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ABSTRACT

PURPOSE Clinical care for depression in primary care negotiates a path between
contrasting views of depression as a universal natural phenomenon and as a
socially constructed category. This study explores the complexities of this work
through a study of how family physicians experience working with different eth-
nic minority communities in recognizing, understanding, and caring for patients
with depression.

METHODS We undertook an analysis of in-depth interviews with 8 family phy-
sicians who had extensive experience in depression care in 3 refugee patient
groups in metropolitan Victoria and Tasmania, Australia.

RESULTS Although different cultural beliefs about depression were acknowl-
edged, the physicians saw these beliefs as deeply rooted in the recent historical
and social context of patients from these communities. Traumatic refugee experi-
ences, dislocation, and isolation affected the whole of communities, as well as
individuals. Physicians nevertheless often offered medication simply because of
the impossibility of addressing structural issues. Interpreters were critical to the
work of depression care, but their involvement highlighted that much of this
clinical work lies beyond words.

CONCLUSIONS The family physicians perceived working across cultural differ-
ences, working with biomedical and social models of depression, and working at
both community and individual levels, not as a barrier to providing high-quality
depression care, but rather as a central element of that care. Negotiating the
phenomenon rather than diagnosing depression may be an important way that
family physicians continue to work with multiple, contested views of emotional
distress. Future observational research could more clearly characterize and mea-
sure the process of negotiation and explore its effect on outcomes.

Ann Fam Med 2010;8:231-236. 10.1370/afm.1091.

INTRODUCTION

epression remains a problem for primary care practice and

research.! Some see depression as independent of time, place,

and culture; common in primary care;? and effectively managed
there.3* In this view, research should focus on improving management
through training doctors, providing public education, and reorganizing
practice systems.® Others suggest that concepts of depression are socially
constructed, varying across time and culture,® with the medicalization
of personal distress reflecting a social and political balance based on the
needs and interests of a range of groups that includes the medical profes-
sion, pharmaceutical companies,” and the patients and general population.
In this view, research should focus on understanding how such a balance
emerges and how the concept of depression is sustained.'

Management of depression in primary care must somehow negotiate a
path through these diverse views. In so doing, it is shaped by the micro-
interactions between patient and doctor, and by professional and societal
contexts.® Although formal recognition of depression may make little dif-
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ference to® and may even adversely affect'® long-term
outcomes, depression survives as a diagnosis' and
remains a good enough concept to provide a founda-
tion for the essential medical work of responding to
suffering. In this view, the task of research is to grasp
the complexities of this work."

Working across cultural differences is common-
place in primary care. Culture and communication are
particularly relevant in depression care, where dialogue
is crucial to the therapeutic doctor-patient interaction.”
Some suggest depression is particularly underrecog-
nized and undertreated among minority groups.'? Lan-
guage and communication barriers, lack of access to
bilingual health workers, and translated patient educa-
tional material are cited as reasons.'* Others note that
culture frames notions of normality, shaping beliefs and
responses to experience of illness.'*'> The health pro-
fessionals’ own culture shapes expectations of encoun-
ters with patients and clinical practice.'® Culture plays
an important role in shaping the doctor-patient rela-

1721 in which different values, beliefs, and pref-

tionship,
erences can create problems for effective depression
care.?>?? Cross-cultural research can lead to a deeper
understanding of the way patient and doctor manage
depression care.

We report how family physicians experience work-
ing across cultures with patients from different ethnic
minority communities in 2 metropolitan regions of
Australia: how these physicians recognize depression
in patients from these communities, how they under-
stand the nature of depression in these patients, and
how they negotiate depression care in this setting.

METHODS

This report derives from a cross-cultural study within
a study of depression in Australian primary care (Re-
order, Appendix 1). The cross-cultural study was
designed by a multisite, multidisciplinary team of
investigators representing academic family practice,
medical sociology, and psychiatry. One team member
(J.F.) worked part time in the Community Health Cen-
tre (CHC) within which part of the study was based.
The cross-cultural study involved 73 interviews
with health and welfare professionals at sites in Vic-
toria and Tasmania, selected for their experience in
providing primary care to minority communities. The
Victorian metropolitan CHC involved in the study
is located in a housing estate in a socioeconomically
deprived area. It provides health and welfare services,
including refugee advocacy, individual and family
counseling, and mental health programs. The CHC
serves a high proportion of migrants and refugees,
particularly East Timorese and Vietnamese, who range

from recent arrivals to those who have been in Austra-
lia for more than 20 years. All CHC family physicians
have extensive experience working with these commu-
nities. The family physicians recruited from Tasmania
have experience working with a range of refugee and
migrant communities in Tasmania. The physicians
interviewed for this study, which include all the family
physicians at the CHC, are the subject of this report
(N = 8). Interviews lasted from 1 to 1.5 hours. All inter-
views were audio-recorded and transcribed.

In semistructured interviews undertaken by one
of the investigators (R.K.) and a research assistant,
we asked the physicians to recount stories of car-
ing for patients from these ethnic communities who
were experiencing symptoms of depression. Key areas
covered included (1) the physician's own views of
depression (concepts of depression and its causes, the
diagnostic, treatment and management process); and
(2) the physician's experiences of working in their par-
ticular setting with refugees and migrant communities
providing care to patients experiencing depression.

The full interview schedule is in the Supplemental
Appendix, available at http://annfammed.org/cgi/
content/full/8/3/231/DCI1. Ethics approval for the
study was granted by The University of Melbourne
Human Research Ethics Committee.

Analysis

[terative thematic analysis was conducted following
Mays and Pope's?® and Pope's®® framework for qualita-
tive research and analysis in health care. We developed
concepts from the data, rather than using preconceived
theoretical frameworks. Three authors (R.K., J.F. and
D.N.) read transcripts and analyzed them indepen-
dently to identify themes and categories. Results were
compared and discrepancies discussed with the wider
group, and concepts were further refined. Additional
thematic categories were added as the analysis devel-
oped. Transparency in analysis and reporting was
achieved by providing extensive verbatim quotes and
independent assessments of transcripts and themes.?”

RESULTS

Demographic details of the physicians is displayed
in Table 1. None of the physicians interviewed had
the same cultural or language as the communities
being considered here; all spoke English as their first
language.

Themes emerged from across the data from inter-
views with the family physicians working with all of
the communities involved. Individually and together
they provide insight into the way depression emerges
as an object of work between doctor and patient.
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Table 1. Family Physician Demographic Information
Physician Physician Physician Physician Physician  Physician Physician Physician
Characteristic 1 1 19 33 44 88
Sex Male Male Female Female Male Male Female Male
Age 50 55 55 47 40 42 35 69
Country of birth Australia Australia Australia Australia Australia Australia Australia Australia
Languages other None French Italian, Hebrew Italian None None None
than English Spanish
spoken
Length of time in 19 27 31 — 10 12 0.5 42
profession, y
Length of time 12 25 24 — 10 7 0.5 7
working with this
community, y
Ethnic minority East East East East East Sudanese Sudanese Sudanese
population pri- Timorese and ~ Timorese and ~ Timorese and ~ Timorese and ~ Timorese and
marily seen at Vietnamese Vietnamese Vietnamese Vietnamese Vietnamese
regular practice

Understanding and Negotiating

the Problem of Depression

The physicians believed that patients from refugee
communities often had difficulty with Western biopsy-
chiatric concepts of depression. Sadness, worry, and
stress were more commonly used terms, but reaching an
agreed-upon understanding between doctor and patient
about the nature of symptoms being experienced and
what should or could be done was a challenge:

[ think most people understand sadness...but in some cul-
tures, they don't understand [depression] as a condition that
requires treatment (Physician 9).

Agreement about the phenomenon being discussed
was approached tangentially, in a slow process that
required sensitivity:

So to broach issues around mental health you need more
euphemisms: worry, maybe sadness, stress, anxiety; you need
to tiptoe...tread more softly, softly...because I think it [depres-
sion] is not a concept that they'd really relate to (Physician 11).

The physicians described these patients as reluc-
tant to view their condition as an individual issue, as
something happening to them. Focusing on community
and contextual factors, such as family, work, financial,
and housing issues, was seen as more acceptable. The
physicians avoided the term depression during these
discussions:

[PJeople are not really happy to discuss depression in terms
of, like, it's a personal change that has happened in me...you
are more likely to keep the discussion going about family,
work, or housing or money, stuff like that (Physician 1).

The physicians believed these patients saw the
physician's role as addressing physical problems, not
knowing or accepting that a physician could also help
with emotional distress:

[T]hey see you as a "treater” primarily of physical problems,
that is the model they have inside their head, so why would
they. . .tell the doctor about all this sort of stuff because
what can they [the doctor] do...in fact they don't realize
that telling is the part of the cure, (laughs)...a large part
(Physician 5).

Perceptions of power and authority were seen as
presenting difficulties in allowing the sort of dialogue
needed to negotiate the problem:

[ have a sense that...there's a bit of the doctor-is-God type
of view, that if the doctor says this is what ought to happen
...[there is] perhaps a reluctance...to question my diagnosis
or management...and so the management might not always
be optimal (Physician 33).

The physicians thus saw the process of dialog,
exchange, and negotiation as an important element of
the work of depression care.

Managing the Depression

Refugee and settlement experiences loomed large.
Prolonged experience of violence, together with the
associated social isolation, language barriers, discon-
nectedness, unemployment, and family disintegration,
were seen as common underlying causes of depression.
The larger contextual framework of suffering for some
physicians blurred boundaries between emotional dis-
tress and clinical depression:

[ suspect there are a whole lot of people out there, because
of awful trauma in their lives, awful events, (who) have
times of deep sorrow, which is really what depression is,
and sometimes people are quite desperate about it all (Phy-
sician 44).

Isolation compounded the effects of past trauma.
Patients would worry about the safety of family who
remained in the patient’s country of origin:
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The other issue. . .is just lack of social supports within the
community particularly their family...the family is split...
some are in (the) country of origin and some are here, and
all of the complications to their lives and stress that that cre-
ates. .. (Physician 5).

This contextual framing meant that the physician
understood the condition being managed not only in
terms of the individual patient's life, but as a problem
at a community level:

[ think that there's a challenge. . .they haven't got the sup-
ports around them... how do you support that community to
form new links that replace the older links or, ah..., or rein-
force the older ones but in a different way (Physician 9).

The physicians felt a need to do something for indi-
vidual patients. Faced with the impossibility of address-
ing structural issues, to work around the barriers posed
by complexities of communication via interpreters,
their main recourse was to prescribe an antidepressant
medication:

[ just think that a doctor sitting there deciding what to do
for this patient, if their communication is greatly impaired
because of language barriers, they want to do something,

so they are more likely to use medication, so | think that's
just an accepted reality. ...I don't think it is a good thing,

but it is how we try and manage in a multicultural society
(Physician 5).

Yet understanding symptoms in the particular trau-
matic context of these communities meant that expec-
tations of success with medication could be low:

I'd always try it [antidepressants]. But you have to be pre-
pared for the fact that the damage that's been done is so
severe that it will never be quite right again (Physician 44).

Thus although the physicians talked about these
patients as experiencing depression, they drew simulta-
neously on historical, cultural, contextual, and medical
understandings of the condition. They had to work
with the patient's own understanding of their symp-
toms in a process of negotiation.

Working With the Interpreter

Physicians in the study had to use interpreters to work
with patients from these communities to explore the
painful experiences of trauma, torture, and social isola-
tion. As passive conduits of words and information,
interpreters could put this work at risk. Ideally inter-
preters had to be skilled in working beyond words:

[A] key point is having an interpreter who can convey

the importance of emotional empathy.. .so if you slow the
consultation down and speak softly, and use open words,
trying to get the patient to emotionally release a bit, so the
interpreter needs to be really good at that...you pick up

cues from the interpreter about the emotional content of
what is being interpreted. So that's important, so it is not
just the words, you can work with interpreters who are just
simply doing the words and that can be counterproductive...
(Physician 1).

Sometimes interpreters had a direct and important
connection to patients:

I sometimes think it is actually their [interpreters'] manner
and their demeanor in the consultation which is as much
benefit as the questions that I'm feeding them, because in

the end the patient is mostly looking at them when they are
answering the question, so the response the interpreter has of
the nodding and the acknowledgment and the way they ask
the questions and the way they receive the answers really are
quite critical in...that sort of therapy... (Physician 5).

The relationship between doctor and interpreter
thus became an important factor in the therapeutic
encounter with a patient:

[TThere is that issue of trusting the interpreter, trusting
their professionalism, but also building a rapport, a relation-
ship with the interpreter so that you have that confidence
that they'll be translating what you're saying and giving you
appropriate feedback.... [Flinding the right interpreters can
sometimes be the answer (Physician 9).

The physicians were aware that this way of work-
ing with interpreters went beyond accepted norms of
both medical and interpreting professions, bound by
an ideal of interpreter as unengaged in the relationship

between doctor and patient.?®

DISCUSSION

The family physicians in this study occupied a bor-
derland between several cultures. They described
engaging with patients across differences in ethnicity
and language in formulating the problem, the object of
their work with patients. These interviews, however,
also highlighted the professional culture across which
these doctors worked, with clear diagnostic criteria for
depression, notions of linguistic equivalence, and the
physician as technical resource and care coordinator.
They described their work as the act of negotiation
across these worlds by means of a sensitive, implicit
process. There were challenges. In their patients they
saw traumatic life experiences; dislocation from com-
munity and social networks; fluid ideas of sadness,
troubles, and worry rather than symptoms of depres-
sion; and the importance of sharing meaning and con-
nection. Negotiation seemed inimical to these patients,
who saw doctors as powerful figures of authority.
Interpreters could compromise the work of depression
care if they worked simply to task; yet these interpret-
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ers were able, if skilled, to enhance depression care,
connecting doctor and patient beyond words. The
doctors were conscious of a need to do something,
hence the drift toward labeling and diagnosis. Draw-
ing on biomedical understandings of depression, they
acknowledged its limitations.

Previous studies of physicians’ experiences of
depression care have reported different perceptions
of the contributors to patients' depression, and fam-
ily physician’s subsequent approach to treatment.''*
The physicians in our study also described a similar
response. Rather than seeing these different worlds,
cultures, and explanatory models as barriers to detec-
tion and management of depression or causes of poor
compliance, however, physicians in our study saw
negotiating these areas as integral to doing depression
work in this context. They described enacting a par-
ticular form of depression care in primary care.

Strengths and Limitations

This study involved a small, unrepresentative sample
of family physicians. The physicians caring for other
cultural groups framed by different historical and con-
textual influences may report different experiences. It
nevertheless provides a case study of depression care
by physicians with rich experience of working across
cultures. Although patient and interpreter views are
reported in detail elsewhere,? our report highlights the
way experienced physicians may engage with cultural
difference as an active element of depression care.

We asked the physicians in this study to choose
patients to discuss who had achieved a diagnosis of
depression at least at some level. In other words these
patients had been subsumed within the medicalizing
impulse?® of current depression work. The physicians
may have been prompted to describe experiences of
caring for depression that highlighted the importance
of culture rather than seeing it as simply one of many
influences. Previous research has shown that cultural
difference is invoked in explaining difficulties and
problems in the clinical encounter.?* Our study, how-
ever, suggests it may also be framed as an opportunity.

Implications for Future Research

and Clinical Practice

Our findings highlight the need for more detailed
observational research of clinical care for depression
across a range of primary care settings and contexts.
We do not know whether the family physicians in
this study work similarly with patients who are not so
obviously different. If they do, it would suggest that
they continue to adopt a biomedical understanding of
depression, finding it an efficient way to manage the
work, while not questioning the underlying construct.

Neither do we know whether the physicians similarly
approach patients from these communities who are
experiencing emotional distress but are not given a
diagnosis of depression. It is possible that the physi-
cians support the notion of culturally flexible modes of
expression of a range of emotional distress where, at
times, the medicalizing notion of depression can use-
fully be used and others times not.

Our findings suggest a substantial vein of care
for depression that would not necessarily be found
through conventional studies of medical records,
billing records, or patient self-report. Although it is
possible that implicit, unspoken frameworks around
depression care limit ways in which patients feel
31 it suggests
that depression care by family physicians occupies a

they can present symptoms legitimately,

unique form, and that grappling with difference is an
important element of this work. Future research should
better characterize and measure dimensions of this
negotiating process as an active element of depression
care and explore its relationship to clinical outcomes
and physician and patient characteristics.

Appendix 1. The Re-order Study and
the Associated Cross-Cultural Study

Re-order study. This study aims to reexamine how people experi-
encing depression are cared for in the community. The Re-order
study draws together consumer views (computer-assisted telephone
interviews with 576 people experiencing depression) and stake-
holder views (a Delphi consultation with more than 300 practitio-
ners, academics, and policy makers) exploring how family medi-
cine should best meet the needs of people experiencing depres-
sion. The final practice phase of the study involves using both of
these data sources in working with 6 family medicine practices to
develop locally adapted best practice models of depression care.

Cross-cultural side study to Re-order. Designed to complement
the main Re-order study and enhance the understanding of
cultural perspectives in treating depression in primary care set-
tings, it involved 73 in-depth qualitative interviews with patients
from the Vietnamese, East Timorese, and Sudanese communities
with family doctors and health care workers who were providing
depression care to these communities.

Note: Re-order is a 3-year study by the Australian Primary Health Care
Research Institute to investigate the management of depression in general
practice, conducted in partnership with a team of academics from Australia
and the United Kingdom.?

To read or post commentaries in response to this article, see it
online at http:/lwww.annfammed.orgl/cgilcontent/full/8/3/231.

Key words: Minority health; depression; primary health care; cultural
competency
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