a "typical" interview is an attempt to get input

from others in interpretation, to reduce effects from the

researcher's own gender/cultural bias; and Phase 3, which

asked Native and Euro-Canadian northern mental health

practitioners to sort the themes resulting from Phase 2.

Their categorizations of themes were compared to each other

and to the groupings from which they originated. The purpose

of this phase was to explore possible similarities and

differences between lay people and practitioners along

cultural lines.

Thus, the complete process involved a mixture of

qualitative and quantitative measures, and used groups of
.

people for some external, validation of the findings of the

experimenter. Use of practitioners; depressed people, and

others in the community has provided a useful triangulation

of views in other work on Native depression, as previously
discussed (Shore, 1974; Shore & Manson, 1981).

1.5. Research Questions

At this point, it may be useful to reiterate the

research questions: 1.How do Chipewyan women experience and

conceptualize depression? 2.How do northern Euro-Canadian

women experience and conceptualize depression? 3. How do

these experiences and their underlying constructs compare
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between the two cultural groups? 4.will mental health

professionals conceptualize the experience of depression

based on their own cultural backgrounds, their professional

training, both or neither? 5. How do their

conceptualizations compare to those of the women?

Hypotheses will not be presented given that this work

is meant to be exploratory and hypothesis-generating, rather

than hypothesis-testing. There is less need to predict the

actual content and directions of the outcomes. In fact,

according to some qualitative researchers, the fewer well-

explicated predictions one has, the better, as then one is

less likely to be blinded by the confines of one's

prematurely developed hypotheses (Glaser and strauss, 1967).

On the other han'd,' 'Miles and Huberm�n (1984) advocate a

more structured approach, in which one details as much as

possible one's hypotheses. This is to balance off the

threat of collecting vast amounts of useless data, or of

missing areas of importance in data collection. This

process is considered iterative, as findings and thinking

become more refined, rather than a one-time, 'a priori'

process. However, even Miles and Huberman (1984) suggest

that when going into a culture different from one's own,

that the researcher may best approach the study from as

inductive and non-predictive a stance as possible. In

Berry's schema, the attempt would be to determine the emic,

as opposed to blindly using an imposed etic (Berry, 1980).

-=1
,,-=J
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While such an open inductive stance is indeed highly

desirable, it is also true that the researchers do

inevitably hold some preconceived ideas about that which

they are studying (Glaser and strauss, 1967: Miles and

Huberman, 1984). It is "considered wise to admit these

biases about expected findings. Miles and Huberman (1984)

offer several approaches to constructing conceptual

frameworks to display these predicted findings. Conceptual

frameworks explain, either in graphic or narrative formats,

the mqin areas to be studied, the important variables of

interest, and the relationships between them. Such

frameworks can range from being highly detailed and

elaborate, to being rudimentary in nature.

The f�llowing are the areas explored in re'iation

to the experience of depression for northern women and

composed the author's conceptual framework:

Perceived "causes:" among Native women- poverty, isolation,

identity confusion, loss, dependency on the government and

ensuing loss of pride; among Euro-Canadian women- cultural

"isolation, physical isolation, the weather in winter, loss

in terms of real-ideal self discrepancy: for both groups of

women- drug and alcohol abuse, family violence -especially

spousal assault, traditional female roles and their

prescribed psychological behaviour, conflict between

traditional roles and current aspirations. All potential

causes will be explored with both groups. The above

·1 11
I
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groupings indicate predictions only.

Symptoms and Meanings of depression were explored. It was

expected the Euro-Canadian women would experience depression

in ways similar to the southern Euro-Canadian women on which

most research is based. Given the diversity of meanings and

forms of depression in different Native groups, it was

premature to offer predictions on the forms these would take

with the Native women. As was seen in the literature

review, virtually any form of discontent and unhappiness

could be considered depression by a culture.

.

.

--�r
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CHAPTER 2. METHOD AND RESULTS

Method and Results sections for each phase of the study will

be presented separately, following the format for multi-

experiment studies. First though, a procedural overview of

the whole study will be presented in order to orient the

reader.

2.1. Procedural Overview

As mentioned previously, and as shown in Figure 1.,

this study involved three phases:

1.In the first phase, botn depressed and non-depressed,

Chipewyan and Euro-Canadian Northern women were asked, in a

slightly structured interview format, about the nature of

·depression. bata collection took place over � six-week
.

.'
-

.

period in June-July, 1988. Transcripts from these interviews

were analyzed following a grounded theory process.

2.In the second phase, a representative transcript from

a depressed woman from each cultural group was given to

randomly assigned Chipewyan and Euro-Canadian women in a 2x2

design. The participants were asked to develop themes about

depression based on the transcripts they read. Data

collection took place over a four-week period in sept.-Oct.

1988. The themes were compared for frequency and type among

the four conditions: Chipewyan women reading Euro-Canadian

transcripts; Chipewyan women reading Chipewyan transc�ipts;

Euro-Canadian women reading Chipewyan transcripts; and Euro-

Canadian women reading Euro-Canadian transcripts. This



91

Figure 1. Procedural Phases and Analysis.

PHASES ANALYSIS

Phase 1.
Interviews:
Chipewyan women (20)

depressed (11)
non-depressed (09)
EurCdn women (21)

depressed (08)
non-depressed (13)

Transcripts' Qualitative Analysis

Phase 2.

Coding Moqal Transcripts
for Themes:

Woman's Culture-
C EC

Trans'cript C (10) (13)
�- EC (09) (13)

Theme Fisher's' Exact Test
Frequency .. Chi-Square .

,

Theme �ypes Qualitative:
Compare to Phase 1

Findings

Phase 3.
Construct Sorting:
Mental Health
Professionals-

Native (5)
EurCdn (9)
Unknown (2)

sorting of
Themes Multi-Dimensional

Scaling
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allowed a study of whether it was the data contained in the

transcripts themselves, or the cultural set of the reader,

or both, that affected the conceptualization of depression.

The themes developed by the women were also compared to the

categories developed by the experimenter from her analysis

of all the interviews in Phase 1.

3. The third phase involved giving the themes elicited

from the participants in Phase 2 to Chipewyan and Euro

Canadian mental health professionals, and asking the

professionals to sort these themes into naturally occurring

groups. Data collection occurred via mail- over a two-month

period in Nov.and Dec. 1988. Through multi-dimensional

scaling analysis (MDS), the conceptual organization of the

professionals' sortings.were compared.

2.2. Items of Concern to All study Phases

2.2.1. Culture of Sample:

Because of the many different indigenous cultures in

Northern Canada, it was decided to study only one cultural

group relative to the Euro-Canadian culture. While most

Athapaskan Indian cultures in the Northwest Territories call

themselves "Dene" under one cultural label, there are still

cultural distinctions within this grouping. In fact, women

in this study spoke of some cuitural differences among the

Dene cultures. Thus, despite many commonalities, to be truly

representative of the depressive experience of all the
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Native women in this area, all groups would have had to be

sampled and studied. Such would be the ideal situation.

However, since the cultures are distinct, and potentially

have different views and experiences of depression, enough

women of each culture would have had to be studied to

provide a representative picture of those women's

experience. To sample only a few women from each culture

would provide neither enough information about each culture

as a group, nor enough coherent information about the

hypotheses that Native wome� ·may experience depression.

differently from non-Native women, who represent the

"dominant" culture from whom treatment

delivery springs (For this reason, the sample of non-Native

.

women was limited to Euro-Canadian women). "Euro":'Canadiari "

culture is a more heterogeneous entity than anyone Native

culture. Although there are many different Euro-Canadian

cultures, they have some common characteristics which have

become assimilated into the value and socio/political

systems of the "dominant society" (Brinknell, 1982).

Differences between the Native and EuroCanadian experiences

of depression both theoretical and practical importance

might have been missed if only a few women from each Native

culture were sampled. This could be due·to Native-

EuroCanadian differences being obscured by differences among

the Native cultures, with the use of such small samples.

Unfortunately, given the logistics and expense of Northern

.._r-
I
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research and the labour-intensive nature of the kind of

study described here, to sample enough women to effectively

study each Native cultural group would have been' impossible.

As the third phase's objective of generalizeability was

a minor one, the participation of only five Native mental

health practiti9ners was not as problematic as would have

been the involvement of only a few Native women of various

cultures in the other phases. The lack of sufficient numbers

of ch Ipewyan practitioners required LncLusi.on of other Dene

practitioners of related Athapaskan heritage. This

requirement then made it possible to allow hypothesizing

about generalization of underlying Chipewyan

conceptualizations of depression to other Dene groups.

However, despite delimitation to only one Native

culture, findings from this study may form an important'

first step into the investigation of other Northern Native

conceptions and experiences of depression.

The Chipewyan cultural group, which spans both Northern

Saskatchewan and Southern NWT, was selected for both

logistic convenience (easy access from Yellowknife and from

Saskatoon) and because of potential policy interest from

both the governments of the Northwest Territories and of

Saskatchewan.

2.2.2. Location of Study

Yellowknife and FortSmith in the Western Arctic were

the sites for the main study. Ile-a-la-Crosse in Northern
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Saskatchewan and Saskatoon were the sites for the pilot

study, which will be described shortly. The three Northern

sites were selected in terms of accessibility. Ile-a-Ia

Crosse data were used only for the pilot study as it was not

possible to access any Chipewyan women on the two brief

'trips possible up there, while Cree and Euro-Canadian women

were available and ·interested. Yellowknife and FortSmith

were selected because of the presence of a sufficient

population size of both Chipewyan and Euro-Canadian women.

Use.of these communities provided a range in settings in

terms of size. The populations were 1,200 people in Ile-a

la-Crosse, 2,468 in Fort Smith, and 11,077 in Yellowknife

(Dr. Britton, personal communication, February 29, 1988;

Heming, ·�986). The use of different communit{es also

provided some range in location. Finally, these particular

settings provided a range in the proportions of Euro

Canadian and Ctiipewyan population, from 1/3 Chipewyan and

less than 10% Euro-Canadian in Ile-a-Ia-Crosse, to 18% Dene

(Chipewyan and Cree) and 53% "other" in Fort Smith, to 7%

Dene (including Dogrib, Slavey, and Cree as well as

Chipewyan) and 86% "other" (non-Native, mostly Euro

Canadian) in Yellowknife (" Dr. Britton, personal

communication, February 29, 1988; Heming, 1986).

2.2.3. pilot Study·

The purpose of the pilot study was to tryout the

procedures and to fill in gaps of researcher knowledge.
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More particulary, a pilot study'allowed estimation of the

length of time needed for the procedures, and pointed out

modifications necessary for the-materials in terms of

content and clarity. Finally, it was an opportunity to get

feedback from the pilot participants about how it felt to be

in the study, whether it was a respectful process, potential

problems they would perceive in having non-students

participate, and whether Northern women would like to be

involved.

The pilot study trips to Ile-a-la-Crosse took place in

March and May, 1988, for two days each, while travelling

with the Psychiatric Team out of the Battleford Mental

Health centre. Participants were obtained through personal
I' ..

•

contacts of the hospital staff iri �Ie-�-la-Cr6ss�. In

Saskatoon, University of Saskatchewan students were used.

They were contacted through the Psychology Department

subject pool, the Indian and Northern Education Program, and

through the National Native Nursing Access Program. Both

Native and Northern Euro-Canadian female students were

involved in piloting_the first two phases. In Phase 1, six

Native and six Euro-Canadian women were involved, including

women from Ile-a-la Crosse. In Phase 2, eight Native and 10

Euro-Canadian students participated. Unfortunately, no

Chipewyan women were involved. There was, therefore, some

concern that aspects of methodology comfortable for the non-

Chipewyan pilot participants (who were primarily Cree) would
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not be comfortable for the Chipewyan women. Fortunately,

this did not turn out to be the case.

For piloting Phase 3, four graduate students in

clinical psychology were involved in trying out the

procedures, including one WhO was a. former Northern mental

health practitioner.

Methodological changes resulting from the pilots

included the idea of asking women about their concerns for

their children in the Phase 1 interviews, and some

suggestions for phrasing que�tions more clearly. For Phase

2, the pilot study made it clear that use of complete modal

transcripts was too unwieldy (well over 30 pages of reading

apiece) and that transcribed selections from representative

areas of the intervIews' were- usable. For Phase 3, the" use of

slips of paper, rather than index cards was found to be

easier to work with by the participants. In all phases,

pilot participants felt that the process was respectful and

interesting. For Phases 1 and 2, opinion of the pilot

participants was divided as to whether non-student Native

women would feel comfortable taking part in the study, or

whether they would be happy to have the opportunity to share

their views on the subject of depression.

2.2.4. Dissemination of Results

pilot and main study results were reported both to the

individual participants involved, and to the communities and

organizations involved in the conduct and support of this
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work. The actual form of most of this communication was

through written means, due to the expense incurred in

actually making a separate trip to do this in person at a

meeting. However, should funding or logistic support be

available for this, such meetings with concerned groups

would be welcome.

......

r
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CHAPTER 3. PHASE 1 METHODS AND RESULTS

3.1. Phase 1 Method

3.1.1. Participants:

Judgmental sampling of 21 Chipewyan and 25 Euro

Canadian women was conducted for interview purposes. Because

of machine malfunction, 1 Chipewyan and 4 Euro-Canadian

interviews were lost. This left a total of 20 Chipewyan and

21 Euro-Canadian interviews available for analysis. One

Chipewyan participant (#29) did not wish to be tape

recorded, but was willing to have notes made during the

interview.

3.1.1.1. Categorization. Both women who were currently

depressed or who had been depressed at some time in their

livei, 'and wom�n who had not had clinic�ily dep�assi�e

experiences were ·interviewed. Categorization of participants

into Depressed/Non-Depressed groups was done at the time of

data collection by the author, and later by a clinical

psychology Ph.D. candidate, with 96% agreement. The decision

on the one interview of dispute was made in the direction of

the clinical student's judgement. Categorization was based

on the DSM-III (American psychiatric Association, 1983). For

puzzling interviews, the decision was also based on the

criterion of whether or not this person would be treated for

depression as a client. Approximately half of each Depressed

group was currently in some stage of active depression (5/8

Euro-Canadian Depressed; 6/11 Chipewyan Depressed).
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3.1.2. Sampling.

Interview participants were contacted through community

contacts of the researcher, and as suggested by others such

as interested government sources, clinicians (after checking

with their clients first for permission) and Dene

organizations in each area. As well, initial participants

were asked if they would be willing to contact anyone they

thought would be interested in participating and then to

pass the willing name on to the rese�rcher.

Although gaining the participation of Euro-Canadian

women through this process was never difficult, initial

attempts to contact Chipewyan participants in Fort Smith was

not successful beyond the first immediate contacts of a

Chipewyan woman who was 'a friend of the experimenter, and

who had not lived in Fort Smith for many years. Part of this

problem appeared to be the absence of influential members of

the Chipewyan community due to a major land claims

settlement vote in another community. This occurred during

the first week of data collection. Once these gatekeepers

returne�,_ a�d �ent their assistance to the study more

Chipewyan women agreed to participate. A suggestion of one

of these gatekeepers was to hire a specific woman well

respected in the Chipewyan community to serve not only as an

interpreter, but as community contact fo� acquiring

participants. This woman was very interested in the project,

and attempted to involve a broad cross-section of'Chipewyan

r
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women in the study. Her help was a major turning point, and

the target number of interviews was exceeded. Participants

were all unpaid volunteers.

As well as through word of mouth, an attempt was made

to contact participants through advertisements posted on

bulletin boar�s around the community of Fort Smith. No women

responded to these ads, so the process was not conducted in

Yellowknife.

The aim of the sampling process used was to obtain a

range of women across such dimensions of age, education, .

employment, standing in the community, involvement in Native

culture, political activity and views, to allow for sampling

of typical and extreme cases, sampling of critical cases,

and sampling of politically important cases (patt�ri, 198'�) .

One aim was to match, in at least an approximate manner,

Chipewyan and Euro-Canadian women on most dimensions. As can

be seen from Table 1, this was basically achieved for the

following dimensions: proportion of depressed women in the

sample;" age; number of children; and marital status. The

Chipewyan sample had lived up north longer, had less

education, and fewer had professional jobs. Use of a range

of women allows for contrasting and countervailing findings

to occur, and helps to suggest conditions under which

findings mayor may not be supported (Miles and Huberman,

1984). Such purposive sampling increases the utility of

.small samples when the opportunity for random sampling is
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Table 1.
Phase I Sample Demographics

Variable culture

Chipewyan EuroCdn

# of Recorded Interviews
# Depressed (now or in past)

20
11

21
8

Age: range
mean

24-83 yrs.
42.5 yrs.

14-72 yrs.
38.6 yrs.

Marital status:
married
common-law

single
divorced
widowed

10
3
3
2
2

13

1
3
2
1

# Children: range
mean

0-7
3.0

0-7
2.0

Time Lived Up North: range
mean

15�83 yrs.
39.1 yrs.

2-32 yrs.
11.2 yrs.

Education: range
yrs.

0-14 yr�. 7-17

mean 9.6 yrs. 13.5

yrs.

occupation:
homemaker
retired
pink collar (traditional female jobs)
white collar

professional
student

2
3
6
8
1
o

4
1
4
6
5

1
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denied (Patton, 1980). However, it is very difficult to

generalize �indings beyond the sample due to likely presence

of sampling bias (Miles and Huberman, 1984).

Such sampling bias is very likely to have occurred in

this study. However, this sampling process was necessary

due to the issues of trust involved in working with Native

women in a study of this type. Past researchers have found

that Native women will be more likely to volunteer for the

study if another trusted person vouches for the researcher

(I.Poelzer, personal communication, February 5, 1988).

Given the change in responsivity to involvement in·this

study once the gatekeepers and the community contact became

involved, it appears that such a process may have been

operating among the Chipewyan w�men in the communities

studied here. To have obtained a truly representative

sample would not only have been very difficult, but is not

so necessary for hypothesis generating, exploratory work

such as this (Kidder, 1981).

3.1.3. Materials:

3.1.3.1.Interview Schedule. In keeping with the exploratory

nature of the study, a semi-structured interview schedule

was developed. The following topic areas were explored: what

is it like to be depressed; have you been depressed; what

was it like for you; how do you know if a person is

depressed; are there more than one type of depression; what

causes depression (loneliness; low self-esteem, a failure of
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some kind, grief, problems with children, a bad marriage,

family violence, unemployment, isolation, illness,

alcoholism, drugs, the lot of womankind); do men and women

get depressed the same way; how should a depressed person be

treated by others; how are depressed persons actually

treated by others; what should a person do if depressed;

should they go for help; to whom; what suggestions do you

have for how we could reduce this problem for people? (See

Appendix A) •

Possible causes were generated from the literature

review and from suggestions from the pilot study. Appendix A

is labelled as "possible areas to explore" because these

areas for questioning were m�dified slightly for each

particip�nt, and-their order flowed with the directions the

women wished to take. Keeping with the desire to keep the

narrative as open and "free recall" as possible, specific

causes were not mentioned by the experimenter unless as a

perception check on data already mentioned by the

interviewee. Given the highly personal nature of the

interviews, and the importance of considering each

participant's well-being in interviews of this type,

participants were never pushed hard for responses in areas

which they seemed reluctant to answer (Baumbach, 1987) .

However, the core question areas were covered in almost all

interviews.

�\ r r
....
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2.3.3. Procedure:

Phase 1 involved ,interviewing Chipewyan and Euro

Canadian women using the interview schedule described above.

While an interpreter was available if necessary, all women

were quite willing to speak in English, although a few

started off in Chipewyan, but after the first two or three

minutes switched to English when they seemed to relax. All

women contacted through the community contact/interpreter

had the option of seeing the author alone, or with the

community contact present. Eight Chipewyan interviews were

conducted in the presence 'of the co�munity contact. She was

not,present for any Euro-Canadian interviews. The

instructions in Appendix A were paraphrased aloud by the

author, rather than read verbatim 'as pilot stud'y' pa�ticparits
found that this increased discomfort with the situation and

suggested paraphrasing to be more natural and comfortable.

If necessary, instructions were interpreted into Chipewyan

by the community contact. The author was told by three

professional Chipewyan interpreters that the closest

approximation to the word "depression" in Chipew.yan was the

term for "not happy", sometimes paired with a term

equivalent to "anxiety". So, "not happy" was used in the

definition of what was meant by depression (T. Buggins,

personal communication June, 1988; D. Unka, personal

communication, June, 1988; H. Catholique, personal

communication, June, 1988). All interviews but one were
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audiotaped, and that one was recorded by note-taking. Thus,

this one interview was ineligible for possible use in Phase

2, but still supplied useful information for Phase 1. The

interviews took place in the homes or workplaces of the

women involved as was convenient for them. Most interviews

were 1 to 1.5 hours in length.

3.2. Phase 1 Results

3.2.1. Choice of Analysis: Qualitative

The 41 interviews were analyzed using Glaser and

strauss's (1967) systematic grounded theory approach of

concept derivation and saturation, aided by Miles and

Huberman's (1984) data 'reduction and organization

techniques.

Glaser and strauss (1967) consider qualitative analysis

to be research which does not attempt to manipulate the

situation and processes of interest. Qualitative approaches

attempt to understand the phenomena of interest through

detailed and thorough description, and logical analysis of

naturally occurring phenomena. Rather than the fixed

treatment/outcome approach of hypothesis-driven research,

qualitative analysis has a dynamic, process-oriented

approach (Patton, 1980). This allows for the researcher to

move beyond his/her original expectations more easily, and

provides opportunity to generate theory in areas difficult

to access validly with other approaches, such as seeing the

,
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world from another's point of view
0

(Rennie, et. al., 1988).

Qualitative approaches range from loosely structured,

deeply individual phenomenological explorations of the data

with no interest in external reliability and validity, to

highly structured approaches involving many data sets and

many different researchers (von Eckartsberg, 1977). The

general approach is to break down information into

meaningful units, explore the individual units, look at the

patterns among the units, and integrate the information into

a meaningful whole (von Eckartsberg, 1977).

"Here theories are developed through the use of

conceptualization to colligate facts, rather than

through a recurring cycle of inferencing and hypothesis
o 0

testing. Exemption from the constraint of the

verificational approach frees grounded researchers to

address highly complex meaning structures that might

otherwise be beyond the pale." (Rennie et.al., 1988,

p.146) .0

The grounded theory approach allows for systematic data

reduc�ion_into_categories, and search for relationships

among the categories. Categories are grouped together into

new, broader categories which subsume common aspects. Then

these new categories are examined for relationships and

again regrouped under broader categori�s still. Theory thus

is built in a pyramid style of continuously broader

groupings of categories, based on the relationships among
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them. Thus the theory is built up from the data, not data

forced to fit a theory. Grounded theory generally uses more

than one source or site of data (e.g., more than one

interview). Thus a grounded analysis is less intense, but

allows more opportunities for confirming and disconfirming

data than do some of the phenomenological approaches (Rennie

et. al., 1988). The systematic nature of the process

usually results in different investigators who view the same

set of data developing theories emphasizing different

aspects of a similar emerging theory (Glaser & straus, 1967;

Rennie et.a1., 1988). However, limited sample sets which

have not been randomly chosen or assigned to conditions does

limit generalizeability, but for the purposes of grounded

hypothesis generation, "this is accepted as a 'fair'price to

pay for research that is intimately tied to the phenomena it

addresses." (Rennie et.al., 1988, p.147) .

.

The general qualitative process begins with data

collection (Miles and Huberman, �984). Data takes the form

of observation, verbatim quotes, and description of people,

situations, events, interactions, and activities. This can

be done through interviews, surveys, participant and non

participant observation, and exploration of documentation

and other non-intrusive measures (Glaser and strauss, 1967;

Patton, 1980). Qualitative data were collected through

audio-recorded interviews in this study. According to Miles

and Huberman (1984), the determination of what data to

(
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collect, who to collect them from, and how tightly

structured the research design and data collection

instruments should be is based on the research question, the

degree of knowledge about and expected complexity of the

social phenomenon, and the researcher time available.

Loosely structured, highly inductive studies are the best

choice when studying another culture, a complex social

phenomenon, and when time is not a problem. When time is a

factor, as in industrial research work, and when the

phenomenon is a better understood one within a familiar

culture, then to not structure the qualitative data

collection more tightly is, in Miles and Huberman's (1984)

.words " a waste of time" (p. 27). The conceptual framework
"

is then �eveloped by the researcher to guide data

collection. The content of the framework.is based on

knowledge about the phenomenon, and the degree of structure

in the framework is determined by the degree of structure

deemed·to be appropriate based on the above principles.

In this study, the content of the conceptual framework

was based on the literature review .. The loose structure. of

the framework was based on the appropriateness of using an

emergent, loosely structured, grounded approach since the

phenomenon of depression appears to be complex and broadly

variable over cultures. It was also appropriate since

investigation involved cross-cultural comparison, and there

were no immediate time pressures.

l
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Qualitative analysis of the interview data generated in

this phase took place in several stages. The first stage is

data reduction (Miles and Huberman, 1984; Rennie et.al.,

1988). Because qualitative approaches generate vast amounts

of data, the data must be reduced and summarized in some

manageable form. First, the interviews were summarized by

the experimenter into paraphrased versions of transcripts.

These interview summaries were on average 6 pages long,

ranging from 3-8 pages in length (Patton, 1980).

Conclusion drawing/verification was aided and

illustrated through display of the data in various matrix

like tables which summarize and compa�e data (Miles and

Huberman, 1984; Patton, 1980) (See Results section).

Cla'rity, 'consistency, "and search for disconfirming data' were

guidelines in this process of searching for categories and

r'eLa't.LorishLps among them.

Next the interviews were coded into categories of

themes as the themes emerged for the author, during the

reading of each summary. Following the approach of Rennie

et. ale (1988), "a transcript was broken up into meaning

units of individual concepts conveyed by the interviewees".

(p: 142). These meaning-units, or concepts, would suggest a

theme for the purpose of categorization. This approach

resulted in an iterative process, whereby themes were

abandoned and added as seemed appropriate from the addition

of sUbsequent data. Under each theme code, or subcode,
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quotes from the interview summaries were entered verbatim,

often with a little extra surrounding.text to provide

context (Rennie et. al., 1988). This resulted in a coding

document of 207 single-spaced pages in length, roughly

divided into sections of depression typology, symptoms,

causes, alleviations, service provision concerns, social

level interventions, and stigma·issues. This coding

document was actually what is termed by Miles & Huberman

(1984) as a "Cross-site analysis, unordered meta matrix"

(p.152), or as they also more colourfully call it, a

"monster-dog" (p.152). An example of excerpts from this

document can be seen in Appendix B, where the qualitativ�

analysis process is worked. through with an example.

At the same t.Lme , a p rocess or "memo i.nq " (Glaser &.

straus, 1967; Miles & Huberman, 1984) was used to keep track

of ideas concerning the relationships among the themes at a

higher level of analysis. This involved keeping an ongoing

written record of these ideas, and the data sources leading

to them. This method of data reduction is similar also to

Giorgi's (1975, .cited in von Eckartsberg, 1977) method of

explication, although the coding document data and memos

were kept on physically separate records.

Thirdly, the coding document was re-read. A few codes

and sub-codes were again cut, but more were rearranged to

form clusters of themes that seemed to go together. Often,

the clusters were constructed as a result of going over the



112

memos for ideas. These clusters were put as necessary into

more refined, reduced, and ordered matrices to allow closer

examination of the relationships among the themes, including

relationships with contrasting themes (e.g., withdrawal vs

agit�tion). Matrix information included quotes (mostly),

numbers (frequencies), and symbols (indicati�g, for exampl�,

whether a participant reporting cognitive deficits had a

history of alcohol/drug abuse). See Appendix B for an

example. The matrix in Appendix B was formed.in part from

the c�ding document excerpts also found in Appendix B. The

appendix also includes a detailed analysis or commentary of

the example matrix.

As well, models of the causal process followed by

depressio� were constructed "for each participant, and then

all the models were reduced to a model for each of the four'

main groups [Chipewyan-Depressed (CD); Chipewyan

NonDepressed (CND); Euro-Canadian-Depressed (ECD) i Euro

Canadian-NonDepressed (ECND)]. These models were reduced

into a final one, reflecting the views of all the

participants since no clear differences existed. These

models of causality are called "Causal Models" by Miles &

Huberman (1984). They are similar to the "Performance

Models" of Rice & Sapeira (in Rice & Greenburg, 1981), and

to the "Program Manager Models" of Rutman (1980). In order

to reduce confusion about statistical methodology, the ones

in this study will be called "process models" rather than

T
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"causal models", a term commonly used in types of path-

analytic studies. Thus, all qualitative data were looked at

a minimum of three times, not including the internal,

informal analysis occurring at the time of the interview.

According to Glaser and strauss (1967), by grounding

the theories and hypotheses generated by this method in the

data themselves, more accurate and valid results may emerge.

This may be especially important in areas of research where

we cannot be sure that previous research findings and tools

can be trusted to be valid. While a qualitative approach

may not be able to prove interpretations and conclusions, it

may be able to demonstrate good support and fit, and provide

fresh insights (Baumbach, 1987).
" ,

As the anaiysis of qualitative "data takes up much

space, it would be unwieldy to present all matrices and

analyses of all the themes. This is the usual Grounded

Theory predicament (Rennie et. al., 1988). To present a

detailed analysis only of themes proving important to the

women in this phase, as indicated by frequency, would still

be extremely cumbersome. Even to present just two themes,

their detailed matrices and analyses would take 40 pages.

There are dozens of themes. Thus the most frequent themes

will be briefly presented. Appendix B will serve as an

example of the process that went into the analysis of the

themes. While it is uncomfortable not to present the raw

data and the detailed matrices for the reader's perusal, the

"I
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alternative would be unreadable.

A table presenting the frequencies and percentage of.

women in each group making a response to a theme or code is

presented in the appendices to give a general overall

picture of the entire data base (See Appendix C). A summary

of the process model findings will be presented following

the description of the major theme findings. As well,

because not all qualitative data can be weighted as being of

equal value or interest, some themes of high interest but

low frequency will also be explored, either because they tie

into an overall theme of importance, or because the source

was important. Triangulation with quantitative data in this

study was also attempted, and will be presented following

the methods and ··results sections �f th� ind'ividual phases.
In Phase 1, it would be premature to present hypotheses

generated from anyone individual set of themes alone, as

hypotheses generated from this study are often a result of

the integration of conclusions from various sets of themes.

Thus, hypotheses generated from Phase 1 data are not given

after each section, but rather, findings are integrated (not

just with each other, but also with results from Phases 2

and 3) and their implications in terms of theory and

hypotheses are interpreted in the Discussion chapter.

However, given the large amount of data discussed,

particularly in Phase 1, a summary of findings is presented

at the end of each set of themes, and an overall Phase 1

�\ r r
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conclusion is presented at the' end of this chapter.

3.2.1 Frequent Themes of Interest

Themes discussed in this section had a frequency'of

approximately 50% or more for at least one of the four

groups: Chipewyan-Depressed (CD); Chipewyan-NonDepressed

(CND); Euro-Canadian-Depressed (ECD); and Euro-Canadian

NonDepressed (ECND). The choice of 50% as a cutoff point was

arbitrary, necessitated by the need to'determine which

themes showed some common degree of concern to the women in

this study. In keeping with the qualitative nature of the

study, the 50% cutoff was used flexibly. For example, if a

theme showed a frequency of 44% for Chipewyan women's

groups, and 17% for Eur'o-Canadii:m 'women, it 'would be

mentioned as being frequent for Chipewyan women. However,

if all groups showed a frequency of 44%, it would not be

mentioned, unless it seemed related to a consistent pattern

of other data. The reader is referred to Appendix C for

viewing of exact frequencies and percentages of all themes.

Given the amount of time and space required for analysis,

data were only examined formally along these dimensions:

culture (C, EC); and diagnosis, or, depression category (D,

ND). Depression category was deemed to be important in case

there were differences between women as a result of

depressive experience. The views of depressed women were

considered important as these women have been, or are
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potential consumers of mental health delivery systems, and

their experience may have implications for this system. As

well, they are actually able to tell us, from the inside,

what it's like to be depressed within a culture. However,

the general view of a culture about depression and the

depressed may be quite different from that of the depressed

themselves and is also important to access to gain a

complete picture (Shore, 1974; Shore & Manson, 1981).

Should systematic differences between these two groups of

people be found, both within a culture, and over both

cultures, the information may be useful for its implications

for societal level intervention. other demographic

considerations are presented only when salient in the data.

Systematic analysis along other demog�aphic variable

dimensions provides work for the future.

Tables 2, 3, and 4 present themes of high frequency.'

Table 2 presents themes which had a high ,frequency across

three or more groups. Table 3 compares high frequency themes

among the two cultural groups and the two depression

diagnosis categories. A theme considered to have a high

frequency for one of the cultures [e.g., Chipewyan (C)]

would have shown a high frequency for women in both of its

Depressed (D) and Nondepressed (NO) groups [ e.g., for both

Chipewyan-Depressed (CD) and Chipewyan-Nondepressed (CND)].

Similarly, a theme considered to have a high ,frequency for

one of the depression categories [e.g., Depressed (D)] would

� r r
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have had a high frequency over both of the Chipewyan and

Euro-Canadian Depressed groups (CND and ECND respectively).

Table 4 further breaks down the analysis to show the themes

of high frequency for each· specific group: Chipewyan

Depressed (CD), Chipewyan-Nondepressed (eND), Euro-Canadian

Depressed (ECD), Euro-Canadian-Nondepressed (ECND).

Some themes are represented as being of high frequency

for more than one category and table. This is because some

themes may have a high overall frequency but have an even

higher frequency for, say, all D women, or for a specific

group, say, all CD women. For example, the "continuum model"

theme has a high frequency for 3 groups of women, but no one

group seems to have a much higher frequency than the others,
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Table 2.
Oualitative Themes of Interest with Frequencies
Approximately 50% or Greater. Over All Groups

Over All
Theme· Groups
concepts of Depression:
continuum Model
Grief Different from Depression

x

Symptoms:
Feel Alone
withdrawal

Behavioural
Physical (Lethargy)
No Motivation

Anger
Cognitive Deficits
Suicidal Thoughts
Hopelessness

Feel Overwhelmed
Feel Hopeless

Sadness

Change in the Person
Self-Blame

Self-Blame
·Failure

Guilt·
Frustration

x

x

x

Perceived Causes:

Relationship Problems X
Alcoholism (Self & Others) X
Loss (mostly deaths)
Identity/Pride
Tradition
Children X

Spousal Assault
Social Pressure
Racism
Non-Specific External Event

Upbringing
Poverty
Self-Esteem X
Social Isolation
Cabin Fever
Weather
Culture Shock
Sexism
Drugs/Self-Medications X

Feeling Trapped
Lack of Social Support
Note: "X" indicates frequency occurrence of -= or >50%

r
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Table 2. cont'd.
Oualitative Themes of Interest with Frequencies
Approximately 50% or Greater. Over All Groups

Over All
Theme Groups

Male/Female Differences:
Coping Methods
So�rces of Depression

x

Alleviations:

Cognitive Change
Talk (General)
Talk (Express Feelings)
Cry
Children
Keep Busy
Take Control
Know Warning Signs
Spfrituality

x
X

X
X

Helping Others:
Listen
Advice Giving
Nurturance

. xa
X
X

Where To Go For Help:b
Friends
Physicians (General)
Clergy
Social Services
Alcohol Programs
Psychiatry
Counselling (General)

X 76%+
X 68%-'

Service Provision Concerns:
Lack of Resources

Confidentiality

Community Level Changes:
Education/Prevention X

Reaction to Depressed People:
Difficult People

Stigma:
Taboo Subject x

Note: "X" indicates frequency occurrence of -= or >50%.

ainfrequent for CND group only. b numbers indicate % of

responses which were favourable (+) or unfavourable (-).
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Table 3.
Oualitative Themes of Interest with Frequencies
Approximately 50% or Greater. By Culture and Diagnosis

Culturesa Diagnosisb
.Q EC .Q NDTheme

Concepts of Depression:
Continuum Model
Grief Different from Depression

x

Symptoms:
Feel Alone X
withdrawal

Behavioural X

Physical (Lethargy) X
No Motivation X

Anger X

Cognitive Deficits X
Suicidal Thoughts X

Hopelessness
Feel Overwhelmed X
Feel Hopeless X

Sadness X

Change in the Person X
Self-Blame.

Self-Blame
Failure

. Guilt·
Frustration
Perceived Causes:

Relationship Problems X

Alcoholism (Self & o"thers) X
Loss (mostly deaths) X

Identity/pride X
Tradition X
Children
Spousal Assault
Social Pressure
Racism
Non-Specific External Event
Upbringing
Poverty
Self-Esteem X
Social Isolation X
Cabin Fever X
Weather X

Culture Shock
Sexism
Drugs/Self-Medications
Feeling Trapped
Lack of Social Support X
Note: "X" indicates frequency occurrence of -= or >50%
aChipewyan=C, Euro-Canadian=EC bDepressed=D, NonDepressed=ND

• r
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Table 3. cont'd.
Oualitative Themes of Interest with Frequencies
Approximately 50% or Greater, By Culture and Diagnosis

.

Culturesa Diagnosisb
Theme � EC 1J ND

Male/Female Differences:
Coping Methods
Sources of Depression

x

Alleviations:
Cognitive Change
Talk (General)
Talk (Express Feelings)
Cry
Children
Keep Busy
Take Control
Know Warning Signs
Spirituality

x
X

X

Helping others:
Listen
Advice Giving
Nurturance

Where To Go FOr Help:c .

Friends
Physicians (General)
Clergy
Social Services
Alcohol Programs
psychiatry
Counselling (General)

X 69%+

Service Provision Concerns:
Lack of Resources

Confidentiality X

Community Level Changes:
Education/Prevention

Reaction to Depressed People:
Difficult People

Stigma:
Taboo Subject

Note: "X" indicates frequency occurrence of -= or >50%.

aChipewyan=C, Euro-Canadian=EC bDepressed=D, NonDepressed=ND
C numbers indicate % of responses which were favourable (+)
or unfavourable (-).

r
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Table 4.
Oualitative Themes of Interest with Freauencies
Approximately 50% or Greater. By specific Group

Specific Groupa
CD CND ECDTheme

Concepts of Depression:
continuum Model
Grief Different from Depression
Symptoms:
Feel Alone
withdrawal

Behavioural
Physical (Lethargy)
No Motivation

Anger
Cognitive Deficits
Suicidal T�oughts
Hopelessness

Feel Overwhelmed
Feel Hopeless

Sadness

Change in the Person
Self-Blame

Self-Blame
Failure

.

.Guilt
Frustration
Perceived Causes:

Relationship Problems
Alcoholism (Self & others)
Loss (mostly deaths)
Identity/Pride
Tradition
Children
Spousal Assault
Social Pressure
Racism
Non-Specific External Event

Upbringing
Poverty
Self-Esteem
Social Isolation
Cabin Fever
Weather
Culture Shock
Sexism
Drugs/Self-Medi�ations
Feeling Trapped
Lack of Social Support

x

x
X

X

"

X

X
X

X

X
X
X
X

X
X
X

x

x X
X
X

X

Note: "X" indicates frequency occurrence of -= or >50%

aChipewyan-Depressed=CD, 'Chipewyan-NonDepressed=CND, Euro

Canadian-Depressed=ECD, Euro-Canadian-NonDepressed=ECND.

r
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Table 4. cont'd.
Oualitative Themes of Interest with Frequencies
Approximately 50% or Greater. By Specific Group

Specific Groupa
Theme CD CND ECD ECND
Male/Female Differences:
Coping Methods
Sources of Depression X

Alleviations:
Cognitive Change
Talk (General)
Talk (Express Feelings)
Cry
Children
Keep Busy
Take Control
Know Warning Signs
Spirituality

X
X
X
X

Helping others:
Listen
Advice Giving
Nurturance

X

X

Where To Go For Help:b
Friends
Physicians (General)
Clergy
Social Services
Alcohol Programs
Psychiatry
Counselling (General)

X 67%+
X 67%+
X 75%+

X 100%+
X .75%+

X 83%+

Service Provision Concerns:
Lack of Resources

Confidentiality
X

Community Level Changes:
Education/Prevention X

Reaction to Depressed People:
Difficult People X X

Stigma:
Taboo Subject

Note: "X" indicates frequency occurrence of -= or >50%.

aChipewyan-Depressed=CD, Chipewyan-NonDepressed=CND, Euro

Canadian-Depressed=ECD, Euro-Canadian-NonDepressed=ECND.
b numbers indicate % of responses which were favourable (+)
or unfavourable (-).

.

I'.
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so an X is placed in the "Over All Groups" Table 2 only. The

"Grief different from depression" theme is of high frequency

only for the CND group, so an X is placed only in the

"Specific Group" Table 4. The symptom "Feel alone" was of

high frequency over all groups, so an X was placed in the

"Over All Groups" Table 2, but the frequencies for the C

groups were noticeably higher than for the EC groups, so an

X was placed in the appropriate "culture" co Lumn in Table 3.

The tables were presented in this fashion, rather than

through presentation of exact frequencies of each group for

each theme. This was because use of the symbols allows the

patterns showing which themes were mentioned frequently by

which groups to be seen more clearly, and not to be lost in
"

.

the array of many·"numbers. As mentioned earlier, frequencies

are presented in Appendix c. Themes are arranged, not by

order of frequency, but so that groupings of themes for

groups are enhanced, with an order roughly following

Appendix c.

Under the "Where to go for-help" section, the

percentage of people indicating a favourable or .unfavourable

response (depending on the view of the majority) to each

source of help is indicated. For this set of themes, merely

indicating a high frequency of comment would be misleading,

especially in instances where a lot of people mentioned a

source, but reaction was mixed or negative.

Themes will be discussed in the following manner: themes

r
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from Tables 2, 3, and 4 will be discussed in turn by general

topic area (eg. Concepts of Depression, Symptoms etc.). A

look will be taken at any overall patterns of themes

emerging from the concerns expressed by the groups of women.

3.2.1.1. Concepts of Depression:

At�empts were made to determine the underlying models

used by the women in classifying depression. In other words,

how did they differentiate among "down" days and other

experiences of depression, if at all? Determination of such

models would add to knowledge of the cultural stocks of

depression and would help· in establishing whether conceptual

equivalence existed between the two cultures.

The major categories which emerged for the author are

those'debated in the "depression' literature (Wetzel,' 1984): a

continuum model, in which depressive experience ranges on a

continuum of severity and longevity from normal to

pathological; a disease model classifying depression as

different forms of an illness; a model in which different

kinds of depression are seen to be qualitatively different,

based on causes, symptoms, or both; and a model

differentiating depression from grief. (This suggests a

clear example of where the influence of the author's

background most likely led to the selection of categories.)

The Disease model was the least popular underlying

concept of depression classifica�ion. The most popular

primary category for CD women was the continuum model (n=4,

r
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28.6%). The CND and the ECD participants equally favored

the continuum and Qualitative Differences models, with a

third of their respective groups choosing each model. The

ECND participants showed a similar preference pattern to the

CD participants, in that the most favored model was the

continuum model (n=6, 50.0%), followed by the Disease model,

and the least favored was the Qualitative Differences model.

There appears to be no classification difference between the

,two cultures. Nor did whether or not women had personal

experience with depression result in different views.

Overall, the Continuum model was the most frequently voiced.

3.2.1.2. Grief. Loss and Concepts of Depression:

Al though g,rief was not a common theme for the' participants

overall, it surfaced as an important theme in two ways. As

can be seen from Table 4, 50% of CND women expressed views

on grief as being different from depression. Yet Loss was

seen as an important cause of depression among Chipewyan

participants (13/20, 65%). Most of the Loss entries had to

do with loss of a person, and so this category has

implications for grief. The entire' Grief Matrix and its

analysis is presented in Appendix B. A summary of its

findings will be presented here. A characteristic described

and examined in this section is often generated by only a

small number of participants. Given the qualitative nature

of the analysis, such findings are still useful in their
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ability to illuminate possible areas of difference, and to

generate new ideas. Please note that the matrix is composed

of two major sections, one of characteristics where grief is

compared to depression, and usually differentiated from it,

and another where grief is seen as the cause of depression,

not different from it. Both of these sections were consulted

in the following description of findings. Also please note

that a more detailed text is presented in the Appendix, from

which the following summary is presented. The text may

provide greater detail on the sources of and the thinking

behind the following conclusions.

Grief Matrix Summary:

Several ideas emerge from this matrix that are "of interest:

1. The finality of death and the social'sanction and

support make grief a different, more easily coped with

experience than-depression. While some of the women saw

grief as a form of depression (13/19 = 68.4% of women in the

second part of the matrix, 13/41 = 31.7% total) most were

dealing with an unresolved grief, that had gone on for a

long time.

2. Grief which has gone on too long, perhaps because of

low self-esteem, guilt, or lack of social connection could

be considered depression;

3. Loss of an important person, usually through death,
,

was more consistently seen as a cause of depression than

�J r



129

other losses by C women. This finding was much stronger

among C women than among EC women. There was more variety of

non-death related loss responses for EC women, including

losses not directly related to loss of people (e.g.,

unemployment). For CD women, the only non-death related loss

response mentioned was the forcible loss of children.

4. The experience of dissociation, in terms of

depersonalization "splitting" or in terms of more "blanked-

out" states of consciousness is reported more by C women in

terms of depression in general, and· in terms of grief in

particular. This was differentiated from passing out from

alcohol. No EC women spoke of splitting or blank-outs, but

memory loss was mentioned in other codes .

. ,

Three C'participarits spoke of a mind-body split, one of

whom mentioned its relation to grief in a way that sounded

much like a trauma-induced depersonalization symptom. No EC

women mentioned such an experience. The other two C women

spoke of reconnect ion as necessary in order to be healed

from depression ("In order to heal body, mind, and soul you

have to utilize all three, so they are gonnected". #41,

p.44) •

5. The importance of social support and intimacy and

its loss through death was underlined in terms of grief that

leads to depression. A possibility exists that more C

suicides follow the death of a loved one than do EC

suicides.
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6. The possibility of Post-traumatic stress Disorder

being present as well as depression, for those women losing

loved ones, must not be ruled out. Both C and EC women

described patterns of unresolved grief that would fit with

Post-traumatic stress Disorder, as well as depression (DSM-

III-R, 1987). The most notable symptom fi,tting Post-

traumatic stress Disorder diagnosis was the recurrent,

'distressing recollection of the death. As well, some seemed

to be exp�riencing a grief-related depression as a result of

many grief experiences. This may have special implications

for Chipewyan women experiencing many bereavements, as well

as other forms of victimization.

7. There may be possible cultural differences in terms

of duration & 'intensity of mourn1ng, even with

"uncomplicated bereavement", as well as cultural differences

with active coping vs passive acceptance of the grief

process. There is some suggestion that grief may last

longer and remain intense and easily recalled by C

participants.

There may be a cultural difference in how the women

perceive the recovery processes from grief and depression.

Both groups stressed the importance of actively finding

solutions and fighting depression. However, C participants

stressed the �mportance of crying and acceptance in recovery

from grief, while EC participants suggested the use of

active coping in order'to accept grief and prevent it from

tr
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becoming depression. No CND women commented on this factor.

3.2.1.3. symptoms

As can be seen from Table 2, the sample as a whole

expressed themes of Withdrawal from others (particularly

Behavioural Withdrawal), Feeling Alone, and Sadness as being

symptoms of depression. Behavioural withdrawal (not

interacting with others) was the most frequently mentioned

symptom overall.

Table 3 indicates that Chipewyan women (C) were

especially frequent reporters of symptoms of feeling alone

and lonely. This was the most frequently mentioned C

symptom when both the Chipewyan groups are taken into

·ac·count."

In contrast to the socially-oriented feelings of

loneliness expressed by the C women, the EC women reported

symptoms of a more exclusively internal focus. Tables 3 and

4 indicate that two elements of the withdrawal cluster were

especially frequent for Euro-Canadian women. Behavioural

withdrawal was mentioned by 89% and 75% of the ECD and ECND

groups respectively. Feeling physically tired all the time

(Physical Withdrawal) was mentioned frequently by the EC

women, particularly by the ECND women.

As well as symptoms of withdrawal, ECD women reported,

primarily in regard to their own experience, feelings and

cognitions of Self-Blame, and lack of Motivation as
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accompanying depression. Feeling Hopeless was a symptom

mentioned with frequency only by EC women.

Non-Depressed women were especially likely to report

Sadness, and a Change in a person as indicating depression.

Depressed women hardly mentioned noticing changes in people

explicitly", with frequencies ranging from 0-7%. Perhaps this

is because they were describing their own experiences, which

may be harder to observe clearly than tho�e of others.

Unlike the Depressed women, Non-Depressed women did not

frequently mention Anger, Cognitive Deficits, and Feeling

Overwhelmed as aspects of depression. Perhaps the anger

experienced by the D women at the time of their depression

is not expressed in a way clearly recognizable as anger. For

�xampl�, a-majority of the women who'spoke of experiencing

withdrawal, no mptivation, and feeling uncommunicative when

depressed also spoke of feeling anger. However, there were

few data to indicate whether anger and other depressive

feelings were held simultaneously. However, many D women

did indicate that they expressed anger in the usual manner

of arguments, .fights, shouting t. and banging t.hi.nqs , It may

well be that ND people observing these expressions of anger

do not relate them to depression.

The only women mentioning cognitive deficits (shortened

attention spans, confusion, memory loss, panic, paranoia,

and blankouts) as a symptom were women from the D groups.

While fewer than 50% of these women discussed cognitive
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deficits (29% CD, 44% ECD), the proportions seemed large

enough in light of no mention made by the ND groups to make

this theme seem of interest.

Lack of ND awareness of how overwhelmed, how low on

motivation, and how difficult it is for some depressed women

to think clearly may contribute to the stigma of depression

to be discussed later.

3.2.1.4. Perceived Causes of Depression:

According'to Tables 2, 3, and 4, it could be said that

perceived causes could be organized into three groups: 1.

substance abuse; 2. social relationships, at both personal

and societal levels; and, 3. low self-esteem. Alcoholi�m

(for everyone, but especially 'for C women) and medication

abuse (for everyone but especially for EC women) were

frequently mentioned causes. Relationship Problems were

frequently mentioned by all groups of women, but especial.ly

by C women, and tied in with worries about children,

upbringing, spousal assault, and social pressure to drink.

Feeling isolated from others was seen as a cause for

depressed women as a whole, and for EC women was often

actualized in the form of culture shock, cabin fever, and

being far from friends and family in the South. The C

concern with problems of cultural disruption and the impact

of this on personal identity, pride and coping skills was

another social cause of depression. Racism, poverty,

f
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alcoholism and sexism are also social-level concerns with an

impact on people's personal lives. Low self-esteem was seen

as a cause of depression by most of the women, but

especially for the EC women.

It is possible for a cause to be mentioned frequently,

but not to be considered as very important, in terms of

being a primary cause of depression. As is obvious from

these results, all of the participants specified more than

one cause of depression. What did the women see as the

primary cause of depression?

One way to look at the answer to that question w�s to

examine the original and sUbsequent causes of depression for

the depressed women. In other words, what did the D women

. .
.

see as �eing the cause of their first.bout·oi depression,
and what were the causes for the following bouts, if more

than one was experienced? For the CD women, the most

f�equent original causes for depression were perceived to

be: 1. Relationship Problems (3/14=21%); 2. Alcoholism

(Self) and child Sexual Abuse (Self), (2/14=14%). For the

ECD women, two causes were perceived as equally frequent

original causes: Relationship Problems and anxiety attacks

from Low Self-Esteem (2/9=22%).

The most common subsequent perceived causes of

depression were: for the CD women, �. Grief (4/14=29%);

2.Spousal Assault (3/14=21%); 3. Alcoholism .(Self) and

Relationship Problems (2/14=14%). For ECD women, the most

, � ,
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common subsequent perceived causes of depression were: 1.

Grief; and Relationship Problems (2/9=22%).

Thus, again the importance of Relationship Problems,

and Grief for both groups is seen. For C women, alcohol

abuse and family violence are more salient initial causes

than for EC women, �hereas for EC.women Self-Esteem is more

salient. However, the small frequencies of even these most

frequent causes suggest that many different causes are

perceived as likel� to set off depression. This is

consistent with Rippere's (1977a) findings that, within a

culture, the beliefs about depression, including its causes,

are "complex and widely-ranging" (p.473).

However, perhaps the solution lies not in constructs

focussed on the content of specific ,internal' and external

sources of depression, but rather on the perceived process

connecting these perceived causes of depression. How do the

different groups conceptualize the process by which

depression occurs? The answer to this question may aid in

generating hypotheses about the functional equivalence of

depression between the two cultures. Has depression

developed in response to the same process?

3.2.2.4.1. Process Models of Depression

The models of depression presented here are composed of

the individual process models derived from the interview

summary of each participant. They were created by going

, ,
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through each interview and documenting the process by which

depression was caused from the point of view of the

participant. As the idea of searching for perceived process

occurred after data were collected and after the data on

perceived causes had been analyzed, there was no question

regarding process specifically asked of the participants.

However, most participants made causal statements, whether

asked for or not, about connections and order among the

causes they perceived. The technique of forming the models

from these statements followed Rutman's (1980) Program

Documents Model method. Four composite models were

constructed, one for each major group of participants: CD,

eND, ECD, ECND (See Appendix D). As will be discussed
.

.

shortly, there were no consistent differences by culture or

depression diagnosis amongst the main components of the

models, and among their causal connections. Therefore, the

models were further distilled down into one process model

for all the participants.

The models were basically of two types: 1. models where

background/upbringing has resulted in a set of psychological

traits which result in depression, with or without external

problems as a trigger (CND, ECD); 2. models in which it is

the external problems which can cause depression in just

about anybody, by resulting in those same traits (CD, ECND).

For the majority of eND participants (5/6), upbringing

was perceived as the primary cause. The ECND participants
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showed the opposite pattern, with 7/11 perceiving problems

as the primary cause. The two groups of Depressed

participants showed no strong majority of opinion. For the

CO participants, 8/14 had problems as primary. For the

ECO's, 5/9 had models where upbringing was the primary

cause.

As there was no clear or explainable difference between

cultures and between depressed/non-depressed participants,

it may be that the difference between problems and

upbringing as a cause is a matter of temporal order. The

majority of participants felt that external problems were

necessary to trigger the internal reactions leading to

depression, whether those problems occurred in childhood or

adulthood (5/9 CD', 5/6 CNO, 8/� ECO' 10/11 ECNO).

Internal reactions in9luded both cognitive components

(e.g., lack of cognitive coping skills, confusion) and

emotive components (e.g., low self-esteem, guilt).

The path from problems to 'depression could be described

as one where problems leave a person feeling low in self

esteem, trapped, afraid, and alone. Either the person does

not have the coping mechanisms necessary to resolve the

problem, or, if the problem is unresolveable, to live in the

presence of the problem without giving up (and without

feeling badly about oneself, trapped, afraid, alone, and

confused). These internal reactions lead to depression. For

some participants these feelings become depression when tney
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have lasted long enough. This wouid be consistent with a

continuum model of depression, with its dimension of time.

For others, these feelings lead to depression when they

further block problem solving or when the person does not

get help from others, either in terms of support or

advice/feedback in order to solve the problems. Again, this

difference did not seem to be based on culture or depressive

experience among the women.

The only background/underlying problems which led

directly to depression with any frequency were

hormonal/genetic sources. These causes did not require paths

through problem-generated internal events such as low self

esteem, feeling confused, t�apped, fearful and hopeless.

'while '5 'Of t'he 11 ECND' participants merrtLoned a physical
cause of some sort, only one CD participant did, and no one

from the other 2 groups mentioned such a path.

The majority of participants in all four groups

mentioned alcohol and drug problems as being related to

depression. All four groups felt that people sometimes

turned to alcohol and drugs as result of their problems.

only the CND group tended to feel that while alcohol/drug

use led to depression, the path did not flow in the opposite

direction as well.

Twenty-eight of the 41 participants mentioned some form

of social isolation as being either a cause or contribution

to' depression. The breakdown was fairly even -over the four
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groups: 8/14 CD, 6/6 CND, 6/9 ECD, 8/11 ECND. While

sometimes mentioned as another internal result of problems,

social isolation was most often mentioned as one of the

problems, and as something that would make the internal,

reactions end up in depression. Social isolation was not

expressed as a lack of social skills, but rather as social

rej�ction, or as an isolation of the self because of a need

to keep problems a secret.

While only a few women mentioned society or community

as the primary cause (2 CD, 1 CND, 1 ECD) , it seems that the

majority of problems listed were expressed as being

societal/ community in nature. The same problems were often

listed whether occurring during childhood or adulthood.

Thes'e pzobl ems included family' violence, sexual abuse,

racism, sexism, poverty, unemployment, culture shock and

isolation, cultural loss and confusion, and alcoholism. As

well, the view was 'seldom mentioned that the depressed

person was responsible for bringing on their own problems (1

ECD, 1 CND). In fact 3 women (1 CD, 1 CND, 1 ECND) felt the

community was depressed, and individual depressions were

both a result of and fed back into the community problems

and community depression.

It may be possible, then, to develop a process model

reflecting the views of the majority of participants in this

study which would suggest that functional equivalence of the

depression phenomenon exists between women of both cultural

J
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groups, including both depressed and nondepressed subgroups.

With this model (Figure 2.) societal/community problems such

as family violence, sexual abuse, racism, sexism, poverty,

unemployment, culture shock and isolation, cultural loss and

confusion impinge on the individual either as a child,

primarily through the family, or as an adult, or

both. If these problems are not resolved, internal reactions

such as low self-esteem, feeling trapped, fear, alone,

confused and hopeless occur. If social isolation occurs as

part of the problem, or as a result of social rejection, or

due to the behavioural withdrawal which seems to be an

integral part of the depressive experience, then depression

occurs, as well as further internal reactions. The pe�son

may turn to alcohol/drugs prior to or as a result of
.

.

depression. Physical causes, on the other hand, could lead

l
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Figure 2.
Process Model of Depression causation Over All participants

Physical
Causes

society

Adult
Problems Alcohol/Drugs

1 ) 1 {

InternIl social 1
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�--� Upbringing
Problems

directly to depression. Depression of the individual then

feeds directly back into the society level-problems as one

more troubled person, p�rhaps.unemployed, or wi.th an alcohol

problem, or with an inability to raise children in a healthy

environment, or with any other of numerous problems, is

added to the pool.

3.2.2.5. Male/Female Differences in Depression:

It was considered useful to ask women if they perceive

their experience as similar to that of men. If women

perceive no difference, then perhaps concerns about lack of

gender specificity of theory and treatment are unnecessary.

However, if differences are perceived, there may be

implications for treatment.

As can be seen from Table 2, it was a very common point

of view among the women of this study that men cope with
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depression quite differently than women do. The major

difference lay with how men were perceived as not expressing

depressed feelings directly either verbally or non-verbally,

because they were perceived to be even more strongly

socialized than women that admitting to these feelings is

not "macho". Men were consider�d to be more likely to

express depression indirectly through drinking, aggression

or clamming up and retreating. Women were perceived as

taking the blame.for problems on themselves, while men were

perceived as turning the blame onto others. On the whole,

participants felt women were luckier than men since

participants felt women have more permission from society to

seek out help from others, both in terms �f getting new

pez-spect.Lves and in sharing feelings. Alth"ough over 70% o-f

participants in all groups felt 'this, the ND women expressed

these views even more frequently (CND: 83%; ECND: 92%).

While 67% of CND women commented on whether or not men

got depressed from the same things as women, only half of

these women felt they got depressed from different things.

Of the 15 women from all groups commenting on this topic, 8

felt men were more likely to get depressed from work and

money-related sources and less likely to get depressed about

relationship problems. These 8 women were primarily

NonDepressed (2 CND, 5 ECND) , while the 7 women espousing no

difference between men and women in the sources of their

depression were primarily Depressed (3 ECD, 2 ECD).

l
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3.2.2.6. Alleviations for Depression

Cognitive Change and Talking to someone were the two

most frequently mentioned alleviations to depression (see

Table 2). Talking to someone else about one's problems was

mentioned by 81% of the sample, while Cognitive Change

responses were given by 78% of the sample. Cognitive Change

included such things as using a logical perspective,

discovering options, making a decision to be happy, finding

a reason to keep on going, accentuating the positive,

setting small realistic goals, and stopping blaming oneself.

Keeping Busy, another popular alleviation overall, went

hand in hand with cognitive change. It seemed to invol�e
activity both for the sake of distracting oneself from

cog�itions about problems, but also to combat the withdrawal

and lethargy of depression.

Taking Control of one's depression was also a

frequently mentioned alleviation over all groups of

participants. Take Control meant taking some kind of

. concrete action, even if it meant that action was going to

get help. other actions included stopping drinking,

deciding to leave a man or a job, taking charge of one's

treatment for cancer, and deciding on what to do with one's

life and following through with small, achievable steps

towards a goal. As one woman put it:
,

"People don't have to cope with those ((Problems» if

they put their foot down. Got to take a stand, not let

r
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people walk allover you, because it's your self. What
kind of a life do you want anyway? I think people
should sit down and ask themselves that question. I
wanted 6 kids, I got 6 kids. My husband wanted 7; so I

got him a dog. I knew I could cope with 6. Know your
limits. Plan your life. Go for it!" (#27, CND. p.18).

There appeared to be no alleviation of especially

high frequency for the EC women alone. As can be seen from

Table 3, the only alleviation mentioned especially

frequently by C women as a whole was that of Spirituality

(CD: 50%; CND: 67%). This included faith in a religion such

as various forms of Christianity, as well as Chipewyan
. .

ritual and spiritual belief, generalized prayer, and finding

"spiritual growth" through determining the meaning of life

through meditation and philosophy.

Chipewyan�Depressed participants, on the othe� �and,

mentioned several types of alleviation with a greater

frequency than did the other groups of participants. They

were the most likely to mention Keeping Busy as an

alleviation. Another alleviation mentioned frequently by CD

women was Children. Besides receiving love from their

children, the children also gave these mothers a reason to

fight the depression, and in a few instances to not attempt

suicide. It may be worthwhile to recall that worries about

children were also considered to be a frequent cause of

depression among CD women.

The expression of feelings also seemed to be very

important in alleviation of depression for CD women.

Talking, in terms of sharing your feelings with another

, --,-.,�
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person was mentioned frequently, as was relief gained from

crying. In fact, only CD women spoke of Crying as an

alleviation. Three of the 7 ,women mentioning crying

discussed it as occurring in a social context.

Taking Control was mentioned most often by the

Depressed women. Know Warning Signs seems related to taking

control, in that by knowing when depression may be coming, D

women felt they could take control and do some things to

attenuate it, if not avoid it completely. Activities such

as reading inspirational books, going out and being active,

finding someone to talk to, or just taking things easy were

helpful.

3.2.2.7. Helping Others.

Tables 2 and 4 indicate that just listening to

depressed people tell one their problems can provide help to

them, according to most of the women. It is interesting to

note that CD women mentioned this the most frequently of all

groups, and that this was the way to help others mentioned

most frequently by them. It is also interesting to note

that the one group which did not mention this very

frequently at all were the CND women.

Giving advice, most often in a directive fashion was

another frequently voiced theme by all the women, though a

few suggested that one should only offer it when asked. Both

ND groups were slightly more in favour of giving advice than

I
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were the D groups.

Finally, providing nurturance in the form of respectful

listening, patience if they do not solve their problems

overnight, helping out by taking care of the children,.

providing a physically comfortable environment, and other

shows of support, were also frequently mentioned over all,

but especially by the'CND women. It may be that the CND

women wish to show nurturance and respect for depressed

people in ways other than listening to the problems, while

the CQ women see this listening as important, which is

consistent with the high CD emphasis on talk and expression

of feeling as alleviation.

3.2.2.8. Where To Go For Help

As can be seen from Tables 2, 3, and 4, the percentage

of favourable and unfavourable responses for various

frequently mentioned sources of help are indicated. Table 2

shows that Friends are-amongst the most frequently mentioned

positive responses over all, especially with C women.

Physicians have a mixed profile, being held in rather a

negative view overall, but quite favorably by CND

participants, who mentioned them the most frequently. The

clergy were mentioned frequently and favorably by the CND

women, while Social Services was mentioned by CND women

frequently and unfavorably. CD women spoke frequently and

favorably of Alcohol Programs and the counsellors who work

l� '"
. "",_ . - _'" "'1
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there. ECD women spoke frequently and favorably about

Counselling in general. ECND participants spoke favorably

and frequently of Psychiatry.

However, Tables 2, 3, and 4 do not show that groups

which did not speak so frequently about a source of help may

have made comments in the opposite direction from those who

spoke frequently. Examples include psychiatry and physicians

in general. To pr�sent a more complete picture, Tables 5 and

6 are provided. Thus psychiatrists, while having a majority

of comments favourable to them, are also the source with the

second highest frequency of negative comments. other .

sources of help which are mentioned less frequently are

consistently �entioned positively, such as nurses and

. , .

community persons (generally elders).

Table 5 indicates that friends and family are typically

held in high esteem, although CND women would be less likely

to go to friends than would the other groups, and EC women

would be more likely to go to psychiatrists than would C

women. Alcohol programs and counselling seem to be seen as

possible source of help with some frequency. In general,

physicians, social services and psychiatry are among the

least favoured sources of help for depression.

3.2.2.9. Service Provision Concerns

Table 4 indicates that ECND women frequently mentioned

lack of resources as a service provision concern. This theme

included a lack of mental health professionals, such as
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Table 5.

Percentage of positive comments on Sources of Help for

Depression By Group and Overall.

Group
( N, � of positive responses) Overall'0

Source CD CND ECD ECND N �
0

-Physicians 3/6 50% 2/3 67% 0/4. 0% 0/3 0% 5/16 32%
-Psychiatrists 2/4 50% 0/1 0% 4/7 57% 3/4 75% 9/16 56%
-Nurses 2/2 100% 1/1 100% ------ 1/1 100% 4/4 100%

-Psychologists 1/1 100% ----- 2/3 67% ----- 3/4 75%
-Residential
Treatment ------ ----- 1/2 50% ----- 1/2 50%

-Social
Services 2/5 40% 0/3 0% ----- 1/1 100% 4/9 50%
-Counselling 3/3 100% 2/2 100% 5/6 83% 1/2 50% 11/13 85%
-Family
Counselling 1/1 100% ----- 1/1 100% ----- 2/2 100%

-Friendship
Centres 4/4 100% 1/2 50% ------ 1/1 100% 6/7 86%

·:-Alcohol
Programs 6/6 100% ------ 1/1 100% 1/1 100% 8/8 100%

-Depression
Self-Help 2/3 67% 2/2 100% 1/1 100% 1/1 100% 6/7 86%

-Help-Line 1/1 100% ----- ----- ----- 1/1 100%

-Women's
Shelter 2/3 67% ----- ----- 1/1 100% 3/4 75%

-Clergy
-RCMP
-Teachers

3/4 75% 2/3 67%
----- 1/1 100%

1/2 50%
0/1 0%
1/1 100%

2/2 100% 9/11 82%
----- 1/2 50%
----- 1/1 100%

-Community
Person
-Medicine
Person

3/3 100% 1/1 100% ----- ----- 4/4 100%

1/2 50% 1/1 100% ----- ----- 2/3 67%

6/7 86% ----- 3/3 100% 3/3 100% 12/13 92%

7/10 70% 2/3 67% 4/5 80% 3/.3 100% 16/21 76%
-Family·
-Friends

, _.,_Ir- ...
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Most Frequently Mentioned Sources of Help for Each Group and
Over All Groups.

Most Frequently Mentioned Favorably:

CD

1. Friends
(7/10 70%)

2.Family
(6/7 86%)

2.Alcohol

Programs
(6/6 100%)

CND ECND OverallECD

1.Counsel

ling
(2/2 100%)

1.Friends 1.Friends

(3/3 100%) (16/21 76%)
1.Counsel

ling
(5/6 83%)

1. Depres
sion
Self-Help
(2/2 100%)

2.Friends
(4/5 80%)

1.Family 2.Family
(3/3 100%) (12/13 92%)

2.Physician 3.Psychia-
(2/3 67%) try

(4/7 57%)

2.Psychia
try
P/4 75%)

3.Counsel

ling
(11/13 85%)

2.Clergy
(2/3 67%)

3.Friends
(2/3 67%)

Most Frequently Mentioned Unfavorably:
CD CND ECD ECND Overall

1.Social 1.Social 1. Physician 1.Physician 1.Physician
Services services (4/4 100%) (3/3 100%) (11/16 68%)
(3/5 60%) (3/3 100%)

2.Physician 2.Psychia- 2.Psychia- 2.Counsel- 2.Psychia-
(3/6 50%) try try ling try

(1/1 100%) (3/7 43%) (1/2 50%) (7/16 44%)

3.Friends 3.Psychia- 3.Social
, (3/21 14%) try Services

(1/4 25%) (6/10 60%)'

(
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psychologists and psychiatrists, as well as support

services such as shelters, and support groups. EC women were

more likely to mention various mental health services in

general, and mention them favorably, than were C women

(Alcohol services were an exception). Thus, it is not

surprising that EC women would notice the lack of resources

more. If someone has no intention of using a service (eg.

social service workers) she need not worry about whether it

has enough resources to do its job.

C women were very concerned about confidentiality.

Part of this concern is usual in small communities, where

each individual's activities are salient to the community.

However, none of the EC women who had been raised up,North,
" "

or in small Southern towns had confidentiality as a concern.

In fact, only a small percentage of EC women mentioned it at

all (11% ECD, 17% ECND) , whereas a large percentage of C

women were concerned about confidentiality (71% CD, 50%

CND). One explanation may be that EC people in general are

raised with the expectation that professional

confidentiality can be trusted. Another reason may lie in

the possibility that gossip plays a different or stronger

role "in C culture.

3.2.2.10 CommunIty Level Changes.

The only community level intervention or change

mentioned with any frequency was that of

,

l
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Education/Prevention. Education/Prevention was mentioned

frequently over all groups, but with somewhat more ECND

participants remarking on it. This theme included the

general idea of prevention, primarily through education of

the community. It was thought education should be aimed at:

1. what depression is, how to cope and where to go for help;

2. the stigma of depression. It was perceived as important

to let depressed people know they are not alone, and that it

is not shameful to go for help; and, 3 .. teaching people how

to deal with other problems first, so they do not get

depressed. This last category included teaching lifeskills,

values and parenting skills, teaching men about the effects

of sexism, getting more girls educated in general to allow

them more options in life, education about alcoholism and

alcohol treatment, education for white people on the

strengths of Native culture to help fight racism, education

to raise self-esteem, and assertiveness training for women.

While the first two categories on depression and stigma

education were fairly evenly split among the four groups,

those mentioning education around other issues to prevent

depression were almost entirely Depressed women (7/8 = 88%).

3.2.2.11. Reaction to Depressed People.

Both CND and ECD women frequently mentioned that

depressed people are difficult to be around. This was

especially the case for the CND women, since 83% (5/6)
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raised it as an issue. The depressed people were considered

to be frustrating. It was thought that they do not want to

do anything; that they ignore one's advice even when they

have asked for it; that their depression wears down the

people involved with them; that they can be considered

manipulative if. they are seen to be able to pull themselves

together around some people and not others; and that they

can become a burden. The strength of the responses in these

two groups can be explained as follows. The ECD group do

tend to blame themselves when depressed, and may be more

likely to attribute people's reaction to them as being

because they themselves are difficult to be around, than

would CD women. The CND women are also the ones who do not

feel that listening to D women provides much help to them,

while CD women find expressing emotions very helpful.

Perhaps the CND women feel uncomfortable listening to others

discuss their depression, particularly if that involves a

display of depressive emotion.

3.2.2.12. Stigma.

The theme that depression is a Taboo subject, and that

there is stigma attached to admitting to being depressed was

mentioned by the majority of women in all groups. There

seemed to be no difference on the basis of culture or

depression grouping.

r
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3.2.3. Other Themes of Interest

The section that follows details a few topics of low

frequency but high interest, partly because they point to

'cultural differences which have been highlighted in the

frequent theme section, and partly because one is an

intriguing idea presented by two highly 'respected women in

the Chipewyan community. Given the qualitative, hypothesis

generating nature of this' investigation, it is entirely

appropriate to pursue such topics, regardless of frequency,

if new ideas are thus uncovered.

3.2.3.1. Expression of Negative Affect

While there were no cultural differences apparent in

the' frequency with :which peopie stated that depression was a

taboo subject, there were cultural differences in the degree

to which women feared violation of confidentiality in

seeking help. These findings suggest that for C women, there

may be greater stigma attached to being labelled depressed.

Other themes indicate that there may be greater

prohibition and/or greater consequences placed on C women

for admitting to negative affect, such as that which

accompanies depression. When the theme of Shame is examined,

it can be seen to be mentioned more frequently by D women

(35%) than by ND women (11%), regardless of culture.

However, when the data entries are examined, those for the C

women suggest a greater degree of intensity of concern for

�L I
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the reactions of others. Public ridicule, laughter, and

teasing were mentioned. The only EC woman who mentioned any

such overt behaviour did so in the context of telling her

daughter to ignore this reaction by the town, that it meant

nothing.

Under the Tradition theme, two, CD participants

mentioned that C women are raised not to talk about emotions

and personal subjects.
Under the Talk (Express) theme, 2 EC women also spoke

of how they had been raised to keep their troubles to

themselves, and how learning to talk about the problems had

been difficult for them. However, also under the theme No

Talk, three CD women discussed not talking about problems as

being a cuLt.ur-aL condition, and the"EC 'entries' Ln this

category speak of observing a difference in how much less

the Dene women speak about such things, even to nurses for

whom they have come for treatment� Two EC women discussed

the necessity of maintaining a facade of control and of

dealing with one's problems on one's own.

An example �rom_one middle-aged C woman illustrates

the idea that C women traditionally have been raised to keep

their feelings and problems to themselves:

"18. If very low - seek help (professional if possible)
- often held back by our culture and tradition. These

playa giant role in a woman's life - elders

expectation, peer pressure- traditionally must be

strong and show hard exterior, pride. Mental blocks
for seeking help.
l8.-there are professional people. Natives are into
that as well, being professionals, like social services

,
.

l J
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and friendship centre, so easier for younger people to
seek help
-Younger people much more open and more exposed to

society in general.
-Good for them, but wouldn't have been for me - pride.
-Need rigid self-esteem, to keep going" (p24) ..

The frequencies for these themes are small, and· there are

disconfirming entries, but with the strong difference in

responses regarding confidentiality, in Listen responses

(low for CND) , the desire of CD women to express emotion and

cry to alleviate depression, this more suggestive evidence

is buttressed. It may be possible that the social judgments

against depression may be more negative in the C culture

than in the EC culture.

3.2.3.2. Spirituality

The high frequency of C responses to Spirituality as an

alleviation to depression, as well as the high frequency and

proportion of favourable C views of the clergy and

favourable views of medicine people as sources of help

prompts a look at themes which may be related to these

notions. One interesting theme is the concept that the

mentally-healthy person needs to be in a spiritual state of

connection between body, mind, and soul. This concept. was

mentioned by only three C women, 2 CD (14%) and 1 CND (17%).

However, these three women were middle-aged, well-respected

women in the community who had been brought up

traditionally. One of them was one of the women who had

experienced the mind/body split. Participant #41 expresses

I
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the concept in the most detail:

"41.-Live traditional way - medicine people, if find
right people to help - is one of the most spiritual
things you can go through - all headaches, stress,
backaches, all that load lifted from your shoulders
-But to continue on that positive way you must carry
yourself only on a positive basis: In order to heal

body, mind, and soul you have to utilize all three, so

they are connected. To heal within self you have to

laugh, to be happy, you have to laugh.
Working only on physical self doesn't help (p40-41)"

However, 2 ECD women also mentioned the concept of

balance. Both used the term as a way of talking about

getting reinforcement from all aspects of one's life-

family, work, health- which seemed a little different than a

spiritual reconnection. other themes which one would expect

to correlate with Spirituality and formal Christianity did

not hint of a more important role for spirituality ·in:. C·

depression beyond this concept of harmony and balance.

There was no evidence that spirituality is an. important part

of EC concepts of depression or alleviation of depression

for most EC women.

3.2.3.3. The Meaning of Depression

An interesting idea about the meaning of depression, or

the place it (and perhaps other problems in life) have in

Chipewyan culture was raised by two C elders in this sample.

It was also mentioned by an influential male Chipewyan in

the Fort Smith community (T. Buggins, personal

communication, June, 1988). The idea is that C people see

depression as a test. The purpose of the test seems to be to
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see if they can cope with life.

"18.-Talked it out.
-Looked at it this way: thought I was put here on

earth for a reason. I'm supposed to be able to take
all pressures, I must fulfill my duties for a reason.

(p23)
18.-Was like a test, went into paranormal, out-of-body
experience, mind travel.
-Thought this was a sign to start life ..
-L�ke growing up again, started seeing things
differently.
-started coping better - with things thrown at me from

life or from self or family. (p23-24)
18.-She «alcoholic mother» stayed away from us. This
was our little test but she came around and we

communicate better now." (p28)

"41. How you are is how your baby will be. stay happy
for 9 months. Mood swings a test of how strong you will
be as a mother, learn to control them ... Hope all
depressed women use depression in positive way" (p46).

The second quote implies ,that the test is a learning

opportunity which '�an strengthen a,person. It is interesting

to note that, of the women who ,spoke of depression as a

growth experience, 4 of the 6 were EC. If a test can be a

learning opportunity, not many C women (or women at all)

commented on this aspect.

No EC women mentioned a concept such as test, but

rather tended to characterise depression as a "fight" (#7,

#14), or an obstacle. However, some C women too spoke of

fighting depression, and 18/20 (90%) did not mention the

test concept.

It is conceivable that "fight" implies a need for

active coping, whereas passing a test does not have such an

implication. Perhaps one could pass a test through time and

acceptance as well as through more active coping measures.
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As previously discussed, most women, C and EC, suggest

taking control of one's depression. However, a few C women

also suggest patience and acceptance, that with time the

depression will end and that it gets easier with time (Takes

Time theme: 4/14= 29% of CD women). As well, one CND woman

states that "Traditional skills taught how to cope with

depression: with patience and pride" (#41, p43). The only EC

woman (#43) who discussed time suggested that time brought

her maturity and an ability to cope with things better, and

that awareness that troubles are temporary prevents the

"blues" from becoming depression. Perhaps this is different

than patiently waiting for depression itself to pass. Thus,

the EC women seemed solidly behind the concept of active
.

. .

struggle or fight, while alternate coping' strategies

possible under a test concept seem to be expressed more by

the C women.

It seems that depression as a test was not articulated

by the EC women at all, but only by a few C women. As well,

only a few C women suggested an aspect of passive coping

with depression,_ while each of them also had suggestions for.

monitoring and taking action to control their depression.

However, the C women who did articulate "test" are

considered to be in touch with C culture. They may be

articulating an underlying construct affecting the Chipewyan

social judgments about those who have trouble coping with

depression.
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3.2.4. Phase 1 Results Conclusion

3.2.4.1. General Findings

In general, Phase 1 participants felt that depression

best fits a continuum model. Grief is different from'

depression primarily because of social acceptance and

support. Feeling alone, behavioural withdrawal, and sadness

were commonly expressed symptoms.

Causes such as relationship problems, alcoholism of

self or others, concern over children, low'self-esteem, and

abuse of medications were expressed by all groups. All

groups also thought that men coped with depression

differently than did women.

Models of the process of depression suggested little

difference by cultur� or diag:ri�sis category, and' inc'iud�d

�ocial-group and societal-level contributions, as well as

external problems mediated by internal reactions.

Participants overall felt that one could alleviate

one's' depression by talking to oth�rs, changing one's

cognitions, keeping busy, and taking control of the

situation. Helping others was best accomplished through

listening to them, giving them advice, and providing

nurturance. Friends were the most frequent source of help

generally felt to be positive, whereas physicians were the

most frequently found to be negative. Depression was

considered to be a stigmatized state, and

education/prevention was seen as a useful community level
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intervention.

3.2.4.2. Depressed - NonDepressed Differences

In terms of symptoms, depressed women mentioned lack of

motivation, anger, cognitive deficits, suicidal thoughts,

and feeling overwhelmed more fr�quently than did the

nondepressed women. Nondepressed womeri mentioned sadness as

a symptom, as well as noticing changes in a person's normal

way of being. The only cause of depression with a

difference between depressed and nondepressed was that of

lack of social support, which was mentioned by the depressed

women. In terms of male/female differences, the different

way that men coped was especially remarked upon by the

no.ndepressed women. In terms of alleviation, depressed women

as a whole mentioned keeping busy and taking control much·

more frequently than did the non-depressed women.

3.2.4.3. Cultural Differences

There appear to be some cultural differences in how C

and EC wcmen experience the duration and intensity of grief,

how they cope with it, and the number of deaths and griefs

they must endure. This has ramifications for the possibility.

of Post-traumatic stress Disorder among the depressed.

In terms of symptoms, there were more C women who

commented on feeling all alone when depressed. EC discussed

behavioural, motivational and physical (no energy)

withdrawal more frequently, particularly the ECD women. As

well, ECD women reported feeling hopeless, frustrated, and
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. full of self-blame, more often than C women.

Causes mentioned more frequently by C women were

relationship problems (including upbringing, concerns about

children, spousal assault by the CD women), alcoholism

(including social pressure to drink), poverty, and causes

related to C culture (racism, identity/pride, cultural

tradition and rapid cultural change). This also included

discussion of the sexism in C culture. The CND women felt

that men got depressed from different sources than women.

EC women mentioned low self-esteem, sexism, feeling

trapped, abuse of medications, and problems related to the

culture shock of moving to a new Northern culture (social

isolation, weather, and cabin fever).

In terms of alleviation, there seemed to be a greater

emphasis by the CD women on the expression of feelings

through talk or crying, on the love and meaning to life that

children bring, and for C women in general, on spirituality
.

as an alleviation. In terms of helping others, CD women put

more emphasis on listening as important, while CND women

emphasized nurturance (possibly without listening). C women

in general stressed friends as a source of help. CND women

mentioned physicians and the clergy positively, and social

services negatively, while CD women emphasized alcohol

programs as a source of help. ECD women suggested

counselling more often, while ECND women suggested

psychiatry.
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ECND women were concerned with the lack of resources

for service provision, ·while C women as 'a whole were

concerned about confidentiality. Community

education/prevention was an especially popular·intervention

among the ECND women.

Both CND women and ECD women felt that depressed people

were difficult to be around.

3.2.4.4. Tentative Intriguing Directions:

The ideas that there may be even less permission to

admit to depression and display depressive feelings among C

women; that harmony and balance was important in C concepts

of mental health; and that depression was a test and

learning opportunity were explored.,

...

,
L
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CHAPTER 4: PHASE 2 METHOD AND RESULTS

4.1. Phase 2 Method

As discussed previously, the purpose of eliciting

themes from other Chipewyan and Euro�Canadian women who read

transcripts produced from examples of "typical" interviews

from Phase 1 was to serve as a partial check on the

researcher's frame of reference. Do women from these

cultures interpret the data similarly? By use of a

different methodology in this phase, method artifacts may be

somewhat attenuated.

As was mentioned earlier, the use of a 2x2 design, as

shown in Figure 1, allowed for analysis of whether themes

elicited were a product of the specific interviews, or of

the cuitural set of the women'irivolved. For 'example,'if the

participants, regardless of their culture, produced the same

themes for the C transcript, and different ones for the EC

transcript, then differences could be said to be due to

transcript content, not cultural framework of the reader.

On the other hand, if women from different cultures read the

same transcript and had different themes from each other,

differences could be due to culture of the reader.

4.1.1. Participants:

Forty-five additional women, 19 Chipewyan and 26 Euro

Canadian, were selected through the processes used in Phase

1. Due to the fact that some of these participants took

'l I
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part in group sittings, there was no attempt to select on

the basis of depressed and non-depressed histories. It had

been hoped to utilize group sittings in order to collect

data efficiently in terms of time. Group sittings occurred

when a grou� of participants indicated their willingness.

These.included a psychology class of Arctic College students

(5 of whom were either Chipewyan or Euro-Canadian women),

and staffs of two women's organizations (accounting for 11

of the Euro-Canadian women). This left 15 EC participants

and 14 C participants who were contacted individually

following the same procedures as in Phase 1. The women from

each cultural group were then randomly assigned from these

groups into one .of two more.groups: a group receiving a

transcript to code either from their own culture or from the

other culture. This resulted in four groups: 10 Chipewyan

women received Chipewyan transcripts; 9 Chipewyan women

received Euro-Canadian transcripts; 13 Euro-Canadian women

received Chipewyan transcripts; 13 Euro-Canadian women

received Euro-Canadian transcripts. These participants

were also unpaid volunteers who spoke English well.

4.1.2. Materials:

4.1.2.1. Choice of Interview. Selection of the two

modal transcripts from the depressed participants'

interviews in Phase 1 was based on typicalness of depressive

experience for the cultural group. "Typicalness" was judged

in terms of perceived causality, symptomology, approach to

,
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alleviation, and response of others to the depression.

"Typicalness" was determined by 3 female judges, two of whom

were paid graduate students, and one of whom was the author.

Of the other two, one was a Euro-Canadian clinical

psychology Ph.D. candidate, and the other was a Cree history

M.A. student (As this part of the study took place in

Saskatoon, it was difficult to find a Chipewyan student).

Judges were requested to evaluate each "depressed" interview

on the above criteria, and then to specify the three most

typical interviews in each group, as well as the most

typical interview for each group (See Appendix E). The

interviews chosen were selected by at least 2 of the 3

judges as being amongst the t�ree most typical interviews
'.

for each culture,
.

since no consensus was reached as to the

most typical interview. The interviews chosen had

satisfactory overall ratings of typicality. On a scale of 1

(very unique) to 10 (most typical), the mean rating of the

chosen Chipewyan tape over all categories and raters was

9.2, and that of the Euro-Canadian interview was 7.9. Given

the greater range and lower ceiling of the ratings of all

the Euro-Canadian tapes, 7.9 was quite good. (The mean

overall rating for all Euro-Canadian interviews was 7.2,

with mean ranges averaged over judges of 4.9-8.5. The mean

overall rating for all Chipewyan interviews was 8.5, with

mean ranges of 6.8-9.3).
I

I

l.
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Interview #17 from a 28-year-old, married, mother of

three who worked as a cook, and who was living in an abusive

home situation was chosen as the typical Chipewyan

interview. Interview #43 from a 35-year-old, married mother

of one, who was a homemaker and former computer analyst, and

whose depression seemed to spring from low self-esteem and

insomnia, was chosen as the typical Euro-Canadian interview.

4.1.2.2. Construction of the transcripts: Because the

length of an entire transcript had been determined to be too

unwieldy during the pilot study, materials were developed

that consisted of transcribed segments from interviews. The

segments were chosen such that the areas used to judge.

typicalness were represented in a'way that made se�se'to the

reader. Thus, though the words of the participants were not

changed, some of the questions were elaborated to provide

continuity and context. (See Appendix F).

4.1.2.3.Instructions for Coders. Coders were given

the Instruction sheet (see Appendix G) and it was read aloud

to them by the researcher.

4.1.3. Procedure.

Each Phase 2 participant was given a transcript, a set

of coder instructions, some blank paper, and a pen. The

instructions were read aloud. 'In group sittings, people were

,

l \
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requested to work individually. Individual Chipewyan

participants who had been involved via the community contact

had the option of having the interpreter present. She stayed

for 7 of the 19 Chipewyan sessions. For 4 of these, the

participants requested we read aloud the interview, and

write down their responses, although none wanted to do this

in Chipewyan. Three of the four were likely uncomfortable

with written English, and one woman had visual problems. The

transcript types (Chipewyan or Euro-Canadian) were

administered in randomized order. The coders recorded

themes about depression arising for them from the

transcripts. For those 4 participants who requested we

write for them, both the author and the community contact

recorded their themes and compared thes� later for accuracy

and completeness. Theme records made this way were highly

similar.

The themes were collected from the women, grouped, and

counted. Two other paid female judges, both with B.A.'s in

psychology, one Euro-Canadian and one Dogrib, also grouped

the themes independently, in an attempt to reach reliable

agreement. on the grouping, or categorization of themes.

categories agreed upon by at least 2 of the 3 judges were

used for the Phase 2 analyses. Categories with very small

frequencies of 1 or 2 which could not be subsumed by 2 of

the 3 judges under another category were not used. The

result was a list of 41 theme categories. Then a
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representative phrase from each theme group was used as a

stimulus in Phase 3 for the sorting task. The theme

categories derived from this process and used in the Phase 2

analysis can be seen in Appendix H.
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4.2. Phase 2 Results

4.2.1. Phase 2: Chi-Square Analysis and Fisher Exact Tests.

The frequency of occurrence for themes in Phase 2 was

noted and chi-square analyses were used to explore the

possibility that the different cultures construct the

experience Qf depression differently. Chi-square was

appropriate since a) the data were frequency counts and b)

it was not possible to assume the subjects represented their

population and therefore that their responses represented a

normal distribution (Welkowitz, Ewen, and Cohen, 1971).

However, chi-square results are invalid for analyses

with 1 degree of freedom when there are expected frequencies

less than five (Welkowitz et.al., 1971). In the analyses

conducted'iri" this phase �f the study, there were many themes

for which the case of too low expected frequencies was a

problem. For these analyses, Fisher's exact test was used

instead. Fisher's exact test is a way of analyzing 2x2

contingency tables for which sample size is not a concern

(Neave & Worthington, 1988; Pierce, 1970) and is a common

SUbstitute for chi-square under these conditions (Daniel,

1978). It is specified that this test be used with fixed row

and column totals. In practice such a condition hardly ever

occurs (as is the case in this study), and the test seems to

be robust enough to ignore this assumption (Daniel, 1978;

Neave & Worthington, 1988). Thus, Fisher's exact test

permits one to calculate the exact probability of obtaining
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the observed results, thus no test statistic is given, only

the probability (Daniel, 1978).

4.2.2 Cultural Differences' and Similarities

4.2.2�1. Cultural Differences: On the whole, analysis of the

relative frequencies of the themes produced by the coders of

the two cultures showed little significant differences.

Because the themes showing the greatest amount of difference

tended to be between those with a very low frequency in one

of th� cultures and with a more moderate frequency in the

other culture, all such themes were necessarily analyzed

with Fisher's exact test.

As can be seen from Table 7, if a probability of p�.05
.

.

is used, only 2 of 41 analyses show result's significantly

different from that expected by chance alone. 'By chance

alone, one should expect 2 significant analyses out of 41

with p�.05. Thus, finding two significant tests is not very

surprising and this result could be entirely due to chance.

However, any single analysis out of 41 showing a p�.001

could be confidently said not to have 'occurred by chance

(correction for experiment-wise error, p�.05).

In other words, if we wish to set a critical

probability level for determining whether or not a result is

due to chance, that level must be set for the entire set of

analyses. This requires that the critical probability level

for determining the statistical significance of each

r
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analysis in the set be more conservative. For an overall

experiment-wise Type I error-rate of p�.05, any individual

test with a probability level of p�.001 can be confidently

said to be statistically significant. No individual

analysis in this set has a chi-square value reaching this

magnitude. Thus, the results presented in Table 7 must be

viewed very cautiously. While it would normally not be

legitimate to consider such findings in a hypothesis-testing

study, they do provide additional information in an

exploratory study such as this one. The results are worth

discussing wh�n one considers them in the context 'of

findings from all phases of the study. Integration of

results from all phases will occur in subsequent chapters.

From Table 7 it can be seen that Chipewyan coder-s were,

much more likely than Euro-Canadian coders to emit themes

dealing with physical illness, shouldering responsibility,

and spirituality as "an alleviation ("Let God"). From Table 8

it becomes apparent that all these themes are of moderate

low frequency for the Chipewyan coders (emitted by 15.8%-

21.1% of participants) and.of very low frequency for the

Euro-Canadian coders (0.0%). For the themes of change and

frustration with mental health practitioners, a similar but

reversed pattern can be observed for themes emitted at

moderate-low frequency by Euro-Canadian coders (26.9%-23.1%)

and not at all by Chipewyan coders (0.0%). However, feeling

helpless/hopeless was the theme mentioned third most
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Table 7.

Fisher's Exact Test Analyses: Depression Themes by Culture

Frequency per Culture

Theme Chipewyan Euro-Canadian Probabilitya

illnessb
(N=19) (N=26)

physical 3 0 .07

shouldering 3 0 .07

responsibility

let God 3 0 .07

chanqe" 0 7 .02

frustrations with 0 6 .03
mental health

practitionersd

feeLing helples�; 3 11 .10

hopeless

Note. Based on analysis of 41 themes

aAll analyses had 19 Chipewyan and 26 Euro-Canadian

participants. b1nteraction: chipewyan participants

responding to Euro-Canadian transcript. Clnteraction: Euro
Canadian participants responding to Chipewyan transcript.

dlnteraction: Euro-Canadian participants responding to Euro
Canadian transcript.
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frequently by Euro-Canadian coders (42.3%), and mentioned

moderate-low in frequency by Chipewyan coders (15.8%). The

theme of feeling helpless/hopeless is thus the only theme

mentioned often by one cultural group that is not commonly

reported by another, with' any degree of difference

approaching significance.

Some interesting interactions occurred between culture

of participant and culture type of the transcript used.

These interactions can be noted by looking, at the chi-square

and frequency results from Table 7 through Table 10. The

theme of physical illness was emitted only by Chipewyan

coders (15.8%) in response to the Euro-Canadian transcript

only. As the cause of the depression in the chipewyan

transcript was clearly more external than in the Euro

Canadian transcript, it would make sense that if an illness

association were to be made, it would be to the Euro

Canadian transcript. The theme of change was emitted only

by Euro-Canadian coders almost entirely in response to the

Chipewyan transcript (only 1 of the 7 Change responses was

to the Euro-Canadian transcript), and seemed to focus on how

scary making a major life change like leaving an abusive

husband would be. Finally, frustration with mental health

practitioners was expressed as a theme only by Euro-Canadian

coders (23.1%) responding almost entirely to the Euro

Canadian transcript (only 1 of 6 responses was to the

Chipewyan transcript). The'woman in the Euro-Canadian

� l J
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transcript had clearly much more negative experiences with

practitioners than had the woman in the Chipewyan

transcript. These data ·suggest that some culturally

different concerns around depression may only be operating

if the content of the experience pulls for them.

While not a significant difference, it is interesting

to note from Table 8 that for the two groups, Shame and

Guilt are reversed in order of frequency. For the Chipewyan

coders, Shame is·the more frequent with 31.6% of coders

expressing this theme, as opposed.to 15.8% for Guilt. For

Euro-Canadian coders, Guilt results from the responses of

34.6% of them, while only 15.4% respond with themes of

Shame. However, both cultural groups report similar

frequencies for the Expectations of others and Put Yourself

First themes, themes which you·might expect to tie into

differences between shame and guilt. Finally, Alcohol seems

to play a more frequent role in the responses of the

Chipewyan coders (26.3%) than of the Euro-Canadian coders

(7.7%), although again this difference is not statistically

significant.

Rank-order correlation coefficients were computed over

all themes in Table 8, as well as over the 10 most frequ·ent

themes reported by the Chipewyan coders and the rankings

given those themes by the Euro-Canadian coders. The means of

the actual ranks of the tied data were used in calculations.

The more conservative Pearson coefficient was used, rather
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Phase 2 Theme Frequencies. From Most to Least Frequent. By

Culture.

ch Ipewyan"

Theme % (N�19)

Euro-Canadiana

Theme % (N=26)

I.Low Self-Esteem 65.4 (17),I.Talking Helps 68.4 (13)

2.Low Self-Esteem 42.1 (8)

2.Need Control 42.1 (8)

3.Family Problems 36.8 (7)

4.Lifeless 31.6 (6)

4.Shame 31.6 (6)

4.Need Help �1.6 (6)

4.Keep Busy 31.6 (6)

5.Sad 26.3 (5)

5.Alcohol 26.3 (5)

6. Sleep Problem's 21.1 (4)

6.Crying Helps 21.1 (4)

6.Decision 21.1 (4)
Making

6.Expectations 21.1 (4)
of others

6.Isolation 21.1 (4)

2.Talking Helps 53.8 (14)

3.Helpless/ 42.3 (11)
Hopeless

3.Family Problems 42.3 (11)

4.Need Help 38.5 (10)

5.Guilt 34.6 (9)

5;Don't Know Who 34.6 (9)
You Are,or What
You Want

6.Isolation '30.8 (8)

6.Need Control 30.8 (8)

6.Trapped 30.8 (8)

6.Violence 30.8 (8)

7 . Fear - 26. 9 ( 7 )

7.Decision 26.9 (7)
Making

7. Change 26.9 (7)

7.Medications 26.9 (7)

6.Women's Role 21.1 (4) 8.Problem is the 23.1 (6)
situation

aNumbers in parentheses indicate frequency of response

r
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Phase 2 Theme Frequencies. From Most to Least Frequent. By
Culture.

Chipewyana

Theme % (N=19)

Euro-Canadiana

Theme % (N=26)

23.1 (6)21.1 (4)6. Importance
of Family

7.Physical Illness 15.8 (3)

7.See No options

7.Guilt

7.Fear

7.Helpless/
Hopeless

15.8 (3)

15.8 (3)

15.8 (3)

15.8 (3)

7.Don't Know Who 15.8 (3)
You Are or What

You Want

7.Anxiety

7.Problem is the
situation

7.Violence

7.Shouldering
Responsibility

7.Medications

7.Let God

8.Lifeless

8.Frustrations 23.1 (6)
with Mental Health
Practitioners

8.Keep Busy 23.1 (6)

9.Expectations of 19.2 (5)
Others

9. Importance of 19.2 (5)
Family

9.Time Passage 19.2 (5)

10.Pressure Builds 15.4 (4)
& Needs Release

15.8 (3) 10.Sad

15.8 (3) 10.Shame

15.8 (3) 10.Anger

15.8 (3) 10.Anxiety

15.8 (3) 10.Women's Role

15.8 (3) 10.Let Go

7.Pressure Builds 15.8 (3) 11.Learn from
& Needs Release Depression

15.4 (4)

15.4 (4)

15.4 (4)

15.4 (4)

15.4 (4)

15.4 (4)

11. 5 (3)

aNumbers in Parentheses indicate frequency of response

..,.�' Ai4' .... '\
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Table 8 continued

Phase 2 Theme Frequencies. From Most to Least Frequent. By
Culture.

ch Ipewyan" Euro-Canadiana

Theme % (N=19) Theme � (N=26)0

7.Time Passage 15.8 (3) 11. Frustration 11. 5 (3)

7.Put Yourself 15.8 (3) l1.Put Yourself 11. 5 (3)
. First First

8.Fear You're 10.5 (2) 12.Crying Helps 7.7 (2)
Going Nuts

8.Anger 10.5 (2) 12.Alcohol 7.7 (2)

8.Trapped 10.5 (2) 12.Problem is the 7.7 (2)
Other Person

8.Problem is tlie 10.5 (2) l�.Sleep �robl�m� 3.8 (1) .

Other Pers'on

8.Let Go 10.5 (2) 13.Fear You're 3.8 (1)
Going Nuts

9.Frustration 5.5 (1) 13.See No Options 3.8 (1)

10. Change 0.0 (0) 14.Physical Illness 0.0 (0)

10. Frustrations 0.0 (0) 14.Shouldering 0.0 (0)
@ Mental Health Responsibility
Practitioners

10.Learn from 0.0 (0) 14.Let God 0.0 (0)
Depression

aNumbers in Parentheses indicate frequency of response.

l
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than the Spearman coefficient because of the number and

length of the tied ranks in the data (Welkowitz, Ewen, &

Cohen, 1971). Results give an r=.33, df=39, p<.05 (two

tailed) for the themes overall, and an r=.85, df=8, p<.01

(two-tailed) for the 10 most frequent Chipewyan themes.

These findings indicate a significant similarity among

the rankings of the themes between the two cultures. There

is a moderate degree of similarity in the ranking of the

themes overall, but a strong degree of similarity in

rankings of the 10 most frequent themes.

4.2.2.2. Cultural Similarities: Table 8 shows that the

,themes of Talking Helps and Low Self-Esteem are the two most
. -.'

.

frequently'reported themes for coders from both ,cultural

groups. Table 10 reveals that,these two themes 'are

frequently reported regardless of the transcript type used.

Family problems are also mentioned frequently by both

groups, mostly in response to the Chipewyan transcript.

Needing Help was a frequent theme response to both

transcripts (see Table 10). While both groups wrote

frequently of the behavioural need to gain control, it is

interesting to note again that the Euro-Canadian group wrote

much more frequently of the feeling of being

helpless/hopeless, feelings one might expect to accompany

the expression of the need to gain control.
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For both groups of coders, the themes of Time Passage,

the Problem is the Other Person, Fear You're Going Nuts,

Frustration, and Put Yourself First were relatively

infrequent.

No specific patterns in frequency in terms of groups of

themes (i.e., feelings vs. causes vs. alleviations) were

noted either between the groups or for either group

individually.

4.2.3. Transcript Differences and Similarities

4.2.3.1. Transcript Differences: Again, as with the

previous analyses, the themes showing the greatest amount of

difference tended to be between those with a very low

frequency for one of the transcripts and with a more

moderate frequency for the other transcript. All such themes

were analyzed with Fisher's exact test.

As can be seen from Table 9, the Chipewyan and Euro-Canadian

transcripts elicited different frequencies of response to 11

of the 41 themes with a probability 5.05. This is 5 times

the number of significant findings expected b� chance alone

for 41 analyses. As well, 3 of the themes have a

probability of P5.001, which gives confidence that for these

three especially, the differences are significant.

The significantly different themes are easily tied to

the differences in the contents of the two transcripts, both

I

in terms of the situations experienced by the women and the

r
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Table 9

Fisher's Exact Test Analyses: Depression Themes by Interview

Transcript Type

Frequency per Culture

Theme Chipewyan Euro-Canadian Probab i litya

(N=23)* (N=22)*

Anger 6 0 .02

Alcohol 7 0 .009

Trapped 9 1 .01

Violence 11 0 .0002*

Family Problems 16 5 .00005*

Pressure Builds Up 7 0 .009
& Needs Release

crying Helps 6 0 .02

See No Options 0 4 .05

Expectations of Others 0 9 .0006*

Medications (pills) 9 1 .004

Frustrations with 5 1 .10

Mental Health
practitionersb

Let Go 1 5 .10

Anxiety 0 7 .004

Note. Based on analysis of 41 themes *N indicates number of

participants given this transcript.aAll analyses had 19

Chipewyan and 2.6 Euro-Canadian
participants. bInteraction: Euro-Canadian

participants responding to Euro-Canadian transcript. *P5.001
is significant for 41 tests-with an overall experiment-wise
alpha level of .05

r
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feelings expressed by them (see Appendix F). Finding such

differences in the frequency with which some themes were

reported is a positive indication that the participants were

attending to the transcripts they were given and not just

responding automatically to what they perceived as desirable

responses. These findings also supported the face validity

of the observation that these two modal transcripts related

quite different experiences of depression.

In general, as can be seen in Table 10, the overall

flow of themes from most to least frequent within each

transcript type tended to reflect the content of the

transcript. For the Chipewyan transcript, the causes,

concerns and coping mechanisms resulting from an external

source of depression were �ore··frequent,.with those

consistent with an internal source of depression being least

frequent. This pattern is reversed for the Euro-Canadian

transcript. Calculation of rank-order correlation

coeffici�nts (Pearson) indicated no significant relationship

between the order of theme rankings of the two transcript

types. No significant relationship was found either over all

themes (r�.OO, df=39) or for the ten most frequent Chipewyan

transcript themes (r=.38, df=9).

4.2.3.2 Transcript Similarities: While possibly 11 of 41

analyses were significantly different from each other, at

least 30 themes were not statistically significant in terms

�l J
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of type of transcript used. This suggests that some

commonality existed between the experiences described by the

two transcripts, which may be indicative of some core

depressive experience. When it is considered that the themes

of Low Self-Esteem and Talking Helps are among the three

most common themes for both transcripts, the idea of tapping

into some core sets of concepts around depression is

supported.
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Table 10
Phase 2 Theme Frequencies. From Most to Least Frequent. By
Transcript Type.

chfpewyan"

Theme % (N=19)

Euro-Canadiana

Theme % (N=26)

1.Low Self-Esteem 59.1 (13)1.Talking Helps 69.6 (16)

1.Family Problems 69.6 (16)

2.Low Self-Esteem 52.2 (12)

3.Violence 47.5 (11)

4.Need Help 43.5 (10)

39.1 (9)

34.8 (8)

30.4 (7)

5.Trapped

6.Isolation

7.Guilt

7.Need Control' 30.4 (7)

7.Alcohol 30.4 (7)

7.Pressure Builds 30.4 (7)
& Needs Release

8.Shame 26.1 (6)

26.1 (6)8.Helpless/
Hopeless

8.Anger 26.1 (6)

8.Don't Know Who 26.1 (6)
You Are or What
You Want

8.Decision-Making 26.1 (6)

8.Women's Role 26.1 (6)

26.1 (6)

26.1 (6)

8.Change

8.Crying Helps

2.Talking Helps 50.0 (11)

3.Need Control 40.9 (9)

3.Expectations of 40.9 (9)
Others

3.Medications 40.9. (9)

36.4 (8)

36.4 (8)

4.Lifeless

4.Helpless/
Hopeless

5.Anxiety 3�.8 (7)

6.Don't Know Who 27.3 (6)
You Are or What
You Want

6.Need Help

6.Time Passage

27.3 (.6)

27.3 (6)

27.3 (6)6.Keep Busy

7.Guilt 22.7 (5)

7.Fear 22.7 (5)

7.Decision-Making 22.7 (5)

7.Problem is the 22.7 (5)
situation

7. Frustration 22.7 (5)
with Mental Health
Practitioners

aNumbers in Parentheses indicate frequency of response.

I� J
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Phase 2 Theme Frequencies. From Most to Least Frequent. By
Transcript Type.

ch ipewyan"

Theme % (N=19)

Euro-Canadiana

Theme % (N=26)

7.Family Problems 22.7 (5)8.Keep Busy 26.1 (6)

9.Sad 21.7 (5)

9.Fear 21.7 (5)

.10.Lifeless 17.4 (4)

10.Problem is the 17.4 (4)
situation

10.Problem is the 17.4 (4)
Other Person

10 -:Importance of
of Family

11. Frustration

17.4 (4)

13.0 (3)

8.7 (2)

8.7 (2)

12.Time Passage

12.• Put Yourself
First

13.Sleep Problems

13.Shouldering
Responsibility

4.3 (1)

4.3 (1)

13.Frustration 4.3 (1)
with Mental Health
Practitioners

13.Medications 4.3 (1)

4.3 (1)

4.3 (1)

13.Let Go

13.Let God

7.Let Go 22.7 (5)

8.Sleep Problems 18.2 (4)

8.See No Options 18.2 (4)

8. Sad 18.2 ( 4 )

8.Shame lS.2· (4)

1S.2 (4)

18.2 (4)

S.Isolation

8.Put Yourself

First.

9.Fear You're
Going Nuts

13.6 (3)

9.Physical Illness 13.6 (3)

10.Family Problems 9.1 (2)

10.Women's Role 9.1 (2)

10.Shouldering
Responsibility

9.1 (2)

10.Let God 9.1 (2)

9.1 (2)10.Learning From

Depression

11. Frustration 4.5 (1)

4.5 (1)

4.5 (1)

11. Trapped

11. Change

aNumbers in Parentheses indicate frequency of response.

- -III-
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Table 10 continued

Phase 2 Theme Frequencies. From Most to Least Frequent. By

Transcript Type.

ch.ipewyan" Euro-Canadiana

Theme % (N=19) Theme S!:- (N=26)0

13.Learn from 4.3 (1) 12.Anger 0.0 (0)
Depression

12.Alcohol 0.0 (0)
14.Fear You're 0.0 (0)

Going Nuts 12.Violence 0.0 (0)

14.Physical Illness 0.0 (0) 12.Problem is the 0.0 (0)
Other Person

14.See No Options 0.0 (0)
12.Crying Hel�s 0.0 (0)

14 • Anx�ety .
0.0 (0)

12.Pressure Builds 0.0 (0)
14.Expectations 0.0 (0) & Needs Release

of Others

aNumbers in Parentheses indicate frequency of response.

r
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CHAPTER 5: PHASE 3 METHOD AND RESULTS

5.1 Phase 3 Method

5.1.1. Participants

The purpose of this phase was to explore possible

similarities and differences in concepts of depression

between lay people and practitioners along cultural lines.

The small numbers of Chipewyan practitioners required

inclusion of other Dene practitioners of related Athapaskan

heritage. However, this allowed generation of hypotheses of

generalization of underlying Chipewyan conceptualizations of

depression to other Dene and Metis groups. Use of

practitioners,· depressed people, and others in the community

.
, have provided useful triangulation of v.iews in other work on

Native depression, as previously discussed (Shore, 1974;

Shore & Manson, 1981). Inclusion of these groups of people

allowed for a well-rounded exploration of the place held by

depression in different facets of the Native community. This

phase allowed exploration of the questions of whether mental

health professionals conceptualize the experience of

- - -- - - --

depression based on their own Athapaskan or Euro-Canadian

cultural backgrounds, their professional training, both or

neither, and how their conceptualizations compare to those

of the women from the other two phases of the study. Use of

yet another methodology may further reduce artifactual

results based on use of only one method, allowing

triangulation of results with Phases 1 and 2 .

..J
.

I
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5.1.1.1. Demographics. Nine Euro-Canadian and 5 Native (4

Dene and 1 Metis) mental health practitioners, and 2 mental

health practitioners of unknown cultural origin were

involved as participants in Phase 3. The group of Euro

Canadian participants was composed of 3 family counsellors,

2 psychologists, 2 school counsellors, 1 social service

worker, and 1 drug and alcohol counsellor. Three of these

people were male, and 6 were female. The Native group was

composed of 3 drug and alcohol counsellors, 1 social service

worker, and 1 family counsellor. Two people of this group

were male, two were female, and the fifth person chose not

to indicate his/her gender. The 2 people who chose not to

indicate their culture also chose not to indicate their

gender or occupation. The one differe�ce betw�en the two

gr�ups of ,practitioners worthy of note besides culture was

that of education. All the Euro-Canadian practitioners were

trained at least at the bachelor's level of university

(BSW) , and most held master's degrees. Of tpe Native

practitioners, only 1 had a university degree, while the

rest had diploma and certificate level training. Any

differences occurring between the EC and N practitioners can

not be unconfounded with education.

5.1.1.2. Contacting. Some practitioners were contacted

personally by the author near the end of the second Phase.

Illness on the part of the author made the plan of going to

'l . I
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see each participant personally and giving them the

materials to work with in the presence of the author

impossible to do. Therefore, it was decided to conduct Phase

3 by mail from Saskatoon. Those people who had been

personally contacted and who were in a supervisory capacity

(e. g. Director of a Social Services Branch office) agre_ed to

give out copies of the Phase 3 stimuli packages to their

staff. This approach to sampling was not very successful.

Thirteen of the sixteen who returned the stimuli were people

who had either been personally contacted by the author or

who had met the author at some previous time, leaving only 3

people who participated only in response to the stimuli

packages. -This finding is based on the names and addresses

supplied by the participants in order to receive copies of

the research results. Thus, out of an estimate of

approximately 30 mental health practitioners available, only

16 responded, a return rate of 53.3%. As well, approximately

50% of this sample was Euro-Canadian, which is a somewhat

higher proportion of Euro-Canadian mental heal tOh

practitioners than exists in the population of the Fort

Smith and Yellowknife areas. A more representative

proportion would have been closer to 33% Euro-Canadian and

67% Native.

5.1.2. Materials

5.1.2.1. stimuli. As mentioned above in Phase 2, the
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stimulus themes for sorting by the mental health

practitioners were derived from the Phase 2 themes which

were generated in response to transcript reading (See

Appendix H). The pilot study results indicated that the

practitioners could easily sort about 50 stimuli in 10-15

minutes. As only 41 main themes were identified in Phase 2,

there was an opportunity to use some additional themes as

stimuli. These themes were identified as being of interest

either from Phase 1 results, or for theoretical reasons.

For example, although "feeling(s of) helpless/hopeless" were

classified together by the Phase 2 judges, they were tested

separately in Phase 3 because some Cognitive-Behavioural

theories separate them ("helpless" was changed to

"powerless" based on phrasing of the Phase 2 participants).

"Overwhelmed" was also separated out from this category.

"Violence" was 'split into its two components of "abuse" and

"suicide" to be consistent with Phase 1 codings. "Eating

problems" was added because it is a standard diagnostic

criterion for assessment of depression. "Lack of helping

resources " and "Cultural differences" were added from Phase

1. The following stimuli were separated out from a Phase 2

theme categor�: "worrying all the time" from "physical

illness" (they had been classified together, as themes about

worrying all the time were not frequent and were stated as

leading to physical illness); "afraid to talk" from

"shame"; "addiction" from "medications" (in case

�l I
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professionals perceived medications as an alleviation);

"insecure" and "need to take action" from "You need

control". "Change" became "society's fast pace". "Let God"

became "God helps" to be consistent with participants'

phrasing.

It was thought possible to take the opportunity to add

some theoretically interesting stimuli from the literature

and from Phase 1. However, once these were added to the now

expanded theme list, there were too many themes. Thus, some

of the Phase 2 themes were deleted from the list: "Family

importance was dropped because it was felt that "Family

Problems" and "Talking Helps" covered its two aspects. "Let

Go", "Time Passage" and "Learn from D�pression" were dropped

for Phase 3" because of their relatively low phase 2

frequencies and because it was felt that they were covered

by other themes. The final result was 49 stimulus phrases

(see Appendix �).

5.1.2.2. stimuli Packages. The stimuli phrases were

typed on separate slips of paper, placed in randomized in

envelopes along with 12 paper clips, and placed in a larger

envelope along with a stamped, addressed envelope and

instructions for the participants. The instructions, along

with a follow-up letter, can be seen in Appendix J.

Because of the desire to impose as little pre

determined structure on participants responses as possible,

,
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all stimuli were presented together for sorting. Causes,

alleviation, and symptoms were not separated for sorting or

analysis.

5.1.3. Procedure:

Some Phase 3 participants were sent either an

individual stimulus package or enough packages for their

staff after having been contacted by the author by

telephone. Participants who were staff of those sent

multiple packages received a package from the supervisor,

along with the �nformation that this was an entirely

voluntary activity. After waiting a few weeks for the

initial responses to arrive, individual participants who had

not yet returned a package were telephoned and reminded

(most had se�t theirs in already). Supervisors were:also

sent more packages along with a follow-up reminder letter to

distribute to their staff. These follow-up activities

resulted in 4 additional responses.

All 16 participants had completely followed the

instructions to sort the stimuli into piles of whatever

ideas seemed to go together for them, so no data were lost.

5.1.3.1. Configuration Judges:

Because of the SUbjectivity involved in the

interpretation of dimensions with the MDS, it was decided to

give the configurations to two more mental health

practitioners, besides the author, for interpretation. One

�l I
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judge was Native (N) and the other was Euro-Canadian (EC).

Both were living in Saskatoon.

Judges were given copies of the configurations and were

instructed to look for and write down the dimensions that

seemed relevant to t�em. See Appendix K for their

instructions. lnstructions were given in both written and

oral form, and at least one example worked through together.

Judges wrote down their responses and mailed them to the

·author.
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5.2. Phase 3 Results

5.2.1. Phase 3: Multi-Dimensional Scaling CMDS).

The sorting of themes in Phase 3 was analyzed through

the use of Multi-Dimensional Scaling (MDS). This analysis

allows measurement of degree of relatedness among stimuli

which have been sorted in groups on the basis of similarity.

The type of data produced by the sorting of stimuli

into groups by participants is termed "sorting data" or

"clustering data" (Kruskal, 1977). Clustering data are

converted into "proximity" data through counting the

frequency with which each stimulus (here, each theme) is

paired in a group with every other stimulus (Kruskal and

Wish, 1978). MDS uses proximity data �o represent the

under�Ying structure of data. MDS is a" robust teChnique,

where assumptions about the distributions of data are

generally unnecessary (Davies & Coxon, 1983). statistical

concern over the ratio of participants to stimuli was never

raised" in any of the readings. In fact, one of the MOS

techniques, that of Classical MOS, may be used with only one

participant (Schiffman et. al., 1983). However, it is likely

that even with this technique, the smaller the sample size,

the less reliable the result. On the other hand, enough

stimuli must be used to provide a reasonable representation

of the constellation of constructs to be scaled (A.Yakulic,

personal communication, May,1989).
I

Multi-dimensional scaling (MOS) serves the purposes of
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representing the underlying pattern or structure hidden in a

matrix of empirical proximity data, and of representing this

structure in a more accessible form. This more accessible

form is spatial in nature, forming a geometric model or

picture (Schiffman, Reynolds, & Young, 1981; Shepard, 1972).

Objects under study, such as stimuli, persons, or nations,

are represented spatially as points in such a way that their

geometrical relationships reveal significant features about

the data (Schiffman et.al., 1981; Shepard, 1972).

Spatial representations can represent one or more

underlying dimensions. The spatial representation in MDS is

called a configuration. Points close together on the

configuration are similar to each other on the dimensions

(Kruskal, 1977; Kruskal and Wish, 1978; S6hi�fmari et.ai.,

�981; Shepard, 1972). In most cases one seeks the

configuration with the lowest possible dimensionality. This

is both for ease of interpretation, and, in the case of

medium to small sample sizes, for statistical reliability

(Kruskal and wish, 1978). Choice of dimensionality is based

on a combination of use of a numerical goodness-of-fit test

based on least squares estimates of residuals (called

"stress") and researcher judgement (Kruskal and Wish, 1978).

Amount of variance accounted for is also used in this

determination (Schiffman et al., 1981). One seeks to find

the dimensionality with the lowest stress value, the most

,
L
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variance accounted for, and the most interpretable solution'

(Schiffman et.al., 1981).

According to Kruskal (1977), 'MDS can be used for

exploratory as well as for confirmatory hypothesis-testing

analysis. In this way, it is similar to the more familiar

factor analysis (Tabachnik and Fidell, 1�83). Exploratory

analysis to generate, not test, ideas was the purpose in

this study. Like factor analysis, MDS requires judgement on

the part of the researcher to determine the final choice of

structure. It provides models that cannot be falsified

within the single research study analysis itself. The

importance of MDS lies in its heuristic value (Baird and

Noma, 1978).

5.2.2. Choice of Configuration 'Solution

Inspection of Table 11 suggests that the amount of variance

accounted for by the configurations increases appropriately

with dimensionality but seems to increase less each time

after the third dimension for the All sample (both groups

combined) and for the Native sample. This "break" in RSQ

values is somewha� less for the Euro-Canadian sample,

suggesting that two dimensions may also be a plausible

solution.

Inspection of Table 11 also shows a break in stress

values again at the third dimension. The values decrease

appropriately for all three samples.

�l J
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Table 11

Phase 3. stress and Variance Accounted For eRSO) By

Dimension in the MDS Configurations for Each Group.

Dimensions

Group

1 2 3 4 5 6

Sa RSQ I Sa RSQ I Sa RSQ I Sa RSQ I Sa RSQ I Sa RSQ I

.23 .58 .17 .70 .13 .76 .11 .80

.21 .69 .16 .75 .13 .79 .11 .83

Native .55 .21 .34 .44

EurCdn .52 .37 .29 .61

All .52 .37 .:29 .60 .21 .71 .17 .74 .13 .80 .11 .83

as indicates Stress (Kruskal's Stress 1)

While higher dimensions continue to account for more

variance and less stress (i.e., better fit of configuration

to data), the results are virtually uninterpretable at

higher dimensionalities. Given the acceptable values of

both Stress and RSQ at the 3 Dimension configurations, it

was decided" to accept a "3-0" solution for all three

analyses. While the Euro-Canadian group may be better

represented by a 2 dimensional solution, for the purposes of

comparability, 3 is desirable (A.Yackulic, personal

...

,

L



197

communication, August,1989). Thus, for the Euro-Canadian

sample, both configurations will be presented.

5.2.3. Interpretations of Dimensions Over Judges

The interpretations of the underlying constructs

represented by the MDS configurations will be presented for

each group of participants. These gro'ups of participants

are: Native (N); Euro-Canadian (EC); and All mental health

practitioners combined (All). Table 12 is a key to the

symbols representing the stimulus phrases that are found in

the figures displaying the configurations (Figures 3, 5, 7,

and 9). This key is the same for all the configurations.

Following the configurations, which represent how the

participants sorted the stimuli, the interpretations of

those sortings by 'the three dif"ferent judges will be

presented. The interpretations by the three judges [the

author, another Euro-Canadian (EC) judge, and a Native (N)

judge)] are presented together in tables, one table for each

configuration of data as sorted by the three groups of

participants. Thus, each configuration of sortings was

interpreted by each judge. As will become apparent, the

culture of the judges seems to have affected their

interpretations, often regardless of which culture the

sortings they interpret came from.

The labels given by the N judge often appeared to be

quite different from those of the EC judges (�he researcher

and the other). They are often phrased in a unipolar
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Phase 3 Multi-Dimensional Scaling Key

Symbol Theme TheineSymbol

l' The problem is the
situation

2' Shouldering

3'
responsibility
Not keeping busy enough

4' Lack of helping
resources

5' Society's fast pace
6' Cultural differences
7' The problem is the other
person .

8' Family Problems
9' The expectations of

others
A' Overwhelmed
B' See no options or

choices
C' �nger .

D' Feeling powerless
E' Need help
F Need to take action
G Frustrations with-mental

health practitioners
H You_think you're going

nuts
I Pressure builds up and

needs release
J God helps
K Talking helps
L Crying helps
M Humour helps
N Guilt
o Medication (pills)
P Insecure

Q Trapped
R Fear
S Physical Illness
T Sad
U Suicide
V Frustration
W Feeling Isolated
X Don't know what you want

or who you are

Y Afraid to talk about it

,

l

Z Shame
12 Feeling Lifeless
22 Low self-esteem
32 Hopelessness
42 Addiction
52 Alcohol
62 Abuse
72 Anxiety
82 Not able to make

decisions
92 Worrying all the time
A2 Eating problems
82 Sleep problems
c2 You need control
D2 Think of yourself first
E2 The role of women
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fashion, rather than in the bipolar fashion of the EC

judges. As well, the same construct is sometimes suggested

by her for more than one dimension on the same

configuration.

These discrepancies could suggest that this judge did

not clearly understand the task. However, the researcher

spent o�er 30 minutes with her, (as with the EC judge)

working through examples such as those indicated in the

instructions, which she was able to do to the researcher's

satisfaction. Alternate explanations lie in the possibility

that while a 'unipolar �abel was given, bipolar values were

implied. This would be consistent with labelling one of the

dimensions, of the cola drink example given in Appendix K as

sw�etness, and the ot�er dimension' as darknes�,' with the

implications that sweetness and darknes� values vary from'

high to low. The use of less than three separate dimension

labels by her could be explained to mean that she could see

no difference among 2 or more of the dimensions, and thought

a smaller number of dimensions was more appropriate.

The situation occurred in which both EC judges

determined similar dimension labels for a configuration, but

for different dimensions. This may also suggest that the MDS

configuration solutions were not as clean and clear as they

needed to be for reliable and objective interpretations

across judges. In such an instance, perhaps the judges are

more likely to project the cultural loadings of their
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interpretations onto the ambiguous stimuli displays, in the

manner of projective tests (Coleman et.al., 1984). In this

phase, differences-between the EC judges and the N judge do

become salient. An attempt will be made in the Discussion

(Chapter 7) to integrate the cultural differences among the

judges with cultural differences among the Phase 3 mental

health practitioners, and with the women from the other two

phases. Some of the findings are consistent with findings

from the previous phases, and thus are likely more reliable.

As mentioned previously, this integration will occur in

subsequent chapters.

5.2.3.1. Solution for All Participants Combined. The

con�iguration of stimuli" �hen all pa�ticipants are combined

in" one group, for the 3-D solution can be seen in Fig�re 3.

Interpretations of the dimensions indicated in Figure 3 made

by each judge, copied verbatim, are as follows in Table 13.

It appears that for the two EC judges (the Author and

the other) Dim.1 was interpreted differently. For the

Author, internality and externality applied to all aspects

such as locus of causality, source of help, and type of

cognitive, emotional, or physical symptom. Dim 1 for the

second EC judg� seems to hold more than one dimension, being

phrased both as a feeling, and as a locus of support .

. ...,J-" ...

r
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F19ure 3. HDS 3 DimensiQnal Configuration for All Practitioners.

DERIVED STIMULUS CONFIGURATION:
DIMENSION 1 (HORIZONTAL) VS DIMENSION 2 (VERTICAL)
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Figure 3. cont'd. MDa 3 pIDlp.nQ'oDa1 r.Qnflg11r.�tlon for All pr.;ctJtlmjp.uL

DERIVED STIMULUS CONFIGURA�ION:
DIMENSION 1 (HORIZONTAL) VS DIMENSION 3 (VERTICAL)
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Figure 3. Cont'd. MDS 3 Dimensional configuration for All Practitioners.

DERIVED STIMULUS C.oNFIGURATION:
DIMENSION 2 (HORIZONTAL) VS DIMENSION 3 (VERTICAL)
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Table 13.

Interpretations of the "All" Configuration by each Judge:

Dimension Judge

Author EC N

Dim.1 External-Internal Feeling Helpless

Getting More

Hopelessness &

Anxiety

Support From Society

Dim.2 Active -Passive Helping Self

(Taking Control)-

Hopeless

Frustration

Reacting to (Guiltj

Situation Suicide)

Dim.3 Cognitive-

Emotional

Physical

socio-Psychological

-Physical

Helpless &

Frustration

However, commonality between the interpretations of these

two judges may lie in the idea that there may be an implied

direction from inward to outward locus of support in the

movement from feeling helpless to getting support from

society. Dim.2 & 3 seem to be very similar for the EC

judges. The themes tif hopelessness, helples�ness,

frustration, and anxiety identified by the N judge seem to

r

L
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be quite different than those identified by the other two

judges, and as mentioned previously, appear unipolar and

applicable over more than one dimension, unless frustration

from hopelessness is seen as different from frustration

emanating from helplessness, and anxiety as emanating from

hopelessness. However, the other EC judge does seem to focus

on helplessness as �n aspect of the themes of self-other

support and reaction-action which she identified. The final

set of constructs reflecting the interpretations of all 3

judges as closely as possible, can be seen in Figure 4.

These are the dimensions which may underlie the

conceptualizations of depression by mental �ealth

practitioners,when their data are combined. �enerally,

choices �f interp�et�tion of the dimensions were made on the

basis of majority of opinion among the judges (2/3).

Since the sample of all practitioners combined was

heavily weighted by Euro-Canadian participants' responses,

it was decided to analyze each cultural group separately to

see if any differences emerged.

5.2.3.2. Solution for Native Participants. Table 14

displays the interpretations of the judges for the

configuration of stimuli (Figure 5) derived from the

sortings of the Native mental health practitioners.

For Dim.1, the themes of all three judges show some·

concern with cognition. While confusion over who to blame,

'l
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Figure 4. Phase 3 Three Dimensional Solution for All

Practitioners Combined. Stress =.205; RSQ =.706.

Dim.3
Manifestations of Depression

socio/psychological

Dim.2
Active

Dim.1
Helplessness

(High)

physical
Dim.3

206

Dim.1

Helplessness
(Low)

Dim.2
Passive
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Interpretations of the Native Configuration by each Judge:

Dimension Judge

Author NEC

Dim.1 Awareness of Need

For Control(Unaware

- Aware)

Dim.2 Other as Problem

-Self as Problem

Confusion - Blame

Reaction to Being

Isolated - Reaction

To Culture/Society

Dim.3 Psychological separated from Help

Problems

Problems-Physical vs Taking Action

Powerlessness

& No Control

Over Problems

. (What To Do)

Anxiety vs

Identity

(Shame �

Addiction,

Who are you)

Powerlessness

& Lack of

Control.

,

I"
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lack of awareness of need of control, and confusion over

what to do are all quite different concepts, they do all

have in common an aspect of cognitive clarity. The second EC

judge's first dimension could indicate movement from

confusion to awareness of who or what to blame for problems

leading to depression. Thus, the interpretations of. the EC

judges show a dimension concerned with change in cognition.

The change is interpreted in terms of increasing awareness,

particularly with awareness of control as an issue. The

Author and the N judge both show a concern for control in

Dim.!. The "(what to do)" may differentiate this from the N

judge's third dimension of pure lack of control, by

indicating the cognitive component. The other EC judge
"

raises the issue of control in her Dim.3 where taking action

can suggest taking control. For Dim.2., the 2 EC judges

could be seen to have interpreted a self-other locus of

problems. However, the N judge's dimension could indicate a

self-other concern in terms of identity being an issue of

self within the context of society, and shame and addiction

-having social components.

For Dim.3, as mentioned above, the EC judge finds a

construct of control, as does the N judge, while the author

does not. The wording of the EC judge's dimension label

suggests a movement from helplessness to taking control,

though this is muddied by the possible addition of a second

variable involving separation from others. Neither of the

,
l
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F19ure 5. HL.t.III:.Dw.S_3.....D�lm�e:...lnl.Lls",",l_o....n....,a....l-.:C"'-lo....n.....f....l.....g�u....r...."a.....t.....l....o....n...........f...."o....r_N.....a....,t.....l.....V.......e
Practitioners

DERIVED STIMULUS CONFIGURATION:
DIMENSION 1 (HORIZONTAL) VS DINENSION 2 (VERTICAL)
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Figure 5. cont.' d • MP;:; 3 plmp.nf'.1ona] CQnflgnt.3tlcln for
Natiye practitioners.

DERIVED STIMULUS CONFIGURATION:
DIMENSION 1 (HORIZONTAL) VS DIMENSION 3 (VERTICAL)
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F19ure 5 Cont'd. HDS 3 Dimensional configuration for Native

Practitioners.

DERIVED STIMULUS CONFIGURATION:
DIMENSION 2 (HORIZONTAL) VS DIMENSION 3 (VERTICAL)
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other 2 judges found the construct of a flow from

Psychological to Physical Problems to be salient. However,

it certainly appears that lack of control, self-other locus

of problem, and cognitive awareness emerge as dimension

themes for all three judges, even if not always on the same

dimensions. This suggests either that those dimensions are

underlying the display, but not cleanly and clearly

differentiated along the configuration axis. This would

occur if some of the stimuli were not strong exemplars of an

individual dimension, but were related to both. It is also

possible that these dimensions are being read into the

display by the judges regardless of data Gonfiguration.

Figure 6 disp�ays these dimensions.

5.2.3.3. The Euro-Canadian Solutions.

5.2.3.3.1. The 3-D Solution: Table 15 shows the

interpretations by the three judges of the Euro-Canadian 3-

dimensional configuration presented in Figure" 7. Figure 7

gives the configuration of the data based on MDS analysis of

the sortings done by the Euro-Canadian practitioners.

Interpretations by the other two judges of Dim.1 showed

little agreement with the Author's interpretation of

Internal-External Problem theme. However, in Dim.2, the

other EC judge focusses on internality vs externality,

suggesting the salience of this construct for the EC judges.

The Author's Dim. 2, Causes-Solutions, shows a flow in the
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Figure 6.

Phase 3. Three Dimensional Solution for Native

Practitioners. (Stress =.23: RSO =.58).

Dim.3
Control/Power

(Low)
Dim.1

Awareness
of Need for
Control:

(Unaware)Dim.2
Other/Society
Problem

Dim.2
Self (as
·Problem,
or ·q.ue t"o
lack of

others)
Dim.1
Awareness of
Need for Control:

(Aware)
Dim.3
(High)
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Table 15.

Interpretations of the Euro-Canadian 3-D Configuration:

Dimension Judge

Author EC N

Dim.1 Internal Problems

External Problems

Impact-Feelings

(Effects)

Dim.2 Causes-Solutions Internal Locus

of Control

External Locus

of Control
.

,

Dim.3 Effects Vague Symptoms

Clear Communica

-tion

Helplessness

Helplessness vs

Identification

of Issues &

Coping

Mechanisms

Helplessness &

Anxiety (Identi

-fication of

Issues).

data from causes of depression at one end of the

configuration dimension axis to solutions, or alleviations

of depression at the other end. This dimension label is

similar to the interpretation of the N judge's Helplessness

vs Solution Identification theme, if helplessness is

perceived as cause and solutions identification as

__ II'" """Ii" ,.
�

_
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Figure 7. HDS 3 Dimensional Configuration for Euro-Canadian

PractitIoners.

DERIVED STIMULUS CONFIGURATION:
DIMENSION 1 (HORIZONTAL) VS DIMENSION 2 (VERTICAL)
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r19ure 7. cont'd. HPS 3 plmenslonaJ conflgur,;ttlon for Ellro-Can,jdlan

PractitiQners.

DERIVED STIMULUS CONFIGURATION:'
DIMENSION 1 (HORIZONTAL) VS DIMENSION 3 (VERTICAL)
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Practlt2oners.

DERIVED STIMULUS CONFIGURATION:
DIMENSION 2 (HORIZONTAL) VS DIMENSION 3 (VERTICAL)
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solutions. The construct of causality found by the Author

is echoed in the other EC judge's Dim.1, Impact-Feelings

(Effects). The suggestion of causality here is strengthened

by noting the EC judge's use of wording "Impact/Cause" for

the 2 Dimensional EC configuration. Neither of the other 2

judges interpreted Dim.3 as being "Effects", although this

construct was part of the other EC judge's interpretation of

Dim.2. Dimension 3 was particularly difficult for the author

to interpret, with the best response being a unipolar factor

suggesting the effects of depression, with' no specific

pattern. However, both the EC and the N judge found themes

suggesting EC practitioners perceive increasing clarity of

the problems as experienced by depressed people as an

important construct in depression. Helplessness appeared to

be an important construct for the N judge, appearing as it

does in all 3 of her interpretations of the dimensions,

which suggests that her interpretation is heavily loaded by

this construct in her thinking, as Internality and

Externality seem to be in the thinking of the EC judges.

Interpretation of a construct of Causality also seemed to be

a construct of importance for the 2 EC judges, though

appearing in different dimensions for them. Finally,

solution identification and clarity of issues were themes

each perceived by 2 of the 3 judges, across cultural lines

(solution identification: Dim.2 for Author; Dim. 2. for N

judge. clarity of issues: Dim 3. for EC judge; Dim. 3

,

l



219

for N judge). Figure 8 shows the model derived from the

interpretations.

5.2.3.3.2. Euro-Canadian Two Dimensional Solution.

Table 16 shows the judges interpretations of the 2.

Dimensional'configuration solution which is displayed in

Figure 9.

The Author's Dim.1 interpretation of a construct of

internal/external is echoed by the other EC judge, but in

Dim.2. This once again raises the question whether the

interpretation is a result of the cultural loadings of the

judges, or whether the construct is actually present, but

not clearly delineated along the axes of the dimensions.

The disruption of identity construct; o'f the N judge may be

picking up on a similar tension between self and society,

but this connection is tentative. The Cause-Effect construct

of the other EC judge does not seem to picked up by the

other 2 judges. The Dim.2 interpretations of the EC judges

are also thematically similar, as active and passive coping

can be tied in with internal/external locus of control. The

helplessness/hopelessness construct again emerges for the N

judge. See Figure 10 for the composite model of the

interpretations.

In summary, for the EC configurations, it appears that .

internality/external�ty, cause & effect, and

activity/passivity are important dimensions for the EC

I ,
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Figure 8.

Phase 3. Three Dimensional Solution for Euro-Canadian

Dim.2
Solutions

Dill). 1
Internal
Problems

Practitioners (Stress =.21: RSQ =.69)�

Dim.3
Symptom Clarity

(Vague)

Dim.1
.External
Problems

Dim.2
Causes

Dim.3
(Clear)



r

221

Figure 9. MPS 2 pimensIQnal configuration for SurD-CanadIan PractitIoners.

DERIVED STIMULUS CONFIGURATION:
DIMENSION 1 (HORIZONTAL) VS DIMENSION 2 (VERTICAL)
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Table 16.

Interpretations of the Euro-Canadian 2-D Configuration:

Dimension Judge

Author EC N

Dim.1 Internal

-External

Impact/Cause-Effect Anxiety vs Identity

(Who are you & what

to do reo problems)

Dim.2 Active Coping

Passive Coping

Internal Locus of

Control-External

Locus of Control

Helplessness/

Hopelessness

.: '"judges.' For the N judge, important dimensions are

h�lpiessness/hopelessness, anxiety,_ and identity. For all 3

judges in the 3-dimensional configuration only, clarity

and/or identification of issues and solutions emerged as

salient themes.

5.2.4. Phase 3 Conclusion:

For the configuration of sortings of depression themes by

All practitioners, dimensions of internality/externality,

active/passive, and of the cognitive/emotional and physical

attributes of stimuli seemed salient for the EC judges. For

the N judge, dimensions of hopelessness, anxiety, and

frustration were salient. For 1 EC judge and the N judge,

helplessness was also a theme •

,

l
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Figure 10. Phase 3 Two Dimensional Solution for Euro
Canadian Practitioners.

Dim.2
Coping:
Active

(High Control)

Dim.1Dim.1

Internal
Cause

External
Cause

. Dim.2
Coping:
Passive

When the sortings by the EC group of practitioners were

analyzed separately, dimensions of internality/externality,

and causality emerged .for the EC judges. Dimensions of

helplessness, anxiety, and identity emerged for the N judge.

One EC and N judges identified dimensions of clarity in

issue and solution identification for the 3-Dimensional

configuration only.

When the sortings by the Native group of practitioners

were analyzed separately, all 3 judges found dimensions

dealing with.the need for control, and with awareness of

lack of control, but on different dimensions. The EC judges

,
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specifically focussed on a change in awareness, one on

control, and one on blame. The EC judges possibly also

interpreted the stimuli configuration as showing a self-

other locus of problem. The N judge perceived important

dimensions of anxiety and identity', 'along with

powerlessness. This N judge wished to be clear that she

differentiated between powerlessness, which is tied in with

the emotion of anger, and between helplessness, which along

with hopelessness, is tied in more with crying behaviour

(personal communication, October 24,1989)'.

It appears that all 3 judges would agree that the EC

configuration differs from the N configuration in terms of a

dimension of clarity in issue and solution identification.

The N configuration $eems to show a dimension of lack of

control which'is much more emphasized than in the other two

configurations. The All configuration does indeed seem to be

a mixture of the other two configurations. There seems to be

more agreement on the finding of a construct of helplessness

with the All configuration than with the EC and N

configurations. If the Nand EC configurations are

different, as interpreted here, then the All configuration

is misleading as it fits neither group,' and reinforces the

need to look at constructs of depression in cultural terms.

Despite the lack of clarity among some of the dimension

labels, it seems that the EC judges found themselves in good

agreement on constructs of internality/externality, active-

..
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passive, cognitive/emotional-physical attributes, cause

effect (EC and All configurations), and self-other (N

configuration) dimensions. To the N judge, dimensions of

identity, anxiety, hopelessness, frustration, and

heiplessness each emerged over 2 or more configurations.

Anxiety emerged over all 3 configurations. Powerlessness,

associated with anger, emerged for her in the N

configuration. One possibility, mentioned at the start of

this chapter, was that the N judge did not understand the

task. However, while this could be the case, ,it is also

possible that these findings tentatively suggest that there

may be underlying cultural differences in how the judges

interpreted the configurations. Given the small number of

judges, replication is required with larger samples of

judges.

It is interesting to note that the Native mental health

practitioners did not separate stimuli into groupings of

alleviations, causes, feelings, cognitions and physical

concerns as did the Euro-Canadian sample. Rather, stimuli

groupings seemed to focus_ on
__ indiyidual problem

constellations with cause, effect, and alleviations found in

each grouping.

The other EC judge observed a similar pattern in the

difference between the clustering of the Nand EC groups

stimuli. She notes " Also interesting was that the Dene

sample's clusters seemed to centre around issues instead of

,
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positive-negative, symptoms vs causes." (letter, Sept.10,

1989).

It is possible that such cultural differences in the

grouping of the stimuli is a result of putting cause,

symptom, and alleviation themes together,in one ,task and

analysis. 'Perhaps the MDS results would have been clearer if

these groups of themes had been separated. However, to have

separated out these groups of themes from each other at the

outset would have been premature, and would have been the

imposition of a Euro-Canadian organizatio� of concepts. As

we shall see in the Discussion of these results, the

findings of these possible differences in the organization

of concepts fits with other information from the literature
. .

on czoas -cuI turai cognitive styles.

,

l
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CHAPTER 6: RESULTS OVER ALL PHASES

.Several themes recurred over at least two of the phases.

Such themes are the ones least likely to be an artifact of

the sampling or of the method, as they appeared over at

least two different samples, and two different methodologies

(Campbell and Fiske, 1959). In Table 17, themes are

presented that were important in terms of frequency,

statistical significance, or as dimensional constructs in

two or more phases.

As Table 17 shows, the finding of

helplessness/hopelessness as being important to

conceptualizations,of depression was upheld, particularly as

a concern of EC women, and as a construct used by EC mental

health practitioners and EC judges (it was·the N'judge who

differentiated helplessness from powerlessness). The need

for control of depression and of the life events (internal

and external) leading to it was seen as important for all

women in Phases 1 and -2, and for N practitioners in Phase 3.

Low Self-Esteem as a component of depression was found

for both phases 1 and 2 for all groups of women. Social

Aspects of depression such as being socially isolated, or

having family problems, alcoholism (self or others), and

stigma (guilt and shame) were also important in the first

two phases, somewhat more so for the C women.

f
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Important Themes Occurring Across > 2 Phases

Phase 1 Phase 2 Phase 3

Hopelessness/ Helpless/ Helplessness/
Helplessness (EC) Hopeless (EC) Hopelessness/ (EC)

Powerlessness (N)

Take Control Need to gain Control.: Awareness
Control of need for it,

and lack of it
Low Self-Esteem Low Self-Esteem (N)

Social Aspects
Social Isolation
Lack of Social
Support &
connectedness

(Relationships,
Culture Shock,
Tradition, Pride,
Identity (C»

.

Stigma. (C) ; .

Confidentiality (C)·

Tal� (Alleviation)
- General
- Express Feelings
(C)

- Cry (C)
- New Ideas

Spirituality (C)

l

Need Help (Social)
Shouldering
Responsibility (C)
Family Problems

Talking Helps Active vs Passive
Coping

Spirituality (C)
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Talk with others was seen as an important alleviation

for both Phase 1 and 2. Active coping in Phase 3 included

aspects of talking and crying as alleviations. Spirituality,

primarily as an alleviation for depression, was important to

C women in both Phase 1 and 2.

Themes that were not so frequent or statistically

significant which appeared in two or more phases also

existed. The relationship of alcoholism'to depression was

mentioned frequently in Phase 1, primarily among C women. It

was fairly frequent in Phase 2, but was not among the top

several themes. It was also verging on significance as a

discriminator between EC and C women.

The same could be said of shame and guilt. While more
. ,

EC women in Phase 1 mentioned guilt, failure, and self-blame'

more frequently, more C women seemed concerned about the

stigma and shame associated with depression. A similar

relationship was found in Phase 2, but these results were

not significant.

The concern about cultural disruption found in Phase 1

among C women was ectioed. by .. the N judge in Phase 3. This

was found in her interpretation of a dimension expressing

loss of identity (social context) vs anxiety (internal

context) for the Native configuration. This theme of Self vs

society was found for the N configuration by all 3 judges.

The two EC judges saw this dimension as being one where the

problem source was in society and other people vs the other

, ,
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end of the dimension where the problems came from within

oneself, or as a result of being alone.

An interesting conflict is that of the mind/body/spirit

split discussed by C women in Phase 1. This split was

echoed in the splitting of effects of depression into

socio/psychological and physical effects for the

configuration of all practitioners combined, but only by the

two EC judges. Perhaps this could tentatively be

accommodated by suggesting that for the C women and the N

judge, such a split is not the normal way of looking at

things, but rather a more "holistic" way is the norm. The

more compartmentalized-thinking EC judges saw such a split

in the array of stimuli. If thinking this way, the EC

judges were using a thinking style consistent with the

compartmentalized way the EC mental health practitioners

divided up causes of depression into one section, solutions

into another, symptoms into another set of groupings of

stimuli.

Finally, Tables 18 and 19 show the similarities and

differences of important themes for the participants across

phases, by culture and diagnosis. Results are integrated

over the three phases, though the majority of results come

from Phases 1 and 2. These particular summary presentations

of the data will be helpful when reading the Discussion

chapter.
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Table 18.
Similarities Among All Groups Of Women Over Phases

Theme:

1. Concepts of Depression
-continuum Model
-Grief is different from, but can lead to depression

2. Symptoms
-Feeling alone, lonely
-No interest in doing things, or in talking to others
-Sadness

3. Causes

-Relationship problems
-Alcohol and drug abuse (self or others)
-Abuse of medication
-Family violence
-Sexist treatment of women

-Unemployment
-Racism
-Concern over children
-Low self-esteem
-Problems in childhood or.adulthood lead to fe�ling alone,
trapped, a" failure, or guilty

4. Alleviations

-Talking to others

-Cognitive change
-Take control of your situation

5. Helping Others
-Listen
-Advice giving
-Nurturance

6. Where To Go For Help
-Friends seen as most helpful
-Physicians seen as least helpful

7. Stigma
-Depression has much stigma
-Community education would reduce stigma, lead people to

get help, and help prevent depression in the first place.

I ,
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Cultural Differences:

Differences Over Phases By Culture and Depression Diagnosis

Chipewyan

1. Symptoms
-Feel alone

2. Causes

-Family and close
relationships
-Cultural disruption
-Alcoholism

3. Alleviations
-Spirituality
-Express emotions

4. Where to go for help
-Friends

5. Stigma
-Confidentiality a help
seeking concern

EuroCanadian

1. Symptoms
-Helplessness
-Guilt

2. Causes

-moving to a new culture,
cabin fever, winter

4.Where to go for help
-Counselling
-Lack of mental health
resources a concern

Depression Diagnosis Differences:

Depressed·

1. Symptoms
-Lack of motivation
-Anger
-Cognitve deficits
-Suicidal thoughts
-Feeling overwhelmed

2. Causes
-lack of support from
others

3. Alleviations

-Keep busy
-Take control

NonDepressed

1. Symptoms
-Sadness
-A change in normal behaviour

2.Causes
-for men: cope differently

.. -J
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CHAPTER 7: DISCUSSION

A large amount of data were generated in this study: In

an attempt to interpret the results and evaluate their

implications, it would be easy to get lost in the detail.

Rather than explore the importance of each finding, it would

be more fruitful to try to integrate the major findings, and

explore their implications. First, limitations of the

current research will be examined. Then, the results will be

compared to the conceptual framework mentioned at the end of

Chapter 1, to see if any surprises emerged. Third, the

findings indicating differences in the experience of

depression among depressed vs. nondepressed women, and

Chipewyan vs. Euro-Canadia.n women will be examined. Attempts

will be mad� to i�tegrate results" into somewhat 66h�si�e

interpretations. Practical implications of these results

will be covered. Directions for future research will then be

reviewed.

7.1 Limitations of the Study

Due to the nontraditional methodology of this �tudy,

discussion of the limitations of the research has occurred

"throughout the text of the dissertation. Thus this section"

will briefly highlight only the main issues, or ones with

which we have not yet dealt.

A limitation not yet mentioned was that the term for

dep�ession in chipewyan, "not happy", was only used -for

,
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those Phase 1 Chipewyan women requiring a translator, and

for none of the Euro-Canadian women. Despite the fact that

only a few started off in Chipewyan and then switched over

to English and use of the term "depression", it is

conceivable that differences in themes and experiences may

be due to differences in terminology, since "not happy" does

not mean the same thing as depressed in Euro-Canadian

culture. However, to have used the term "not happy" would

have been cross-cultural research on unhappiness, not on

depression. A better approach may have been to use both

terms randomly, and assess the differences.

.....
&

As it turned out, it is unlikely that cultural

differences from Phase 1 explored in this dissertat�on were

due to this definit,ibn. problem. Most of the different

themes were held by approximately 50% of the Chipewyan

women, most of whom used the English term "depression" from

the start. The differences which involved only a few key

informants were generated entirely by women using English

from the outset.

The lack of clear, replicable labelling of dimensions

in Phase 3 by the 3 judges suggests problems with the data

or instructions for this phase. The lack of detail in the

labels of the other two judges, and the possibility of one

judge misunderstanding the process might suggest that better

results may have been obtainable if the researcher had
I

physically been present during the interpretation process of

,

l
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the other two judges. Then she could have provided more

guidance and requested elaboration on dimensions if

necessary. However, then the lack of the researcher's bias

not being involved in the interpretations would have been

questionable. The other possibility, that of lack of a

clearly organized and interpretable data display causing the

lack of replicability, seems plausible. Perhaps if fewer

stimuli had been used, the display would have been clearer

and interpretation more obvious. However, then there may

have been less opportunity for the cultural loadings brought

to the interpretation by the 3 judges to have materialized,

providing fewer data of this nature. The other option, that

of separately sorting and analyzing data on symptoms,

causes, and a l LevLat.Lons may also have rasuI ted in clearer

configurations. However, as mentioned previously, such an

approach would: 1. have imposed a predetermined cultural

bias on the organization of the data; and, 2. cultural

differences in conceptual organization which appeared in

this study would not have been perceptible, if they were

indeed.not artifactual_ Replication using fewer stimuli, and

varying whether the stimuli cover the range of depressive

phenomena or whether they are limited to symptom, cause, and

alleviation, may be in order.

One of the major limitations in �his.study is the

degree to which the interpretation of results was dependent

upon the frame of reference and biases of the author. As

�l I
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well, the other major limitation was lack of a random

sample, with the resulting problem with generalizability and

with advantages for theory generation. These two major

limitations, and their strengths and weaknesses were dealt

with in detail in the introduction and will not be further

elaborated upon here.

Two of the phases relied solely on self-report data,

which can introduce problems from using only one method.

Phase 1 and· Phase 2 were somewhat different in methodology,

so some method artifact was attenuated. However, self-report

data could be contaminated with social desirability effects,

and with memory artifacts if the data are .to be treated as

more than just perceptions. In this study, the data are
. .

conside�ed to be just perceptions, but as was established in

the introduction, it is time to get those 'perceptions,

especially from groups who have been ignored in previous

research.

still, it would be helpful to seek confirmation by

triangulation with other methodologies. It is difficult to

rule out the effects of people wanting to present themselves

in the best light, or of people just giving the latest

popular interpretation of depression in the popular media.

The Phase 2 data appear to be guided enough by the content

of the transcripts as to rule out the tendency of

participants to tell the researcher what participants think

she wants to hear as the only response motive operating.

II J ,
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with Phase 1 data, there is no way to rule out the

possibility of this motive operating, particularly with the

Euro-Canadian participants. It is possible that participants

would frame their responses in such a way as to project

themselves in a favourable light, or to tell the researcher

what they think she wanted to hear. For the Euro-Canadian

participants there was only one researcher present. For many

of the Chipewyan interviews, there was both the author and

the Chipewyan community contact present, who could compare

notes later about the genuineness of the results. However,

there is no guarantee that the tendencies to tell the

researcher what they think she wanted to hear, or to present

themselves in the most favourable light was not operating.

F�nally; the high probability of finding cross-
.

cultural differences, and the large number of possible

alternative explanations which could be inferred are

problematic. In Phase 2, the number of sig�ificant

differences could be attributed to chance alone when

experimentwise error is taken into account. However, it is

almost surprising that more significant cross-cultural

findings were not found, given the chance of Type II error

operating in cross-cultural studies. The one way to deal

with both these problems is to attempt to find consistent

patterns in the data, and to look across the study phases

for confirmation and disconfirmation. Such an approach has

been taken here.
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7.2 The Conceptual Framework Revisited

The author's conceptual framework can be found on the

last two pages of Chapter 1. 'On the whole, findings were

supportive of the framework. Perceived causes of depression

among Chipewyan women did include poverty, isolation (from

family and friends), loss, identi�y confusion, and'loss of

pride (identity/pride). Dependency on government was not

often mentioned. Euro-Canadian women did report causes of

cultural and physical isolation, winter weather, and low

self-esteem. Both groups reported drug and alcohol abuse,

family violence, and sexism as implicated in depression. In

terms of symptoms, the Northern Euro-Canadian women did

experience depression in ways similar to that reported in
, '

the literature on southern Euro-Canadian women.

The similarity between the author's expectations and

the author's findings could be interpreted in two ways. One

interpretation could be as an indication that the literature

search led to a set of solid expectations which were

objectively borne out in the data. A more sobering

interpretation _would be that the findings fit the conceptual

framework because the author's biased expectations led her

to find what she expected. However, some findings did

surface which were not predicted, suggesting that the

researcher was not totally blinded by her conceptual

framework, and that a grounded approach may provide some

payoff when used for exploratory generation of ideas. While
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the finding that the experience of depression for the two

cultural groups was more similar than different could have

been predicted from a deductive approach, the findings about

the greater salience of grief, of children, and stigma for

the Chipewyan women, and of the greater salience of feelings

of hopelessness/helplessness for the Euro-Canadian women was

not predicted from the literature accessed. Neither would

the concept of depression as a "test", nor the finding of

physical dissociative states have surfaced from the

literature review conducted by the researcher.

7.3 Exploring a Model of Depression Common to Both Cultures

The commonalities in the view of what depression is, in

terms of symptoms, causes, causal process, alleviations, and

community reaction as reported by the women in this study

were presented in Table 19. Findings: 1. indicate that

special attention to generation of theory about culturally

different variables, and their implications for diagnosis

and treatment, are not likely warranted on the basis of this

study for a large number of variables for the two cultures

of interest. Thus, a narrowing function for future r'esearch

has been performed;

2. indicate that a large degree of equivalence likely

exists among the functions of and concepts surrounding

depression between the two cultures, suggesting that we may

I
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indeed be speaking of the same basic phenomenon when we

speak of depression;

3. indicate the contents of the shared stock of

knowledge;

4. suggest possible contributions to a recent model of

Western depression through the addition of variables derived

from the views of women in this research.

It is the last point which will now be explored. The

process model of depr�ssion derived from this study will be

compared to one which seems to fit it the most closely, that

of Andrews (1989). Where the results of this study do not

fit �ompletely with Andrews'(1989) model, the addition of

stress-diathesis components are examined. The attempt is to

suggest some new components to a Western model �f- depression

for future testing, a model which seems to fit both g�oups

of women in this study (though there is no suggestion that

such a model will fit other cultures).

The process of depression described by the model in

this thesis (see Figure 2) is similar in some ways to that

developed by Andrews (1989), which was meant to encompass a

broad array of theoretical and empirical findings, including

behavioural, cognitive-behavioural, psychodynamic, and

social interaction theories and treatments. Andrews (1989)

proposed a model of depression based on a self-confirmation

feedback loop. In. this circular model, a person tends to

confirm their self-concept through both intra-individual

r
l
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(cognitions and emotions) and interpersonal, behavioural

means. This combination of internal and social interactions

confirms the negative self-concept of the depressed person

through interpersonal style and self-confirmation

strategies. If the person's negative self schema or image

is lat�nt, it can be triggered by external events, or

problems. No one stage is causal, and intervention can

occur at any point in the cycle (preferably targeted at more

than one stage).

Andrews' (1989) model is similar to the one presented

in this study in terms of its circularity, the view that a

single causal factor would be an over-simplification, the

mediational role �laye� 'by internal events, and the

inclusion qf social interaction as important. However, the

model iri this study differs in that participants did not

feel that negative responses from others to the depressed

person were just because depressed persons are difficult to

interact with, but because of the stigma attached to

depression itself. As well, physical causes of depression,

the explicit importance of external stressors, and societal�

level problems were not included in Andrews' model (1989).

Thus, the model derived from this study may be useful in

adding some more components for future testing of this

Western model, particularly in terms of the role of external

events.

I ,
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The person-environment, or stress diathesis models of

depression incorporate external events more so into their

models than does Andrews (1989). As the process model

developed from this study dealt with the reactions to such

external stressors, either in childhood or adulthood, these

theories may hold information further illuminating the

results of this study. If the data fit these models, further

support for the interaction of these variables for Western

(and potentially Chipewyan) depression may be garnered.

These models suggest an interaction between external

stressors and personality styles to suggest why some people

become depressed from some events and not from other events

(Hammen, Ellicott, & Gitlin, 1989; Segal, Shaw, & Vela,

1989; Wetzel, 1�84).o The theories suggest that there are

basically two types of depressive personality who have

depression triggered by events threatening the meaning of

the person's self-worth: a self-critical, achievement

oriented personality who becomes depressed when achievements

are not made; and a dependent, sociotropic personality who

finds self�worth through relationships with others and who

becomes depressed from negative interpersonal events (Hammen

et.al., 1989; Segal et.al., 1989). Literature suggests that

predictions of depression based on these personality types

are better than predictions based on sheer number of

stressful life events at all, but findings of specific

predictions are generally mixed (Hammen et. al.,1989; Segal

J'4 *ifl�
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et.al., 1989). sometimes prediction of depression is

successful only for sociotropic individuals (Segal et.al.,

1989) and sometimes only for self-critical individuals.

(Hammen et.al., 1989) following events which should'be

threatening to the self-concept. Thus some kind of

appraisal which mediates between external events and

depression seems important, but lack of clarity still

exists. One of the problems mentioned by Hammen et. ale

(1989) is the possibility of few people with pure types of

these personality styles existing within the population.

This statement would fit with the findings of this study

which did not find many women who would fit a pure socio

tropic or self-critical type. There was considerable overlap

found between the depressed women who expressed feelings of

,guilt, failure, and self-blame (self-critical), and

depressed women who expressed feeling sad and alone

(sociotropic). According to Beck (1983,'cited in Segal

et.al., 1989) and Blatt (1974, c i.t.ed in Segal et. al., 1989)

there should be a separation of these emotional responses by

depression type.

While there were more Chipewyan-Depressed women who

expressed feeling sad and alone, and more Euro-Canadian

women who expressed various aspects of self-blame,

approximately half of the Chipewyan-Depressed women feeling

sad and alone also expressed self-blame, and approximately

half of the Euro-Canadian-Depressed women expressing self-
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blame also felt sad and alone. Almost all Chipewyan

Depressed self-blamers (6/7) and almost all Euro-Canadian-

.Depressed sad and alone (5/6) experienced the other set of

reactions. Thus, while there may be more pure examples of

one type of style in one culture than in the other, the

majority of women are of mixed type. 'In terms of

alleviations which one would expect to be differentially

effective for the different types, the same women of both

cultures found the same types of alleviation to be

effective: cognitive change, taking control (both possibly

achievement-oriented), and talking to others (socially-

oriented) • Most women in this study appeared to be of

mixed type. Andrews' model (Andrews, 1989), by incorporating
"

"�oth social int�raction and self-criticism: as part of the

depression process, may accommodate the internal experience

of the majority of people, who may be of mixed types.

However, as will be explored under the "In�erpretation of

Differences" section, the stress-diathesis model may be of

some aid in exploring some of the cultural differences found

in this study, and aid in the generation of hypotheses to.

explain these differences.

Both Andrews (1989) and the stress diathesis models

stress the central mediational role played by negative self-

concept or low self-esteem (Hammen et.al., 1989; Segal

et.al., 1989). Low self-esteem was one of the internal

reactions mentioned in the process model derived in this

,
l
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study, which through reciprocal connection with lack of

social connection, may lead to depression. Low self-esteem

was also mentioned frequently as a theme in both Phase 1 and

2 of this study. It seems to be a very important aspect of

depression. However, it may not be the most important

internal mediator. Zemore and Rinholm (1989) found that

self-esteem did not mediate in predicting depression

proneness as a result of parental rejection. They did find

that low self-esteem was highly correlated with current

depression (Zemore & Rinholm, 1989). While this seems to be

only one study finding such a null relationship, it is also

possible that there are other mediational internal reactions

leading to both low self-esteem and depression. The model

in this study does indIcate other internal reactions besides

self-esteem. other reactions mentioned across groups were

feeling trapped, confused, and/or afraid. Examination of

the causal relationships amongst all these variables, and of

their connection to feelings of social isolation and lack of

social connection awaits future research.

It must be emphasized that there is no intent to hold

out such a model as one fitting all cultures. This is not a

derived etic. Brandt and Boucher's (1986) basic pan

cultural findings were confirmed. The association of

depression with feelings of sadness in this study is

consistent with Brandt and Boucher's findings (Brandt &

Boucher, 1986) in which lack of association with positive
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affect and "an intimate association with sadness" were the

two pan-cultural findings. However, particulars of the model

derived from the data do not fit other cross-cultural

findings. Self-esteem is not universally associated with

depression, particularly in cultures employing ritualized

self-abasement such as Japan (Marsella, Sartorius,

Jablensky, & Fenton, 1985). Many cultures do not report

feelings suggestive of self-blame and/or loneliness, but

rather a preponderance of somatic symptoms (Marsella et.al.,

1985). There was some finding of greater somatic concerns

in depression among Chipewyan women in Phase 2. However,

themes of internal reactions were expressed with greater

frequency than the somatic 9nes within the Chipewyan group.

Somatic concerns were not mentione� any more frequently

among the groups of women in Phase 1, or with any great

frequency at all.

The similarity amongst the women in terms of what they

believe to be the process of depression suggests that the

phenomenon of depression in the two cultures may be

functionally equivalent. The similarity in many of the

perceived symptoms, and alleviations suggests conceptual

overlap of some of the aspects of depression. However, the

differences, next to be explored, disallow for a perfect

correspondence of the concept of depression between

Chipewyan and Euro-Canadian cultures .

..�
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7.4 Interpretation of Differences

7.4.1. Cultural Differences

7.4.1.1. Spirituality and Harmony. The finding in Phases 1

and 2 that Chipewyan women were more likely than Euro

Canadian women to mention spirituality as a theme,

especially in terms of alleviation, agrees with the finding$

of other research. The findings of the necessity of a

spiritual state of balance, or harmony of mind, body, and

soul for mental health, and of splitting of this connection

as an �ndicator of disorder, on the part of Chipewyan women

in Phase 1, particularly fits with the finding of the

importance of harmony, including spiritual harmony, in some

non-western, and Native views of mental health and therapy

('Draguns, cited in price-Wiliiams,' i975; French, 1981).

However, the reader must be cautioned that there is some

dissension that a value of cosmic harmony is a traditional

pan-Indian value. Hultkrantz (1987) asserts that belief in

cosmic harmony was more a traditional belief of agricultural

cultures than of hunting-gatherer cultures, and has only

become popular in recent decades as a result of the spread

of pan-Indian religious movements. While the women in this

study clearly stated the importance of balance' of body,

mind, and spirit, interpretation of this to an extension

into the external world'and nature in general must be

approached with caution.

I' I
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However, if harmony of mind, body, and spirit, and of

mind, body, and spirit with the group and with nature, is

considered to be necessary for mental health, it is possible

that Chipewyan women may be even more at risk for stress

contagion than Euro-Canadian women. As well, there may be

ment�l health impacts from environmental change and

disruption for Chipewyan women. It may also not be

surprising if the split between mind, body, and spirit

depersonalization experiences described by a few Chipewyan

women as accompanying their depressions was more common

among Chipewyan women, as this would be consistent with

Chipewyan views. These speculations would be testable as

hypotheses and.requ�re further study.
.

,

7.4.1�2. connectedness and cognitive style. Concern with

the connection of the whole context may blend into

differences in cognitive style observed in Phase 3, both

among the mental health practitioners and the MDS judges.

As was noted in the Phase 3 results, the Native mental

health practitioners tended to group concepts around issuea,

each with its own cause, symptoms, and alleviations. The

Euro-Canadian practitioners tended to group causes together,

solutions together, and symptoms together. Denny (1988)

suggests that there are different cognitive styles between

people from hunting-gathering cultures and people from

industrialized cultures. While both cultural group types

,
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tend to make fine differentiations of elements within a

concept grouping, people from hunting-gathering cultures

tend to use overall context more in forming those concept

groupings. That is, an individual from such a culture needs

to be more integrated with their surroundings to be an

effective reader of nature. An individual from an

industrialized culture, with its larger number of

heterogeneous social and economic units with unshared

contexts needs to be more context-free (Denny, 1988). Thus,

industrialists have low contextualization" but high

differentiation, while hunter-gatherers have high

contextualization and high differentiation. Denny (1988)

suggests that the con�istent. finding of field independence

" among" hunting-gathering cultures is a reflection of the high

degree of differentiation. Using the rod-and-frame test as

an example, Denny (1988) contends that hunter-gatherers do

not treat the rod as the unit and the frame "as the context

(which would result in field dependence), nor would they de-

contextualize the rod and frame into separate units and

differentiate them (as would field independent

industrialists). Rather, the rod and frame would be treated

as one unit (taking in the whole context) and then would be

differentiated.

"Murdoch (1988) would agree that among hunter-gatherers

in general, there is a need to synchronize their actions

with nature, and so they do not use isolated variables or
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conceptualized cues in problem solving. Rather, attention is

paid more to relationships between variables and the whole

which they create, rather than to the variables themgelves.

concepts thus derived show the same level of abstraction as

those derived from Euro-Canadian thinking, but are closer to

the context being described. This sounds very much like a

description of the MDS configurations from Phase 3, where

the whole context of a problem was encapsulated by the

Native practitioners, and where causes,' solutions, and

symptoms were isolated by the ,Euro-Canadian practitioners.

However, education itself could account for this

difference. If a person is trained to be a drug and alcohol

counsellor, he/she may be instructed to single out

drug/alcohol problems as a sepa rat.e construct, and thus do

the same with other problems. If a mental health

practitioner is trained at a university level, he/she is

trained to deal with a broad number of problems. Courses are

generally divided into topic areas such as Assessment

(symptoms), Psychopathology (causes), and Therapy approaches

(solutions). Of course, it is interesting to wonder why

university-trained practitioners are not merely trained to

cover a wide variety of problems. These may be cultural

preferences operating in the way Euro-Canadian educational

programs are structured.

It is also interesting that there were differences in

style and content of the MDS'dimensions interpreted among
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the three judges. In this situation, the Native judge was a

university-educated mental health practitioner, as were the

author and the other Euro-Canadian judge, suggesting that

education is not the only variable operating to produce such

differences. Others have suggested that linear, cause�

effect, bipolar, and internal-'external split thinking is

common to Western cultures (Bond, 1988; Pedersen, '1979;

Price-Williams, 1975). In this study, the Euro-Canadian

judges tended to find dimensions of a bipolar nature,

including internality-externality;. active-passive;

cognitive, emotional, and physical splits; and self-other

locus of problems. The Native judge, on the other hand,

tended to find unipolar dimensions of helplessness,

hopelessness, powerlessness, anxiety, �nd identity,

suggesting a more holistic thinking approach. Note also

that all judges found an issue-and-solution-identification

(cause-effect) dimension for the Euro-Canadian

practitioners.

If there is indeed a difference in cognitive styles,

there may be implications for the training of mental health

practitioners. Under which circumstances would a more

contextual style be useful and when would a more general
.

principle approach be useful? Both approaches would likely

have their advantages, and training mental health

practitioners in both ways of conceptualizing mental health

problems and treatments could also be advantageous,



\"'----�

252

particularly in cross-cultural settings. More research

would need to be done before these questions could be

answered.

As well, anthropological evidence suggests that such

differences in contextualization may have effects on how the

social world is approached. Sharp (1988) states that, to

the Chipewyan, a person is not a totally independent actor,

but is symbolically embedded in "a matrix of causality

external to the self" (p.xiv), such that the concept of self

becomes part of a system. For the Chipewyan, who value

independence highly, such a concept allows for the tension

required in order to be able to accomplish one's own

choices, but without any suggestion that this ability

requires control over the actions of others (Sharp, 1988).

If this balance is not delicately negotiated, individuals

may feel strong, private feelings of doubt, shame, guilt,

and responsibility for impositions on the choices of others,

even if their actions are considered socially appropriate

and beyond their control (Sharp, 1988).

7.4.1.3. Depression as a Test. The concept of depression as

a-test, as a learning opportunity to develop patience and

endurance, was mentioned by a small number of Chipewyan

participants. The concept of "fight" implies only more

active coping approaches are feasible. western psychology,

with its emphasis on active change processes, may be missing
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out on exploring other viable treatment techniques which

require patience and acceptance (Pedersen, 1979).

Two questions need to be raised concerning this

finding: 1. Only a small number of women mentioned the test

concept. Therefore, how important is it?; 2. If this is a

traditional underpinning of' Chipewyan thought about

depression, how likely is it that the test concept will

continue to be relevant as acculturation continues to change

Chipewyan culture?

In answer to the first question, it is sometimes the

case in cross-cultural investigations that a "democratic

bias" is encountered (Lonner & Berry, 1986). This bias

suggests that all individuals in a culture equally display

all impo�tant CUlture' information.' This is not true f�r ali

societies, such that:

"Important cultural information may be restricted in

its distribution (e.g., literacy), and certain roles or

abilities may be socialized in only a few individuals

(e.g., shaman, navigator)." (Lonner & Berry, 1986,

p.l03).

As mentioned previously, both of the women discussing this

concept were well-respected, middle-aged elders with

traditional upbringing. Thus, the test concept may not have

been often mentioned because few consciously knew of it. The

spiritual test concept may still un�erpin other Chipewyan

beliefs about and reactions to depression. For example,

,

l



254

Rippere's (1980) work found that current British beliefs

about depression showed a high correspondence to historical

beliefs based on the four bodily humours and melancholy,

though many today may have little knowledge of humoural

pathology"and fewer still hold a literal belief in it.

It is interesting that, in the present study, no Euro-

Canadian women mentioned depression as a test, even though

the Euro-Canadian sample included several religious Roman

Catholic and Protestant women and a Roman Catholic nun.

Further research would need 'to be done to determine the

direct and indirect pervasiveness of the concept of

depression as a test in Chipewyan culture, as well as on its

ramifications. Interpretation of its meaning beyond what has

been explicitly stated by a nonChipewyan'would be premature

and risky at this point.

The answer to the second question about acculturation

and its effects on psychological phenomena such 'as the test

concept is difficult to answer. Indeed, the question applies

to all the cultural differences suggested in this research.

Given that the concept of test is one of the least robust

findings, it seems worthwhile to deal with this problem

here.

7.4.1.4. Grief. Another theme area in which there was a

suggestion that passive coping approaches may be more

permissable in Chipewyan culture was that. of Grief. The idea

.�
I
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that passive coping approaches are adopted more by Chipewyan

women than by Euro-Canadian women was not supported by

findings in Phase 3 in terms of being a major underlying

dimension. Note that a passive/active dimension was found

only for the All configuration, and not for either the Euro

Canadian or Native configurations. The picture is also

muddied by the fact that only the Euro-Canadian judges of

the MDS configurations interpreted this dimension. To the

Euro-Canadian judges, the passive end of the continuum was

not so much a way of coping as a way of not coping. If

passive coping (endurance, patience) is seen to be as much

of an alleviation as is active coping by Native

practitioners and by the Native judge, then it may not have

been separated out from -acti "';-e approaches. Thus, while there

appears to be some evidence that passive coping'approaches

are considered an alt"ernative by the Chipewyan women, but

not by the Euro-Canadian women, this evidence is not strong,

nor clearly supported by data from other phases of the

study.

More of the Depressed Chipewyan women than Depressed

Euro-Canadian women in this study reported experiencing

depression because of grief. Besides the possibly larger

numbers of deaths occurring in chipewyan women's lives,

there may be other cultural factors. There is some

suggestion that grief may last longer and remain more

intense and easily recalled by Chipewyan participants. This

,
l
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finding is supported by some anthropological findings

(Birket-Smith, 1930; Smith, 1982).

If there is a greater expectation that grief will

continue for a long time at greater intensity for Chipewyan

women than for Euro-Canadian women, what may be perceived as

depression may in fact be "uncomplicated bereavement" (DSM-

III-R, 1987), requiring a different approach to treatment.

On the other hand, it does seem that a distinction was

made by the Chipewyan women between normal grief, and a more

unresolved grief leading to depression. If grieving plays a

more powerful role in Chipewyan life, then it is conceivable

that more grief may make its way to becoming depression. As

well, there is the possibility that the occurrences of

deaths in the ilves of·Chipewyan' wo��n are frequent, as

seems to be the experience of some the women. This,could

lead to ongoing, chronic post-traumatic stress disorder,

along with depression. The mental health implications in

terms of treatment need to be addressed, especially when

chronic grief trauma is compounded with other experiences of

violence (sexual assault, assault, child sexual abuse) and

poverty (Russo, 1990).

7.4.1.5. Control. Control in all its manifestations

stirt"aced as an important element in depression throughout

this study. Women of both cultures saw the ability to take

charge of depression and of one's life as being important to
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recovery from depression. However, differences occurred

between the cultural groups in terms of emotions that are

generally seen to indicate feeling a lack of control:

helplessness and powerlessness. Differences here suggest

that while being helpless, and powerless are important

states to overcome for recovery, the degree ,to which these

states are symptoms of or perceived causes of depression may

vary between the two groups. Euro-Canadian women were much

more likely to mention feeling helpless or hopeless in the

first two phases.

Even though the themes of the need for control, and the

taking of control as an alleviation are important for both

cultural groups, differences appear in the degree to which

Euro-Canadian women see themselves as feeling helpless or

hopeless, a concept one would consider as being related to

control. Perhaps Chipewyan women do not internalize the

awareness of lack of control in quite the same way. Perhaps

Chipewyan individuals experience these feelings to a lesser

extent while other internal events are more salient. These

possibilities will be explored in following sections.

Perhaps, if a broader locus of causality exists, as was

suggested by Sharp (1988), feelings of helplessness and

hopelessness are not as likely to be experienced since other

aspects of the system of causality may provide help.

Another possibility may lie in the Native judge's

discrimination between fe�ling powerless and feeling

�l j
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helpless. Perhaps Chipewyan women tend not to see themselves

as helpless as Euro-Canadian women see themselves to be,

because the Chipewyan·woman does face a greater lack of

power. The Chipewyan woman may be more likely to have to

contend with social problems and racism, and thus may see

herself as powerless, not he'lpless. The Euro-Canadian woman,

on the other hand, may feel 'more helpless because she

"should" be able to be happy. Future research is required

to determine the answer.

7.4.1.6. Social Aspects. The social aspects of depression

seemed important to both cultural groups of women in this

study. Analysis of the themes in the study suggested that

social aspects 'may serve to cause (f"�'eling unconnected,

relationship problems), maintain (stigma, withdrawal), or

alleviate depression (through talking and expressing

emotion). Feeling connected to others individually and

culturally, and not being the object of negative·social

judgement, whether expressed by others or from internalized

social standards, was important to both Chipewyan and Euro

Canadian women in this study. A connection between social

aspects, self-esteem and depression may be particularly

strong for women, since some have suggested that a woman's

traditional source of self-esteem lies in her ability to

create and maintain nurturing social connections between

herself and others (Miller, 1976: Sturdivant, 1980). If
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there is such a confound between achievement and social

connection for women, and if most (diagnosed) depressed

people are women, this may explain why there may be few pure

sociotropic and self-critical depressive types (Segal

et.al., 1989), at least in western cultures.

The specific ways in which a woman might feel

unconnected differed with the woman's culture. As well, the

degree to which negative judgments in partidular and social

aspects in general were important in the depression process

seemed to vary.

with Euro-Canadian Northern women, a major source of

isolation appeared to be brought on by moving to a Northern

community. This occurred both in terms of leaving behind old

so�ial conn��tions:and with difficulty in making new ones.

For Chipewyan women, social isolation leading to depression

may be more a result of the stigma attached to not being

able to deal with your problems on your own. While both

Euro-Canadian and Chipewyan women mentioned the idea that

society expects that a woman should be able to deal with her

problems on her own, the concern seemed greatest_amongst the

Chipewyan women.

However, if there was one message the women in this

study had to send, especially the ones who had recovered

from depression, it was to find a trusted person with whom

to talk. The purpose of talking was to get new ideas to

cope with one's problems, new perspectives on things, to

,
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feel someone cared, but also to just be able to cry and

express feelings. This need to express feelings was

especially true for the Chip'ewyan women. In fact, the only

people who mentioned the value of crying were the depressed

Chipewyan women. Perhaps expression of feeling as an

alleviation was so important because the Chipewyan women

felt less permission generally to express negative affect.

Perhaps, then, expression is more cathartic for them, or

perhaps the fact that they are being allowed to express such

intense emotion shows that indeed they are not being

isolated for being depressed.

The importance of social support was underlined in

Phase 2, where the theme most frequently mentioned by the

Chipewyari wo�en was' that Talking Helps. It was'the's�cond

most frequently mentioned theme by the Euro-Canadian women.

The suggestion that help is necessary was also a very common

theme.

However, seeking help has its problems also for the

women. While the major Euro-Canadian concern about service

provision was lack of resources, especially in small

communities, the major Chipewyan concern was lack of

confidentiality in seeking out professional help.

It could be argued that social sanctions serve to

regulate social behaviour in all cultures. In Chipewyan

society, the power of gossip to reward and punish people is

especially strong, since "Virtually every moment in

...
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Chipewyan life is witnessed by another" (Sharp, 1988).

Gossip is consi�ered by Sharp to have a role in keeping the

values of the community in operation by providing examples

of negative behaviour, not to secure justice for individuals

(1988). One anthropological contention is that a reputation

for having magical ability to heal and hunt successfully was

one of the major sources of influence in traditional

Chipewyan culture, and that concern about this magic still

exists today (Birket-Smith, 1930; Sharp, 1979, 1988; Smith,

1973, 1982). There are some data from this study to support

such a contention:

"A lady has no choice to make her life and her mom

wants her to get married. The" man does "bad medicine"
to get what he wants from the lady. The lady doesn't
know what she's doing and is scared to leave him. If
the man has ho medicine, everybody" knows "and takes
advantage of that family" (#27, a 24 year old CD, p.22-
23) •

The reputation for having these abilities is suggested by

Sharp (1988) to result from the gossip network among women,

and between women and their families •. Echoes of this,

without a necessary belief in the medicine, in "Inkonze",

are that a person's power in the community is established

and maintained by the esteem of others, gained through

gossip (Sharp, 1988). If one is gossiped about negatively,

through jokes and mockery, esteem and influence fall. Thus

a little favourable gossip is good, but negative gossip is

its own punishment. It does not matter if a person is guilty

or innocent of a transgression, as the purpose is to provide
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examples of negative behaviour to the community. "To be

accused is to be guilty and punished by the very act of

accusation" (Sharp, 1988, p.77). Even the decision by the

community that the person was unjustly accused comes after a

long and thorough examination of the person's past and

present conduct, all of which is very uncomfortable and

demeaning. According to Sharp, gossip can be a subtle and

effective form of social regulation in Chipewyan

communities, but because of its power, it is open to abuse

such as being used to manipulate, seek revenge, or for other

malicious purposes (Sharp, 1979). No wonder Chipewyan women

are concerned about confidentiality, if the costs are as

great as Sharp (1988) contends.

In c�nclusion, ���� g�oups o� women s�emed-to feel

social isolation was connec�ed to depression.- Social

isolation may both-cause depression and make it worse.

However, besides-differences in the source of social

isolation, there may be cultural differences in' the impact

of social isolation.

While Euro-Canadian women also mentioned feeling alone,

they tended to express less socially-related symptoms such

as low self-esteem, hopelessness, selfblame, and withdrawal

more frequently than did Chipewyan women. This is not meant

to suggest that Chipewyan women do not experience low self

esteem, and other internal aspects to depression, as indeed

they do as reported here. Nor is this meant to suggest that
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Euro-Canadian women are unconcerned with their children or

family problems. The difference in emphasis here seems

rather to be one of degree than of kind. Such a difference

in degree of importance of self-other aspects of depression

may be related to the self-critical-sociotropy dimensions of

depression identified by the stress diathesis theorists

(Hammen et. al., 1989, Segal et.al., 1989; Wetzel, 1984).

However, as was mentioned before, there is mixed support for

these theories. It may be more useful, and more appropriate

to the subject matter of this study,' to raise the discussion

of these differences up from the individual theory level to

a cultural theory level, and to examine these findings in

light of concepts of individualism and collectivism.

7.4.1.7. Individualism and Collectivism. Individualism and

collectivism are concepts describing the degree to which

members of a culture or society value independent behaviours

such as individual achievement, equity, competition, and

freedom or collective behaviours such as communal feelings,

social usefulness, reward allocation bas�d _on need, and

acceptance of authority (Kagitcibasi & Berry, 1989;

Triandis, 1989). Individualistic/ Collective differences

have been found across such diverse psychological areas as

learning and reinforcement, social perception, cooperation,

justice and reward allocation, and conflict resolution

styles (Kagitcibasi & Berry, 1989). Latin American, Asian,

,

h,.



264

and African cultures are at the collective end of the

continuum, while North American and western and North

European cultures tend to be at the individualistic end, but

many other cultures are thought to be more at the middle of

the continuum (Hofstede, 1980, cited in Triandis, 1989).

Triandis (1989) links individualism-collectivism to the

degree to which an individual is more likely to respond from

the viewpoint of their private, public, or collective self.

The private self is considered to be relevant only to the

individual person ("I am nice"). The public self is

relevant to the generalized "other" ("people think I am

nice"). The collective self is relevant to some collective

such as family or religion ("My family thinks I am nice. I

am a member of
"

a nice family"). These three selves are

sampled with different probabilities in different cultures,

with direct consequences for behaviour (Triandis, 1989).

People from more individualistic cultures are more likely to

sample the private self on anyone occasion, while

individualistic cultures are more likely to sample from the

collective self. This is because the more elements there

are to a particular self, and the more integrated these

aspects are to each other, the higher the likelihood of

sa�pling from these selves at anyone moment (Triandis,

1989) .

Besides individuality, two other variables affect the

degree to which people �rom a culture sample a particular

'"
�'
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highly complex cultures, resulting in a high probability

that in any given situation, the private. self will be

sampled. This could account for the high frequency with

which intra-individual symptoms and expectations for

treatment are found in the cross-cultural research on

depression and ment�l health in general (Marsella, 1975;

Pedersen, 1979). The data from this study are consistent

with this previous research.

How would the Chipewyan culture be characterized along

these dimensions? Traditional Chipewyan culture is

considered to be a hunting-gathering culture, and is still

considered to have major aspects of such a society (Birket-

smith, 1930: Bone, Shannon & Ruby, 1973: Sharp, 1979, 1988;

Smith, 1973, 1982) . Hunting-gathering societies are

generally considered to be low in complexity (Triandis,

1989). This would lead to a greater likelihood of sampling

the collective s�lf (Triandis, 1989).

Such cultures are also considered to be very

individualistic, due to the need for independent action,

creativity, and ingenuity for effective hunting (Kagitcibasi

& Berry, 1989: Triandis, 1989). Thus, there is often a

fair amount of tolerance for unusual behaviour, except in a

few situations. This kind of tolerance is typical of loose

societies (Triandis, 1989). As well, the geographic mobility

required for hunting makes an individual less dependent on

group norms, as they can always leave a group when conflict

=�
I
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self: cultural complexity and cultural looseness (Triandis,

1989). Cultures of high complexity' tend to be those with a

large number of people, high �ool and occupational

diversification, and many-rtLezed economic, political and

religious structures. with a high degree of complexity in a

culture, there is a greater number of ingroups to which a

person can belong, which results in less loyalty to one

group, and more independence to pursue personally meaningful

goals (Triandis,' 1989).

Tight cultures are fairly homogeneous and isolated.

Loose cultures are more heterogeneous in the type or

ethnicity of person who lives within them. Because of the

diversity of values and beliefs, a loose culture cannot

assume that norms are shared. As well, .becauee of the number

of different ingroups available, an ingroup cannot afford to

have heavy sanctions against norm violation because the

individual will merely seek out a group which will conform

to their values, beliefs, and norms. ,A tight culture,

however, expects consensus on norms, and can afford to have

heavy sanctions against violating norms. Thus, in a loose

culture, the individual has more choice over which self to

sample, and more permission to disclose personally valued

aspects of the private self which may violate some norm

(Triandis, 1989).

Western cultures, such as the Euro-Canadian culture,

are considered to be highly individualistic, very loose, and



267

arises. Thus, it is costly for groups to reject an

individual because of violation of group norms, especially

for cultures with a small population base where there are

few. other individuals. Again, this leads to tolerance

associated with individualistic societies. Such tolerance

is postulated to lead to complex private selves with a high

probability of being sampled.

However, such societies are. generally relatively

homogeneous and isolated, leading to common norms, consensus

seeking behaviour, and fear of self-disclosure, all of

which, according to Triandis (1989) are characteristic of

tight societies. To further complicate the picture,

Triandis claims that hunting-gathering cultures have

elements of collectiveness since, with a small number of

people in a hunting unit who are interdependent on each

other for food, there is a necessity to conform to group

goals (Triandis, 1989). These aspects would suggest a higher

probability of sampling the collective self (Triandis,

1989).

Triandis (1989) resolves these apparent contradictions

indirectly by suggesting that hunting-gathering societies

are individualistic but not complex, and are characterized

by intense involvement within the family or band, and with

freedom of action outside. One could suggest, therefore,

that hunting-gathering societies are low in complexity,

while having aspects of both collective and individualistic,

I
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tight and loose cultures. This could result in a culture

which is eith.er generally more towards the md.dpo Lnt; of the

individualistic-collective, tight-loose continuums than is

the Euro-Canadian culture. Or, hunting-gathering cultures

may experience a tension between the two forces, which

result in greater variability with which the private and

collective selves are sampled, and greater variability about

which topics will elicit concern about stigma. In this

study, depression may be such an area where the Chipewyan

culture shows greater collectivity and tightness.

The anthropological research suggests such a tens"ion

between individualism and colle�tivity. Birket-Smith (1930)

speaks of a "deeply rooted individualism" (p.40). smith

(1982) spoke ot the importance:of egal�tari�n'rel�tionships
such that a good man was also a good listener who did not

force his will upon others. Sharp (1988) speaks of the

importance of determining one's own choices. Bone et.al.

discuss the necessity of self-suffieient hunting units being

"underpinned by an ethic of strong individualism" (Bone

et.al., 1973, p.13).

However, the interdependency of people within a unit

did provide a tension cailing for collectivist behaviours

and values. The combination of a search for independent

advantage and avoidance of conflict results in stress from

the conflict between Chipewyan values of egalitarianism and

the existence of a kinship hierarchy within the hunting



,..

269

unit, according to Sharp (1979). The lower status of women

within the Chipewyan culture.was at ,odds with the cultural

concepts of independence and egalitarianism, but helped to

resolve the tension between the need for individual hunting

action and collective sharing of food concerns. According to

Sharp (1988):

"Men obtain food and women process and distribute it.

It is the very mundanity of it, the lack of attention

paid to women quietly relating to each other that gives

the entire social system the flexibility to distribute

food to ensure the survival of everyone." (p.33).

Such sex differences in male focus on individualism and

female focus on collectivism have been found in Western

cultures 'a's well '(Triandis, 1989). However, gl.ven the likely'

greater need for emphasis on collective behaviour in a

hunting-gathering culture, collectivist concerns may be even

more salient to Chipewyan women than to Euro-Canadian women.

An example may be the traditional practice for Chipewyan

parents to cease being called by their own names at the

birth of a child, thereafter being known as So and So's

mother or father (Birket-Smith, 1930). While there was no

evidence of this naming practice in the data from this

study, the greater centrality of children in the depression

of Chipewyan women may be an echo of the traditional

importance of the family in Chipewyan culture, as most

hunting units were. based on kinship.

r
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As well, though Chipewyan culture has been

characterized as being tolerant of a wide range of deviant

social behaviour, Sharp contends that this tolerance ends

when competence in adult economic activity is threatened.

Perceived insanity or disorders preventing such activity are

not tolerated, and result in mocking, jeering, teasing, or

being called crazy (Sharp, 1979). This is similar to the

intensity of stigma concerns voiced by the Chipewyan women

in Phase 1 of this study.

There seems to be some support for the findings of this

study that Chipewyan women may be more socially-oriented in

their experience of depression than are Euro-Canadian women.

Chipewyan women may be more likely to sample from their
.' .

collective selves, relative to Euro-Canadian women who may

be more likely to sample from their private selves.

However, the private self is likely also very important to

Chipewyan women by virtue of the tension possibly existing

within their culture, as is the collective self to Euro-

Canadian women by virtue of their sex-role conditioning. The

difference appears to be one of degree_. ._These findings fit

with the lack of finding many "pure" sociotropic or self-

critical participants in this study, since most showed views

and symptoms fitting both categories. However, there were

more Chipewyan women who might possibly be considered "pure"

sociotropic types, and more Euro-Canadian women who might be

considered "pure" self-critical types.
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This mixture of individualism and greater collectivism

in Chipewyan culture, and of individualism mostly, in Euro

Canadian culture is an interesting parallel to the purported

high differentiation, high contextualization of cognitive

style among Chipewyan people, and the high differentiation,

low contextualization of Euro-Canadian people.

7.4.2. Depressed-NonDepressed Differences:

The differences found between the depressed and

nondepressed women in Phase 1 were generally much fewer in

number than the differences between Chipewyan and Euro

Canadian women. The differences provide information on where

th� nondepressed cultural stocks of knowledge differ from

the knowledge of the depressed, which may highlight areas

for public awareness, and prevention interventions. As well,

pointing out where cultural differences in beliefs about

depression in the nondepressed vary, but where the beliefs

of the depressed do not, may give us some awareness of more

universal aspects of depression that do not fit the emic.

Finally, beliefs about depression that are different in the

nondepressed may provide information about why they are not

depressed. If depressed people know more about being

depressed, maybe nondepressed people know more about being

(and staying?) nondepressed.

Depressed women commented on symptoms of lack of

motivation, anger, cognitive deficits, feeling overwhelmed'

I
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and suicidal thoughts more often than did the NonDepressed

women. In fact, the only people mentioning cognitive

deficits were in the depre�sed categories. These symptoms

make taking control and ·solving depression problems by

changing circumstances and cognitions so much more

difficult, and in the case of anger, may make it hard for

the nondepressed to recognize the depression behind or

accompanying the anger. Perhaps lack of awareness of these

symptoms among the nondepressed result in misunderstanding

and overly high expectations of the depressed, leading to

stigma. While the nondepressed seem to be aware of changes

in a person's behaviour suggesting depression, they also

see� to overemphasize the feeling of sadness, relative to

the depressed.

Lack of social support as a cause of depression was

mentioned more frequently by the depressed women. If the

role of social connection and stigma is as important in

depre�sion as appears in this study, then the nondepressed

may be unaware of the need of potentially isolated women for

social connection with them as a means of preventing

depression.

Finally, depressed women mentioned keeping busy and

taking control as alleviating depression more frequently

than did the nondepressed women. This was surprising given

that the stigma about depression for both groups of women

revolved around a person being so weak as to lose control.

,I"" "

�,
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However, the depressed w0men's responses in this category

were as much about "how" to do this, as about that one

"should" do this. As well, depressed women mentioned the

importance of knowing warning signs of depression as a

helpful way of preventing further onslaughts. One could also

interpret the depressed-nondepressed differences in how to

help'another as the depressed women suggesting that people

wishing to help give less advice and listen more.

In general, differences between depressed and

nondepre�sed women within a culture category were

differences in emphasis, and were consistent with each

other. An exception lies with the Chipewyan-Depressed women

who stressed listening to others, and expression of

d�pres��d fee,iings as helpful, while Chip�wyan-Nonbep�essed
woments responses to these themes were virtually negligible.

The areas of difference between depressed and

nondepressed possibly indicate gaps of knowledge on the part

of the nondepressed in both cultures, as the reports of the

depressed are consistent with the general literature on

depression. These findings may highlight areas of special

concern for community education.

7.5 Practical Implications

The results of this study have implications for the

prevention and treatment of depression, particularly in

Western Arctic communities with a good-sized Chipewyan

I- .
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population. However, because of the nonrandom nature of the

samples, and because of the subjectivity involved in the

analysis of results, the reader is again reminded that the

results themselves and the implications expressed here

should be viewed cautiously, as studies of this type are

especially dependent on the findings of future research for

verification (Rennie et.al., 1988).

Community-level education was mentioned as a preventive

measure by the depressed women when it is aimed at problems

other than depression which they feel lead to depression.

Such things as alcohol/drug abuse education and treatment,

information, about family violence and shelters, life skills

and parenting skills, racism and sexism education, and

assertiveness training are some examples. -The women as a

whole suggested that education about depression itself might

lead to reduction of stigma, and to awareness about where to

seek help. Many of them spoke of their own experiences ,in
not reaching the right source of help for them until going

to the wrong places. Many women were too embarrassed to ask

where to go because of the stigma, and participants felt

that this information should be made easily available. This

is certainly worthy of further study.

Suggestions from the women in the study about spreading

word about programs and services required that announcements

be verbal, not just written, in Chipewyan and English, and

that, in terms of family violence and shelter information,



275

that a bilingual woman go from door to door while husbands

were away to spread the information in a safe and

confidential manner.

If more Chipewyan women are to use mental health

services, confidentiality must not only pe airtight, but be

seen to be airtight. However, even if this were to happen,

it may that the women would still prefer less professional

resources. Given the Euro-Canadian women's concerns about

lack of resources, either more should be available, or more

community-level interventions may be helpful. Such

community-level interventions may also appeal to the

Chipewyan as well. Interventions could be treatment

oriented such as depression support groups, or prevention

oriented, such as networks to involve new women in the

community or to trade off childcare. If it is indeed the

case that there is more salience to the collective self in

the Chipewyan experience of depression, and more effect on

the individual from sources other than the self, then

community level change may be especially beneficial for

Chipewyan women suffering from or vulnerable to depression.

Training of Northern mental health practitioners in

cross-cultural differences among their clients may be

useful. If the findings of differences in cognitive style

among the mental health practitioners themselves hold up in

future research, it may be useful to train the practitioners

in each other's styles of thinking about depression, if

J
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style difference is shown to have ramifications for

treatment. Education of Northern physicians about the

proper use of medication in depression, both in terms of

types of depression and tendency to over-medicate is

indicated by the experiences of women in this study,

particularly of the Euro-Canadi�n women. Finally, learning

to use traditional healing approaches or referral to elders

or traditional healers may be useful, since these people are

generally considered favorably by the Chipewyan community.

At the individual level of treatment, awareness of the

possible importance of spirituality as an alleviation for

Chipewyan clients, of different symptoms such as

depersonalization and loneliness, with less emphasis on

�erf-bl�me and 'feelini helpless, and on th� profound impact

of grief may have ramifications for treatment of Chipewyan

clients. As well, the existence of many deaths in the lives

of some women may require consideration of the effects of

chronic post-traumatic stress syndrome. If social aspects do

play a more central role in the depression of Chipewyan

women, the importance of this must be respected, and perhaps

use of group or family therapy approaches be considered. As

well, the concept of more "passive" treatment options such

as endurance and patience, for all clients may be worth

investigating. While such approaches may not be feasible

when a situation can be changed, when a situation cannot be

changed such skills may get a person through a rough time.

�1
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It may also be a useful therapeutic aim to get the deeply

depressed to a point where they can endure, until they are

feeling well enough to take control. Research needs to be

done to investigate the treatment effectiveness of such

approaches. Therapeutic awareness of the use of warning

signs of depression vulnerability to cut short impending

depressions is also indicated. Consideration of the impact

of such social forces as sexism and racism in fostering

depression must also be given. Perhaps more benefit may come

from the anger of powerlessness than from the despair of

helplessness. As well, ·the salient role of al�ohol in

depression, particularly for Chipewyan people is again

confirmed.

Finaily, the m6del of. the depression pr66ess de�ive�·

from this study would ·agree with that of Andrews (1989) that

depression interventions could occur at any point in the

cycle, but would be better if the interventions occurred at

several points at once. Given that this model spans both the

social and individual levels, a coordinated intervention

�lan developed by collaboration among community members,

mental health practitioners, and government planners would

stand the best chance of success. It would be important that

both Chipewyan and Euro-Canadians be involved and be welcome

in their involvement.

7.6 Contributions
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The major contribution of this study was the use of a"

broad exploratory approach allowing investigation of the

wide range of depressive phenomena which vary across

cultures, without a deductive premature narrowing of the

field. Results from this study set the stage for more

focused, predictive research endeavors and for research

searching for generalizability of these results to other

Dene cultures.

The use of fairly unstructured interviews to gather the

views and experiences of these women as fully as possible,

in their own words, was an important methodological aspect

both from the perspectives of minority cultures research and

the psychology of women.

Another contribution was the discovery of much"

similarity between these �wo cultures on most variables,

suggesting functional equivalence and much conceptual

equivalence of the concept of depression between these two

cultures.

Information with practical implications was gathered

from the women in terms of their realities of life and

depression in Northern communities, of willingness to use

mental health services, sources of help most likely to be

utilized and why, and ways to prevent depression at a

community level. Thus, as well as providing more theoretical

contributions, this study may serve to contribute more

,

l 1
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directly to the mental health of women from these specific

communities.

7.7 Major Hypotheses and Future Research Directions

Major hypotheses derived from this study will now be

given, with accomp�nying suggestions for investigation. AS

well, further research directions following from the

hypotheses are mentioned as appropriate.

1. The concept and experience of depression is equivalent

for Dene and Euro-Canadian women, with the following

exceptions:

a). the greater salience of grief, of relationship

issues, of children, of feelings of loneliness, and oOf

stigma for Dene women;

b). the greater salience of feelings of hopelessness

and helplessness for Euro-Canadian women;

c). the higher probability of the existence of

underlying concepts of the meaning of depression as a

test, and of balance and harmony as necessary for

mental health for Dene women;

d). the greater likelihood of dissociative states in

the experience of depression for Dene women.

This hypothesis and its components could be tested

through a variety of triangulating methodologies. Testing
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of these hypotheses would be done both for Chipewyan and

other Dene cultures, in order to determine generalizability

of findings. The first major direction to pursue would be to

determine if these results would be found again with

different researchers, different samples, or different

methodologies. In particular, the addition of quantitative

methods would help to 'answer the question of whether there

is metric equivalence among the variables constituting the

experience of depression for Chipewyan and Euro-Canadian

Northern women. Besides factor analysis of various well-

known depression scales with women of the two different

cultures, it would be interesting to include Manson, Shore

and Bloom's (1985) American Indian Depression Scale- Hopi

Version. This scale was developed after an indepth interview

approach, but at this point seems to be very particular to

the Hopi culture (Manson et.al:, 1985). It would be

interesting to see if its usefulness (as yet unestablished)

extends to another very'different Native culture. As well,

it may be useful to use causal modelling approaches such as

LISREL to test the process model of depression developed

here.

2. Dene and Euro-Canadian mental health practitioners use

different cognitive styles in their conceptualizations of

mental health issues. Specifically, the style used by Dene

mental health practitioners indicates holistic

1
1
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conceptualizations of problems, high contextualization, and

high differentiation. Euro-Canadian practitioners use a

linear, cause-and-effect thinking ·approach, low

contextualization, and high differentiation. such

differences cannot be wholly accounted for by professional

education variables.

This hypothesis could be tested through the use of a

variety of cogniti�e experimental approaches, as well as

correlational investigations into the content and approaches

used by the training programs attended by the practitioners.

Testing of cognitive style before entering and upon

finishing training would be useful. Following further

experimental verification of the existence of such different

cognitive styies, future research m�i�ish to fo6u� on

potential costs and benefits of training mental health

practitioners in either or both type of cognitive styles,

regardless of whether the source of such a difference is

cultural or educational.

3. In cultures where the person's relationship to the social

and physical environments hold a more prominent role in

mental health than is the case in Euro-Canadian culture,

intervention at the social level (family, group, community)

may be more effective than individual level intervention.

As well, this difference in effectiveness would be of a

,
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greater magnitude than a similar difference, if one existed

at all, for treatment of Euro-Canadians.

This hypothesis would require both testing to see if

such a difference in societal-level treatment effectiveness

exists for both Dene and Euro-Canadian cultures, and if so,

'whether the effect is greater for Dene people.

4. Sociotropy and achievement are confounded for women

because of their sex-role conditioning. Such a finding

should fit for cultures where achievement of successful

relationships are integral to the definition of success as a

woman (such as the Euro-Canadian and the Chipewyan samples

in this study). Cultures where achievement of successful

relationships are inte'gral to the definition of success "for'

men should show a confounding of sociotropy and achievement

for men as well.

Testing of this hypothesis would involve measuring

stress-diathesis components of depression with various

cultural groups, with different components to sex-role

conditioning.

5. Sociotropic and self-critical types of depression should

vary with the degree of collectivism and individualism in a

culture, such that more people should experience'sociotropic

depressi�n in a collectivistic culture and more people

Ir
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should experience self-critical depression in an

individualistic culture.

Again, measurement of types of depression in cultures

identified on the continuum of collectivism would be an

approach to take. Such an approach would be essentially

correlational, even if predictive mUltivariate statistical

techniques were used. Experimental variation of the

salience of collectivist and individualist concerns, prior

to administration of measures would add some triangulation,

but on their own would be of questionable validity.

7.7. Conclusion

Now that this first research step has been taken, and

. ""

the broad area charted" and surveyed, it is possible to

perform more limited, in-depth and rigorous searches, wit�

different methodologies to gain further understanding. Such

understanding is important, both to add to th� international

bank of knowledge about depression, and to provide Northern

women with the best mental health services possible.
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APPENDIX A

Phase 1 Instructions:

I am interested in finding out how women such as yourself

think and feel about depression. My reason for doing this is

because not enough work has been done on how'Northern women

themselves s�e depression. Yet, women are the people most

often treated for depression. It is important to find out

.how depression fits into the lives of all Northern women,

Native and Euro-Canadian. Because I do not have the

resources to interview women from all Native cultures, the

Native women I am interviewing will be Chipewyan. This group

was chosen because the people live in both Northern

Saskatchewan and the .NWT, the two places vhez e I am able t,Q
,

do the research. If differences are found between how Euro-

Canadian women and Chipewyan women experience depression, it

is possible that differences. also exist between the

experiences of Euro-Canadian women and women from other

Native cultures.

This research will take place in three stages. I am asking

you to take part in the first stage. In this stage, I will

be asking women some questions about depression: what they

think depression is, how it feels, what people can do about

it. You will not be pressured to answer any question you do

not want to, and you can end the interview any time you

wish. If you have ever been depressed, you will be welcome
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to talk about your experience. I will transcribe the tape8

into written versions, or transcripts. The information from

all the interviews will be collected and analyzed together.

It is the general responses over all interviews that are of

interest to me, rather than anyone person's responses.

conf1dent1a11ty. All information you give me will. remain

confidential. I will be tape-recording our interviews, but

your name will not be written on the tapes, only an

identification number. As well, your name will not appear on

the transcript, only the identification number from the

tape.

In stage 2, I will choose both a native and a Euro-Canadian

"typical" interview. I will give these transcripts to more

native and Euro-Canadian women stUdents. Any names or

places mentioned in these transcripts will be changed to

protect privacy. I will ask this set of women to read a

transcript and then to write down any thoughts or feelings

that -come to them while they read. I am doing this to help

look further at how women in each culture view depreSSion,

and to make sure that the interpretation of the meanings

found in the interviews does not just come from my own point

of view.

• I
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In stage 3, I will give the statements about thoughts and

feelings about depression from the women in stage 2 to

Native and Euro-Canadian mental health practitioners. I

will ask them to sort these statements into whatever groups

make sense to them. I will then look at whether the way the

counsellors group the ideas match the way in which the women

came up with them. I will also compare the groupings of the

chipewyan and Euro-Canadian practitioners with each other.

Results. I will be happy to send you a summary of results

if you wish. From this research, I hope to start to provide

some ideas about how Northern women, Native and Euro

Canadian, experience depression. It is important to find

out',if: Natlve and Euro-Canadian �ome� expe r Lence depr es s Lon

differently, if depression has different meanings in the

different cultures, and whether therapists have different

ideas about depression than the women they help. Answers to

these questions should help to provide suggestions to gulde

Northern mental health services in meeting the needs of

Northern women.

Con5ent. Are you willing to take part in this study? 00 you

give your consent for me to tape-record the interview and to

use the tape in the manner just described? Remember, you

can refuse to answer any question or to end the intervlew at

any time you wish.' 00 you have any questions before we

begin?
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QuestIon Areas to Cover:

1. what is it like to be depressed?

2. How do you know if a person is depressed?

3. Are there more than on� type of depr�ssion?

4. What causes depression?

Possible areas to explore: loneliness, low self esteem,

a failure of some kind, grief, problems with children,

a bad marriage, family violence, unemployment,

isolation, illness, alcoholism, drugs, the lot of

womankind.

. .

5. Do Northern �omen have any special problems or concerns

in the area of depression? Are these the same for Euro-

Canadian and native women?

6. Do men and women get depressed the same way?

7. Have you ever felt depressed? what was it like for you?

8. How should a depressed person be treated by others?

9. How are depressed persons actually treated by others?

19. What should a person do if depressed? Should they go

for help? To whom?

11. What suggestions do you have for how we could reduce

this problem for people?
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APPENDIX B

QUALIT�TIVE DATA REDUCTION & ANALYSIS PROCESS:

1. Excerpts from Coding Document relevant to Matrix Example

2. Grief Matrix

3. Grief Matrix Commentary
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Some Excerpts from Coding Document Relevant to Grief Matrix:

Grief 3. divorce or separation not a

final ending, so not like death of spouse. Grief and dep.
are different, grief has normal stages.
15.Different kinds of depression?
- 1. sadness, 2. grief, 3. physical depression (along with
mental) - withdraw into house, into room when normally an

aggressive trapper, hunter, hide scraper
How physical depression different from grief and sadness?
- pressures from families, bands, other illnesses - they
show depression through physical complaints
- grief - most Native suicides, after somebody died - an

elder - younger person - E and W Arctic and N. Sask. (p83)
18.-Separated mind and body - they separate from trauma:
death in family, can come in seconds but takes time to bring
it back together. (p25)
21.-Death worries her, takes a long time to get over a

death, e.g., brother, he died lonely after his wife died.

(p1)
23.Grief same as depression?
-No, with grief you are not the only one, sharing it with

family and friends
-Depression is alone, unique problem, and if you have no one

to talk to (d)! (p10)
25. -Yeats later, my husband died, I got depressed, was .

,

married fo� 32 yrs. (p28).
27.-Neighbour's daughtet ran off, she (neighbor) lost

weight. I think I would too, a d�fferent sadness than with
David's mom, like death --' but at least when someone dies

you know where they are, very hard on her. (p18)
31.ls grief a particular kind of D. or basic D.:

-A particular kind because it's something you know you can

get over in time. You know it will get easier, if you
decide so, if a p. not strong-willed,' it could go the other

way. But still, may be easier to treat since cause is
known. (p14-15)
32.-Grief different than depression
-Depression is you're caught in something that you have to

fight your way out, can't mope around
-Depression start putting thing off
-Grief just cry and cry till over, until you accept it (p21-
22)
37. Different kinds of depression? -Different if it is short

term, someone not usually depressed, or if over a death, can

take more concrete steps. But not if person usually
depressed, long term depression.
40. Are there different kinds of depression?
-Grief not same thing as depression
-Depression could be caused by grief that goes on (p37)
43. Is grief the same as depression? No. How different?
-Grief different - feels different but could lead to

I
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depression or experience both at same time
-Feeling sad is different than depressed
-Grief isn't SE; how you cope with grief has to with SE
-More faith in your ability to cope and overcome with high
SE
-Different with guilt and blame on self or others (guilt and
blame cause depression) (p49)
46.- still pain that grandparents died - didn't cry or let
it out - it hurts more than problems - must go by itself,
can't "solve it" (p86)
46.Different kinds of depression -like depression and grief
the same?
- different, grief - still carrying grief for grandparents
Cp87)

Loss 5. These symptoms are obvious, very
well noticed since all happening together in the crisis
situation. There's breaking up the relationship, which is a

loss; financial loss; (p11).
5.- so many losses: financial, kids, security (threat of
husband coming to get them), pride, liberty, ••. But this is
different from chronic depression, which is more like an

illness (p12).
7.- finance, family loss, loss of career, loss in'ge�eral I
'guess ••• change, like moving.
Is change a loss?

'

-can be, ego moving: losing home, friends, could be a move

up in the world or losing something, depends on how you look
at it (p16).
8. loss of job (p1)
12.gone through many things in life - many family deaths in
past
- recent, past March father-in-law, 2 uncles died
- changed phone numb�r, tired of hearing about people dying
«cries» (p47)
12.- 1987 lost my brother and cried, and husband gave her a

hard time (p48)
12.- depression as a kid - big, close family - take it hard
when someone dies - I black out from shock - not same as

pass out (p50)
15.- grief - most Native suicides, after somebody died - an

elder - younger person - E and W Arctic and N. Sask.
- white suicides - might not show signs, sometimes a sign,
for those that want help, sometimes not (always completed).
(pS3)
15.- grief makes a severe depression, worst overdoses after
some dies - OD's in N. Sask. (p86)
15.- Inuit � giving up first baby to mother = depression - a

lot of that (pS6)
15.- N.Sask. - twins = sex with another man, husband killed
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1 baby = wore on mother and other twin, depression (p86)
15.- yes, not a state when I was thoroughly down and out,
that different, that hormonal, but mine from grief, from
lost pregnancies and family suicide (no signs) and surgery,
brother has a heart attack from hereditary disease - I could

get it (p88)
16.- in process of trying to find them
it's their right to say no - I don't want to intrude in
their lives (16 and 17) - still want to know them - I

understand, still hurt, quite a gap in my life (p16)
16.- can't'really even come out of it
- think of.-them every day «lost children» (p6l)
16.- 1 woman lost her kids, talk about it and cry - a lot
went through this, it seemed they nabbed every Native women

that was drinking and grabbed her kids away from her (p62)
18.Biggest D. when I lost two kids ten years ago - 'in
accident. state of no return for a long time.
-Five year Depression (p23)
18.-still get little depressed re: money, life, not young
retirement, what will I do when alone - empty nest. When
first ones grew up and left I was relieved, but I was

younger and able to cope. (p24)
18.-Separated mind and body - they separate from trauma:
death in family, can come in seconds but takes time to bring
it back together. (p25)
18.-Mother .and father had no .love between them -

age
differences, husband a parent not a lover, so at middle age
mothers seek love - dad died so she had no one, so she
turned to alcohol.
-Mom turned to alcohol for 10 years.
-A lot of women went through this. (p28)
18. Menopause can be a problem - loss of sexuality and
comm'n with young people. I didn't feel that way, an end to

childbearing a relief - everything has a beginning and an

end and new phase begins - more· freedom now. (p29-30)
19.-Lots of accidents on weekends and deaths from accidents
- only time people came over was when there was bad news.

-Just accept that I will fell worse on weekends.
-Got self pretty well-balanced. (p35-36)
20.-other causes: Like a widow who loses her husband (p42)
21.-Death worries her, takes a long time to get over a

death, e.g., brother, he died lonely after his wife died.

(pl)
.

21.-will miss niece when she leaves for a few days. (p3)
22.-Something constant over long period of time - marriage
break up, death in family, lose jobs. (p4)
24.-Death or break-up (relationship) (p13)
25.- baby sit for them up here for 6 years - happy, then

daughter had new child - she noticed I was lonesome and
tired - she suggested taking son for day care 2 times a

week for break for me, but my feelings were hurt but I said

nothing. I didn't talk to people. My health was good. Then

I
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daughter had her 2nd baby. I got tired babysitting.
- That's when she took one to day care for 2 mornings - cry,
I cried, didn't stop! Then, I was on nerve pills - took
whole bottle of tranquilizers- just wanted to sleep (had
trouble sleeping for 2 weeks).

.

- I was taken to Edmonton to hospital on plane in a fog
(mentally).
- didn't go to communion because hadn't had confession and
done something wrong.
- took pills overdose 3-4 times after that, don't know why I
did it. Don't mean to - just depressed - that's what it does

to you.
- wasn't sleeping, sad.
- don't know what brought it on. (p26).,I
25.-Years later, husband d1ed - I got depressed - married 32

years. (p28).
25.- psychiatrist asked me about childhood - lost mom when I

was born. Aunt and grandmother took me, cousin was like
sister. But cousin unhappy, left and became nun - I wasn't

lonesome.because too busy (p28).
27.-Neighbour's daughter ran off, she (neighbor) lost

weight. I think I would too, a different sadness than with
David's mom, like death -- but at least when someone dies

you know where they are, very hard on her. (p18)
28.- when I left him for good, he killed himself with gun
and my 6 year old son t.oo ,

,
"

_, '.
--For 1 year, I was on drugs after that. I was remembering
my little one and saw him «imagined» without his head.
- ,kicked myself for leaving him (son) with father.
- guilt, that drove me the most - I didn't care about my
husband.
- youngest son, he was daddy's boy so his father thought I
didn't love him (son).
-'he beat oldest boy, so I kept oldest and he had youngest -

something told me I wouldn't have my little one for very
long
- kept myself busy to not let things upset me - «distracts
self from topic of death by talking about her close young
friends in bar "kids", and how much they mean to each other,
source of self-esteem?»
- I get depressed on anniversary of son's death, I still
punish myself for it. A lot of people tell me: "that's the

way it was meant to be".(p14).
31.-when mother died, that was very depressing, sudden"
brain haemorrhage - aneurism. (p14)
32. Are these problems lots of Northern Women face?
-Alcoholic family, alcoholic self, sexual abuse, early death
of parent (p22)
39.- often from lost one or break up (p71)
44.- for me, experienced it early, 12 years old
- lost grandfather, was very close to him
- and victim of child abuse

. :._.�..;..
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- couldn't talk to mom
- no friends, mom strict and old fashioned, and stayed with
me even to outhouse
- tried suicide at early age because of depression, 12
- after he 'died felt alone, no one to talk to
- once a year it hits (p75)
44.- last bad one was 2 years ago, over broken relationship
and lost brother (p75)
44.- had lost brother (killed) (p76)
44.- '78 tried to do something for myself, realized can't

keep on 'falling in and out of depression - had kids to worry
about
- started family late
- so took a lot of training
- personal growth
- but things fell apart when brother died, being oldest had
to make all arrangements - went home after, felt alone, no

family to talk to in Edmonton - delayed reaction
- joined bereavement group but still go� depressed - it just
came and that was it (p77)

,

46.- still pain that grandparents died - didn't cry or let
it out - it hurts more than problems - must go by itself,
can't "solve it" (p86)

I
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The Grief Matrix.

comments about the relationship between grief and depression
were put into a separate Grief Matrix to explore the role of

grief more fully. As well as entries supporting a model, if
dissenting views of a model were expressed, such views were

also entered in each model's category.

In actual analysis, the matrix was constructed such that

pages were taped together in order for the differential
characteristics of grief to be presented side-by-side along
the top with grief as cause of depression entries.
Participant number and text of each participant's entry(ies)
were thus going down the vertical; arranged by group
membership (CD, CND, ECD, ECND). The size of such a

physically constructed matrix would be too large to

reproduce legibly, so is presented without the grief
characteristics and grief causes of depression being put
be�ide each other.

"'.'
.
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Grief Matrix: Across Culture and Depression Category

GRIEF CHARACTERISTICS

(S/O indicates speaking of self or other)

S/O
SYMPTOMS:

1. FINALITY

Participants:

CD: No entries in this category

CND: 27. -Neighbour's daughter ran off, she 0

(neighbor) lost weight. I think I
would too, a different sadness than
with David's mom, like death -- but
at least when someone dies you know
where they are, very hard on her. (p18)

ECD: No entries in this category

ECND: 3. divorce or separation not a final .S

ending, so not like death of spouse.
Grief and dep. are different, grief has
normal stages.

SYMPTOMS: 2.SUICIDE

Participants:

CD: No entries in this category

CND:
.

No entries in this category

ECD: No entries in this category

ECND: 15. Different kinds of depression?
- 1. sadness, 2. grief, 3. physical

o
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depression (along with mental)
- withdraw into house, into room when

normally an aggressive trapper, hunter,
hide scraper
How physical depression different from

grief and sadness?
- pressures from families, bands, other
illnesses - they show depression
through physical complaints
- grief - most Native suicides, after
somebody died - an elder - younger
person - E and W Arctic and N. Sask.

(p83)

SYMPTOMS: 3.MIND/BODY SEPARATION

Participants:

CD: 18. -Separated mind and body - they S

separate from trauma: death in family,
can come in seconds but takes time to

bring it back together. (p25)
. ,

CND No entries in this category

ECD No entries in this category

ECND No entries in this category

SYMPTOMS: 4. LONG DURATION

Participants:

CD: 46. - still pain that grandparents died S
- didn't cry or let it out - it hurts
more than problems - must go by itself,
can't "solve it" (p86)
Different kinds of depression -like
depression and grief the same?
- different, grief - still carrying
grief for grandparen�s (p87)

46.

"

l
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CND: 21. -Death worries me, takes a long time o·
to get over a death, e.g., brother,
he died lonely after his wife died. (p1)

ECD: 25. -Years later, my husband died, I got S

depressed, was married for 32 yrs.
(p28).

28. - For 1 year, I was on drugs after that. S
I was remembering my little one and .saw

him «imagined» without his head.- I get
depressed on anniversary of son's death, I
still punish myself for it. A lot of

people tell me: "that's the way it was

meant to be".(p14).

40. Are there different kinds of depression? 0
-Grief not same thing as depression
-Depression could be caused by grief

··that goes on (p37)
.

ECND No entries in this category

SYMPTOMS: 4. BLACKOUTS:

Participants:

CD: 12. - depression as a kid - big, close

family -take it hard when someone dies
- I black out from shock - not same as

pass out (p50)
.

S

No entries in this categoryCND:

ECD: No entries in this category

ECND: No entries in this category

.,.. I
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RECOVERY PROCESS:

Participants:
co: 32. -Grief different than depression S

-Depression is you're caught in
something that you have to fight your
way out, can't mope around
-Depression start putting thing off
-Grief just cry and cry till over, until
you accept it (p21-22)

46. - still pain that grandparents died S
- didn't cry or let it out - it hurts
more than problems - must go by itself,
can't "solve it" (p86)

ClfO: No entries in this category

ECO: 37. Different kinds of depression? 0
-Different if it is short term, someone

not usually depressed, or if over a

death; can take more concrete steps.
But not if person usually depressed,
long term depression. (p.32)

43. Is grief the same as depression? No. S
How different?
-Grief different - feels different but
could lead to depression or experience
both at same time -Feeling sad is
different than depressed -Grief isn't
SE; how you cope with grief has to with
SE -More faith in your ability to cope
and overcome with high SE -Different
with guilt and blame on self or others

(guilt and blame cause depression) (p49)

ECNO: 31. Is grief a particular kind of D. or S
basic D. :

-A particular kind because it's
something you know you can get over in
time. You know it will get easier, if
you decide so, if a p. not strong-willed,
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it could go the other way. But still,
may be easier to treat since cause is known.

(pl4-l5)

SOCIAL ASPECTS:

Participants:

CND: 23.

No entries in this category

Grief same as depression? 0

-No, with grief you are not the only one,
sharing it with family and friends
-Depression is alone, unique problem,
and if you have no one to talk to (d)!
(plO)

ECD: No entries in this category

ECND: No entries in this ·category ..

RELATIONSHIP BETWEEN GRIEF & DEPRESSION:

Participants:

CD: No entries in this category

No ent.ries in this categoryCND:

ECD: 40. Are there different kinds of depression? 0
-Grief not same thing as depression
-Depression could be caused by grief
that goes on (p37)

43. SIs grief the same as depression? No.
How different?
-Grief different - feels different but
could lead to depression or experience
both at same time -Feeling sad is
different than depressed -Grief isn't
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SE; how you cope with grief has to with
SE -More faith in your ability to cope
and overcome with high SE -Different
with guilt and blame on self or others

(guilt and blame cause depression) (p49)

ECND: No entries in this category

GRIEF AS DEPRESSION CAUSE (* = Death of a person)

Participants:
CD: 12.

* 12.

12.

gone through many things in life - many
£amily deaths in past
- recent, past March father-in-law, 2 uncles
died
- changed phone number, tired of hearing
about people dying «cries» (p47)
- 1987 lost my brother and cried, and husband

gave me a hard time (p48)
- depression as a kid - big, close family -

take it hard when someone dies - I black
out from shock - not same as pass out '(p50)

16.

16.

16.

'- in·process.of trying to find them
it's their right to say no - I don't want to
intrude in their lives (16 and 17) - still
want to know them - I understand, still hurt,
quite a gap in my life (p16)
- can't really even come out of it
"- think of them every day « lost children»
(p61)
- 1 woman lost her kids, talk about it and

cry - a lot went through this, it seemed they
nabbed every Native women that was drinking
and grabbed her kids away from her (p62)

18.

* 18.

18.

18.

Biggest D. when I lost two kids ten years
ago - in accident. State of no return for
a long time.
-Five year Depression (p23)
-still get little depressed re: money, life,
not young retirement, what will I do when
alone - empty nest. When first ones grew
up and left I was relieved, but I was younger
and able to cope. (p24)
-Separated mind and body - they separate from
trauma: death in family, can come in seconds
but takes time to bring it back together.
(p25)
-Mother and father had no love between them -
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age differences, husband a parent not a

lover, so at middle age mothers seek love -

dad died so she had no one, so she turned
to alcohol.
-Mom turned to alcohol for 10 years.
-A lot of women went through this. (p28)

18. Menopause can be a problem - loss of

sexuality and comm'n with young people. I
didn't feel that way, an end to

childbearing a relief - everything has a

beginning and an end and new phase begins -

more freedom now. (p29-30)

* 20. -other causes: Like a widow who loses her
husband (p42)

* 32. Are these problems lots of Northern Women

face?
-Alcoholic family, alcoholic self, sexual

abuse, early death of .parent (p22)

* 39. - often from lost one or break up (p71)

44.

* 44.

44.
44.

- for me, experienced it early; 12 years old
- lost grandfather,· was very close to him
and victi� qf child abuse

couldn't talk to mom
.

- no friends, mom strict and old fashioned,
and stayed with me even to outhouse
- tried suicide at early age because of.

depression, 12
- after he died felt alone,· no one to talk to
- once a year it hits (p75)
- last bad one was 2 years ago, over broken

relationship and lost brother (p75)
- had lost brother (killed) (p76)
- '78 tried to do something for myself,
realized can't keep on falling in and out of

depression - had kids to worry about
- started family late
- so took a lot of training
- personal growth
- but things fell apart when brother died,
being oldest had to make all arrangements -

went home after, felt alone, no family to
talk to in Edmonton - delayed reaction
- joined bereavement group but still got
depressed - it just came and that was it
(p77)

* 46. - still pain that grandparents died - didn't
cry or let it out - it hurts more than

I
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problems - must go by itself, can't "solve
it" (p86)

CND: 21. -Death worries me, takes a long time to get
over a death, e.g., brother, he died lonely
after his wife died. (p1)

* 21. -will miss niece when she leaves for a few

days. (};)3 )

* 22. -Something constant over long period of
time
- marriage break up, death in family, lose

jobs. (p4)

* 24.

* 27.

-Death or break-up (relationship) (pl3)

-Neighbour's daughter ran off, she (neighbor)
lost weight. I think I would too, a

different sadness than with David's mom, like
death -- but at least when someone dies you
know where they are, very hard on her. (pl8)

ECD:

-1

* 25.

8. loss of jab. (pl) .

.
,

25. - baby sit for them up here-for 6 years
happy, then daughter had new child - she
noticed I was lonesome and tired - she

suggested taking son for day care 2 times a

week for break for me, but my feelings were

hurt but I said nothing. I didn't talk to

people. My health was good. Then daughter had
her 2nd baby. I got tired babysitting.
- That's when she took one to day care for 2

mornings - cry, I cried, didn't stop!
Then, I was on nerve pills - took whole
bottle of tranquilizers- just wanted to sleep
(had trouble sleeping for 2 weeks).
- I was taken to Edmonton to hospital on

plane in a fog (mentally).
- didn't go to communion because hadn't had
confession and done something wrong.
-. took pills overdose 3-4 times after that,
don't know why I did it. Don't mean to - just
depressed - that's what it does to you.
- wasn't sleeping, sad.
- don't know what brought it on. (p26).
-Years later, husband died - I got
depressed
- married 32 years. (p28).
- psychiatrist asked me about childhood -

25.

....
-

,
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lost mom when I was born. Aunt and

grandmother took me, cousin was like
sister. But cousin unhappy, left and became
nun - I wasn't lonesome because too busy
(p28).

* 28.

,
,

- when I left him for good, he killed himself
with gun and my 6 year old son too.
- For 1 year, I was on drugs after that. I
was remembering my little one and saw him
«imagined» without his head.
� kicked myself for leaving him (son) with
father.
- guilt, that drove me the most - I didn't
care about my husband.
- youngest son, he was daddy's boy so his
father thought I didn't love him (son).
- he beat oldest boy, so I kept oldest and he
had youngest - something told me I wouldn't
have my little one for very long
- kept myself busy to not let things upset me
- «distracts self from topic of death by

. talking about her close young friends in
bar "kids", and how much they mean to each

other, source of self-esteem?»
- I get depressed:on anniversary of son's"

death, I still 'punish myself for if. A lot
of people tell me: "that's the way it was

meant to be".(p14).

ECND: 5.

5.

These symptoms are obvious, very well noticed
since all happening together in the crisis
situation. There's breaking up the

relationship, which is a loss; financial
loss; (p11).
- so many losses: financial, kids, security
(threat of husband coming to get them),
pride, liberty, ... But this is different
from chronic· depression, which is more like
an illness (p12).

7. - finance, family loss, loss of career,
loss in general I guess •.. change, like
moving.
Is change a loss?
-can be, ego moving: losing home, friends,
could be a move up in the world or. losing
something, depends on how you look at it
(p16) •

15. - grief - most Native suicides, after
somebody died - an elder - younger person - E
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and W Arctic and N. Sask.
- white suicides - might not show signs,
sometimes a sign, for those that want help,
sometimes not (always completed). (p83)
- grief makes a severe depression, worst
overdoses after someone dies - OD's in
N. Sask. (p86)
- Inuit - giving up first baby to mother =

depression - a lot of that (p86)
- N.Sask. - twins = sex with' another man,
husband killed 1 baby = wore on mother and

other twin, depression (p86)
- yes, not a state when I was thoroughly down
and out, that different, that hormonal, but
mine from grief, from lost pregnancies and

family suicide (no signs) and surg��y,
brother has a heart attack from hereditary
'disease - I could get it (p88)

* 31. -when mother died, that was very depressing,
sudden, brain haemorrhage - aneurism. (p14)

.,.
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commentary: Grief Matrix

This matrix is composed of Grief Characteristics over both
cultural and depression groups for· the first several pages.
These characteristics point either to similarities or

differences between grief and depression. This part of the
matrix' comes from the data in the Concepts of Depression
section of the coding document. The next section of the
matrix comes from the Loss section under the Causes section
of the Coding Document. This second section has been added
to look at those circumstances under which loss leads to

depression. All losses were included to see if the idea'
holds that all loss involves a grieving of some kind, and to
see if grief/depression brought about from death of a person
is different than that brought about from loss of other

types. As well, entries in the left half of the matrix are

coded as to whether the speaker is referring to her own

experience, or that of others. In the right half of the
document, the entries are coded as to whether the speaker is
referring to depression brought about from mourning the
death of a person, or another source of loss.

I.Characteristics of Grief vs Depression and Their Themes:
,A.Self vs other: In terms of whether the participant is
referring to differential characteristics of grief, through
t�eir.bwn .. or other�' experiences, the 'following have. been'
noted:

'
-

1. All 5 CD participants with entries in this section refer
to their own experience of grief, depression or both.
2. All 3 CND participants refer to other peoples
experiences.
3. Four of the 7 ECD participants speak of their own

experiences, and 3/7 speak of others' experience.
4. Two of the 3 ECND speak of their own experiences, with 1
of the 3 speaking' of others' experience.

It is unclear why the C participants split so cleanly along
self/other dimensions depending on whether or not they are

themselves categorized as having experienced depression, and

why the split among EC participants is not so clean. One

possibility is that grief figures more largely in the

depressive experience of C women, such that if you are or

have been depressed, chances are that grief is implicated,
and so you will draw on your own experience more. It may
also be that C women feel less permission to talk about

others, unless that is all they have to draw upon when there
is no personal experience with depression, whereas EC women

will almost as likely talk about others as themselves. The
two women who refused to talk about things about which they
had no personal experience were both CD women. As one of
these women put it, when asked about any connection between
alcohol and depression: (Alcohol causes)"problems for

""
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others,·but I would rather talk about what I know" (#46,
Interview Summary p.84). However, the majority of CD women

did talk about other people in some form or another,
although the degree to which they spoke of others was

generally less than that of the ECD women. It could also be
said that they were more willing to spend a larger
proportion of their time sharing their own experience, once

having made the decision to do so.

It appears that CND women have experienced grief (#27.), but
do not see it as depression, or have coped with it in a

fashion that does not lead to depression. It could be said
that CD women have experienced grief and depression, where
CND women have only experienced grief.

B. Characteristics of Grief ..
When participants compared the characteristics of grief and

depression, the following characteristics emerged:
1.Finality. Two participants, one C and one EC, neither of
whom were depressed, suggested that grief was different from

depression because there was a finality about grief that
made it easier to deal with. with a death, as opposed to a

missing person, you know where the person is, which is
easier than always wondering and hoping and worrying. As

well, grief has stages, which depression does not,
suggesting a natural starting and endpoint for grief which
does not exist for depression. The finality of death and of
the grief process may allow for psychological closure. It
may be that when this closure does not occur, and grief is
not resolved, that grief turns into depression. This may be

why no D participant mentioned this aspect, as their griefs
may be unresolved.

2.Suicide. One ECND participant who had lived and worked in
the North for 7 years as a nurse claimed that most Native
suicides (Dene and Inuit) follow the death of a loved one,
thus grief, in terms of overwhelming emotion, results in
suicide. It is unclear whether the griefs are the straw that
broke the camel's back for already depressed people, or

whether grief-induced suicide is different than depression
induced suicide. She reports that, in her experience, white
suicide follows a different pattern, not occurring as result
of recent grief. As indicated in the literature review on

depression and suicide, there does appear to be support for
a different pattern to Euro-Canadian suicide. The literature·
does suggest that Native suicides tend to occur after the

disruption of a personal relationship. Death is certainly a

disruption. Of the two loss related suicide attempts
mentioned, the CD attempt followed the death of a loved one

(#44), whereas the ECD attempt was tied to loss of child
care duties.

.,
..

•
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3. Mind -Body Separation. One CD participant spoke of a

split occurring between mind and body as a result of trauma.
This suggests that other forms of trauma-caused depression
could also result in such a split. However, she

specifically spoke of this split as resulting from grief,
requiring time to heal. It seems suggested that this woman

sees grief as a form of depression. Either that, or this
separation is itself depression, which can be set off by
grief. Such a separation is spoken of by other C

participants in dealing with depression from sources other
than grief. This depersonalization can be considered a

symptom of depression as classified by the ,DSM-III-R (1987).
However, no EC women mentioned it.

4.Duration. According to 2 C participants, one 0 and one NO,
grief lasts for a long, long time, in terms of years. As

well, the pain from grief is worse than pain caused by other

problems, or depression. These views seem to be supported by
anthropological research. According to Birket-Smith
(1930), the chipewyan mourning period is roughly one year,
involving moving away from the place of death. A more recent
source, (Smith,1982), on studying the Fort Resolution
Chipewyan people, stated that mourning could continue for up
to three years with intense show of grief.

"And, at least in post-contact ti;mes, traders noted
that people would avoid going to an area where a loved'
one had died, for memories of the latter created
overwhelming melancholy" (Smith, 1982, p.33).

One ECD participant spoke of intense grief lasting a year,
followed by yearly grief/depression on the anniversary of
the death. Another ECD participant said that grief that goes
on too long (ie unresolved grief) becomes depression.

5. Blackouts. Only one CD participant mentioned blackouts

occurring immediately from grief and differentiated them
from passing out (i.e. from liquor). It is mentioned here as

other CD participants mention blackouts or blankouts in
terms of depression itself alone. Here it was mentioned
specifically in relation to grief, though the implication
from the rest of the context is that grief can cause

depression. Do the blackouts refer to loss of consciousness"
loss of memory, or both? From the context of this CD

person, it sounds like these blackouts were indeed a loss of
consciousness. Another possibility could be the psychogenic
amnesia sometimes occurring with Post-traumatic Stress
Disorder following a traumatic event (DSM-III-R, 1987).
The non-grief "blankouts" mentioned by the other two women

sound more like a combination of dissociation and loss of

memory (#18. p.26. "I just disconnect, ... like I'm out
somewhere else. My mind is somewhere else"; #19. p.34.
"During that depression, that time I went through blank-

I
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outs ••• Just functioned like a robot".).

6. Recovery Process. There seems to be a cultural
difference in how the women perceive the recovery processes
from grief and depression. The two CD participants stressed
the importance of crying and acceptance in recovery from

grief, but stressed the importance of actively finding
solutions and fighting,depression. The EC participants, both
o and NO, suggest a more active recovery style for'both
grief and depression. One ECD participant suggested that

grief and short term depression have more obvious, concrete

steps you can take towards recovery, unlike longterm
depression. The second ECD participant saw successful

recovery from grief as requiring active coping by a person
with high self-esteem. Otherwise, grief can lead to

depression. The ECND participant spoke both of acceptance
and fight in terms of dealing with grief. She suggested that

grief is a kind .of depression that will get better with the

passage of time. However, you have to actively decide that
that will be the case, and be "strong-willed" about it, or

it will become depression. While both cultural groups
suggest active coping for kinds of depression (longterm seen

as an exception for one participant), the C women seem to
see acceptance as the key to grief, while the EC still use

some active coping. Note that no CND wom�n discussed this,
so care must be taken in determining whether this
distinction between passive acceptance for grief and active
coping for depression fits at all for non-depressed C women.

7.Social Aspects. One CND participant commented that a major
difference between grief and depression is that with grief
'you have others to share it with, while with depression you
are alone and have no one to talk to.

8. Relationship between Grief and Depression. This category
dealt with expressions of how grief and depression might
lead to one another. There were no C entries in this

category, nor any ECND. The two ECD women mentioning this,
suggested that grief can lead to depression if grief is not
recovered from. One participant suggested that not having
the necessary self-esteem, or feeling guilt and (selfj-blame
«which could result from or lead to low SEll lead to

.

unresolved grief and to depression.

II. Grief as Depression Cause and' Its Themes:
The second half of the matrix looked at participants who
talked of grief as depression, or as causing depression.

A. Death vs General Loss:

E�ght of the 14 CD participants (57%) spoke of loss as a
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cause of depression. Of these 8 women, 7 spoke only of
death-related grief, with 1 also speaking of losses that
come with age. In all, 7/14 (50%) of CD women spoke of
death-related depression. The one person who spoke only of

depression not related to death was speaking of loss of
children through apprehension by Social services. Thus, all
8 CD women with entries in this category spoke of grief
related to loss of people.

.

Four of the 6 CND participants (67%) spoke of loss-related

depression. All 4 of these women spoke of death-related

grief, although one of these 4 mentioned that grief is
different than depression caused by loss of a missing
person. All 4 of these women spoke of loss of something else
besides death as causing depression, and all 4 spoke in this
context of losing a person, either through a relationship
breakup, or children growing up and leaving home, or a

missing child. Only 1 of the 4 mentioned a non-person
related loss such as loss of a job.

Three of the 9 ECD participants (33%) spoke of loss-related
depression. One of the 3 spoke only of loss of job. Both of
the other 2 spoke of death of a person (22% of total ECD

sample). One of these 2 also spoke of loss of purpose and

competency as leading to.depression.
-

Four of the 12 ECND participants (33%) s�oke of loss-related
depression. Two,of the 4 (16.7% of total ECND sample) spoke
of death and death only as a source of loss-related

depression (counting miscarriages as death-related). Both
of the other two participants spoke of loss of others such
as through breakup of a relationship or a move, as well as

financial loss, loss of job, moving, change, loss of safety,
loss of pride.

It appears that for the C women, death-related loss leading
to depression figures more prominently in their thinking and

experience of depression. A higher proportion of both CD and

CND. groups spoke of death-related grief. As well, of those
women discussing loss-related grief, there is less variety
in the non-death related responses for the C women. This is

particularly noticeable for the CD women who had only one

non-death loss, the forcible loss of children. The

importance of loss of others in ways other than death

figured prominently as the source of non-death grief
depression for the CND women. Both groups of EC women

mentioned other types of loss, not directly related to loss
of people, more frequently. The ECD women did mention death
related grief somewhat more frequently than the ECND women.

B.Themes:
1.CD. Themes occurring from the CD entries include the idea

I
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that death is a frequent occurrence in the lives of these

women, both individually and as a group. For example, one CD
woman reports that she feels it has been the constant
occurrence of deaths in her life that has resulted in her

depression, while one CD woman feels that early death of

parents is a problem faced by lots of Northern women.

Two women spoke of the deaths of grandparents to whom they
had been close, during their childhoods. One was a source of

depression and attempted suicide at the time, the other
woman still grieves. Perhaps grandparents also take on the
role of parents, and their deaths are as traumatic.
widowhood and the death or loss of children as a source of

depression were voiced several times. It seems that the loss
of children, either through death or apprehension, result in
a profound depression. One woman fears the return of

depression when her living children mature and leave, though
this seems also to be tied in with loss of youth and concern

about retirement.

In terms of emotional qualities, there seems to an

unresolved, ruminative quality to the griefs that lead to

depression, including manifestation in a delayed reaction of
one CD participant. Loneliness and being alone as a result
of the loss of the loved ones is mentioned several times.
Turning to alcohol to alleviate' the LoneLi.ness was

menti9ried. Anger and racisin were experienced by one woman,
as well as the concept that taking action helps somewhat to
alleviate the depression. As well as long term, unresolyed
grief leading to, or being seen as depression, there was

also mention made by two women of the overwhelming
experience of grief leading to suicide attempts not long
after the deaths. Both women cited feeling alone, with no

one to. confide in or be supported by. Two women mentioned
that grief feels worse than depression from other problems.

2.CND. These women mentioned themes similar to some of the
ones above. Loneliness was mentioned as a feeling
accompanying grief. It was suggested that the loss of a

living child was like grief, only depression is different
than grief, and grief is easier to bear because of the

finality of it. It could be that this finality allows

resolution, whereas loss of a missing loved one does not. A
new theme was that loss-related depression may come from the

disruption of a �onstant source of reinforcement.

3.ECD. The relating of the murder of her child by her
husband by one ECD participant gave rise to themes of guilt
and self-blame. As well, these processes seem to be
ruminative and recurring, bringing on the depression.
Interrupting these ruminations by keeping busy is one way of

partially coping, which is not entirely successful. Grief
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and depression recurred annually, on the anniversary date.
One participant gave examples of death that left her

depressed, and one that didn't. widowhood and death of
mother were the examples. The differences seemed to hinge on

loneliness felt, and on the length of the relationship
(mother died at her birth, knew her husband 32 yrs) ,

suggesting disruption of constant reinforcement.

4. ECND. One theme was loss in any form, change in any form
can lead to a depression, depending on whether you look at
the positives or negatives involved. Another was the idea
that many types of losses (death was not mentioned) lead to
a crisis kind of depression, but not to longterm depression,
which is different. Grief was seen by one participant as

leading to severe depression, as was loss of a child, even

if not through death. This participant, who has worked up
North several years as a health professional, mentioned most
Native (Inuit, and Dene) suicides occurred after a death,
suggesting an overwhelming depressive emotion during grief.
Sudden death was also mentioned as depressing.

C. Integration of "Grief as Depression Cause" Themes: The

experience of "aloneness" and "loneliness" is the most

commonly voiced theme, over categories, as a factor in not

getting over a grief, which could become depression. This
theme was found in CD, CND, and EC_D groups. ,Perhaps social:
support and existence of other intimate relationships at the
time of death provide some alleviation and allows resolution
of the death. Social support was one factor seen by a CND

participant as differentiating the experience of grief from

depression. When that is not there, does grief become

depression?

The loss of ,children, either through death, running away, or

adoption, seems to result in a profound d,epression,
involving grieving which takes a long time to get over.

Death-related grief depression seems to be experienced in
two ways, either as a longterm unresolved emotional
rumination, or as an overwhelming emotion leading to

attempted and completed suicide. While both cultural groups
mentioned the longterm, unresolved experience (CD, CND,
ECD) , only Native culked-out" states of consciousness are

reported by C women in terms of depression in general, and
in terms of grief in particular. No EC women spoke of

splitting, or blankouts, but memory loss was mentioned in
other codes.

E. The importance of social support and intimacy and its
loss through death was underlined in terms of grief that
leads to depression.

.

1
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F. The possibility of post-traumatic stress Disorder being
present as well for those women losing loved ones must not
be ruled out. This may have special implications for

Chipewyan women experiencing many bereavements, as well as

other forms of victimization.
.

G. possible cultural differences may exist in terms of
duration and intensity of mourning, active coping vs passive
acceptance in grief recovery, and in grief-related suicide.

· l
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APPENDIX C.

Phase 1; List of Codes and Subcodes. Their Frequencies and

Percentages. by Group



Appendix c.

Phase 1; List of Codes and SUbcodes

Their Freguencies & Percentage C\)

Depression Typology
stages/Continuum

Disease

Qualitatively Different Categories
Cause

Symptoms

Grief

symptoms:

Dep�esseQ Actions:
Pretending

Alcohol & Drugs

Violence

Parenting

�hange: In Action

Depressed Verbal Behaviour:
General Verbal Behaviour

Tell You

Crying

Change: In Verbal Behaviour

337

Ellrn-Can

4 3
29\ 59'

2 9
14\ 9\

4
44\

9
9'

8
67\

3
25'

5 2
36\ 33\

1 9
7\ 9\

3 3
21\ 59\

3
33\

9
9\

4
44\

5
42\

3
25\

3
25\

2 ·1 2 2"
14\ 17\ 22\ 17\

2 9 1 3
14' 9\ 11\ 25\

9 9 9 2
9\ 9\ 9\ 17\

1 9 9 2
7\ 9\ 9\ 17\

1 3 " 4
7\ 59\ 9\ 33\

2 2 1 4
14\ 33\ 11\ 33\

2 1 1 1
14\ 17\ 11\ 8\

5 1 4 2
36\ 17\ 44\ 17\

9 3 9 1
9\ 59\ 9\- 8\
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Cbig���an Ei!.U:: Q -C� n
Pbase 1: List Qf CQdes and SUbcQdes 12. H.J2. D.. H.J2.

Depressed Non-Verbal Behaviour
Face 3 9 2 3

21\ 9\ 22\ 25\

Posture/Movement 2 1 2 1
14\ 17\ 22\ 8\

Grooming 2 9 4 2
14\ 9\ 44\ 17\

Slowed Down 9 9 9. 1
9\ 9\ 9\ 8\

Change: tn Non-Verbal Behaviour 1 3 9 4
7\ 59\ 9\ 33\

Withdrawal
Behavioural 7 3 8 9

59\ 50\ 89\ '75%

Psychological (Motivation ). 6 2 6 4
43\ 33\ 67\ ' 33\

Emotional
Feel Uncommunicative 5 9 3 4

36\ 9% 33\ 33%

Feel Blocked Off 6 9 3 1
43\ 9\ 33\ 8%

Physical (Lethargy) 3 9 5 5
22% 9\ 57% 42%

Hopelessness
Psychological (Lost Perspective) 2 2 '3 1

14\ 33% 33\ 8\

Emotional
Overwhelmed 7 1 5 2

59\ 17\ 56\ 17\

Hopelessness 3 9 5 8
21\ 9\ 56\ 67\

I
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Phase 1: ·List of Codes and Sybcodes

Self-Bl�me
)psychological (Cognitions

Self-Blame

Failure

Emotional (Guilt)

Anger
Anger

Irritable

Frustration

.

Agitation.

Suicidal Thoughts

Cognitive Deficits
Cognitive Deficits

Fear (Panic, Paranoia)

Blackouts

other Psycholog�cal Symptoms
Fear they're Crazy

Obsession

Worried

Other Emotional Symptoms
Hood Swings

�.�
..

-I
·; .... tl?';�

339

ctj1pewyan
n. tiD.

EllrQ-Cdn

n. Wl

5 2 5 4
36\ 33\ 56\ 33\

2 1 4 2
14\ 17\ 44\ 17\

4 9 4 4
29\ 9\ 44\ 33\

8 1 5 2
57\ 17\ 56\ 17\

2 1 4 ·2
14\ 17\ 44\ 17\

3 9 4 1
21\ 9\ 44\ 8\

1 I· 2 1··
7\ 9\ 22\ 8\

6 2 5 4
43\ 33\ 56\ 33\

4 9 4 9
29\ 9\ 44\ 9\

5 1 3 2
36\ 17\ 33\ 17\

3 9 9 9
21\ 9\ 9\ 9\

1 9 1 1
7\ 9\ 11\ 8\

3 9 2 9
21\ 9\ 22\ 9\

2 1 1 9
14\ 17\ 11\ 9\

2 1 2 4
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14\ 17\ 22\ 33\

t:blge�:lan El.u::Q-t:gn
Pbase 1; List of CQges ang SUbcQges 12. sa 12. tiD.

Sadness 4 3 4 7
29\ 59\ 44\ 58\

Painful 2 9 2 1
14\ 9\ 22\ 8\

Alone 8 4 4 5
57\ 67\ 44\ 42\

Other Physical Symptoms
General Physical Problems 1 9 4 3

7\ 9\ 44\ 25\

Insomnia 3 1 9 4
21\ 17\ 9\ 33%

Tension 2 9 9 9
14\ 9\ 9\ 9\

stomach Problems 0- 9 9. _ ,.1 -1
9\ 9\ 11\ 8\

Appetite Change 1 1 2 5
7\ 17\ 22\ 42\

Sex 2 9 1 1
14\ 9% 11\ 8\

Commonly used Diagnostic Terms
Breakdown 4 9 3 3

29\ 9\ 33% 25%

Nerves 3 9 1 1
21\ 9\ 11\ 8\

Crazy 1 9 2 1
7\ 9\ 22\ 8\

causes -Genera 10
.

Pbysica1 Causes

Illness 2 1 1 1
14\ 17\ 11\ 8%

,..___�I_- 9 9 1 1

"l I
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Phase 1: List of Codes and Subcodes

Hormones

Fatigue

stress

Intense Emotional Demands

External SituatiQn

Non-Specific External Event

Finances

Social Causes

Relationship Problems

Abuse/Violence

Spousal Assault

Children

-Lack of spiritual Support

Lack of Social support

Social Isolation

Sexism

Loss (mostly Deaths)

·l
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9% 9\
Chipewyan
.0. W2.

3 9
21\ B%

2 1
14\ 17�

3 2
21\ 33\

9 9
9\ 9\

11\ 6\
Euro-Cdn

.0. W2.

1 3
11\ 25\

3 2
33\ 17\

1 3
11\ 25\

2 1
22\ 8\

9 3
9\ 59\

1 9
7\ 9\

2 2
22\ 17\

2 3
22\ 25\

11 4 5 5
79\ 67\ 55\ 42\

4 2 3 3
29\ 33\ 33\ 25\

7 2 1 3
59\ 33\ 11\ 25\

19 3 4 6
71\ 59\ 44\ 59\

3 9 3 1
21\ 9\ 33\ 8\

7 2 5 5
59\ 33\ 56\ 42\

4 2 7 6
29\ 33\ 59\ 59\

3 2 5 4
21\ 33\ 55\ 33\

9 4 3 4
64\ 67\ 33\ 33\
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!:b1���:ian EU;&:Q-C�n
L1st Qf CQdes and SUbcQdes D. till. D. till.Phase 1:

9 a 2 1weight Problem
0% 0% 2% 1%

Inte;&:Oa1 Causes

(not due to current 1 1 3 4Internal
7% 17% 33\ 33%external Situation)

1 4 2 2upbringing
7% 67\ 22% 17%

2 1 9 1Childhood Trauma
14\ 17\ 0\ 8\

2 2 3 4Solving Problems
14' 33\ 33' 25\

1 0 3 9Adjustment/Maturation
7' 0\ 33' 9%

0 .. 0 2 SSelf-Awareness
. ,;% 0% 22\ 9%

19 3 8 9Self-Esteem
71\ 50\ 88\ 75\

1 9 2 SAnxiety
7\ 9\ 22% 0'

0 9 1 0Agoraphobia
'" 9% 11% 9\

3 9 2 4Dependency
21\ 9% 22' 33\

1 1 2 1Expectations
7' 17\ 22\ 8\

1 0 9 3Frustration
7' 95 9\ 25\

5 9 3 7Feeling Trapped
36\ 9\ 33\ 58\

1 1 3 3Feeling Unloved
7' 17\ 33\ 25\
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Cblge��an EIJ:t:o-Cdn
an� Sllb�ode:! 0. tID. 0.' tID.Pbase 1 ; List of Codes

tlQx:tb�X:D Cal.1:!�:!

4 3 5 4culture Shock
29\ 59\ 56\ 33\

4 3 9 1Identity/Pride
29\ 59\ 9\ 8\

8 1 2 4Racism
57\ 17\ 22\' 33\

6 3 1 0Tradition
43% 59\ 11\ 9\

1 1 9 0Test
7% 17\ 9\ 9%

3 2 1 1Materialism
21\ 33\ 11% 8\

5 1 ", 3 1 'Shame
36\ 17\ 33\ 8\

2 1 1 4Community
14% 17\ 11% 33%

5 3 3 3Poverty
36% 59\ 33\ 25\

1 9 1 1Monotony
7\ '" 11\ 8\

3 1 1 1Single Parenting
21\ 17\ 11\ 8%

13 5 7 8Alcoholism
93\ 83\ 77\ 67\

1 9 1 3Family Status
7\ 9\ 11\ 25%

19 1 2 2Social Pressure
71% 17\ 22% 17%

7 3 7 2Drugs-self-Meds
59% 59% 77\ 17%

0 9 9 4Drugs (General)

·l �
","�-,... ,



1 LI?t of Codes and SubcodesPhase: _!2 _

Purpose

Weather

Cabin Fever

I Transience

Reported Natiye-White plfferences

Alcohol

Spousal Assault

symptoms- .' .

Oppression

No Talk

Lot in Life

Decreased Family support

Self-Blame

Judgemental

Suicide

Hale & Female pepression Compared

Hale Problems

S% S\
Chlpewyan
12. tiP.

3 S
21\ '"

1 S
7\ 9\

S 9
9\ S\

2 1
14\ 17\

3 1
21\ 17\

2 9
14\ 9\

1
7\

2 9
14\ S\

3 1
21\ 17\

1 1
7\ 17\

S S
8\ S\

S S
S\ S\

S S
8\ '"

2 S
14\ S\

1
7\

1
17\

344

S\ 33\
Euro-Cdn

12. tiP.

1 2
11\ 17\

5 8
56\ 67\

4 9
44\ 75\

3 1
33\ 8\

1 2
11\ 17\

S 4
S\ 33\

9 1
1\

.

8\

2 3
22\ 25\

2 1
22\ 8\

S 1
S\ 8\

1 1
11\ 8\

S 1
S\ 8\

S 1
S\ 8\

1 2
11\ 17\

1
11\

4
33\



1 List of Codes and SubcodesPhase;
_

Process

CopIng

Sources'

Size Qf pepression as a Problem

Small Problem

BIg Problem

Alleyiations (Helping Self)

Talk
Talk (General)

Talk (Express)

'cry

Talk (new Ideas)

Write

Cognitive Change

Laugh/Humour

Find the Source

Takes Time

Learn they're not the only depressed
ones

""::::.� �

..-1 I

"__J
101"" __",_,,,,"".

cbipewyan
D. Wl

2
14\

"
,,\

1" 5
71% 83%

3 4
21\ 67%

"
'"

"
,,\

4 2
29% 33\

11 5
79\ 83\

8 1
57\ 17\

7 "
59\ 9\

3 1
21\ 17\

2 "
14% 9\

12 4
86\ 67\

'1 2
7\ 33\

2 1
14\ 17\

4 9
29\ 9\

2 "
14\ ,,\

345

Euro-Cdn

D. H..P.

1
11\

2
17\

7 11
77% 92\

3
33\

5
42%

9
9\

1
8\

1
11%

4
33\

7 19
77\ ·83\

3 2
33\ 17\

" "
9\ 9\

2 4
22\ 33\

1 "
11\ ,,\

7 9
77\ 75\

1 "
11\ 9\

2 3
22\ 25\

9 9·
9\ 9\

2 1
22\ 8\



,

l

346

Cbll2���an E!.u::Q-��n
List of CQdes and SUbcQdes D. Wl. D. Wl.Phase 1":

1 " 2 1Finances
7\ 9\ 22\ 8\

7 " 1 1Ch1ldren
59\ 9\ 11\ 8\

2 9 1 Sstrength
14\ 9\ 11\ 9\

" 9 1 SSelf-Love
9\ 9\ 11\ 9\

3 9 2 1Mean1ng in Life
21\ 9\ 22\ 8\

5 1 5 2Warning Signs
36\ 17\ 56\ 17\

11 4 6 8Keep Busy
79\ 67\ 67\ 67\

2 1 2' S.Balance
14\ 17\ 22\ 9\

-1 S S 1Pretend
7\ 9\ 9\ 8\

1 9 9 9Help others
7\ 9\ 9\ 9\

4 2 3 2Time Alone
29\ 33\ 33\ 17\

Control
from them 3 1 3 2Change must come

21\ 17\ 33\ 17\

11· 4 7 6Take Control
79\ 67\ 77\ 59\

1 9 1 SPhysical Care
7\ 9\ 11\ 9\

9 9 2 1Medication
'" 9\ 22\ 8\

1 9 2 1Ho11day
7\ 9\ 22\ 8\

(
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�hlg�l!�D BUta-t:�D
of Codes aD� Subs::a��� 12. rm. 12. tmPhase 1; Llst

7 4 3 2spirituality
59\ 67\ 33\ 17\

5 1 1 7When to seek help
36\ 17\ 11\ 58\

H�lglD9 others

11 1 5 7Listen
79\ 17\ 56\ 58\

8 4 4 6Advice Giving
57\ 67\ 44\ 59'

7 5 6 8Nurturance
59' 83' 67' 67'

1 1 1 4Keep Busy
7' 17' 11\ 33'

1 9 1 1Spiritual comfort
7\ 9\ 11\ 8'

,

9 1 1·9c6g'nitive Change -

9\ 9\ 11\ 8'

9 9 9 3Attachment
9' 9\ 9\ 25\

B�as::tlaD� ta l2�gt:����� E!�agl�

1 5 5 3Difficult People
7\ 83\ 56\ 25\

9 2 1 1can't Help them
9\ 33\ 11\ 8\

-

Ib�tC ta S��k H�lg

6 3 4 3Physicians (General)
43\ 59\ 44\ 33\

2 1 9 1Nurses
14' 17' '" 8\

4 9 6 3Psychiatry
29\ 9\ 67\ 25\

1 9 3 9Psychologists
7\ 9\ 33\ 9\
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Phase 1: List of Codes and Subcodes

Service Proyision Concerns

Dupl1cat10n

Lack of Resources

Commun1ty Meetinq Place

Racism

Confidentiality

Community Leyel Changes

Education/Prevention

Trips South

De-emphasize Alcohol

SpIritual Aspect

Emerqency Help Centre

More Resources

Obstacles

stigma

Taboo Subject

No Validation

Humiliation

.".,

4,

Chlpeyyan
J2. 1m

I I
I' I'

3 2
21' 33'

I 1
I' 17'

1 8
7' I'

11 3
71' 51'

7 2
51' 33'

l'
,',

I
I'

349

Euro-Cdn

J2. tm.

I 1
I' 8'

2 6
22' 51'

I I
I' I'

I 8
I' I'

1 2
11' 17'

5
56'

9
75'

I 2
'"

"

17'

1 I 11'
7' I' _ 11' 8'

I 1 1 I
I' 1" 11' I'

3 I I I
21' 1\ I' 1\

1 I 3 1
7' I' 33\ 8\

I I I 1
8\ 1\ 1\ 8\

8 3 6 7
57\ 51\ 67\ 58\

8 I 2 2
I' 1\ 22' 17\

4 1 2 3
29\ 17' 22' 25\
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Phase 1: List of Codes and Subcodes

Residential Treatment

RCMP

Social Services

Counselling (General)

Family Counselling

community Person

Medicine Person

-Battered Women's Shelter

Family

Friends

Teachers

-Friendship Centres (primarily for
Drug & Alcohol Counsellors)

Alcohol Programs

Depression Self-Help

Help Line

Chipewyan
Q. W2.

" "
,,% ,,%

4 3
29% 5"\

" 1
,,% 17\

3 4
21\ 67\

4 - 2
29\ 33\

1 "
7\ '"

2 1
14\ 17\

1 1
7\.. 17\

2 "
14\ '"

5 1
36\ 17\

8 3
57\ 5"\

" "
,,\ ,,\

4 -1
29\ 17%

6 "
43\ '"

3 2
21\ 33\

1 "
7\ ,,\

348

Euro-Cdn
Q. W2.

1 "
11\ ,,\

1 2
11\ 17\

1 "
11' '"

" 1
'" 8'

5 2
56' 17'

1 "
11' ,,\

" "
'" '"

" "
'" '"

" 1
'" 8'

3 3
33' 25'

4 3
44' 25'

1 "
11' '"

" 1
'" 8'

2 "
22' '"

1 1
11' 8'

" "
'" '"



f � des and SubcodesPhase 1; List 0 yO _

Growth from Depression

Growth (General)

Weakened

I

Chipewvan
Il. tu2.

1
7'

"
'"

1
17'

"
'"

350

Euro-Cdn

Il. till.

3 1
33' 8'

1 "
11' '"



APPENDIX D.

Phase 1: Group Composite Process Models of DepressioD

FIqure 1: Chipewyan Depressed (CD)

FIqure 2: Chlpewyan NonDepressed (CND)

FIgure 3: Eurocanadian Depressed (ECD)

Flqure 4: EuroCanadlan NonDepressed (ECND)
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Figure 1.

Cbipeyyan-D_epressed (CD)

Alcohol/Drug
___

Abuse

(
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Figure 2.

Cbipeyvan-NonPepressed 'eNP) group Coapoalte Hodel of

pepre3s1oD

Background/Upbringing

Lack of coping Mechanisms
Low Self-Esteem

Does Not Seek Help
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Fiqure 3.
Burgcanadlan-DeprcD3ed (SCD) Group Coapoolte Mgdel of

Depre33ign

Background/Upbringing

l
Internal Reactions
Lack of Copinq Mechanisms
Low Self-Esteem

Alcotjol/prugs � � DepressioD

(
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F1gure 4.
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luroC,ana4ian-NonQepressed (ICHP) Group
Depression

Co.posite Model of

lPxTeas
Internal Reactions

Hormones/Genetics
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APPENDIX E
Phase 2 Tape Rating Procedure

I
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APPENDIX E
Phase 2 Tape Rating Procedure:

- Make brief notes on the important points while listening
to the tapes. Then, on a scale of from 1 (not at all
typical,' very unique) to 10 ( extremely typical), rate the

typicalness of the tape for each content area. You will have
to wait until you have heard several tapes to do this, and
then revise ratings as necessary once all tapes have been
heard.

- Then, turn the rating sheet over and look over your notes
on the tapes oQce again. Then indicate on the back of the

rating sheet (without looking at your ratings) the three
overall most typical tapes,' in your opinion, and the most
overall typical tape.

- Remember to rate the tapes from the two cultural groups
separately.

Chipewyan Tapes
TAPE # :

_

CONTENT AREA:

*physical symptoms
. '*�motions expr�ssed
*situation causing it
what helped
advice to others
depressed (now or in past ?)

Euro-Canadian Tapes
TAPE # :

___

CONTENT AREA:

*physical symptoms
*emotions expressed
*situation causing it
what helped
advice to others

depressed (now or in past ?)

"">II

I
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APPENDIX F
Phase 2 Depression Transcripts

Depression Interview .1

The interview you are about to read is part of an ongoing
conversation about depression between Susan and the
interviewer. OS" stands for "Susan" and "I" stands for
"Interviewer".

�. How do you think it would feel to be depressed?
L. I think,' for me, I would experience a higher level of
anxiety. I think that if being depressed meant that you were

less able to get up, and to do things that were expected in

your day, such as taklng care of your children, or going to
work, and maintaining a social life and a relationship with

your husband, grocery shopping and cooking meals and
cleaning house ••• If you were unable to do those things, you
were either too tired or unmotivated, the anxiety of not
being able to do those things would bother me. Not only
could I not do them, but I would have a hig� degree of
anxiety ove� not being able to do the••
� Would the anxiety be like being really nervous, or

feeling really bad about yourself?
� Feeling bad about myself. Feeling guilty.
� Like, you're not pulling your weight?
� ·Yeah .... "AIl. I ever going to get over this? other women do
it, othe� people do it. Why can 'to I?"'

,
.

� So, both low energy and feeling bad?
a, Yes.
� Have you ever felt depressed?
L. Yes.
� Would you feel comfortable talking about that?
L. Yes.
� What was that like for you?
� In the beginning, I wanted an explanation. And I felt
that there 'was a logical, reasonable, medical explanation,
and when I discovered that, I could fix it. I was 25 years
old, I was living in a small town, and it hit me like a ton
of bricksl Suddenlyl It didn't creep up on me like I

thought depression would, you know, come on slowly, a couple
of blue days that would just get more and more. I realized
it was there because I couldn't sleep. I had insomnia. I
also had anxiety attacks. Both were totally unfamiliar to
me. I never knew anybody who'd had insomnia. I never knew
anybody who'd had anxiety attacks. Now, I don't know if
.insomnia and anxiety attacks are in themselves depression,
but for me they were depressing. I was scared. And, being
young and unsure, and searching my soul for explanation, and

going from doctor to doctor saying "Explain this one to
me" ••• just having to'live with that caused a depression. I
couldn't do things I would normally do. I remember we were

just about to move to a new community, and I was just, just
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lying in bed, paralyzed with fear that I couldn't do this.
And it was a long time before the symptoms of that left me.

NOw, I wasn't depressed for 1S years, but I certainly had
those signs. I was always afraid that it was never gOing to
go away. There was a real sense of hopelessness. And, what
was so frightening about it was that: "I can't change this.
Not only, I can't change this, but nobody out there has a

clue how to change thisl. Everyone out there has a different
opinion about how this is going to'get fixed, and no one

knowsl" I think that's what was so frightening.'
� Yeah. How did you get through that time?
a.... I had different coping mechanisms. Flrst little while,
I used sleeping pills. That soon proved to be a disaster.
It was a real mistake. I tried goIng to a psychiatrist,
with anti-depressants. As much as that wasn't the same

mistake as sleeping pills, it was still ineffective.
� Were the sleeping pills � disaster because they made you
more depressed or because you got addicted to them?
a.... I got addicted to them, and then they didn't work as

sleeping pills. I was on the roof if I didn't take them. I
didn't sleep, but I was off the ceiling in the bedroom. So,
the sleeping pills didn't work. The psychiatrist and the
anti-depressants didn'� work. I tried a psychologist with
better results, n�t 1S9%, but I felt better about the
situation. I felt less desperate about the situation. I

fe�t there, was somebody who at l�ast undez s t ccd ; The'
.

psychiatrist,' all 'he wanted to do .was say: ", Yes, you"re
suffering from anxiety. Take these anti-depressants". The
psychologist was much better.· At least he 'understood, and
didn't try to treat me with drugs. He tried to understand
the problem. And, I think in lots of ways it did help. I
tried hypnosis. May be in the short term that didn't work

very well, but in the long term it gave me lots of skills to
cope. I learned some relaxation techniques, and I continued
with the psychologist. Although he didn't think I suffered
from low self-esteem, and this was after months of talking
to me, I think it had to be that. I don't see any other way.
From an early age my mother had a real influence on my self
esteem, and made me feel guilty about things, school, boys,
and I had a real hard time. I'm still not over that.
� So, you got through by learning some coping mechanisms
for yourself, and also from these other people that you
talked to •••
a.... Also, time. Getting older. Having things change. Having
a child. Living in a less stressful environment. Not

working. NOW, that idea crossed my mind at first, to quit
work •. But, I didn't. And I don't think that would have been
the answer, to quit work, and stay home and do nothing. But,
to be able to quit work, and stay home and raise a child,
which is perfectly acceptable to society, came at the right
time.

(
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� And it's certainly not like you're sitting at home doing
nothing. .

� No, that's right. It's acceptable to me, my family,
society, and everyone, which when you're not feeling great
is important.
� Yeah ••• yeah •• to have that feeling of support?
� Yeah, approval. That what you're doing is the right thing
to do.
� So, what was it about quitting work? That there was

less •••
� Oh, well, it was anxiety. Feeling "I can't go to work. I
can't function. I can't go to sleep." I felt like it was a

vicious circle, and I felt that if I could stop that vicious
circle by just staying home, I'd be ok. "I can't function at
work. I'm too tired." I'd go home and I'd feel lousy for
not performing at ·work, and then not sleep. I'd just feel:
"I've got to stop this vicious circle somehow."
� Yeah, so staying at home took that pressure off you
because you could operate on your own schedule?
� Yeah. And I wasn't having to perform to anyone else'$
standards. It just mattered what I thought of the day and
what my child thought of the day. You know? I understood
clearly what the expectations of my day were. 1 think I
could�ve come to terms with it with not staying at home. I
just think that staying at home ended that period of my life
quickly. _., .

.

.

� Yeah, made it easier for that to happen�
� Because, after I was home for 6 months, I did go back to .

work on a part .time basis, and I' found that just fi�e. I

alwaY$ knew then that it was on my terms, that whenever it
got too much, I could always say "That's itl That's enough!"
I never had to say that, but it was nice knowing that I
could.
� Just to have that option? To feel in control?
� Yeah.
� Do you still get those two kinds of warning symptoms, the
insomnia and anxiety?
� I don't get "insomnia" now, I get "sleepless nights".
� There i� a difference, isn't there.
� So, it sounds like, for you, one of the ways to cope is
just to be accepting, and to take a more rounded view of
your situation?
� Yes, and to realize that things change. Nothing will stay
the same, and that things get better, no matter what you do,
you know? I used to think that I would feel this lousy my
whole life unless I went out there and did something. Now, I
did do some things that helped, but things �o change, and if
you allow them to, and accept them, you'll feel better. I

mean, I was lucky, I had everything there, everything was in
my favour. I had a good husband, a good education, and the
ability to have a good job if I wanted to. I had all the

things there. I was still depressed, and I don't think any
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of those things save you from it, I know they don't. But, if
I could just sit back and let life happen to me for a little
while, I' had those things to fall back on. If those things
weren't there, I think my depression could have been very
serious. Because I would have had financial worries, or

marriage problems, or things like that to compound the
problem.

(
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Depression Interview 12
The interv1ew you are about to read is part of an ongoing
conversation about between �oan and the interviewer. "J"
stands for "Joan" and "I" stands for "Interviewer".

� What would it feel like to be depressed?
�. To me, it's like everything is gOing wrong, and nothing
seems to brighten you up.
� Is it like, �veryone seems to have a down time, a bad
day. Is·it the same as that, or is it different?
� It would be more �very day than just once a day, or a

couple days a week.
.

� So it would go on longer. You sa1d before it would feel
like you couldn't get out of it, is that right?
� Yeah, the problem seems harder to solve.
� Would depressed people do anything dIfferent, like cry a

lot, or get angry� or get quiet?
� For me, I would just get quiet.
� When you get all quiet like that, do you want to talk to
other people?
� Yeah, you sort of slowly bring it out, if it's not a big
crowd, just one person. Most of the time, I go to work
depressed, and the person that I work with, I tell them
about it. Sometimes, I start crying when I tell them.
� How does that feel?
� It makes me feel better when I talk about it. Beca.use I'm
scared to get anythIng built up in m�.

. .

..� What would happen' If something got built up 1n you?
� I don't know. Sometimes I get all shaky, and thinking .1
have to talk with somebody.
� Is it feeling shaky that's the worst?
� Yeah!
� And when you cry, that gets rid of it?
a: Yeah.
� What kinds of things make you feel depressed?
� Well, my husband and I don't get along. And, we've been
married several years, and for all these years he'S got this
thing, I don't know why� that everything that I do, or

people that I knew before that are guys, he brings it back
on me. He thinks I'm fooling around. It's always: "YOU got
to be doing something with a guy".
� He's always accusing you, always acting jealous?
�. Right. Mostly this year, I got tired of it, and this is
when it's really hurting me more.

� Before that, you could just put up with it?
�. Yeah. And now, when he starts that, I just get in the

truck, and take my kids, and go. And I guess he says I'm
running around. I don't know why.
�.It sounds like he's been saying this to you for years and

years and years, and he's never convinced when you tell him

you're not.
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� Yeah.
�. How does the way he treats you make you feel about
yourself?
� well, sometimes I just think to myself "Gee, I'm not
really good enough, I just don't know what else to do. Not
good enough to be a wife." I feel kind of bad.
� That there must be something wrong with you?
J..&. Yeah.
� Does that go away, or change, or do you just feel sad and
not good enough all the time?
� When I start feeling sad I usually go and talk to some

good friends who understand. I also have friends· at work,
who are just really happy, and I enjoy the work, and it's
sort of like a happy bunch in there. And I laughl
� Laughing helps? I

J..&. Yeah.
� Do you have any suggestions for how to reduce the problem
of depression for people, for women in your situation?
�. Like, counselling, I think that would help a lot, if they
could just,bring out their problems.
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� No matter how many timesl "Why would I want to fool
around? Like, I'm married to you. If I'd wanted to fool
around I'd never get marriedl" But, I can't seem to sink
anything into him.
� Does he get worse at some times, like when things are bad
for him at work, or is it all the tIme, like everyday?
� It's mostly an everyday thing.
� It sounds very hard. What kinds of things do you do to
keep goIng?
� Things in the community, like games and help organIze
things. And I don't drink. But, like doing these things, he
says "you're.doing more running around". I ask him to

participate but he's not interested. I even have the kids
with me. It's probably my fault because I keep running away
from it, I'm just tired of it.
� Did you argue before?
'J...,.. Yeah.
� And did that do any good?
J...,.. No. NOW, I just drive around, sometimes for an hour or

so, and then he'S in better mood, and then he just starts
after again. Doing these community things, I feel more

relieved when I'm not around him. Even sometimes, I like to
go for walks, or after my kids are in bed, I go out for
coffee with my family.
� Does it help for you to have your family around to talk
to?

.,

. ;L_ Sometimes,' but I :really don't want to be pressur ing the'in
with all my problems.' Like, I feel like I'm just a bug.
1.. Is that hard?
� Yeah.
� Are there places in town, that when you're depressed, you
could go to?

,

;L_ Like, I really didn't. know about gOing to talk to

anybody, because it really wasn't none of their business.
They'd probably tell me "It's your problem and there's
nothing we can do about it." But then I talked to a social
worker last summer. I had a really good talk with him, and
he told me a lot of things that I should do. But I never did
anything about it.
L.. Why is that?
;L_ Because I feel sorry for my husband too. I'm scared too.
Like, what if he does something after I leave, because I

left, and it's going to be all my fault·and everything.
L.. What kind of thing do you think he might do?
;L_ Sometimes when he drinks, he says all these stupid
things, like he's going to kill himself, threats.
L.. That must be really hard to hear!
� Yeah. He threatens me a lot too, like he's going to break

my arm if I keep up my outside activities. Like, he's just
ready to punch me sometimes. We're never happy.
� It sounds like when you stayed at home, you still got
this.

I
t

-
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APPENDIX G

Phase 2 Coder Instructions.

Instructions;

I am interested in finding out how women such as you think

and feel about depression. My reason for doing this is

because not enough work has been done on how Northern women

themselves see depression. Yet, women are the people most

often treated for depression. It is important to find out

how depression fits into the lives of all Northern women,

Dene and Euro-Canadian.

I have asked some women to tell me about their personal

exper iences and views. What you are about; to read is a

.
.

wtitten version of one 6f those con�ersations. The names �nd

places have been changed to protect the woman's privacy. I

am now asking other women to tell me what kinds of thoughts

and feelings come to them when they read these

conversations. I am dolng this so that the interpretation of

what these women's experiences mean does not just come from

my own point of view.

Please read· the conversation attached to this page. Write

down the thoughts and feelings that come to you as you read

it. Please write on the blank sheet of paper. Just a couple

of words for each thought will be fine. An example would be

if a sentence from another type of conversation read:
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" Mary and Bill were looking forward to the birth of their

first baby." 'A thought which came to you might be: "having

a family brings happiness". A feeling might be:

"excitement". There are no right or wrong answers, just

your own feelings and thoughts.

Thank you very much for your help. If you have any

questions, please just ask me.

Lynne MacLean.

I
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APPENDIX H

Themes Derived From Phase 2

.
,
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Themes DA!IBHDIErBm Phase 2

Theme

1. Talking Helps

2. Low Self-Esteem

3. FamIly Problems (marit�l, and child)

4. You Need contro( (of mi�d, body, life in general, self

relIance)

s. You Need Help (includes expressions of where to get help)

6. Feel Helpless/Hopele�s (these feelings usually linked

together by participants)

7. Feel Lifeless

8. Guilt (for being depressed, as source of depression)

9. Isolation (includes feelings of loneliness)

·19. Don't Know Who ·You Are or What You want (loss of"

identity, lack of purpose in life)

11. Keep Busy (activity for prevention of dwelling on

problems)

12. Trouble DeCision-Making

13. Violence (spousal assault, violence)

14. Shame (of admitting being depressed)

15. Fear

16� Trapped

17. Medications (Pills) (addiction, wrong medication given)

18. Situation 1s the Problem

19. Sad

29. Expecta�lons of others (as a source of depression)

(
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21. Family Importance (children, parents)

22. Women's Role (as source of depression)

23. Time Passage (learning to cope or not to cope over time)

24. Anxiety

25. Alcohol (alcohol abuse)

26. Change (external change, is necessary, scary)

27. Pressure Builds & Needs Release (physical, emotional

pressure)

28. Anger (as result of oppressive situation)

29. Frustration with Mental Health Practitioners (don't know

what they're talking about, over-prescription)

39. Let Go (learn to accept and adjust to problems and find

. peace)

.31. Crying'Hel�s

32. Put Yourself First (as alleviation of depression)

33. Sleep Problems

34. See No Options

35. Frustration

36. other Person is the Problem

37. Shouldering Responsibility (as source of depression)

38. Let God (spirituality as alleviation)

39. Learn from Depression (patience, personal growth &

understanding)

49. You Fear You Are Nuts

41. Physical Illness (as cause, manifestation and result of

depression)
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APPENDIX I

Phase 3 Stimuli (Randomized Order)

eating problems shame

anger alcohol

cultural differences humour helps

lack of helping resources the role of women

not able to make decisions need help

frustrations with mental
health practitioners

sleep problems

pressure builds up and needs
release

the expectations
of others

God helps low self-esteem

don't know what you want or

who you are family problems

shotiidering
responsibility

crying helps

you need control frustration

medic�tion (pills)

physical illness

talking helps

the problem is the
situation

not keeping busy enough

you think you're going nuts

fear

overwhelmed

feeling lifeless

need to take
action

abuse see no options or

choices

trapped think of yourself
first

feeling powerless afraid to talk
about it
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sad guilt

hopelessness worrying all. the
time

the problem is the other person suicide

anxiety addiction

insecure feeling isolated

society's fast pace
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APPENDIX J

Phase 3 Instructions to Mental Health Practitioners

I am interested in looking at the underlying ways by which

Native and Euro-Canadian mental health practitioners think

about depression. This is also part of a larger study on the

experience of depression for Chipewyan and Euro-Canadian

Northern women. The ideas about depression which I will be

asking you to sort come from such wom�n and their

experiences. Please be assured that you, as well as the

women involved, wi�l receive a copy of the summary of

results of, the whole study, if you are interested in one.

Please write your name and address on the back of the return

envelope if you would like a copy of results. Do not put

your name anywhere else. Your'r�sp�nses will remain.

anonymous that way. There is a number on this envelope

which will only be used to identify whether or not I have

received a response from you or your ag�ncy.

Please read the thoughts and feelings about depression

on the slips of paper. Place the slips together in piles of

groups of ideas that go together. Please do this in such a

way that each slip belongs to only one pile. Hake as many

piles as you like. When you are done, please paper clip each

pile. Then, put all your piles into the envelope provided

with my name and address, put in also the filled-out

information sheet with your job title etc., seal it, and

mail it to me. This activity is � being timed, but will

I
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probably take you less than 15 mins. There are no right or

wrong ways to do this.

please fill in and return to me in the same envelope with

the paper slips:

Your Job title

Do you consider yourself to be:

Dene Metis Inuit Euro-Canadian

other

Female____ Hale
____

I

Thank you for your help.

Lynne MacLean
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Phase 3 Follow-up Letter

Lynne MacLean

Psychology Department
University of

Saskatchewan
Sasktoon, Sk.
S7N 9W9

(396) 966-6657 (w)
(396) 244-5279 (h)

January 27,1989

Dear Colleague:

Thank you for taking part in my study on how Native and

Euro-Canadian mental health practitioners think about

depression, by grouping and sending off the depression words

generated by Chipewyan and Euro-Canadian Northern women.

But, if you have not yet sent these mate�ials back, and are
, '. �

still interested in taking part, please do so as soon as

possible. It should 9nly take about 15 mins. Some people

have told me they found it very interesting to do. Every bit

of information I get back helps a great deal. I have sent

extra copies of the ·materials to (supervisor's name) in case

you have lost the ones I sent earlier. And please remember

that if you personally want a copy of a summary of the

results of the study, you should put your name and address

on the back of the envelope.

Please feel free to contact me if you have any questions.

Thank you for your help.

Sincerely,

Lynne MacLean

.-,�
'-1
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APPENDIX K:

HOS .Judge IDstructloDs

.'
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APPENDIX K: HPS Judge Instructions;

The purpose of this task is to look at the way phrases about
depression are displayed around the axes of the diagrams or

graphs, and see if they tell you anything about the
underlying rules that people use to organize their thinking
about depression. For example, underlying rules about how
we map similarities of cities in canada could be distance
between them based on a North-South rule and an East-West
rule. A diagram of these rules would look very much like a

map with one dimension being North-South and another being
East-West. This would be a 2 dimensional solution to the
problem of showing how the cities are similar. Cola drinks
might be organized around �ules of sweetness and colour, so

all the dark sweet drinks go together, all the light sweet
drinks go together, all the dark tart drinks together, and
all the light tart drinks together.

The diagrams in thls study are based on statistics analyzing
the way Dene and Euro-Canadian Northwest Territories mental
health practltioners grouped similar ideas about depression
together. I would like you to look at these diagrams and at
the way the ideas are spread around the dimension axes, and
see what underlying rules seem to be operating to organize
these ideas. The computer has come up with 3 dimensional
solutions for all t�ree groups: THe Den� qroup, the Euro
Canadian group, and the All-group "(all practitioners"
eombined). For these three dimensional solutions, you'll see

3 diagrams each: dimension 1 vs dim.2, dim. 2 vs dim.3, and
dim.1 vs dim.3. This means Dim.2 must mean the same whether

you are looking at dim.1 vs dim.2, or dim.2 vs dim.3. The
same holds tru. for Dims. 1 & 3. of course. As well, for
the Euro-canadian group, the computer has come up with a 2
dim. solution. You may find this an easier one to start
with. The dimensions do not have to be the same for the
three groups of practitioners.

In this package you will have the diagrams, a key to the

phrases that go with each letter or number on the diagram in
case my wr 1 t 1n9" is not clear enough, and an enve lope to send
this stuff back to me. Please write down what you think
each dimension is for each group. Please feel free to draw
on the diagrams, but please return them to me.

3 pim
Group:
Dim.1:
Dim.2:
Dim.3:

Dene Group: EurCdn Group: All

Dim.1:
"Dim.2:

2 Dim.

Thanks!

"�� ..;;,;"; ..�

_\
--"_I
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