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Learning Objectives

1. Discuss the basic symptoms and 

prevalence of depression

2. Consider cultural factors 

affecting the assessment and 

formulation of depression

3. Develop an integrated plan for 

treatment
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Epidemiology of Depression

 Prevalence:

 Lifetime: 4.4 – 18%

 Lifetime prevalence in Canada: 11%

 2% with depression commit suicide

 50% in contact with GP 1 month prior

 2:1 - F:M
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Depressive Disorders

 > 2 weeks:

 Depressed mood 

 Decreased interest

 Weight Loss or Gain /  Appetite 
Changes

 Insomnia or Hypersomnia 

 Psychomotor Agitation or 
Retardation 

 Fatigue or Loss of energy

 Feelings of Worthlessness / Guilt 

 Decreased concentration or 
Indecisiveness 

 Recurrent thoughts of death / 
Suicide



Persistent Depressive Mood Disorder

 Depressed mood most days >2 years

 While depressed, more than 2 of: 

 Poor appetite or overeating

 Insomnia or hypersomnia

 Low energy or fatigue

 Low self-esteem

 Poor concentration or difficulty making 

decisions

 Feelings of hopelessness

 Not without symptoms > 2 months at a time

 MDD may be continuously present
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Other psychiatric symptoms to check

 Mania

 Anxiety

 Psychosis

 Substance
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CANMAT 2016
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F: D/A/S

M: S

M: D/A

F: D/S Takechui et al, 2007
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Lower rates in Chinese?

 Cultural protective factors

 Stronger social support

 Tolerance/Forbearance

 Different belief systems, e.g. fate

 Stigma

 Diagnostic Issues

 Somatization

 Neurasthenia

Lee and Kleinman, 2007
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Chin et al, 2014Non-Chinese diagnosed more than Chinese patients twice as much



Chiu et al, 2016
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PHQ-9
 Little interest or pleasure in doing things 

做任何事都覺得沉悶或者根本不想做任何事

 Feeling down, depressed, or hopeless 

情緒低落、抑鬱或絕望

 Trouble falling or staying asleep, or sleeping too much 

難於入睡;半夜會醒或相反地睡覺時間過多

 Feeling tired or having little energy

覺得疲倦或活力不足

 Poor appetite or overeating

胃口極差或進食過量

 Feeling bad about yourself — or that you are a failure or have let yourself or your 

family down 

不喜歡自己──覺得自己做得不好、對自己失望或有負家人期望

 Trouble concentrating on things, such as reading the newspaper or watching 

television 

難於集中精神做事,例如看報紙或看電視

 Moving or speaking so slowly that other people could have noticed? Or the opposite —

being so fidgety or restless that you have been moving around a lot more than usual 

其他人反映你行動或說話遲緩;或者相反地,你比平常活動更多──坐立不安、停不下來

 Thoughts that you would be better off dead or of hurting yourself in some way 

想到自己最好去死或者自殘
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SADPERSONS

S: Male sex

A: Older age

D: Depression

P: Previous attempt

E: Ethanol abuse

R: Rational thinking loss

S: Social supports lacking

O: Organized plan

N: No spouse

S: Sickness
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Asian American Suicides

 Life-time prevalence: SI – 8.8% and SA – 2.5%

 US-born AA women: SI - 15.9% > gen popl’n (13.5%) 

 Risk Factors
 Mental Illness

 depressive & anxiety disorders

 Social Factors
 Family conflict, being a burden, discrimination

 Chronic Medical Conditions
 men

 Protective Factors
 Ethnic Identification

 Family cohesion and support
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A Clinical Approach to Screen for Suicide

Opening probes

 Do you ever feel that life is not worth living?

 Do you ever feel that you would be better off dead?

Specific questions

 Have you ever thought about hurting or harming yourself?

 Have you ever tried to hurt or harm yourself?

 Do you have any plans in hurting or harming yourself?

Soliciting protective factors

 What keeps you away from hurting yourself?

 Who can be a source of support for you?  

Engaging the client to get help

 It seems like that it has been a difficult time for you. This 

is an important issue for us to address…  

 I would like to connect you with a professional who can 

help you…
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Treatment Considerations

Holistic understanding of depression

Type and nature of depression

Course and severity of depression
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Type and Nature of Depression

 Mania -> need mood stabilizers coverage

 Monotherapy: lithium, lamotrigine, quetiapine

 Combination: lithium/divalproex + SSRI, olanzapine + SSRI, 

lithium + divalproex, lithium/divalproex + bupropion

 Anxiety -> dose adjustment; anxiolytics

 Psychosis -> antidepressant + antipsychotics

 Substance -> address substance use
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Outline for Cultural Formulation

I. Cultural identity: Ethnicity, Language, Involvement with 

culture of origin and host culture

II. Explanatory Model: Cultural explanations of the illness; 

Help seeking experiences and plans

III. Cultural factors in the psychosocial environment: 

Stressors and supports

IV. Cultural elements of the clinician-patient relationship

V. Overall Cultural Assessment



Severity
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PHQ-9 Optimal Cut-offs

 Hong Kong - GP Clinics - 9

 China – College Students - 11

 Singapore – Primary Care - 6
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CANMAT 2016



CANMAT 2016
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CANMAT 2016
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Fung and Wong, 2007
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CANMAT 2016
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Cognitive Behavioral Therapy

Thoughts

Feelings Behaviors
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CBT & Chinese

Cultural compatibility:
 More directive therapist
 Clear structure in therapy
 Spirit of self-improvement, and akin to conventional 

learning esp in structured groups
 Rational
 Beliefs in positive thoughts, Ah-Q (阿Q)

Challenges:
 Accessing automatic thoughts may be difficult
 Homework can be a problem
 Collectivism: values and interdependent self
 Beliefs of Fate, Bad Luck, Yuen Fan, etc.
 Dismissing CBT as just Ah-Q (阿Q)
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CBT in Hong Kong Chinese

Wong, 2008
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How should we feel?

Tsai J, 2007



Fung 2014
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Psychological
Inflexibility

Acceptance

Defusion

Self-as-Context

Values

Contact with Present Moment

Committed

Action

Lack of Values Clarity;

Dominance of 

Unworkable Rule-

Governed Behaviors

Attachment to Conceptualized Self

Inaction, Impulsivity, 

AvoidanceCognitive Fusion

Experiential Avoidance

Dominance of Conceptualized Past and Future

Flexibility

OPEN CENTRED ENGAGED



Integrated Behavioral Group Therapy

 12 sessions

 Integration of:

 CBT

 ACT

 Mindfulness

37

0

2

4

6

8

10

12

14

16

18

All Cantonese (n=13) Mandarin (n=9) Portuguese (n=13)

Pre

Post

*
* *

*



38



Journey to Healing

Psycho-education Group
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