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Introduction
Depression is becoming one of the most widespread diagnoses all over the
world: according to the WHO, in 2017, 300 million people suffered from
depression. Moreover, depression is becoming economically unprofitable as far
as it is often the cause of temporary disability and is a major contributor to the
DALY. Today depression is becoming a topic of wide discussion as it is
considered an economic phenomenon: depression is associated with higher
direct costs in all age groups, especially in adolescents (König et al., 2020).
Overall, in the modern capitalist society, depression becomes a factor for
destabilization.
At the same time, medicine and health are becoming crucial topics for discussion
in contemporary sociology: there are trends towards medicalization of scientific
discourse and resort to medical and bodily issues. The topics of medicine,
health, and illness through new perspectives of corporeality, sociology of
emotions, and sociology of mental health are becoming center-stage. Sociology
has turned to the investigation of the subjective experience of suffering from a
mental disorder, such as depression.
The term “depression” does not have a straightforward definition. The
understanding of depression as a disease competes with that as a temporary
psychiatric condition not requiring any special treatment or medical intervention.
There is a view of depression as the totality of personal (destructive) feelings
that could be overcome by changing the environment, type, or intensity of
activity. In the present study, the constructionist perspective of social analysis is
applied to the phenomenon of depression. Depression could be considered a
social construct, with sociocultural context influencing the distinction between
the healthy and the ill, the ways of understanding one’s experience as
depression, and, in turn, the variety of possible ways or strategies for coping
with this condition. Strategies for coping are sets of actions, (consciously or
unconsciously) aimed at overcoming the condition that is subjectively defined as
depression. In the present study, the concept of strategy does not necessarily
presuppose a conscious focus on taking a set of steps. Here strategies are the
researcher's constructs, i.e. models that are developed in the process of analysis
of the collected data.
It is known that depression prevalence rates vary across different countries and
cultures. However, little is known about how culture as a system of values,
norms, and beliefs shapes people’s perceptions of depression and how it
influences individual strategies for coping with depression. In this regard, there
is the question of how certain social and cultural contexts influence the choice
of strategies for coping with this mental condition. To solve this issue, this study
compares the depression experiences of people from Russia and Finland as
representatives of two different cultures. It could be fruitful to focus particularly
on young people because the active phase of their lives takes place when the
term depression in its multiple meanings has already been coined and the
condition is widely recognized.
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The novelty of the present study is in the appeal to different cultural contexts and
understandings of depression that exist in them to compare strategies for coping
with this kind of mental disorder. Western social sciences have developed
different ways of studying depression from the sociological perspective.
However, in Russian sociology depression is an understudied phenomenon. As
of the moment, there is a lack of sociological studies exploring the Russian
context of suffering depression. In Russian science, depression is predominantly
studied from the psychological point of view, which has led to the domination of
medical and biomedical consideration of depression in Russia, while its social
roots remain virtually ignored. Moreover, despite the existence of similar studies
on Finnish youth, no comparison has yet been made between the Russian and
Finnish cases of coping with depression.
The subject of inquiry is students from Helsinki and Saint Petersburg. As
it was mentioned before, previous studies have found that young people are at
higher risk of suffering depression in comparison with other age groups (Ibrahim
et al., 2013). Students are a narrower social group with a commonality of
experience (entering the university, performing various academic activities),
they are roughly the same age, have a similar income and background. More
importantly, they face similar difficulties related to their education (e.g.,
educational migration, concerns and worries about academic performance, high
academic pressure, post-graduate plans, etc.). Cant (2018) claims that wider
participation in higher education has increased levels of depression and anxiety
as it creates a context for Bourdieusian hysteresis, when the social relationships
have already changed, but the agent’s habitus still reproduces the previous
ones. Besides, she especially underlines the absence of sociological studies on
mental health in students (Cant, 2018).
With its several high-ranking universities, Helsinki becomes a center of
educational migration for students from different parts of Finland as well as the
rest of the world. These universities specialize in different fields of study, which
attracts students with different research interests and different scientific
backgrounds. In 2018, the number of students in Helsinki was 54,107 (Statista
Research Department, 2020). Saint Petersburg is also a center of educational
migration that attracts people from different cities and countries. There is a
variety of universities that prepare specialists in different fields. According to the
Federal Department of Statistics, in 2018 in Saint Petersburg there were 289
university students per 10,000 inhabitants with a consistent decline in the
number of students since 2010 (Federal department of statistics, 2019).
The sample is designed to include students who have experienced depression
during their university studies or are suffering from it at the moment of the
research. The sample will be built to represent various ways of suffering
depression. I suggest that there are two main strategies of suffering depression:
first, using the medical healthcare services, and second, avoiding them. Since
this research is based on the constructivist perspective, there is no need to
exclude people without a medically confirmed diagnosis.
This work aims to identify strategies for coping with depression among
students from Saint Petersburg and Helsinki. The next stage of analysis is to
compare these strategies and describe cultural differences between them. This
6
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comparison is possible, firstly, because of a similar depression prevalence rate,
and, secondly, because of the neighboring geographical location and similar
climate conditions. Thus, these two cities have some similar features, but, most
importantly, they represent two different cultures. For analysis, in the present
study culture is understood as a set of values, norms, and beliefs that regulate
people’s everyday lives.
Assuming that depression is a very sensitive, painful experience, there is a need
for more flexible, informal methods, allowing the researcher to be as close to the
informants as possible. Suffering from depression is also a very personal,
intimate topic, and it is rarely discussed in public, so it could be invisible to
observations and public surveys. In this regard, data for this study will be
collected using semi-structured interviews.
As for the data analysis, interviews will be analyzed with the use of thematic
analysis. This method allows the researcher to focus on the informant’s opinions,
perceptions, and attitudes, to look at the studied social phenomena through the
lens of actors. It is of higher importance in the investigation of the subjective
process of suffering depression filled with subjective meanings. Exploring
individual practices and understanding the causes of their choices cannot be
conducted ignoring personal meanings ascribed to actions and events.
The theoretical basis of this study is the constructionist approach combined with
important insights into sociology of mental health. Traditionally, depression has
been widely studied in the fields of psychology and psychiatry. However, in the
last decades, depression has become a subject of sociological investigation.
Sociological inquiry in the process of suffering depression became possible
within the development of sociology of emotions and, at the same time,
sociology of mental health. Thus, modern sociology has suggested an
understanding of depression as a product of the contemporary society,
specifically of the occurred shift in values (individualism and autonomy as
examples of new highest priorities), which has led to the appearance of new life
trajectories, ways of living, and new forms of socialization (Ehrenberg, 2016).
One of the tasks of the present study is to investigate how the concept of
depression is shaped within a cultural context, which is important for answering
the main research question on how culture influences the strategies for coping
with depression.
The main takeaway of the study was that strategies for coping with depression
were based on the models of depression, which, in turn, were produced by the
socio-cultural context. We identified four models of depression (biomedical,
psychological, social, and traditionalist) and three corresponding strategies for
coping with it (resorting to formal institutions of healthcare; independent coping;
resorting to informal institutions of healthcare).
The study consists of the Introduction, two chapters, and the Conclusion. The
first chapter presents the theoretical foundations of the research. It looks at the
basic assumptions of the constructionist approach, sociology of emotions, and
sociology of mental health. Besides, it provides a brief literature review of recent
qualitative and cross-cultural studies on depression. The next section
establishes the theoretical basis for comparison between the Russian and
7
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Finnish cases. The second chapter presents empirical research and consists of
three sections. The first section describes the methodological assumptions of
the study and the methods that were used for data collection and data analysis.
The second section deals with the description of four defined models of
depression and three corresponding strategies for coping with it. Finally, the last
section focuses on the analysis of the two socio-cultural contexts and briefly
looks at the barriers to treatment, the role of digital technologies, and
stereotypes about depression.
During the study, I faced a variety of ethical concerns. Being close to the
informant, speaking about such a sensitive topic means contacting a person with
a possible threat to their life. When I faced such a situation, I tried to behave
both professionally (concerning the informant’s privacy) and sympathetically. All
the participants were informed that they could stop the voice recording or the
whole interview whenever they wanted, and they could ignore the questions they
did not feel comfortable answering. The identity of the informants was not
disclosed to third parties, and the information they shared was used only for
research.
The text was prepared with the support of the Russian Foundation for Basic
Research (RFBR), project No. 20-013-00770A, “Digital and biomedical
technologies in health care practices: the Russian context”.
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1. Theoretical and methodological framework for
studying depression in sociology
This chapter will discuss the theoretical and methodological framework for
studying strategies for coping with depression from the sociological point of view.
The overall structure of the chapter takes the form of three sections. The first
section deals with the general theoretical framework of the present study. The
second section provides a brief overview of the existing sociological research on
depression, in particular studies that applied qualitative sociological methods
and comparative perspective. The last section presents the theoretical basis for
the comparison between Saint Petersburg and Helsinki: theory of the network
society by M. Castells and post-globalization and post-virtualization theory by D.
Ivanov. In addition, this section gives an overview of mental healthcare systems
in both countries.

1.1. General theoretical framework
This section begins with the description of the relevant assumptions of the
constructionist approach, developed by P. Berger and T. Luckmann. We will
then pass on to the discussion of the basics of sociology of emotions and
proceed to characterization of fundamentals of sociology of mental health, which
together enable studying depression from a sociological perspective.

1.1.1. Social constructionism
Social constructionism is based on the assumption that reality is socially
constructed. This approach was developed by Berger and Luckmann as an
attempt to overcome the gap between subjectivism and objectivism. On the one
hand, individual representations of subjects construct their everyday life, but on
the other hand, individual representations are given by the reality that is
objective for all (Berger & Luckmann, 1991). A social construct is an idea that is
perceived as natural and obvious by those who follow it, but remains artificially
created. It could be considered a cultural artifact that remains in one culture but
is not necessarily present in others. Some social constructs existing in the same
cultural context are shared, and others are rejected. These social constructs are
learned by the individual in the course of socialization.
The basic assumption of constructionism is that an individual is not born a
member of society, but becomes one in the life-long process of socialization.
According to Berger and Luckmann (1991), socialization is the core process of
the internalization of reality (interpretation of an objective fact as a subjective
value). Berger and Luckmann (1991) distinguish between two types of
socialization: primary and secondary.
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Primary socialization is the process that starts in early childhood. Going through
it, the individual becomes a member of society, learns the basic norms and rules
of the appropriate behavior. During primary socialization, the child cannot
voluntarily choose significant others who guide them through this process and
determine what norms and rules they will adopt: usually these are the people
who are parts of a child’s everyday environment, such as parents or school
teachers. Berger and Luckmann (1991) state that during this period, the child
does not have any problems with identification, which they call identification
quasi-automatism. It means that the world of others is internalized as natural
and the only possible one, and is firmly rooted in the mind of a child and is not
usually questioned. Speaking about the content of the primary socialization,
Berger and Luckmann (1991) name such components of knowledge as
language, motivational schemes, interpretation schemes, and corps of
legitimations (answers to the question “why?”).
Secondary socialization appears to be opposed to the primary one, according to
some of their characteristics. Berger and Luckmann (1991) define secondary
socialization as each consecutive process that occurs when an already
socialized individual is entering new sectors of the society. During secondary
socialization, a variety of existing institutional sub-worlds could be internalized.
According to Berger and Luckmann (1991), the nature of secondary socialization
is determined by the complexity of the division of labor and the corresponding
social distribution of knowledge. In addition, they claim that during secondary
socialization individuals have more freedom of choice and fewer inevitable
events obligatory for all members of the society in their lives that make this
process more emotional than primary socialization. Another difference is that in
the course of secondary socialization, the distance between the individual and
different roles is greater, so they need additional legitimations for the
internalization of knowledge (Berger & Luckmann, 1991).
Furthermore, according to constructionism, the process of socialization has no
end. Individual subjective reality is always based on specific probabilistic
structures, meaning that under the internalized reality there is always a specific
social basis and the social processes that ensure its maintenance (Berger &
Luckmann, 1991). This probabilistic structure becomes a source for avoiding
doubts and questions, so the individual can keep in mind their own definition of
reality. Against the reality-destroying doubts, specific social sanctions are
internalized and constantly reinforced.
Socialization is the process that takes place in consistency with a specific social
structure (Berger & Luckmann, 1991). Berger and Luckmann (1991) go further
and suggest that socialization could be characterized as successful or
unsuccessful. “Successful socialization” is characterized by a high level of
consistency between objective and subjective realities. Conversely,
“unsuccessful socialization” is understood in terms of the inconsistency between
objective and subjective realities. Socialization achieves maximum success in
societies with a very simple division of labor and minimal distribution of
knowledge. Berger and Luckmann (1991) identify three reasons for
unsuccessful socialization. First, unsuccessful socialization may be the result of
significant others mediating different objective realities, as they claim it,
10
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heterogeneity of socialization personnel. Second, it can also be the result of
significant others mediating different worlds that are transferred to the child in
the process of primary socialization. The third reason for unsuccessful
socialization can be contradictions between primary and secondary
socializations. In the modern world, Berger and Luckmann (1991) claim, with its
complex social structure, fully successful socialization is impossible, and a
completely unsuccessful one is very rare.
Relying on social constructionism, mental disorders are considered to be
“socially contingent systems that develop and change with social circumstances”
(Horwitz, 2013: 105). Hence, in this paper, depression is studied as a social
construct.

1.1.2. Sociology of emotions
Sociology of emotions was first institutionalized in the 1970s (Kemper, 1990)
and since then has been developing under two opposite approaches to
understanding of the nature of emotions: the social constructionist approach and
the organismic one (Williams, 2000), both of which represent extreme poles of
one continuum. This section takes a look at the main theoretical assumptions of
sociology of emotions that introduced subjective emotional experience as a
subject for sociological investigation.
Under the social constructionist approach, emotions have a social origin and are
governed by normative expectations. The social constructionist view of emotions
first shifted emotions to the focus of sociological inquiry. Since then, a variety of
theoretical approaches to sociological investigation on emotions have been
developed. One of the most relevant areas of sociology of emotions for my
current inquiry is the cultural approach. G. Peterson (2006) provided a
comprehensive summary of existing findings in the modern cultural theorizing of
emotions. The central idea of her work is that the majority of human emotional
experience is influenced by culture. First of all, culture plays a crucial role in
defining, labeling, classification, and interpretation of one’s emotional
experience. This is the culture that produces various social norms for the
regulation of expressing and even experiencing emotions (Illouz et al., 2014).
Second, there is a developed branch of research on the concept of emotion
culture that consists of emotional vocabulary, beliefs, and norms, and the
process of socialization, when one learns basic vocabulary and ways of
expressing his/her emotions (Gordon, 1981). However, the fact of socialization
in a particular emotion culture does not guarantee that one will not have to
manage his/her emotions to fit into the common standards, provided by the
culture. Third, some studies showed how emotions changed through times
(Cancian & Gordon, 1988) and cultures (Wierzbicka, 1999). Fourth, some
scientists examined the processes of emotion management and emotional
deviance (Peterson, 2006). Interestingly, nowadays emotion management
became a part of one’s working experience and a part of one’s work
responsibilities. However, despite the fact that emotion management becomes
a routine duty, there is a tendency of its commercialization and development of
emotion labor (Peterson, 2006).
11
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Another relevant perspective of analysis in this field is research on the
interrelation between emotions and health, which was widely studied in the
social constructionist research and health psychology. These two major
approaches developed simultaneously and greatly contributed to the scientific
understanding of the connection between emotions and health (Francis, 2006).
However, they practically ignored each other abiding by a strict division between
the fields.
Depression was also studied from the perspective of sociology of emotions.
Thereby, in some studies, emotions are used to explain the variations in
depressive symptoms. For instance, Simon and Lively (2010) discovered that
depressive symptoms are positively associated with the feeling of anger. Here
the confrontation of the two initial approaches to sociology of emotions (social
constructionist and organismic) is very salient. For example, Izard (2013)
explains depression in terms of the differential emotion theory and some
concepts of psychoanalytic theory, cognitive theory, and biogenetic theory. She
views depression as a combination of merging basic emotions and bodily
reactions. Francis (2006) notices that neither of these extreme approaches can
fully describe the experience of depression, simultaneously connected with
one’s social, psychological, and biological resources. This confrontation of social
constructionism and biology in sociology could be considered a consequence of
the ongoing process of medicalization that presupposes consideration of various
phenomena as medical problems or pathologies. The tendency is that more and
more conditions and emotions are subjected to medicalization. For example,
Horwitz (2019) argues that this is what happened with grief: in the latest release
of DSM (Diagnostic and Statistical Manual) grief in response to a serious strain
in personal life (such as bereavement) is no longer an exception for diagnosing
a Major Depressive Disorder (as it was in previous releases). Hence, grief is no
longer viewed as a normal reaction; it is portrayed as a pathology that should be
treated medically. Lyon (2003) claimed that medicalization is a consequence of
Western rationalization and positioning an individual above and apart from
society. In her argument, sociology of emotions could return the biological
individual into the social world and consider both bodily and social sides of the
experience, reconstituting depression as a social problem. In turn, to decrease
the dominance of the medical approach in sociology, Williams (2000) suggested
reconsidering mental health as emotional health.
To sum up, sociology of emotions allows us to study depression balancing
between its biological, psychological, and social sides, without rejecting any of
them. Social constructionism competes with the medicalization of scientific
discourse and allows us to focus on individual experience and subjective
meanings of depression. Applying the cultural approach to research on
depression, we may say that culture affects how depression is lived with and
overcome in a particular cultural context. The concept of depression is closely
interrelated with one’s emotional experience, as far as a lot of depression
symptoms (e.g., sadness, apathy, etc.) are negative emotions that people may
experience in their everyday life. The cultural context may produce a particular
emotion culture that labels one’s emotions as symptoms (of depression or
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another mental condition) or, on the contrary, as normal reactions, and hence
requires adequate behavior. Thus, we may suggest that culture influences the
ways some symptoms of depression are understood and expressed.

1.1.3 Sociology of mental health
The following section deals with the description of the main approaches in
sociology of mental health and the horizons of empirical research that it opens.
Sociology of mental health questions what mental illness is and tries to create
an alternative perspective apart from the medical model. Horwitz (2007) draws
his argument on what mental illness is from the opposite definition of normality.
He claims that normality is the ability of a human body to act adequately in
relevant situations. On the contrary, a mental disorder is an inadequate reaction
of mental mechanisms to certain situations. Again, as in the previous section,
there is a continuum between two polar definitions of mental illness: the social
constructionist and the biomedical (Aneshensel et al., 2013). The radical
constructionist perspective considers mental illness an artificial idea, an
abstraction created based on a speculative definition of normality. However,
considering the presence of such inconvenient conditions across different
societies and cultures, sociologists had to admit that the social construct of
mental illness is based on the real psychological condition, though the
explanations for them differ by time and place.
Aneshensel, Phelan, and Bierman (2013) examined in detail different
approaches to mental disorders that are shared by contemporary sociologists.
First, they discussed the medical model of mental illness on the example of the
disorders recognized by DSM and pointed out that this model was very
widespread among both medical professionals and laypeople. However, it was
criticized for the inability to name physiological causes for most of the recognized
mental disorders (e.g., develop reliable markers or identify genes responsible
for the dysfunction).
A competing perspective highlighted by Aneshensel, Phelan, and Bierman
(2013) is a continuum from normality to psychopathology that contains the same
feelings and behaviors. From this perspective, a mental disorder could be
considered a more severe case of conditions that are present among healthy
people. It gave rise to the debate on the continuum- and category-based
approaches, which is especially prominent in the case of depression
(Aneshensel et al., 2013). Some studies support the idea of the continuum from
normality to depression (for example, Haslam, 2003), others stress the need for
clear categories useful for diagnostics and further communication. The blurred
border between normality and depression also makes it challenging to study it
from a sociological perspective. As an alternative, an approach was developed
that suggests focusing on the subjective experiences of people who identify
themselves as suffering from mental illness (Karp, 1996).
The relevant discussion on the reliability of the psychiatric methods of
diagnostics also occurred within the field of psychiatry. In 1973, Rosenhan
(1973) conducted his famous experiment in a psychiatric hospital aimed to
13
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explore the borders of normality and abnormality in the eyes of medical
professionals. Eight healthy people were admitted to psychiatric hospitals with
only one fake symptom, hearing voices. The choice of the symptom was based
on the researcher’s assumption that hearing an unintelligible sound
characterized as “empty”, “hollow”, and “thud” could be considered an existential
symptom and therefore the participants would not be hospitalized. However, all
of the pseudopatients were hospitalized with the diagnosis of schizophrenia or
schizophrenia “in remission”. Relying on that, Rosenhan (1973) points out that
this diagnosis once and forever labels a person as insane, even if they are
behaving normally. This label of being schizophrenic remained with the
pseudopatients throughout their stay at the hospital and shaped others’
perceptions of them. After admission to psychiatric hospitals, the pseudopatients
expressed all the signs of normality (normally responded to all calls, obeyed
administrative rules, talked to patients and staff in their usual manner), and even
openly took notes about the life in the hospital. Interestingly, other patients in the
hospital tended to recognize the pseudopatients as sane, while psychiatrists and
staff did not. Rosenhan (1973) calls it a type 2 error (in statistical terms), when
the psychiatrists tend to label a healthy person as sick (false positive), as
misrecognition of the disease in a healthy person is perceived as less dangerous
than missing a real disorder. His next experiment was dedicated to testing
whether this tendency could be reversed. Therefore, when he asked the stuff in
one of the psychiatric hospitals to rate the patients according to the possibility
that they are pseudopatients, it appeared that the staff tended to doubt the
insanity of those who were admitted for psychiatric treatment. For Rosenhan
(1973), this experiment proves that the psychiatric diagnostic process is not
reliable. Later, Coulter (1979) claimed that the reason for psychiatric
hospitalization is that the person themselves or other people categorized their
behavior as problematic, and then, in the context of a mental health hospital,
medical professionals interpret their patients’ behavior to fit into developed
medical categories of mental disorders. Investigating the role of the diagnosis in
the routine psychiatry practice, Moncrieff (2010) blames the medical community
for lack of consensus on the physical etiology of mental conditions and criticizes
the use of psychotic drugs for their treatment. She states that a diagnosis is a
political tool that is used to control unwanted behavior and to define the
measures that might be taken in response to it.
Sociology has provided an alternative approach to the study of mental disorders.
Some sociologists view mental illnesses as medicalized problematic aspects of
everyday life (Aneshensel et al., 2013). On the one hand, labeling theory
considered mental disorders to be deviant behavior, inconvenient for society and
thus labeled as a disorder. This assumption was criticized for ignoring the
empirical evidence on the prevalence of similar conditions in different cultures.
However, according to Aneshensel, Phelan, and Bierman (2013), this does not
presuppose that these similar conditions are illnesses, and treating them as
disorders is typical for Western cultures that apply the medical model. On the
other hand, sociology, apart from psychiatry, focuses on the routine emotions
and views disorders as a by-product of a normally functioning society
(Aneshensel et al., 2013). The sociological approach raises new questions in
line with the criticism of the domination of psychiatry. For instance, Horwitz
14
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(2007) claims that nowadays psychiatry starts treating normal reactions to
stressful experiences as mental disorders. He also points out that this is
profitable for certain actors in the field, for example, for the psychiatric
community and pharmaceutical companies. In turn, Wakefield and Demazeux
(2016) describe the crisis of a symptom-based method of diagnosis, when it
becomes difficult to distinguish between a pathological reaction which requires
medical intervention and a normal reaction to the negative events that take place
in one’s life.
Medicalization of deviance is considered to be a historical process that reflected
the transformation of the modern society. Conrad and Schneider (1980) were
among the first to describe the shift to medicalization of deviance. According to
them, this led to a reduction in individuals’ responsibility for their behavior,
redirected attention to the internal sources of deviance rather than its social
origins, and abolished deviance from public discussion. In addition, medicine is
often perceived as a neutral party, and this deceptive moral impartiality of
medicine conceals its control function. Ehrenberg (2016) considers
contemporary society to be highly focused on emotional issues as a result of
major changes through which the modern society has gone in recent years. It is
reflected in the development of the notion of “mental health” and in the
appearance of a large number of publications concerning it. Ehrenberg (2016)
states that traditional psychiatry concentrated on local problems, while the
modern understanding of mental health is a global idiom as it highlights a wide
range of problems in contemporary social life. He used the term “practice of
mental health” to show the sequence of actions of identifying, explaining, and
solving problems in individual social life (Ehrenberg, 2016). This contemporary
notion of mental health refers not to the absence of mental illnesses, but to the
successful socialization, the individual’s ability to cope with everyday problems
and achieve success in their life. According to Ehrenberg (2016), the first sign
of changes was the shift in values, when capability and autonomy became a
supreme value and replaced discipline, which occurred in the second half of the
20th century. This led to further replacement in feelings individuals experienced:
from guilt to depression as a reaction to incapability. Simultaneously, the
hegemony of psychiatric knowledge was replaced by cognitive neuroscience,
and the shift from the sick-care model (focused on treatment) to the health-care
model (focused on prevention) occurred. For Ehrenberg, development and
increasing popularity of neuroscience is a reflection of modern values of
autonomy. He suggested that neuroscience presented a biological reflection of
the new ways of living that appeared in the modern world.
Thus, the word “depressed” first entered the medical discourse in the 18 th
century in Samuel Johnson's Dictionary and then spread widely in the 19 th
century (Wakefield & Demazeux, 2016). However, there is no doubt that
emotions now labeled with the word “depression” were experienced long before
the official “invention” of depression. Wakefield and Demazeux proposed their
version of the “long history of depression”, where the same symptoms as of the
modern concept of depression were described by Hippocrates, Aristotle, and
Galen (Wakefield & Demazeux, 2016). In her work called “The history of
melancholy”, Karin Johannisson provided the historical perspective of the
human emotional disorders from melancholy to the modern understanding of
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depression. She showed that, throughout human history, emotions that are now
treated as depression were labeled differently (for example, as melancholy or
neurosis) (Johannisson, 2019). Since ancient times, symptoms of contemporary
depression were the privilege of upper classes and men. Being understood as
signs of higher social position, these emotions were often intentionally
demonstrated. In her work, Johannisson showed that the public attitudes
towards these emotions were based on various social factors, such as gender,
social position, professional affiliation, and so on (Johannisson, 2019). In line
with this argument, Ehrenberg demonstrates in his work (2016) the
transformation of the public attitudes towards a person suffering from depression
from a guilty individual to one whose functions were disordered and need to be
restored. Thus, not only such emotions were perceived as signs of status based
on collectively shared attitudes, but also the perception of this emotional
performance was determined by the common representations and stereotypes.
Rose (2007) provides a sociological critique of the social changes that led to the
appearance of the neurochemical self. First, the focus of psychiatry shifted to
the neurochemical explanation of mental disorders: they were now considered
to be some kind of a neurochemical imbalance in the human brain. This led to a
significant increase in the consumption of psychiatric drugs. The effects of social
causes of mental disorders (stress, abuse, loss, and so on) are treated as
indirect; these factors influence the human brain and cause the processes in it,
and these processes and imbalances are the direct causes of mental disorders.
Second, psychiatry has turned into a big business. Rose (2007) does not only
point to the spread of private mental hospitals in Western societies but also the
dependency of the whole sphere of psychiatry on psychopharmacology, mainly
on big pharmaceutical companies. He argues that the new top-selling drugs are
blurring the line between normality and pathology, transforming the
understanding of the illness. According to Rose (2007), these drugs are aimed
to adjust human somatic existence to the goals and desires of their social life.
Modern reality demands the individual to constantly monitor their health and to
be involved in constant self-development through changes in lifestyle, diet, and
their own body. Thus, the neurochemical self produced by this reality is flexible
and adaptive. Patients with mental disorders are likely to see their disorder as
an imbalance in the brain, and antidepressants as the desired treatment. This
concept of the neurochemical self was then widely used by sociologists who
were focused on the experience of consumption of antidepressants and other
psychiatric drugs.
The importance of the sociological approach to mental illness is that it sheds
light on subjective experience of a person suffering from a mental illness or, in
contrast, of people who have to respond to mental illness in others. Horwitz
(2013) identified four themes in contemporary sociological research on mental
illness. Two of them accept the definitions of mental illness developed by
psychiatry and are focused on the social causes of symptoms. The other two, in
turn, look into how social factors influence the response to mental illness.
Adherents of the first (and, according to Horwitz, the most common) perspective
apply traditional psychiatric categories to explore social causes for the described
symptoms. They seek to explain the variation in the prevalence of mental
disorders within different social groups or social roles. For example, Assari
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(2017) studied the correlation between race, gender, and class with the
indicators of socioeconomic status (e.g., income, education) through the lens of
its influence on depression. He showed that the same indicators may have acted
as risk or protective factors for depression when controlling for race and gender.
Griffin et al. (2002) examined the influence of low control at work or at home on
risks for depression and anxiety based on both the gender and job models. They
found that social roles and work environment contribute to higher risks for
depression and anxiety both in men and in women, given the complicated
interplay between the feeling of control at home and at work and risks for mental
disorders. Evenson and Simon (2005) explored the connection between various
types of parenthood and depression. The results of their study proved that
particular types of parenthood were connected with higher rates of depression,
with the prevalence of marital differences. Other studies examined the influence
of social context on the prevalence of depression. A review of empirical studies
by Mair, Roux, and Galea (2008) confirmed that ethnic/socioeconomic
composition of the neighborhood is inversely associated with depression. Dunn
et al. (2015) specified that schools influenced the prevalence of depression more
than the neighborhood.
The second perspective considers individual symptoms as cultural products of
particular contexts. Horwitz (2013) notes that studies that follow this approach
are relatively rare. They question how people express the symptoms in different
sociocultural contexts. Something similar, perhaps, may be found in the recently
emerged field of cultural psychiatry, a subfield in psychiatry focused on cultural
contexts of suffering from mental illnesses, a discipline on the borderline of
anthropology and psychiatry. For example, in opposition to the previous review
of cross-cultural studies, Kleinman (1977) highlighted cultural mechanisms of
shaping the expression of depressive symptoms, namely through the process of
somatization of illness, on the Taiwan population (Kleinman, 1977). Later on,
Kleinman and Good collected evidence on cultural differences in expressing
symptoms of depression on different populations worldwide (e.g., Kleinman et
al., 1985). In the field of sociology, Fenton and Sadiq-Sangster (1996) found that
South Asian women living in Great Britain express their emotions using a
culturally specific language.
The third perspective also uses traditional psychiatric categories but focuses on
the divergence of reactions to the symptoms of diseases. Horwitz (2013) calls it
the “social response” approach. The studies in this tradition are focused on the
way that people — both those who are (or are considered to be) mentally ill and
others — respond to the mental illness. One of the directions of empirical
research in this tradition is studies on coping strategies and inequalities in the
resources for coping, among which they highlight social support. Aneshensel,
Phelan, and Bierman (2013), building on the predecessors, broadly define
coping as any reaction people undertake to avoid or reduce the harm. In this
study, we will also follow this definition. They discuss the tradition of empirical
research that is focused on the social consequences of mental illness resulting
from transformation of one’s identity. They highlight studies on such issues as
stigmatization, self-attribution of mental illness, social determinants of helpseeking behavior, the interaction of a mentally ill individual with the legal system
and family members. Rosenquist, Fowler, and Christakis (2011) found that
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depression could spread over the social network of depressed people, female
friends playing a bigger role in this spread. Väänänen et al. (2019) examined the
transformation of the response from medical professionals to mental issues of
Finnish employees, namely their experience of changes in the “diagnostic
culture”. They concluded that in the modern Finnish society the stigma has
decreased, and the relationships between doctors and patients have become
more equal. While examining the doctors’ response to patients with medically
unexplained symptoms, Mik-Meyer (2015) discovered that although the
symptoms of such patients could not be identified in the context of contemporary
medicine, they became social problems after the doctors applied the broader
political context. In the study by Dejman et al. (2010), the focus was on public
attitudes to depression in women among laypeople in Iran. They found that
depressive symptoms were understood in terms of normality, as normal
expressions of temporary sadness due to external factors. Not surprisingly, they
also noticed high stigmatization of depression and the tendency to seek help in
informal resources (religion, family, etc.). Angermeyer and Matschinger (2004),
relying on the results of their survey, claimed that there was no positive change
in laypeople’s attitude towards people with depression. Sociologists have also
explored how people with mental issues perceive each other. According to the
results of the study by Aromaa et al. (2011), people with depression showed
more social tolerance towards people with mental problems and carried more
positive views about antidepressants. These associations were moderated by
the fact of utilization of mental health services: the users of such services
showed more positive attitudes than the non-users.
The last approach described by Horwitz (2013) focuses on the process of
construction and utilization of social definitions of mental illnesses. It states that
the notions of normality and abnormality are labels that are used to mark certain
types of behavior. In his famous work, Foucault (1988, 2012) provides a
historical analysis of the concept of madness, proving that the origin of this
concept lies in the cultural rules that establish the basis for distinguishing normal
from abnormal. Horwitz and Wakefield (2007), with their alternative harmful
dysfunction approach, explored how various competing definitions and
interpretations of mental illnesses, together with a continuum of possible
responses to them, were constructed in various cultures by different interest
groups.
The development of other fields of sociological research has contributed to the
empirical research on mental health. For instance, sociology of mental health
has adopted the concept of career to the study on chronic or long-prevalent
mental disorders. First, it appeared in Goffman’s (1959) work in the form of a
“moral career”, reflecting how patients in public mental hospitals change their
self-identification from person to patient. In this work, Goffman (1959) claims that
the utilization of the term “career” is advantageous as it links the personal with
the public, internal and external. Thereby this concept unites internal issues
(e.g., an image of self, identity) with external factors (e.g., official position and
lifestyle). While career, according to Goffman (1959), is increasingly used in a
sense of a personal life course, a moral career is an arrangement of changes
that occurs in the framework for the understanding of self and others. Later, Karp
(1994) used a similar perspective for describing one’s depression experience,
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focusing on self-labeling of one’s emotional experience using medical
categories. He claimed that this pathway of curing is a social process of applying
medical categories of depression to one’s own experience and understanding of
self as a patient. According to Karp (1994), mental illness career begins with
recognizing problematic feelings, thoughts, or experiences, then labeling them
as a medical pathology requiring treatment, and finishes with the acceptance of
chronic disability. Aneshensel (2013) highlights that in this regard there are
several alternative career paths that a person can follow and defines social
impetuses that determine the commitment to a single path and the movement to
the next career stage. For example, not all people who experience depressive
symptoms at some points in life come to explain their condition with medical
models or resort to medical treatment. Opting for a specific career path produces
the unique experience shared by all who follow the same path. According to
Aneshensel (2013), it is the task of a sociologist to investigate how society and
social structure transforms these career paths. In her article, she develops a
universal model of an illness career, underlining, however, that this process is
disorder-specific, and the model explains some illness experiences better than
others. Her model explains the progress from the condition of pathology to a
normal state or adaptation to chronic deterioration. In the first stage, a person
starts experiencing (or notices for the first time) problematic feelings, thoughts,
or actions. At this stage, people often do not share their problems with others.
According to Karp (1996), people who face such a condition for the first time
often lack the language to talk about their distress, or they do not expect any
support from others or are afraid of the stigma. Aneshensel (2013) claims that
sometimes it may be difficult for individuals to define their experience as
abnormal because there is no distinctive border. The second stage of her model
implies the process of identification of the problem and recognition of the
problematic experiences as symptoms of a disorder. At this stage, the individual
builds their identity as a mentally troubled person. The third stage includes helpseeking behavior and treatment, which can include both official medical
treatment practices (such as psychotherapy and medication) and lay practices
(seeking social support, doing sports, etc.). Relying on the previous empirical
findings, Aneshensel (2013) claims that the choice of the treatment path is
determined by a variety of social factors. The last stage of a mental illness career
path includes returning to normality or adaptation to a chronic condition.
Aneshensel (2013) notes that social factors that led to the occurrence of a
disorder for the first time will not necessarily lead to its appearance in the future.
Furthermore, social roots can affect how the person will arrange their life after
the episode of mental illness (once it passes).
Thus, sociology of mental health is a rather developed field of study that uses
several approaches to the understanding of mental health. Although the
perspectives of the aforementioned approaches are rather divergent, sometimes
the borders between them are blurred. In this study, the focus is on how the
understandings of depression are produced in two different sociocultural
contexts and, in turn, how they determine the choice of coping strategies.
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1.2. Literature review
1.2.1 Depression as a subject for qualitative sociological analysis
The development of sociology of emotions and sociology of mental health gave
rise to a number of sociological studies on depression. Since depression was
introduced as a phenomenon that can be studied using the methods of social
sciences, this concept has been widely explored by quantitative methods.
Questions related to depression are often included in questionnaires, especially
concerning health issues. However, as was underlined by several authors (for
instance, Issakainen, 2015), looking at depression from the inner perspective is
an important tool for finding the best ways to help people who suffer from it. This
realization has led to an increased number of articles that apply this subjective
perspective in their research designs (Issakainen, 2015). This section presents
a brief literature review of the qualitative studies that have been conducted in
recent years. This section aims to describe the insights that can be provided by
studying depression from the subjective perspective of a sufferer. Besides, the
key findings of recent studies on the experience of depression will be discussed.
To begin with, several well-known qualitative studies in the field were conducted
by Simone Fullagar. In her study of women’s experiences of antidepressant
consumption, she depicts antidepressant treatment as an exercise of biopower
that supports the discursive formation of new subject positions available to
women, specifically, the position of a neurochemical self (Fullagar, 2009).
Fullagar (2009) notes that the focus on antidepressant treatment in mental
health policies received a lot of attention from sociologists. She argues that the
expansion of biocapitalism and the development of science have led to the
transformation of knowledge and made people suffering from diseases not
“passive subjects of expertise”, but active participants of the diagnostic and
treatment process (Fullagar, 2009: 392). Moreover, based on the authority of
molecular science, mental diseases are constructed as a deficit of a
neurochemical substance in the brain. Fullagar’s research is primarily focused
on how women employ various discursive practices to align different subject
positions and their desires for recovery. The results of her study are three
themes that emerged in the narratives of women recovering from depression:
restoring normality, signifying recovery success, and the control/uncertainty
relation. Fullagar shows how ambivalent these gendered discourses on
depression and recovery are, as the participants of her study often base on one
discursive formation in their talk on antidepressants but simultaneously enact
other, even contradicting discourses. Applying the subjective perspective let her
shed light on how the interviewees positioned themselves concerning
antidepressant consumption. In line with Rose (2007), Fullagar (2009) extends
her concept of the neurochemical self to a neurochemically deficient self to
characterize this new subject position. However, Fullagar (2009) points out that
her participants did not use solely biochemical accounts to explain the causes
of their depression or hopes for recovery. She showed how women tried to
negotiate different discourses about depression to make sense of their everyday
lives, relationships, and bodies (Fullagar, 2009).
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The moral ambivalence of antidepressant consumption is in the focus of the
study by Ridge et al. (2015). The authors used the narratives of antidepressant
users from the UK and Australia to show how they legitimize (or otherwise) their
usage. They claimed that antidepressant treatment remained illegitimate in the
eyes of the general public, and hence people who were prescribed
antidepressants had to do their work to legitimize their usage. This is connected
with the moral uncertainty about both their depression and pharmaceutical
interference in their condition. Interestingly, moral beliefs about antidepressants
were very similar among people from the UK and Australia. The authors
explained it by cultural and historical proximity of the given countries and by the
consequences of globalization of depression.
Fullagar and O’Brien (2012) examined the narratives of women to identify the
metaphors that they used to make sense of their gendered experience of
depression and recovery. In this study, metaphors were understood as a
persuasive source of meanings and ways of understanding the issues of
depression and recovery. The key metaphors they found were as follows: bound
effect of depression, recovery as a fight with depression, and recovery as a
journey to a better self-understanding. Interestingly, the metaphor of a journey
to a better self-understanding reflects the understanding of recovery as an
embodied experience that alters the identity of a depressed woman. According
to the authors, their findings challenged the traditional, clinical way of speaking
about depression and recovery, and added information on what women
themselves considered helpful during their recovery. Another study by Fullagar
and O’Brien (2014) was focused on the process of construction of the meanings
of recovery from depression in their everyday practices of self-care. The results
of their study suggested that many women doubted the excessiveness of
biomedical treatment of depression and started understanding recovery in a
broader sense. Again, they concluded that focusing on the subjective
understandings of what was more helpful could have provided medical
professionals with more effective ways of treatment and recovery.
Another well-known study by Fullagar (2008) on the importance of leisure
practices for women’s recovery from depression is based on the analysis of
narratives of 48 women in Australia who self-identified as suffering depression.
She views depression as a gendered phenomenon and points out that in
western societies women’s depression is predominantly constructed as a
biomedical or a psychological problem rooted in the female nature (e.g., lack of
emotional control). Modern research and intervention initiatives consider women
a high-risk population group. This consequently leads to the creation of socially
approved treatment pathways, which are usually pharmacological or
psychotherapeutic (Fullagar, 2008). Fullagar shows how the existing gender
order with its norms and regulations towards women shapes the practices of
self-care and care for others that depressed women apply in their lives (Fullagar,
2008). Using the analysis of the narratives allowed her to define the role that
emotion play had in the process of women’s recovery from depression and the
cost of their emotional work (Fullagar, 2008). Another recent study by Fullagar
(Fullagar, 2011) is focused on women’s experiences of traveling while
recovering from depression. In this work, she applies a feminist account on
traveling (as moving away from gendered responsibilities and expectations
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associated with home) to the investigation of 11 narratives of women who
identified themselves as recovering from depression. Fullagar (2011) identifies
three interrelated themes that women cover when talking about their travel
experiences: escape from gendered expectations; enjoyable risk-taking; and a
process of finding a “purposeful identity” beyond depression. These themes
reflected the reasons why these women decided to travel and how they assess
this experience in terms of recovering from their depression. Notably, Fullagar’s
research was focused on the positive effects of traveling and leisure, while (as
she acknowledged) her participants mentioned struggles and problems
connected with the studied issues.
It is known that one of the benefits of qualitative methods is that they allow the
researcher to enter an arduous field. For instance, Bone (2019), in her recent
study, uses a subjective perspective to investigate a highly understudied field:
depression in deaf people. Her main objective was to understand how deaf
people manage to cope with their depression “in the mental health system that
is based on spoken, not signed communication” (Bone, 2019: 1). Bone (2019)
reports evidence that there is a high share of deaf people with an unmet need
for mental healthcare due to the lack of language-accessible services and
specialists. She understands deafness from a sociocultural perspective. She
aims to investigate the subjective meanings ascribed to the context of deaf
people’s depression. Her respondents mentioned three themes and four
subthemes during the interview: communication barriers (divided into the
barriers in communication with friends and family; mental health care providers;
the whole mental health care system; and with technologies requiring fluency in
written English), impression management, and resilience (Bone, 2019).
Communication barriers often led to the feeling of isolation that deaf people
experienced throughout their depression that could not but affect their suffering
from depression. The second theme, impression management, was connected
with the rupture in the participants’ feeling of identity and isolation from their
counterparts in the deaf community. To avoid this isolation, these people often
hid their diagnosis of depression from others in the deaf community and tried to
maintain the facade of wellness. The last theme, resilience, reflected their coping
strategies that mainly coincided with the strategies of the majority of Canadians.
However, the participants of Bone’s research (2019) reported the need for more
mental health care services than they had by the time of the interview.
Similarly, Curtis, Morgan, and Laird (2018) used a qualitative approach to get an
insight into a difficult field: they worked with economically and racially
marginalized mothers suffering from depression. Their main objective was to
explore the complicity of the relationships between depression, religion, and
raising children in the context of racial and economic marginalization. Their
findings are rather interesting: first, the themes of struggle and suffering were
intertwined with stories about “survival, persistence, and beauty” (Curtis et al.,
2018: 293). Second, participants’ narratives were echoing Latina and African
American women’s theology and feminist accounts that were both used by the
authors as interpretive guides (Curtis et al., 2018). The importance of their work
lies in the fact that they indicated not only the narratives of sorrow, grief, and
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trauma that preceded depression, but also showed that in their participants’ lives
there still was place for joy, faith, and hope. As the authors argued, this became
possible with the presence of interpersonal support networks.
The experience of men suffering depression is less represented in sociological
literature. In the study by Campbell and Allen (2019), the authors highlighted the
importance of the narrative-based method as it ensures that voices of
marginalized groups are taken into account and, at the same time, introduces
diverse experiences to dominant health narratives. They came to the conclusion
that all black men viewed their experience as different from others’ depression,
and their cultural beliefs influenced their experiences of depression and helpseeking strategies. For example, at first black men viewed depression as a
weakness and did not want to seek medical professional help. Gibson,
Cartwright, and Read (2016) analyzed the narratives of men who took
antidepressants. They draw upon the conflicting nature of the moral position of
a suffering person as being legitimately in need of it and, on the other hand, as
deserving it. As a result of their study, Gibson, Cartwright, and Read (2016)
described several areas of conflict connected with the use of antidepressants
and identified ways of negotiating them. Notably, some of their participants
considered antidepressants to assert the facets of traditional masculinity.
However, the authors noted that their research did not cover older more
privileged men, so the range of possible correlations between antidepressant
use and masculinity could be wider. Valkonen and Hänninen (2012) examined
the narratives of men in their forties to define how depression is related to
masculinity. Interestingly, depression was seen as a result of both unobtained
and accomplished hegemonic masculinity. Those participants who challenged
the hegemonic understanding of masculinity blamed the existing socio-cultural
gender order for causing their depression. Besides, traditionally “masculine”
ways of thinking and acting were applied by the participants as coping
mechanisms.
Ridge and Ziebland (2012) used the narratives of people with depression to
show the utility of the framework of coming out for the analysis of the experience
of depression. Their argument is that such a framework makes the analysis more
sensitive to the personal experiences of people who faced depression, and also
provides useful conceptual tools for studying the phenomenon, as it was also
socially constructed and stigmatized. The coming out framework allowed
researchers to focus on how people internalize, experience, and resist stigma
regarding depression. The participant of their study also draws on themes that
were organized in a consequent order, as, for example, in the case of the mental
illness career framework. Ridge and Ziebland (2012) showed that people with
depression, much like homosexuals, also mentioned such topics as childhood
differences, coming out, and accommodation with the depression experience.
Kruger et al. (2014) examined the narratives of mothers who have been
diagnosed with depression. They found that the diagnosis of depression
concealed the implications of women’s psychological distress, in particular anger
towards their children. Being a mother in adverse conditions and,
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simultaneously, being unable to express the anger, led to violent behavior
towards children, also because violence is an acceptable way of communication
in such places.
The subjective perspective has been also used to support various interventions.
For instance, Castonguay, Filer, and Pitts (2016) in their study on people who
sought help for their depression apply the Health Belief Model (one of the wellknown social psychological theories) to participants’ narratives to study the
reasons for avoiding help-seeking. The authors used narratives as they allowed
researchers to understand the subjective perception of the process of helpseeking and their own current mental health condition. They found that fear of
the unknown treatment process was a major obstacle, preventing people from
seeking help. Moreover, according to their findings, this uncertainty also drives
every element in HBM. They also express the hope that this barrier may be
reduced through the interpersonal cues to action. Thus, the authors concluded
that interventions should target the members of the closest circle of a depressed
person and distribute the information on the process of treatment to make it
clearer for laypeople (Castonguay et al., 2016). Notably, in their study as well as
in many others, help-seeking is defined mainly in terms of formal ways of
treatment, such as consulting a medical professional.
In recent years, similar qualitative studies were conducted on Finnish young
people. For instance, Issakainen and Hänninen (2016) examined 61 written
accounts of young people of Finnish origin who identified themselves as being
depressed. In this study, depression was investigated as a part of the personal
life course. The authors sought to explain how the origins of depression may be
explained from the perspective of normative conceptions regarding young
adulthood. The results of the study show four main story types that arose in the
participants’ narratives around their interpretations of the causes of depression:
growing up on a side track, falling off the track, missing the track, and
questioning the track (Issakainen & Hänninen, 2016). Focusing on the inner
perception of depression also provided the authors with insights on how young
people explain their depression’s origin basing on social norms concerning youth
and traditional gender ideals.
Analyzing the narratives on depression can also shed light on the process (and
its subjective meaning) of communicating about depression. The study by
Issakainen (2015) uncovered three frames that young people use for the
explanation of their decision to communicate with others about their depression:
support, connection, and handling. These frames included both advantages of
being open and problems that arose during the communication (Issakainen,
2015). In the first frame, communication was understood both as a source of
support and burdening. The second frame included young people’s attempts to
communicate with others about depression and simultaneously ways of
worsening the situation through these attempts. The third frame, handling,
presented communication as a way to deal with distress and at the same time a
possibility of falling deeper into depression. Interestingly, according to
Issakainen (2015), young people used these frames talking about both informal
help sources (family, friends, partners) and formal ones (medical professionals).
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As I aimed to demonstrate in this section, qualitative studies on depression in
social sciences have become increasingly widespread. In the English-language
scientific literature, there is no doubt in the utility of the qualitative approach for
studies on depression. To sum up, I would also like to stress the wide range of
issues within the process of suffering depression that is covered with the use of
a subjective perspective in the design of a study, such as communication about
depression, subjective opinions on origins of depression, the role of leisure and
traveling in the process of recovery, etc. The qualitative studies discussed in this
section used a variety of methods of data collection (such as face-to-face
interviews, written narratives, and even interviews with deaf people that
undoubtedly have their specificity). Using qualitative methods allowed the
researchers to understand how their participants interpret and make sense of
the experience they are going through. As was mentioned at the beginning of
this section, this is a very important issue for finding the best ways to help people
cope with difficulties and recover.

1.2.2 Depression in comparative studies
This section presents a literature review of the studies that examined the
correlation between culture and depression. The objective of the literature
review is to find out how the influence of culture on depression was studied
before, what conceptual tools were used to understand and explain this
correlation, and what the main findings of the previous research were. The
studies that will be discussed here apply both quantitative and qualitative
perspectives. Most of the comparative studies compare Western and Asian
cultures, as they are often juxtaposed. Some of the presented studies were
focused on different countries, and others examined populations that live within
the borders of one country (e.g., migrants and native population).
Cultural differences in the prevalence of depression or the ways of expressing
its symptoms have been in the focus of social scientists for a long time. Singer
(1975) provided a review of existing literature on cultural discrepancies in
prevalence rates of depressive disorders and their symptoms. He noted that one
of the main obstacles for comparison of the results of studies on depression in
different cultures was the lack of uniform methodology. The results of his study
identified several cultural factors that influenced depression (divided into three
groups: factors causing depression; factors preventing depression; and factors
changing the manifestation of depression). Besides, his review supported the
idea that culture shaped how symptoms of depression were expressed.
However, he claimed that culture did not influence the morbidity of depressive
disorders, which was proved by field surveys in Eastern countries.
In the previous section, it was discussed that culture shapes the experience of
depression as it provides individuals with the language for speaking about their
feelings and worries. Brandt and Boucher (1986) compared the emotion lexicons
of eight cultures (Australia, Indonesia, Japan, Korea, Malaysia, Puerto Rico, Sri
Lanka, and the United States). They found that in such countries as Japan,
Indonesia, Sri Lanka, and the United States the words for depression formed a
separate cluster, while in the other countries such words referred to the sadness
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clusters. The authors explained this difference by some cultural and linguistic
factors. After conducting a semantic network analysis they found that, regardless
of culture, people viewed depression as an acute state of abated feelings,
namely resulting in disappearance of positive emotions.
Angel and Guarnaccia (1989) studied the effect of somatization among
Hispanics based on examining the association between depression and selfperceived health. The implication for the research is the empirical evidence that
people of Hispanic origin more often report somatic symptoms of their distress.
They found that individuals that experienced higher levels of depression were
more likely to assess their health as poorer than physicians did. As a result of
their study, they claim that the individual’s self is a concurrent practice of body
and mind. Besides, their findings went in line with the previous research that
explained somatization as a result of cultural and social taboo on expressing
one’s emotions. On the contrary, a more recent study by Lackey (2008) indicated
that interpersonal problems and affecting symptoms prevailed over somatic
symptoms in identifying the person as suffering depression. Interestingly, the
participants’ personal experience of immigration influenced the understanding of
the causes of depression. Consequently, they suggested more “social” sources
of support for depression, including help from the family, community, and
medical professionals. The reason for inconsistency with the previous research
may be the fact that with time people became more familiar with the concept of
depression and its symptoms due to the process of “globalization of
depression”.
Fenton and Sadiq-Sangster (1996) drew their argument on the assumption that
the traditional categories of mental illnesses produced by the Western medical
community cannot be applied to the experience of mental illnesses in other, nonWestern, cultures. They examined the perceptions of mental distress of South
Asian women living in Bristol and found that their descriptions of the mental
distress were driven by the language and cultural categories they shared.
However, the experience of mental distress (the “thinking illness”) described by
them could fall into the Western category of depression. Interestingly, Fenton
and Sadiq-Sangster (1996) noted that the participants lacked the focus on
“myself” in their descriptions. According to their explanation, the developed
concept of “myself” as an object for an action, reflection, and treatment is a
cultural product that requires individualism and a degree of medicalization of
culture. Haroz et al. (2017) conducted an extensive systematic review of
qualitative studies on the experience of depression all over the world. They
examined a vast amount of literature to identify the symptoms of depression
frequently reported by the participants. As a result, they proved that the
symptoms of depression are quite similar worldwide, which justifies the usage
of the uniform DSM-5 diagnostic criteria in diverse populations.
Karasz (2004) argued that accounts on illnesses are not only cultural products,
but also reflections of the cultural realities in which they were produced. To
support this idea, she compared the accounts on depressive symptoms across
two different cultural groups: South Asian immigrants and European Americans.
The participants of her study were offered a vignette that described a person
expressing symptoms of depression. The results of this study proved that South
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Asian women tend to conceptualize the symptoms in social and moral terms and
recommended self-help strategies. Moreover, their answers were focused on
the world of family, family problems, marriage, and traditional gender roles.
Contrarily, European Americans proposed two models of conceptualization of
these symptoms: biological dysfunction and situational stress (that is similar to
the South Asian participants’ explanation) and were more likely to recommend
professional treatment. As possible causes of depression, they mentioned a
variety of discrete life events (death, job loss, divorce). Karasz (2004) suggested
that a larger variety of causes of depression reflects a broader experience of
European American women compared to that of South Asian. She also argued
that this difference in the conceptual models of depressive symptoms is the key
factor in understanding the differences in help-seeking strategies. Similarly,
Kokanovic et al. (2008) applied a cross-cultural perspective to study layperson
accounts of depression. They found that Anglo-Australian respondents tended
to view depression as an individual experience, often connected with social
isolation and personal misfortune. Meanwhile, members of Ethiopian and Somali
communities referred to depression as a more collective experience and placed
it in a broader socio-political context. In line with the results of the study by
Karasz (2004), the Ethiopian and Somali participants in this study were more
frequently concentrated on the family and community worlds, while AngloAustralian respondents mentioned a broader range of possible causes of
depression.
Burr and Chapman (2004) investigated the description of depression
experiences of women from South Asian communities. They found that their
participants had a complex conceptualization of their depression experience and
articulated both somatic and affective symptoms. Although they spoke about
depression as an illness, they considered physical symptoms to be more
appropriate reasons to see a medical professional. These results contradict the
previous research on members of East Asian communities, as previously it was
found that Asian people tend to somatize their mental conditions. However, the
authors explained that East Asian women tended not to speak about their
emotions and feelings, so they may have appeared as “somatizing” (Burr &
Chapman, 2004).
Antoniades (2018) applied the previously discussed concept of an illness career
to the comparative study on Anglo-Australian and Sri Lankan communities. This
analytical tool was used to understand what steps people go through while
seeking help and making the decision to go into care. They found that during
their illness careers people with depression tended to rely on compatriots, those
people who are believed to understand depression or those who had the same
experience with it. The importance of compatriots increased with the progress
of participants’ illness career, and their role was even bigger than that of
traditional social ties, based on kinship, religion, ethnicity, or culture.
Other studies examined the prevalence of depressive symptoms in culturally
diverse populations. For example, Iwata and Buka (2002) investigated the
manifestation of symptoms of depression among undergraduate students from
different parts of the world, including East Asia, North and South America. They
found that Native Americans were more likely to express somatic symptoms than
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affective symptoms, while Argentinians were less likely to suffer from depressive
symptoms. The authors also suggested that cultural beliefs may have biased the
results of their study as far as in North American culture the expression of
positive effect was encouraged, while in the Japanese culture it was suppressed.
Notably, the authors considered the sample of undergraduate students to be the
most relevant sample for examining cultural differences (Iwata & Buka, 2002).
Inaba et al. (2005), who also made comparisons between the Japanese and the
US populations, found out that all of the factors (gender, SES, marriage status,
etc.) influencing depression in case of the USA remained influential for the
Japanese sample, except for education. While in the US population education
was inversely associated with depression, no correlation was found between
depression and education for the Japanese. The authors argued that this lack
of connection between the education level and depression is a product of
specific Japanese socio-cultural context that includes a distinct system of
stratification based on occupation.
Van de Velde et al. (2010) placed the connection between gender and
depression (with women consistently reporting higher levels of depression than
men) in a broader cross-cultural context. They found that there are significant
differences in the gender gaps across different European countries, with lower
scores in Ireland, Slovakia, and some Nordic countries and bigger gaps in some
of the East and South European countries. The authors sought the explanation
in the socio-cultural specificities of gender roles in these countries (Van de Velde
et al., 2010).
There are several studies in which culture is considered to be a factor that
moderates the connection between depression and other issues. For example,
Song (2015) examined the connection between SES and health and
emphasized the moderating effect of culture. According to her, in China, where
culture is collectivistic, the interdependence of individuals is institutionalized,
while individualistic culture in the US promotes higher independence. She found
that while achieving higher positions in urban China, people tended to compare
themselves with others who achieved higher positions and got higher scores for
depression. Meanwhile, in the US, the higher status people achieved, the less
depressive symptoms they had. Furthermore, Yuchang et al. (2019) provided a
review analyzing the connection between depression and different forms of
bullying (particularly cyberbullying) in diverse cultural contexts. They found that
in North America the effect of bullying was stronger than in China and Europe
and that recent publications reported a higher negative effect of cyberbullying
on depression than previous ones. They suggested that individual selfconstructs of North American culture increased the vulnerability to cyberbullying,
compared to the collective self-constructs. Another explanation is that Chinese
culture requires respect for older people and adults that made children more
sensitive to bullying. However, the authors admitted that did not explain the
variation in the effect between North America and Europe (Yuchang et al.,
2019).
Gilbert et al. (2019) examined lay accounts on depression among AngloAustralian and Indian-Australian community members. They found three frames
of legitimacy used by their participants to describe depression: biomedical,
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situational, and moral. They noted that Indian Australians used the biomedical
frame less frequently and mainly described depression in situational terms
based on their own experience of migration. They often perceived depression
as a personal weakness and something that could destroy the moral legitimacy.
As for Anglo-Australian participants, they more easily recognized depression as
a biomedical condition but often criticized the medical diagnosis and
antidepressant treatment. Interestingly, both groups of participants tended to
offer non-medical ways of treatment for depression.
The presented literature review suggests that experiences of people suffering
from depression from two Western countries are rarely compared. It is
disputable whether Russia could be considered a Western or an Asian country,
but, as I will show in the following section, there are salient differences in the
sociocultural contexts of Russia and Finland. Thus, the comparison of the
experience of people with depression in these two countries will be quite novel.

1.3 Russia and Finland — two contexts of comparison
This section aims to provide a theoretical framework for the comparison of the
strategies for coping with depression emerging in two different cultural contexts.
The processes of globalization and the appearance of network societies and the
consequences of these processes for the research are taken into account. Then,
mental health systems in Russia and Finland are briefly described and
compared, as well as statistical figures on depression in these two countries.
This section aims to prove that the notions of enclaves of globality (Ivanov, 2016)
and network society (Castells, 2004) provide reliable evidence that the
comparison between cases of Saint Petersburg and Helsinki is possible.

1.3.1 General theoretical framework for comparison
The theory of the network society developed by Manuel Castells appears to be
insightful for the investigation into strategies for coping with depression as it
emphasizes new horizontal channels for information spreading and the
importance of informal networks. Castells (2004) characterizes a network
society as a society that consists of networks based on information and
communication technologies. According to him, the social structure of the
society consists of elements of organizational arrangements between people
that are coded by culture (Castells, 2004). Castells connects the emergence of
network societies with the microelectronics revolution that led to the
transformation of information and communication technologies. Although
networks have existed for many years of human history, Castells considers the
widespread distribution of the body and mind of people in networks based on
microelectronics and communication technologies a distinctive feature of the
modern world.
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Castells (2004) argues that as far as digital networks have no boundaries for
expansion, the social structure based on such networks is global. That does not
necessarily presuppose that all people are included in all the networks, but all of
them are certainly affected by the ongoing processes in these networks because
the key enterprises are organized in the logic of networks (e.g., financial and
goods markets, science and technology, the media, etc.). However, despite its
global nature, a network society in every country coexists with its specific local
contexts and peculiarities. Moreover, different networks are unequally
distributed over the world; in other words, they are interconnected and
overlapping in some cases, but they do not evenly cover the whole world.
As far as all societies are produced by culture (as an array of various norms and
beliefs that drive people’s behavior), a network society should have a specific
culture (Castells, 2004). According to Castells, a network society was developed
in a variety of cultural contexts, and in each of them it takes on a unique form.
Thus, the distinct characteristic of the network society is historical cultural
diversity instead of the development of a global culture. The supreme value of
the culture of a network society is communication. From this point of view, the
culture of a network society could be described as a culture of protocols of
interaction between all cultures, based on the belief in the power of
communication and a synergy that arises in the course of mutual exchange
(Castells, 2004).
What is most relevant for the present research is the fact that the appearance of
the Internet as a global information network provided the general public with
access to medical information that previously was available only through
professional channels. Katz, Rice, and Acord (2004) argue that the spread of
the Internet led to the appearance of centralized services (some of them
powered by government, others are commercial) and, simultaneously,
decentralized informal local networks of health resources. Centralized sources
are based on peer-reviewed literature and professional information. They
dominated the early stages of the Internet development, but today they are
losing ground. Katz, Rice, and Acord (2004) identified several reasons for that
tendency. First, both medical practitioners and the general public often lack
awareness about the centralized e-health services. Moreover, using them
sometimes requires special training as all of them are organized differently. At
the same time, they are based on the medical professional literature that also
requires some skills to read, understand, and use. Sometimes people (both
medical professionals and their patients) just prefer to use traditional channels
for seeking health information. In addition, centralized e-health sources often
lack personalization and subjective, emotional aspects, which is important for
users. To fulfill all these needs, there appeared a number of commercial health
websites offering a variety of health services. However, as Katz, Rice, and Acord
(2004) claimed, they failed to provide people with all the health issues they seek
on the Internet, so decentralized health resources have appeared. These
resources are based on interacting participants that combine professional
medical information with their personal experiences of living with an illness.
Social distance and perceived anonymity allowed people to share their private
experiences and expertise while reducing the danger of being judged (Katz et
al., 2004). There is evidence that people with depression, as well as with
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diabetes mellitus or a gynecological condition, are more likely to use online
support groups than those with other illnesses (Millard & Fintak, 2002). Besides,
online health resources became sources of support not only for people with
diseases but also for their relatives.
According to Katz, Rice, and Acord (2004), new digital technologies transformed
the existing doctor-patient relationships. For example, digital technologies
shifted doctor-patient communication to the online space. However, they tend to
hide their search for health information on the Internet from their general
practitioners as they perceive it as a potential factor of worsening relationships
(Harvey et al., 2017). Contrary to that claim, other studies found that discussion
of the information found on the Internet can actually improve patients’
relationships with their doctors (Tan & Goonawardene, 2017).
Katz, Rice, and Acord (2004) also argue that new e-health technologies created
publicly available e-health services that alter the existing distribution of helpseeking resources. Nowadays more and more people all over the world use the
Internet on a daily basis, which has the potential to reduce inequality in access
to health information and help-seeking resources.
There is statistical evidence that more and more people are using the Internet
for seeking healthcare resources. However, certain cultural differences are
observed in the patterns of Internet use for healthcare information (MorahanMartin, 2004). For example, US users are more likely than Europeans to take
action based on what they have read on the Internet, and also more likely to
discuss this information with their doctors. Moreover, after reading about
different medications, the US users were more likely to ask their doctors for a
prescription. Research showed that people evaluated the Internet as a reliable
source of information and frequently used it (Harvey et al., 2017). Surfing the
Internet for health information, the user can employ search engines or seek help
in an online community of people experiencing the same kind of problem.
Kanthawala et al. (2016) compared the information that the user gets when
asking the question in an online community or search for the answer using
search engines. They found that the online community answered more
questions that did search results and provided more information on the course
of action one should undertake in given conditions. However, the factual
information provided by search engines was more valid than that by the online
community.
To better understand the context of comparison, we should grasp the
peculiarities of the network societies in the two given countries. To start with, the
Finnish network society is characterized as advanced and is powered by a
powerful welfare state (Himanen & Castells, 2004). Finland holds leading
positions among the world’s information economies. Himanen and Castells
(2004) stress that the successful development of the Finnish network society is
due to the active and elaborate work of the state. According to them, one of the
basic priorities of the Finnish state is investment in talented people and
developing a free public education system. They especially note the flexibility of
the Finnish educational system, which decreases pressure on students and
allows them to experiment with new ideas and network with like-minded people
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all over the world. As Himanen and Castells claim, the Finnish nation trusts the
state to act on behalf of it and establishes its cultural identity during the ongoing
process of the world’s globalization.
In turn, the formation of a network society in Russia went through some structural
obstacles (Vartanova, 2004). According to Vartanova, despite the late
introduction of the Internet to the general public, the Russian intellectual class
immediately recognizes it as a platform for developing a network society and as
an alternative to traditional mass media. There is evidence that the Internet has
provided a platform for Russian online activism (Machleder & Asmolov, 2011).
By the time her article was written, Vartanova (2004) claimed that the Russian
network society lacked the so-called network culture. However, it may be
suggested that the Russian network society developed with a delay, compared
with the Finnish one: at the beginning of the century the network society in
Russia was only in its infancy, and a lot has changed since then. Nowadays the
Internet has widely spread among the Russian population and the proportion of
social media users has significantly increased (The development of the Internet
in the regions of Russia, 2017). Finnish scholars contrast Russian network
society with the Finnish one (Kukkola et al., 2017). They describe Russia as a
“closed network nation” due to the intention of the Russian government to
establish control over the cyberspace and divide Runet from the global Internet
network. In addition, there are local online social media that are much more
popular among the Russian population than Facebook (Vkontakte and
Odnoklassniki). All these factors should be accounted for when speaking about
spreading knowledge through informal groups and channels on the Internet. So
far there is little evidence of how many Russians use the Internet to seek health
information.
Thus, the two given countries could be viewed from the perspective of the
network society that developed differently in each case. To prove the
comparability of the two cities, I appeal to the post-globalization and postvirtualization theory developed by Dmitry Ivanov. Ivanov (2019) claims that
nowadays the world steps into the age of post-globalization when the global
structures are localized in huge urban centers. Globalization failed to create a
global society but produced enclaves of globality (located in huge cities) that
concentrated a vast amount of material, symbolic, and human flows. Ivanov
(2019) characterizes the modern world as super-urbanized, as the majority of
the world’s population is concentrated in a few metropolises. The network of
these enclaves of globality constitutes the core of socio-economic development.
Ivanov (2019) argues that huge cities live in different economic, socio-cultural,
and political contexts than the rest of the country that still lives in the reality
formed by the institutions of the national states. Inside these super-urbanized
territories there appears a new dimension for measuring the quality of life and
wellbeing (and, simultaneously, a new type of inequality): life completion
measured by the intensity of the flows that structure the fluid life of a modern
individual. People in huge cities experience a life full of opportunities and live in
augmented reality, but, at the same time, are engaged in the three dimensions
of inequality (standard of living, quality of life, and life completion). Ivanov (2019)
uses the metaphor of the augmented reality to reflect the process of postvirtualization, the process of turning to reality when different social realities
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interpenetrate into each other and the reality becomes more intense (that is,
according to Ivanov, augmented modernity). Simultaneously, outside
metropolises, territories face resource depletion and a decline in social
structures, which leads to the appearance of the regime of exhausted modernity.
Helsinki and Saint Petersburg are both large cities that attract a significant
amount of human and economic capital. Thus, we may say that Helsinki and
Saint Petersburg could be considered enclaves of globality, and may be
compared as two global cities that have specificities of the local culture in the
developed network societies.

1.3.2 Finnish mental health system
To start with, regarding depression figures, the situation in Finland could be
described as paradoxical. First, according to the World Happiness Report,
Finnish people experience higher rates of happiness than people in the rest of
the world (Helliwell et al., 2018). However, approximately 5.6% of the population
in Finland suffers from depression, which is slightly higher than the OECD
average (of 4.5% in 2016) (OECD/EU 2018). If we consider the subjective
feeling of unhappiness and sorrow as symptoms of depression, these results
appear contradictory. However, a recent report on happiness in the Nordic
region showed that a significant proportion of people aged 18–23 in the Nordic
region evaluate their current life situation as “struggling” or “suffering”
(Andreasson & Birkjær, 2018). In recent years, they observed a tendency to
increased depression prevalence rates among youth. However, scientists
explain it with the raise of awareness on mental health conditions and increased
ability to resort to healthcare services (Filatova et al., 2019). There is also a
remaining gender gap in the numbers expressing happiness rates and
depression. Particularly, in Finland, 16% of young women reported that they are
“struggling” or “suffering”, compared to approximately 11% of young men who
reported the same (Andreasson & Birkjær, 2018). Moreover, despite the decline
in the suicide rates in recent years, they are still very high, especially among
young people and males (OECD, Country report: Finland, n.d). Thus, according
to the recent figures, the suicide rate in Finland is 13.9 per 100 000 inhabitants,
with higher numbers among men — 22.9 per 100 000, compared to 6.0 in
women (OECD, 2019). There is a shred of statistical evidence that more than a
half of young people who committed suicide suffered from depression, and
suicide was the cause of one-third of deaths of people aged 15–24 (WredeJantti, 2016). Overall, researchers claim that young people in Finland are more
likely to feel depressed than people in other age groups (especially young
women who demonstrate significantly higher rates of feeling depressed than
women of other age groups) (Andreasson & Birkjær, 2018).
Mental health in Finland is considered to be one of the priority areas of
healthcare. The Finnish government has invested in national health research
and development programs in the field of healthcare (Lehtinen & Taipale, 2001).
In 1994–1998, the National Depression Programme was launched with the focus
on raising public health awareness. It targeted both the general population and
children, specifically (Lehtinen & Taipale, 2001). In 2008–2011, there was a
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National Depression Project that aimed to improve mental health of those who
are unemployed and improve wellbeing at the workplace (Melkas, 2013). To
reduce suicide rates, Finland implemented several tailored initiatives, for
example, the initiative called “Time Out! Aikalisä! Elämä raitelleen” (“Time Out!
Back on the track!”), which targeted young men aged 15–29. The new National
Mental Health Strategy published on the 11th of February 2020, identified 4
priority areas: mental health as capital; promotion of mental health of the youth
and children; mental health rights; and improved mental health management
(the Finnish government, 2020).
The mental healthcare system in Finland is integrated with somatic healthcare
and applies decentralized financing (Lehtinen & Taipale, 2001). It includes
various agents who provide different kinds of support with regard to mental
health problems. The non-profit organization Mieli summarizes that there are at
least three kinds of mental healthcare service providers: governmental, private,
and third sector (provided by different organizations) services (Mieli, n.d). Thus,
people can seek help in state-funded hospitals, private psychiatric clinics, and
also churches and organizations specializing in mental health. People who
experience some mental health problems are primarily advised to visit their local
health care center or occupational health care center (that provides help on the
basis of the agreement between the employer and the occupational health care
center). Students in Finland also have an additional option: they can use the
Finnish Student Health Service (FSHS). Thus, if a physician in one of these
primary care units recognizes a person as in need of special treatment, he/she
will refer the patient to one of the specialized psychiatric care units. The names
of these units vary in different municipalities, e.g., “psychiatric polyclinic” or
“mental health center”. Sometimes it is possible to reach a specialist from the
psychiatric care unit directly. Often health care centers have so-called
“depression nurses” who offer conversational support. In psychiatric units,
patients are provided with conversational help, psychotherapy, and different
kinds of rehabilitation. If there is a need for long-term psychiatric care which a
local psychiatric unit is unable to provide, the patient has to buy services from
private psychotherapists. However, there is an opportunity to apply for financial
support from KELA (The Social Insurance Institution of Finland). The third sector
helps service providers usually have the financial support of Finland’s Slot
Machine Association (RAY), so patients do not have to pay for their services.
Among the common forms of help offered by such organizations are hotlines,
online help, face-to-face crisis work, peer support, or rehabilitation courses. For
example, Nyyti ry, which is a non-profit organization aiming to protect university
students’ mental health, hold different online events (such as online anonymous
chats) and invite mental health specialists to discussions distributed online in the
form of podcasts. Additionally, they organize different offline events and
meetings. Among other organizations that offer help with mental health issues,
there are The Sos Crisis Centre Of The Finnish Association for Mental Health,
the Finnish Central Association For Mental Health, HELMI, and Omaiset
Mielenterveystyön Tukena Ry (Confederation of Mental Health). In addition to
the variety of offline services, some organizations provide people with online
support, e.g., Tukinet. On the Tukinet website, one can consult specialists or
volunteers in the crisis centers, participate in group discussions, or search for
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information on their mental issues. Moreover, a person who experiences any
problems with their family or friends may also receive conversational help
through hotlines, such as the National Crisis Hotline, which is available in 17
municipalities of Finland.
According to Mieli’s web-page, the typical ways of treatment of mental disorders
offered in Finland include medication, consultations with trained specialists, and
group activities. For more severe and protracted conditions, there are two types
of hospitalization implemented: outpatient and inpatient care. In the former case,
patients do not stay at the hospital but visit it regularly (can be on a weekly or
monthly basis). Depending on the city, such patients can be provided with
different supported services, such as supported living or rehabilitative activities
which aim to help people with mental disorders maintain an independent and
active lifestyle. If outpatient care appears insufficient for personal treatment, a
patient can be referred to as a psychiatric care unit. As Mieli states, inpatient
care is less common than the outpatient one. Indeed, according to the OECD
report Making Mental Health Count, a shift from hospital-based to communitybased mental health care was one of the Finnish authorities’ objectives. From
2000 to 2010, the spending on outpatient mental health care services increased
both in primary and specialized psychiatric care (from EUR 52.1 million to EUR
131.8 million and from EUR 129.3 million to EUR 200.8 million, respectively).
Simultaneously, spending on inpatient services declined, while the number of
psychiatric beds remains slightly higher than the OECD average (Hewlett &
Moran, 2014).
Mental healthcare in Finland is decentralized, so the responsibility for the
implementation of mental healthcare services lies with municipal authorities, and
this is why the number and the range of mental healthcare service providers vary
from one city to another. Apparently, in the larger cities, such as Helsinki, the
structure of the mental healthcare system is more advanced. Based on primary
care, there are local health stations and Youth Stations for people aged 13–23.
As it was mentioned above, university students can also seek help in the FSHS
(Finnish Student Health Services). There is also a possibility to directly contact
working groups of local psychiatric outpatient clinics within an appointment. As
for emergency services, Haartman Hospital and Malmi Hospital provide
emergency rooms for people over 16 years old 24 hours a day seven days a
week. For conversational help, young people can also use the Medical Helpline,
which also works without breaks and weekends. All the organizations mentioned
in the previous section have their offices in Helsinki so that young people
experiencing mental health problems have the opportunity to choose between
various branches of mental healthcare services and diverse options, starting
with emergency care and proceeding to continuous treatment.

1.3.3 Russian mental health system
There is a significantly smaller amount of statistical data on depression in
Russia. By April 2017, the average depression prevalence rate was about 5.5%,
which is very close to the Finnish case (World Health Organisation, 2017).
However, we should note that the prevalence rate is calculated by the WHO
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based on the data from local health authorities, which they gain from the number
of depression diagnoses. Thus, if a person suffering from depression does not
go to mental health specialists, he/she will remain invisible to depression
statistics. In this regard, national health surveys are more reliable and could be
more accurate in measuring the real level of depression. For instance, in the
study by Shalnova et al. (2014) the average level of depression in the Russian
population was about 5.1 (measured in HADS scale), and 4 regions were
characterized as having significantly higher depression levels. They also found
that people with the clinical level of depression were more prevalent in cities than
in villages. In that study, the population of Saint Petersburg was less often
characterized by a higher rate of depression (Shalnova et al., 2014).
There are two main agents of mental healthcare in Russia: public healthcare and
private one. Besides, for patients who need special treatment, there are two
types of hospitalization: outpatient and inpatient ones, similar to Finland.
However, Popovich et al. (2011) claim that with the current system of distribution
of financial resources large psychiatric hospitals are interested in the largest
possible number of patients in inpatient care. The provision of services to
patients with mental disorders is organized in a “vertical” way: federal authorities
allocate funding and develop laws, while regional and municipal authorities
distribute these resources.
On the basis of the public psychiatric services there exist neuropsychiatric
institutions of the Ministry of Health of the Russian Federation, mainly psychiatric
hospitals, neuropsychiatric dispensaries, semi-stationary institutions, psychiatric
rooms and departments in general somatic hospitals. Those people who are
unable to be educated and maintain independent living are placed into
neuropsychiatric boarding, which is financed by the Ministry of Social Protection
of the Russian Federation.
In recent years, a large-scale health care reform has been undertaken, which
resulted in the reduction of the number of psychiatric beds and decreased
financing for public psychiatric hospitals (Popovich et al., 2011). In 2003–2008
a program called “The reorganization of the network of psychiatric care in the
Russian Federation” was launched with the aim to make psychiatric care more
available to people and change the traditional system of prolonged stay in
psychiatric hospitals (Popovich et al., 2011). McDaid et al. (2006) pointed out
that there was a widely recognized need for community-based mental health
services, but the reformation of the system was impossible without preceding
reform in financial resources allocation mechanism which hasn’t been changed
from the Soviet times.
The two main features of the public mental healthcare system are that it provides
services covered by compulsory medical insurance and works on a territorial
basis. The latter means that a person can only use the public psychiatric services
located in the area of their permanent registration. Each district in a city (such
as Saint Petersburg) has its polyclinics and neuropsychiatric dispensaries that
serve the people assigned to them. This process is regulated by the institution
of registration — a document that confirms one’s permanent or temporary place
of living and serves as the basis for assignment to the polyclinic or other public
services. Thus, if a person faces depression, he/she can go only to the polyclinic
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or neuropsychiatric dispensary of the district where he or she is officially
registered. Emergency conditions can be served in any healthcare unit, but if the
case is not urgent, the polyclinic or neuropsychiatric dispensary may refuse to
provide services. However, once a year every citizen in Russia may sign in with
any polyclinic he/she wants, no matter where he/she lives.
There are several ways to get help with mental conditions. First, a terapevt in
the polyclinic (a close analog to a general practitioner in Western healthcare
systems) can prescribe medication (usually some sedative over-the-counter
drugs) or refer a person to a neurologist (in the same polyclinic) or, in case of a
mental disorder, to a psychiatrist in a neuropsychiatric dispensary. Then, if a
person needs treatment, he/she may use the services of a psychiatrist,
psychotherapist, or psychologist on the basis of a neuropsychiatric dispensary.
Most dispensaries offer both free (covered by compulsory medical insurance)
and paid services. In more severe cases, hospitalization is provided, both on
inpatient and outpatient basis. Notably, a person can go directly to a
neuropsychiatric dispensary and book an appointment with the specialist,
bypassing the therapist from the somatic polyclinic.
Besides, some universities also provide their students with in-house therapists.
For example, Saint Petersburg State University provides its students with an
opportunity to consult a therapist from a psychological clinic for free on the basis
of the university, with the specialists, either working on the Faculty of Psychology
or studying there (Psychological assistance service of St. Petersburg State
University. St. Petersburg State University, 2020). Similar options are offered by
the ITMO University (Psychological support, 2020) and the Higher School of
Economics (The office of psychological assistance. HSE website in St.
Petersburg, 2020).
Thus, students in Saint Petersburg enjoy fewer opportunities for mental
healthcare than Helsinki students. Besides, psychiatric help is accessible under
some restrictions, especially for students from other cities. It could be suggested
that students from Saint Petersburg will face (or perceive) more barriers for
going into treatment than students in Finland. Overall, the features of the mental
healthcare system should be taken into account while analyzing the empirical
data.

1.4. Summary
The first chapter of this paper deals with the theoretical framework for the
following empirical research. In this chapter, we have discussed sociological
theories for studying depression and the basic points for comparison between
the two cities. Additionally, we presented a literature review of the recent studies
on depression and a brief description of the Russian and Finnish mental
healthcare systems.
At the core of the analysis lies the constructionist perspective developed by
Berger and Luckmann that was applied to research on mental disorders in the
developing sociology of mental health. Drawing on the recent empirical research
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on the history of depression, I assume that depression could be studied as a
social construct meaning that it (as a diagnosis) emerged in a particular cultural
context and is transformed in accordance with the changing circumstances.
Nowadays there is a uniform biomedical understanding of depression as a
psychiatric disorder powered by ICD-11. However, in particular cultural contexts,
there could have emerged competing conceptions of depression, produced by
local traditions, norms, and beliefs. Existing empirical research proved that
people from different cultures possess diverse understandings of depression
and differently evaluate this mental condition. This paper aims to shed light on
which strategies for coping with depression emerged in the cultural contexts of
Russia and Finland, with the emphasis on the Russian case as far as it is
particularly unexplored.
Thus, I suggest that in modern reality there are several competing
understandings of depression that are internalized during the process of
socialization and are perceived as objective facts by those who share them. The
biomedical understanding of depression reflected in the ICD-11 could be
considered a collective agreement of the international medical community to
treat a certain set of symptoms as depression. Applying ICD-11 to the diagnostic
process in the given countries aimed to provide a uniform biomedical
understanding of depression. As a psychiatric disorder, depression requires
certain schemes of treatment, such as psychotherapy, medication, or
hospitalization. However, depression could be perceived through the lenses of
stereotypes and traditional values: as a reaction to external stress or even
laziness. In addition, in lay accounts, depression could mark a kind of temporary
sadness that every person faces in his or her life. The prevalence of these
conceptions in the socio-cultural contexts of Russia and Finland should be
verified with the help of the empirical data. The premise of this study is that
diversity in understandings of depression creates diversity in the strategies for
coping with it.
Basing on the considered theories, I assume that the two cases of Saint
Petersburg and Helsinki are comparable. First, Russia and Finland are both
network societies included in the global informational networks. However, they
both have strong national features and are often contrasted by scholars.
Second, Saint Petersburg and Helsinki, both being large cities accumulating
flows of economic, symbolic, and human capital, could be considered enclaves
of globality. They are involved in global networks and are radically diverse from
the non-urbanized areas. Third, both these cities are centers of educational
migration that attract students from different parts of their home country and
even abroad. Thus, the comparison between Saint Petersburg and Helsinki can
help to emphasize the conceptions of depression that are unique products of
these two cultural contexts and accentuate the existing cultural differences in
strategies for coping with depression.
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2. Strategies for coping with depression among modern
young people (the case of students from Saint
Petersburg and Helsinki)
2.1. Methodology
2.1.1 Data collection
The stage of data collection was divided into two steps: interviewing in Helsinki
and in Saint Petersburg. The first stage took place in September–December
2019. During this step, 14 students from different universities located in Helsinki
were interviewed. Three of the participants were male, eleven were female. This
uneven gender distribution was also present in previous research in the Finnish
young population (Issakainen & Hanninen, 2016). The age range of the
participants was 20–35, with a mean age of 25. I was interested in talking to
people who suffered depression while being a university student. The majority
of the interviewees were still students at the time of the interview, and two had
already graduated. One of them had a child and a partner, the others were
unmarried. All of the participants were of Finnish origin and were officially
diagnosed at different stages of their depression. During the study, I managed
to recruit participants from the majority of universities located in Helsinki.
A big contribution to the recruitment of the participants was made by cooperation
with non-profit organization Nyyti ry promoting mental health among students
across Finland. The first contact was established with the specialist in voluntary
and Swedish-speaking activities. Starting in September, recruitment was
performed with the use of social media networks, printed advertisements, and
snowball techniques. Printed advertisements of the research were distributed in
the university facilities, dormitories, UniCafe (a network of cafeterias owned by
the Student Union in Helsinki providing lunches with discounts for students and
university staff) and in the building of the Finnish Student Health Service (FSHS).
All of the potential participants were invited to take part in a study on the
students’ experiences of depression by giving a one-hour interview. By this, I
managed to recruit 8 participants, one of whom was male. To increase the
number of students willing to participate in the study, I decided to add a new
method of data collection: collection of written narratives. I adopted the interview
guide to a set of questions regarding students’ depression experience and
invited people to participate by messaging the members of a Facebook group
Masennus — K16 (Depression, age limit 16). Eventually, 6 people sent me their
written answers: two males and four females. In some cases, after receiving
their narratives, I asked follow-up questions to clarify the uncovered
topics.
The interviews were conducted in English. This condition narrowed the range of
potential participants: this topic is rather sensitive, and it was hard for them to
express themselves in English. This language barrier unavoidably affected the
results of the study. This was also the reason to include a second method of
data collection, namely collection of written narratives. It was one of the
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participants who first asked of the possibility of writing the answers as he needed
to remember the vocabulary for describing his experience. Besides, one
previous study on depression in young people conducted in Finland used a
similar method: Issakainen and Hanninen (2016) collected 61 written accounts
of young Finnish people who considered themselves to be depressed during the
first stage of their investigation. Their participants were also recruited on the
Internet, although through other channels.
The second stage of the present study was conducted in Saint Petersburg,
Russia, from January till March 2020. During this step, 22 interviews with
students suffering from depression were conducted. The Internet was the only
channel for recruitment of the participants, as it is extremely popular with
Russian youth: in 2018, 91% of people aged 18–24 and 69% of people aged
25–34 used online social media every day (Each age has its own network. AllRussian Center for the Study of Public Opinion, 2018). Participants were
recruited on Vkontakte (ВКонтакте), an online social media that is extremely
popular with Russian people, especially the youth: 40% of its users are aged
25–34 (Each age has its own network. All-Russian Center for the Study of Public
Opinion, 2018). I posted the invitation to participate in the research in several
groups that unite students from different universities and on my page. As a
result, the post spread through my social network and students of different
universities and backgrounds. As a result, 16 female and 6 male interviewees
were interviewed. The youngest of the Russian participants was 18 years old
and the oldest — 30, with the mean age being 23.3. The majority of the
respondents represented several largest universities in Saint Petersburg: Saint
Petersburg State University, Higher School of Economics, and ITMO University.
The data were collected using semi-structured interviews with the questions
equivalent to those included in the interviews with Finnish students.
While recruiting the participants, I followed the general ethical principles of
informed consent, avoiding harm, and providing confidentiality. At the beginning
of each interview, I discussed with the participants the aims of the research and
informed them that they could choose the topics they want to cover and avoid
questions they did not want to answer. They were told that they could stop the
interview whenever they felt the need for it. The list of questions that was sent
to Finnish participants also included general information about the research and
the possibility to stop their participation at any time.

2.1.2 Data analysis
The data analysis of the semi-structured interviews was performed using
thematic analysis. One of the advantages of this method of data analysis is that
it is not based on any theory or epistemological orientation (Braun & Clarke,
2006). Braun and Clarke (2006) recommend this method to researchers who,
inter alia, apply the constructionist approach in their research. In this particular
study, thematic analysis has given the opportunity to reveal the meanings that
people ascribe to their strategies for coping with depression and help to define
conceptions of depression that lie behind them. These conceptions are
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considered social constructs. However, this method also allows looking at the
broader social context that produced them and at lived experiences of the
informants that surround them.
The themes of the analysis were identified in relation to the research questions
(Braun & Clarke, 2006). Basically, an idea was considered a theme when it
represented a common meaning shared by the informants or when it was
theoretically grounded. The frequency with which the themes emerged in the
narratives did not affect the importance of a theme for the research; it was
determined in accordance with the research question.
Thematic analysis could be performed on two levels: semantic and latent.
Semantic level of analysis is focused on the spoken narrative of the informant,
while latent analysis is a more interpretive one. It seeks the explanations and
hidden constructs and meanings that informed the spoken narrative. Usually, in
the framework of one study, thematic analysis is focused on one level (Braun &
Clarke, 2006). Besides, latent analysis is often informed by a constructionist
perspective and focused on the socio-cultural contexts that produced the
meanings. That is why in my work I tried to adhere to the latent level of analysis.
The interpretation of the themes was inspired by a phenomenological
perspective. The experience of informants was considered an experience of a
subjective significance, so the analysis presents a double interpretation: the
researcher’s interpretation of the participant making sense of his or her
experience (Baseley, 2013). The technical side of the analysis involved the use
of NVivo software.
Overall, thematic analysis is a widely used method of data analysis sensitive to
the hidden meanings that informants ascribe to their lived experiences. Taking
into account these experiences is rather important in the study on depression,
as this experience is very personal and sometimes touches upon intimate
issues. Besides, I assumed that the experience of depression would be
connected with stereotypes and stigmatization, so thematic analysis was a
sensitive tool to reveal unspoken issues.

2.2 Models of depression
This section provides the answer to the main research question and identifies
the strategies for coping with depression among modern students from Saint
Petersburg and Helsinki. Strategies for coping with depression were determined
by the conceptions of depression, which were shared by the interviewees. These
conceptions, coming from the data, were characterized as models of
understanding depression. For each model, we identified the predominant
strategy for coping with depression that was used by the informants. Quite often,
when using several coping mechanisms, the interviewees described some of
them as more important than others.
The major category of the analysis here was the cause of depression as
identified by the interviewees. Based on this subjective reason for depression,
four models of depression shared by the students from Saint Petersburg and
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Helsinki were identified. This section presents detailed explanations for each of
the four models and respective strategies for coping with the condition. The
informants often used elements from several different models in their
explanations. However, I tried to identify the main theme of their narratives and
used more unequivocal cases as examples.
2.2.1 Biomedical model
The first model identified in the course of the analysis is the biomedical model.
In this regard, depression was perceived as a medical diagnosis that requires
special treatment under the control of medical professionals. The cause of the
depression, according to this model, lies in the malfunctions in the human
organism, e.g., chemical imbalances or bad genetics. The predominant strategy
for coping with depression is medication treatment that is often combined with
psychotherapy. These two types of treatment were often perceived as working
together. However, as it comes from the narratives of the informants, medication
was believed to eliminate the cause of depression in the brain, and
psychotherapy to work on its consequences and manifestations. This section
takes a look at the narratives of eight informants: five from Saint Petersburg and
three from Helsinki. All of them had gone through treatment and had been
officially diagnosed.
Int. X understands depression as a serious biomedical condition that requires
treatment with medication and psychotherapy. In her interview, she used a lot of
medical terms to describe her experience. For X, depression is an
accompanying disease with the obsessive-compulsive disorder (OCD) that she
has had since early childhood. However, to mark the beginning of her
depression she refers to the authority of medical professionals:
“I don’t even know how it all started with me ... My most important problem is
an obsessive-compulsive disorder. It turned out that I have it from very early
childhood, I have it for a long time, and it only worsened and worsened in me.
And since OCD and depression are comorbid conditions, they always go
together, at the university, it became worse in my second year, much worse.
And then clinical depression started developing, as we later found out with
the doctors.”
She associated the deterioration of her condition with a major change in life,
namely entering the university majoring in an unknown and in some way
unexpected field, combined with some personal strains in her private life.
However, it was clear from her narrative that the subjectively identified reason
for her depression was the OCD, and the external events just triggered the
deterioration of her condition.
For X, the experience of depression was traumatic because she hadn’t
recognized it from the very beginning and resorted to treatment only when her
condition significantly worsened. In her opinion, that happened because of the
lack of public awareness about depression as a psychiatric disorder and the
stigma around it. According to X, people often use the word “depression”, which
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is a medical diagnosis, to describe their everyday experiences. She contrasted
the diagnosis of depression with the diagnosis of vegetative-vascular dystonia
that is clearly perceived by people as a disorder and is treated accordingly:
“It’s not some kind of VVD, which we are very fond of diagnosing in Russia,
it’s a real disease, which is very important to notice in time and tell about it, to
tell everyone so that it does not turn into some kind of hell for you and for the
people around you. (...) This needs to be worked out at such a deep level that
people have a clear idea what is a disease and what is not, and
what to do when you feel some symptoms. And these are symptoms, it’s not
sadness, not sadness, I don’t know, it’s not, it’s not to say: “Oh, I’m kind of
depressed today,” no.”
X described the decision to go into treatment as crucial for the course of her
depression. After she got diagnosed, she received psychotherapy and
medication for several months and by the moment of the interview had already
stopped taking pills. Her current progress with depression X also described
using medical terminology:
“And even now, as if, I’m in remission, now two months without pills, and I
understand that I’m not, how to say, full capacity, not yet to the end, but close
to that.”
In addition, X clearly positioned depression in line with other medical diagnoses.
In her narrative, X often compared depression with other biomedical disorders,
such as the aforementioned vegetative-vascular dystonia or influenza.
Moreover, she demonstrated clear knowledge about types and variations of
diagnoses of depression powered by some scientific literature:
“Yes, even if it is a major depressive disorder, even if it is chronic depression,
there is such a thing, remission. It can take a very long time, if you take care
of yourself, if you notice some signals of your body, some such small
symptoms, if you carry out, how I call it, “maintenance” on time, and go to the
doctor, as I say, then everything is treatable and most importantly —
preventable. That is, do not neglect so that there is a disease and it was
necessary to treat, but namely to prevent. Because unlike the same flu, and
even flu, which is prevented in some cases by vaccination, depression can
be prevented. (...) This is genetic, well, as it were, I read studies that said that
in many cases depression is endogenous, genetic, but even in such cases, if
you know that you have a history of mental illness in your family, this can be
prevented.”
Overall, X’s narrative was built around her experience with medical treatment
with the use of medication and psychotherapy. She shares a clear and
consistent understanding of depression as a medical diagnosis that falls into the
biomedical model. It was hard to estimate whether psychotherapy or medication
treatment were more important for the informant, as she perceived them as
working together.
Another Russian interviewee, B, also suffered depression since early childhood.
Because of poor awareness of this diagnosis, she went into treatment after she
already had two suicidal attempts. She was forced to seek help by her boyfriend,
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who also suffered from depression and received treatment with a psychologist.
Answering about the cause of her depression, B claimed that it was “…probably
because something is wrong in my brain. (...) Well, serotonin is not produced
correctly, yes, something like that”. After she got diagnosed in a neuropsychiatric
dispensary, she tried out a number of treatment paths, including a variety of
medications, psychotherapy, and admission to a psychiatric hospital. By the
moment of the interview, B could not say that she had already overcome
depression, but it was getting better. And this significant improvement she
associated with medical treatment:
“Like, even this thing with the hospital, yes, it took a very long time, but it’s
just an exceptional thing, in my case, people don’t usually stay there for so
long. But still. You need to get professional treatment, even in the public
[healthcare system]. Yes, paid [therapy] is expensive, but it’s like I have a
good experience, that is, I’ve even given such advice several times when
people just seek help, they say that: “well, I’ve no money for a psychiatrist”…
But the dispensary on Kanarechnaya is very good, there is good attitude [to
patients], everything like that. Still, you need to seek help, that is, do not be
afraid of diagnosis there, everything like that. Because it’s very dangerous if
... If I just had gone to be treated at the age of 16, I can’t imagine how much
better my life would be now.”
Besides, it comes from her narrative that B especially valued the medication
treatment, as she noticed its huge influence on the course of her depression. By
the moment of the interview, she had already stopped her psychotherapy but
still used medication as she felt that it prevented her from falling into depression.
In addition, B was involved in clinical testing of antidepressant medication.
Int. C started experiencing symptoms of depression when she was studying at
university. For some years she had strong somatic symptoms that were caused
and worsened by domestic violence. Her aggravated depression affected her
university studies that led to academic leave and then expulsion from the
university. Nevertheless, C did not consult a medical professional because, as
she pointed it out, there was strong stigma around depression and psychiatric
care in Russia. It ended when she was referred to a psychiatrist after an epileptic
seizure. C went to a neuropsychiatric dispensary and started receiving treatment
that included medication and psychotherapy, combined with outpatient
treatment in that neuropsychiatric dispensary. She associated the emergence of
depression with the brain dysfunctions that were caused by fetal hypoxia at birth.
This cause was identified by the medical professional who took care of her, and
she accepted it without a doubt. She remembered one of her first talks with the
psychiatrist:
“He begins to explain to me: ‘Well, you had fetal hypoxia, at birth, here are
your connections…’ — He selects words in such a way that one even feels it.
— ‘Your connections, they have been disrupted.’ — Right after each word,
there was a pause. – ‘Therefore, here you need to feed the brain all the time
in your life.’”
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Describing her current progress with depression, she could not say that it could
be completely cured. In the neuropsychiatric dispensary C was also diagnosed
with ADHD, and, relying on the medical professional expertise, she believed that
these disorders are connected with each other:
“Besides the fact that there is no remission [for ADHD], there are periods,
there are compensatory mechanisms, but there are, as my current doctor said
today, periods of decompensation when it slows down, plus ADHD people are
generally prone to depression, as psychiatrists write, but they always get out
of that. They, he writes, are an ADHD man like a man, here is a staunch tin
soldier: he often falls, but he always gets up.”
C associated her improvement entirely with professional medical treatment that
she received in the neuropsychiatric dispensary and with being diagnosed by
the medical professionals. During the interview, she several times accentuated
the importance of the medically confirmed diagnosis as it changed the
perception of self and helped her go in the right direction. The medical diagnosis
was perceived as a way of self-knowledge. This is her advice for everyone who
is suffering from depression:
“The most important thing is that, indeed, it can be seen in my interview, the
most important thing is to find out who you really are in terms of medicine.
After all, while you do not have such diagnoses, you do not know who you are
in terms of medicine, medical portrait. There are personal and medical
portraits, that is, if a person, for example, knows that he has diabetes, or he
has a bone displaced, or there’s something else. Until they give you that: you
had a mental disorder, you have and you’ve always had. Most often,
depression returns almost always. When you know this, you have the final
touch in your mental portrait; you somehow calm down, “here I am”, as if you
look in the mirror.”
The knowledge about her diagnoses allowed C to understand her previous
feelings and problems from another, biomedical point of view. She rethought her
experience in medical categories and used them to describe her experience
since the end of high school, when she suffered problems that she had not been
able to identify before.
In addition to medication and psychotherapy, C’s coping strategies also
included active participation in the dispensary’s activities, such as
psychoeducation classes and drama lessons. This played a significant role in
the transformation of her perception of self as the person who had a number of
certain diseases. C blamed the stigma and stereotypes for preventing her from
receiving treatment earlier. According to her, the delay in treatment led to
significant deterioration of her mental condition and to the emergence of another
psychiatric disorder (personality disorder):
“And both him [her psychiatrist] and his deputy were very good doctors, they
all say: ‘We are all used to the fact that in Russia it is believed that mental
health is something very special. So no, this is just another aspect of our
health’. Daniil Yuryevich [her psychiatrist] said that this was a part of the
health, and the second doctor put it: ‘Depression is the same as a broken leg’.
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That is, as if, probably, really, probably, that they are right, the way to get
away from this stigma is to simply perceive it as just health, and not a separate
part. Because it’s just that the people in our country seem to be monitoring
their health well, and they don’t have any protrusions on this subject. Although
there is, of course, a fear, a fear of doctors, well, not a phobia, but a fear of
finding out that something is wrong with you. (...) I had depression, I had panic
attacks, I had a sick brain, but if I had been treated right, I wouldn’t have a
personality disorder, and when they found it, it was too late; that’s all, the
personality had been formed.”
Receiving both medication treatment and psychotherapy, C could not give
preference to one of these methods. When she first consulted a psychiatrist, she
was more oriented towards medication treatment. However, her doctor
persuaded her that psychotherapy in her case would be also effective:
“And he says: ‘I’ll prescribe drugs for you and here’s psychotherapy’. I say:
‘Why not antidepressants?’ I say: ‘Is it because I am weak, because I am
allergic? I do not argue! Just explain the reason to me’. He says: ‘With your
condition, psychotherapy can be as effective as antidepressants. There are
Russian studies, American’.”
As C mentioned several times herself, she unconditionally trusted her
psychiatrist. Then, after some time her mental condition again became worse
due to domestic violence. This time her psychiatrist prescribed her
antidepressants, as her depression became more severe. Resisting the
influence of her mother who was against antidepressants, C insisted on taking
medications. By the moment of the interview, she did not attend psychotherapy
but was still taking her prescribed medication.
Another Russian interviewee, D, was diagnosed with depression unexpectedly
for herself. She explained that she suffered from depression for a major part of
her life and could not remember living without it. Despite the fact that she studied
to be a psychologist and knew the main signs of depression, she perceived her
own symptoms of depression as a part of her personality:
“I now know that there is a depressive triad, you know, like the three signs of
depression. I did not quite notice them. It’s like I’m such a person in life,
everything is inhibited for me, I’m, like, such a melancholic, my brain works a
little slowly, it takes me a long time. Maybe this is of course... Well, now let's
compare how I feel under the pills, I understand that I can be more efficient, I
can grasp better. Perhaps this is something from this triad I had, these
symptoms. Well, I’ve never tried [this triad] on myself at all.”
D went to a psychiatrist to discuss her mental issues after her mother went to
the same specialist and was diagnosed with depression. She could not really tell
what the reason for going there was, apart from the simple interest in a
conversation with a specialist in the field which she intended to study herself.
However, on the first session with the psychiatrist she was also diagnosed with
hereditary depression:
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“Well, because my mother also went to him with just the same, and after that
I went, she just advised me, he also diagnosed her with depression. In the
end, well, he asked about my parents, he told me that I have hereditary, that
is... Well, I think I have it since childhood. It’s just because of my childhood
somehow, because my mother was depressed, here, while I was growing up,
and somehow it all left an imprint.”
Although she first thought that the doctor was mistaken, D started taking the
medications as was prescribed by her psychiatrist. Interestingly, a significant
improvement after the start of medication treatment was perceived as the
confirmation of the diagnosis:
“…and in the end, when I started taking these pills, I felt so calm and good, I
never, I think, felt like that. And when I came to him again to check how the
pills work, he said: ‘Well, you see, if they work for you, it means you really ...
This ...’ Well, I told him that I had never felt so cool, it's so cool to be human.
He said that: ‘You see, how long you have been in this state, you don’t even
remember how it was before’ Was it? I do not know either.”
It is worth noting that D considered medication to be the only appropriate way to
treat her depression. It could have been defined by her mother, whose attitude,
according to D, was more oriented towards the medical treatment of depression.
She described it on the example of her mother’s visit to another medical
professional that was perceived as a negative experience:
“She just used… Well, she didn’t use medicines, but, like, ‘you need to learn
how to cope with fear,’ she said something like that to her [her mother], that
desensibilization, something like that, muscle relaxation... And in short, my
mother thought that it’s complete bullshit, well, it’s just not the way for her, so
I think it was easier for her to buy a pill.”
Moreover, D herself did not see any other ways of treatment for depression.
Probably, any other types of treatment (e.g. psychotherapy) just seemed to her
not “medical” enough, as it was in the case of her mother mentioned above. She
said: “I would like to have as many ways as possible to overcome it [depression],
like, medical, like, I do not know what else. I would like for development to go in
this direction” Furthermore, she thought that she could not completely overcome
her depression as it was not caused by any occasions in her life:
“…it will be with you all your life, most likely. It seems to me that depression,
which arose from some specific reason, throughout life, when the cause is
eliminated, it can somehow be cured. But it seems to me that I, as it were, am
a person who almost all her life can hardly do like that — bam! — and be
cured. But whatever it is, someone will be cured and someone will not.”
As it follows from her narrative, D perceived depression as a chronic condition.
She compared depression with HIV, claiming that living with depression was
similar to living with HIV; life goes on if you keep to your medication and do not
tell everyone about your condition.
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In some of the narratives of Russian interviewees, depression was also
perceived as a component of another diagnosis. The knowledge of their
diagnosis determined the description of their experience. For instance, E was
diagnosed with a bipolar disorder, but she described her depression phases
separately from the manic ones. The knowledge of her diagnosis let her
understand her experience in terms of mania and depression. She went into
treatment in a neuropsychiatric dispensary, where she attended psychotherapy
and took medication. As a cause of her disorder, E pointed to the genetic factor
— her father was an alcoholic and had a history of suicidal attempts. Besides,
using her knowledge about psychiatric disorders, she attempted to understand
the experience of her family members as symptoms of psychiatric problems. For
instance, she suggested that her mother might have had some psychiatric
problems which they discussed together. As she had no opportunity to treat
them, E took the role of an older friend who was more experienced in dealing
with psychiatric problems:
“And mother, she is, like, such a very interesting woman, and since I now
openly speak with people about everything that comes into my head, I tell her:
‘Listen, mother, didn’t you think that you are not right in the head, too? Well,
it also happens that you feel very sad for no reason’. I say: ‘Maybe you also
have a bipolar disorder?’ She says: ‘Listen, well, maybe, yes, maybe I do, but
I will never take therapy, I will never go to the doctor, because I have you, two
children’. I say: ‘What does it have to do with it?’ In short, she answered
something slurred. I replied: ‘Well, okay, right now, like, I’ll get on my feet,
earn millions, and you won’t turn your back on me, you will take all the pills
that I’ll tell you. Well, I’ll find you a cool doctor and you will take pills’”
Thus, E claimed that she did not believe in the possibility of a complete cure for
depression. She hoped that she would be able to achieve long-term remission
by searching for the appropriate medication:
“But I hope that ... Yarik [her friend, who also had mental problems] changed
the therapy four times, and only after that he started feeling better. I changed
only two times. Maybe my pills are yet to come? Hope it gets better. But
regarding whether it is curable... No, I think that I can only hope for remission,
preferably several years. But I'm sure that sooner or later I’ll still, even if I go
into remission now, I’ll face this again.”
Thus, in the narrative of E, medication was presented as the only hope for
remission and returning to normal life. Her perception of depression might have
been determined by the experience of her friend and by her medical background
(she used to study medicine at university but had to quit it).
In the interviews with Finnish informants, their experience with medical
professionals and medical treatment often took the center stage. For example,
Y had a protracted depression for a major part of his life. Despite the fact that
he connects the cause of depression with negative events that accumulated in
his childhood (school bullying, his father’s cancer, and parents’ divorce), it is
clear from his narrative that he understood depression through the lens of
biochemical processes in his body. For instance, Y also widely used medical
terminology to describe his experience and perceived that the negative events
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influenced the processes ongoing in his brain. Despite experiencing the
symptoms of depression since early childhood, he recognized it only in the
course of his university studies. Being unable to continue working, Y eventually
asked for help in the FSHS, where they prescribed him medication and
psychotherapy. However, he preferred medication more than psychotherapy:
“I think I had to take some tests before she [a general practitioner at FSHS]
would prescribe me beta-blockers. Eventually, the beta-blockers were
changed to SSRI, which I had for 3–4 years along with regular checkups.
FSHS appointed me to a psychologist for maybe 10–15 visits. I don't really
know about different kinds of therapy, but at this psychologist I had, we'd
mostly talk about my past, relationships, life plans, etc. At the time I took
medication prescribed by the general practitioner. If I didn't, I wouldn't have
been in the condition to find the psychologist's appointments useful at all.”
According to Y, people often do not understand this biochemical nature of
depression.
For example, he faced misunderstanding from his social
environment in the course of his depression:
“I have received my fair share of repeated queries of ‘why don't you just do
X?’, when my answer is that my brain chemicals make it difficult. This part of
depression is something most people won’t understand if they haven’t
experienced it”
Int. AA also stated that she had experienced symptoms of depression since early
childhood. She could not exactly say why she became depressed but mentions
that she has “a lot of depression and mental illness in my family”, implying the
hereditary character of her depression. AA also mentioned that at school she
was also bullied and excluded, and this enacted harmful coping mechanisms
that were not recognized at that time. She first sought help for depression when
her mental condition significantly deteriorated due to her mother’s illness when
AA was studying abroad:
“I was kind of between things.... was struggling to find work, (…) then my Mom
got ill, and I think that was kind of that combined with the distance, with the
family and all of the, that kind of pushed me.”
As it comes from her narrative, AA perceived that she was already balancing
between depression and normal condition, and this news triggered her
depression. Interestingly, by the moment of the interview, she suspected that
she had a bipolar disorder, so she tried to describe her experience in phases.
However, her diagnosis was not confirmed at that moment, so she limited her
narrative within the framework of depression diagnosis. Thus, AA described that
while she was depressed she had harmful thoughts, suicidal ideations, inability
to write (and this was her professional competence), and self-hatred. When
asked about her coping strategies, the first thing she named was medication:
“I am now on medication, like, which has helped a lot. I was really scared to
start at first, because I had this stigma attached, like: (…) I think it’s gonna
make me dull, and it’s gonna affect my creativity, and I won’t be able to write
any more if I start the medication. Um… Turns out that it actually helps me
work.”
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When she first noticed she needed help, AA was afraid of taking medication.
She said that it took her a year to make this decision. Returning to her homeland,
she talked with a helpful psychiatrist who spoke her native language and
dispelled her doubts. Before taking medication, AA mentioned that she
participated in group therapy and did all the tasks, but it did not cure her mental
condition. In addition to it, she mentioned that doing sports was helpful to reduce
her symptoms and made her feel a bit more energized. By the moment of the
interview she was also in therapy, but for her, it seemed to focus on her other
diagnosis, borderline personality disorder.
Interestingly, AA at first did not tell her family and friends about her depression.
The first person whom she told about it was her partner as far as they were
close. Other people learned about her depression after she had already got
diagnosed:
“And then, then, for most people I told when I had a piece of paper in my hand,
I had a diagnosis, I felt like that gave me the permission. And, so it wasn’t just
in my head, and I don’t think that any of my friends and family would have
questioned me, even if I would just be like: this is how I feel, I think this is what
is going on. Um, it just felt more, I felt more secure in it. I want to know, I’m
still kind of relying on the professionals to give me the green light, like: this is
what is going on, go and tell them. So for most people it was when I was
already here, in the process of getting help, then I start telling people.”
In fact, her case is yet another good example of how the experience was
reconfigured when a person learns new information about mental disorders. She
did not consider herself depressed when she was a child, but in adult years,
knowing more about depression and mental health through the Internet, her
family members, and medical professionals, she reconceptualized her
experience in terms of depression and noticed its symptoms from the early
childhood. AA also relied on the authority of medical professionals in saying the
final word, as in the previously discussed case of telling people about her
diagnosis. Typically for the biomedical model, she tended to comprehend her
feelings and her experience in terms of diagnoses and noticed the signs of a
bipolar disorder. However, AA did not take the role of the diagnostic specialist
and was waiting for the consultation with the medical professional to talk it out.
Int. F has also suffered from depression for many years since her teenage years.
When she started having depression symptoms, she had no idea what caused
it. As a reason for it, she identified the loss of a family cat which had been with
her since she was a baby and had become her close friend. Her mother noticed
that she was unwell and took her to the psychiatric nurse, who diagnosed her
with depression:
“When my mom helped me to get help, she took me to see a psychiatric nurse.
He was so kind and helped me to fill all the depression question forms. And
with those, he then diagnosed that I had hereditary depression. He also gave
me the prescription for my first depression medicines which have helped me
a lot. Now I'm at my fourth medicine because the first three didn’t help me
(some of them made my symptoms worse).”

50

WP 2020-03

Working Papers
Centre for German and European Studies

Her main coping mechanism was using the medication. In addition to it, F talked
with a psychiatric nurse once a week for two months and participated in an online
depression therapy that lasted for three months. Speaking about it, F mentioned
a few techniques that she learned at these sessions to cope with the symptoms
of depression, but searching for the right medication remained the main way of
dealing with depression. As it comes from her narrative, she did not recover from
depression and doubted it would happen to her:
“[I] am still suffering (not the right word for it, it has grown to be part of who I
am) from it. (…) Absolutely no, [I have not completely recovered], but I think
I'm going the right way. I think that I will never be completely free from
depression because it comes so strongly with my genes but I'm doing my
best.”
Interestingly, she mentioned that depression transformed her personality and its
hereditary nature is so strong that it could never be completely cured. In the
extract above, she also enacted a concept similar to remission instead of full
recovery. Depression clearly was perceived as a part of her personality, which
affected her way of living and interacting with others (for example, she became
more open to others about her feelings).
To sum up, one of the distinctive features of this model is that the interviewees
shared the necessity of a diagnosis confirmed by a medical professional.
Besides, these interviewees often widely used medical terminology to
characterize and explain their experience of depression. Yet another distinctive
feature of the model is that medical professionals received the unconditional
trust from their patients. For the interviewees, medical expertise was
unquestionable, so they followed the prescriptions and readily accepted medical
points of view on their symptoms and experiences.
The strategies for coping within this model include medication and
psychotherapy with trained medical professionals. I would say that medication
therapy was the predominant strategy for coping with depression, but
psychotherapy was also present in the narratives of many informants as both of
them are implied by the scheme of treatment for the depression that was
approved by the WHO. In other words, as far as the informants received
treatment under the control of medical professionals, they could not avoid
psychotherapy even if they thought it would not be helpful. In this case, their
main strategy for coping with depression was consulting a psychiatrist and
relying on their expertise. In some cases, the informants clearly preferred
medication treatment over psychotherapy. Notably, some of the informants
could not describe what was more important for their improvement and
perceived these two ways of treatment as working together. The reason for that
could be that this point of view was constructed by the medical professionals in
the course of treatment. This process is perfectly illustrated by the case of C,
who was oriented towards medication treatment but, at first, was prescribed only
psychotherapy. Besides, some of the interviewees used some informal ways of
reducing the symptoms of depression, but medication and therapy were
predominant strategies aimed at coping with the roots of depression.
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Notably, the informants shared a more complicated understanding of the causes
of depression than it was supposed at the very beginning. Sometimes they
perceived depression as a result of some events, and it questioned the validity
of the model because it relied on the assumption of the biological nature of
depression. However, according to the informants, it appeared that the
mechanism causing depression was that these occurrences affected depression
indirectly, by changing the processes in the human body. In addition, in such
cases the interviewees struggled with identifying a single negative event that
caused depression as a reaction to this stress; it was always several or more
incidents that caused the stress reaction of the body. Thus, in the perceptions
of the informants, the biological nature of depression was provoked by the
external events through the biological mechanism of accumulated stress.
In the considered cases, the interviewees perceived depression as a longstanding pathological condition that prevented them from functioning properly
and fulfilling their work and study duties: lack of motivation and interest were
often mentioned throughout the interviews. Moreover, the informants were likely
to perceive depression as a chronic condition that could not be completely cured.
According to their narratives, depression is more likely to stay with them for a
long time and they have to be aware of it and be more sensitive to the signs of
their body. Another interesting observation is that several informants connected
depression with their personality. When unrecognized, depressive symptoms
were perceived as a part of one’s personality or temperament type (for example,
in the case of D). Diagnosis of depression also affected their perceptions of
selves, and consulting a medical professional with problematic symptoms was
perceived as an act of self-knowledge (e.g., in the case of C).
It is worth noting that none of the Finnish students whom I interviewed had a
different diagnosis other than depression (compared to a few Russian cases
with schizoaffective and bipolar disorders). However, some of them had
accompanying diagnoses or were suspecting that they had something else. I
suggest that students who had other diagnoses than depression did not respond
to my call for the interview as they understood depression in a narrow sense. In
other words, they perceived depression primarily as a strict diagnosis with
certain borders that should be made by medical professionals. I suppose that
Finnish students only responded to the call for the interview if they have a
medically confirmed diagnosis of depression. This assumption will also be
discussed further.

2.2.2 Psychological model
The second model discussed here is the psychological model that presupposes
that the cause of depression lies in the features of the psyche. The interviewees
seek the explanation for their depression in the early child development, child
traumas, and their own complexes and internal peculiarities. The corresponding
strategy for coping with this condition was psychotherapy. This section starts by
telling the stories of seven informants – three from Saint Petersburg and four
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from Helsinki. It proceeds with the discussion on a mix of the two previously
described models — biological and psychological, which is also present in the
narratives of the informants as well as these models in their pure form.
Int. G suffered from depression for a couple of years. First, she noticed a lack of
motivation for life and apathy. After some time, her grandfather died, and her
condition worsened: she cried all the time, could not sleep or cope with her
studying duties. At that time, she sought the reason for her depression in the
ongoing events: such as studying or her grandfather’s death. However, when
asked about the cause of her depression, she referred to the conclusions made
as a result of the sessions with her last psychotherapist. As the root cause of
her depression, she identified the traumatic event in the childhood that affected
her psyche:
“Namely, the root of this reason is that in childhood, my dad died, well, as we
understood it [with a psychologist]. And it happened that this whole thing, the
situation, it left an indelible impression on me. I was in second grade, and I
didn’t even notice how this idea was there, it appeared every time I met any
people in general, that I, this person will die, and therefore I must spend the
maximum amount of time with him until he dies. We can say that I spent a lot
of time with people at the expense of myself. (...) And, as it were, apparently
up to 25 years old I had a resource, at the expense of myself, to see other
people, spend time with them there, save someone and so on, and then it just
ended. This is some kind of... Well, it seems to me that it just accumulated,
and plus this unpleasant episode [an event in adulthood] also played a role, I
suspect.”
Feeling that she could not manage it by herself, G sought help in a
neuropsychiatric dispensary. The psychiatrist there recommended her
admission to a psychiatric hospital, but she refused to stay there because of her
university studies. However, she attended psychological consultations that were
offered for her there, but did not evaluate this experience as positive:
“I was consulting this psychologist, and, well, I realized that I didn’t really fit,
as it seems to me now, because he had, it seems to me, such... (...) Well,
tactics, I don’t know, psychological, it’s a communicative technique, that is:
(...) ‘What is the reason to worry about it? Everything happens’ That is, then I
did not understand this, it seemed to me that he was saying terrible things,
how can such things be said to people in depression. Well, that is, I went
through many stages in my head in relation to him. For now, I think that this
did not suit me, that’s all. But then I thought that yes, indeed, why I do think
of such garbage?”
After these consultations, G tried to find the root of her depression by herself.
She could not consult this psychologist again as she felt like he accused her.
However, her condition worsened; she could not pass the exams and was
expelled from the university. She experienced a lack of concentration and faced
some suicidal thoughts. Despite feeling that she was driving herself crazy, G
decided to seek help in the private sector. With this psychotherapist she found
on the Internet, she started medication for reducing the symptoms and
psychotherapy for curing the root cause of her depression. By the moment of
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the interview, G had already finished her sessions with a psychotherapist, but
continued imagining consultations with a psychotherapist to cope with negative
feelings and thoughts:
“…why don’t I go to the psychotherapist right now, is because I have an
imaginary psychotherapist, when I have a problem, I imagine that I come to
see her and she sits and listens to me and asks me clarifying questions. Like
I had with her when I went to her. And it turns out for me that now, too, when
something specific disturbs me, I just imagine that I am sitting with her and
talking. Well, she’s like, more precisely, she’s just asking me and nodding her
head. I just tell her.”
For her current condition, G also applied the term “remission”. However, as it
follows from her narrative, she understood the remission as a probability of
falling into depression due to significant external stress (for example, stress
because of studying). Thus, she does not apply any biological perspective to her
condition, and her main coping mechanism was psychotherapy.
Another Russian informant, H, suffered from depression for a strictly limited
period. She herself localized this period as a month. H saw the cause of her
depression in her psychological propensity that was a result of her early
childhood development:
“…at that moment, I thought that depression was caused by what was
happening in my life. But after a while, somehow thinking in principle about
this situation, I think that maybe I am a person who, perhaps, has a certain
tendency to depression. Well, that is, not to solve your psychological
problems by falling into depression, but that it is, yes, such a kind of
mechanism that you get depressed in response to some kind of stress. So
here I’ll probably say, I have such a tendency, I began to think about it. Well,
here’s what I mean by inclination that they are some kind of psychological
blocks. Well, psychological, this means that they developed during the
upbringing, growing up, and so I think that I still had a relationship with my
mother that was not so healthy.”
To support her hypothesis on the psychological nature of depression, H referred
to the events in her life that previously provoked an inadequate reaction from
her side. In her teenage years, H suffered from a break-up with her boyfriend
and attempted suicide. However, she did not consider this period to be
depression:
“I would not say that I was depressed at that moment, it was hard, but it seems
to me that depression is different. I somehow distinguish between my reaction
and depression. By duration. It seems to me that depression is something
longer and affecting more areas of life. Because my studies there were not
affected, I was sad there, but everyone is sad at some point in life, when
something bad happens, you are sad, this is normal.”
Thus, H evaluated this reaction as inadequate and developed the understanding
of this propensity to depression as a propensity to inadequate reactions to the
external stressors. To characterize her current condition, she consciously
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avoided usage of the term “remission” as far as it presupposed the perception
of depression as a chronic disorder. Instead of that, she used her own
conception of propensity to depression as a tendency to be more sensitive to
the stressors that was caused by some “psychological blocks”. Interestingly, H
sought help in a neuropsychiatric dispensary hoping to receive treatment, and
immediately after her first visit was forcedly admitted to a psychiatric hospital.
Despite the fact that she received different medications, she characterized this
treatment as insufficient for her problem. The improvement of her condition H
connected with her own will to overcome it. As the appropriate way of treatment,
she named psychotherapy that she did not receive in the psychiatric hospital.
Notably, H was aware of biological causes for depression, however, this
framework of explanation was not relevant to her.
Another Russian informant, J, started her narrative about depression telling me
about her complicated relationships with her boyfriend and their break-up.
However, the root cause of her depression she saw in the relationships with her
mother that affected her personality in her childhood and made her enter into
unhealthy relationships. To fix this, she planned to go into therapy with a
psychologist or psychiatrist after returning home:
“Well, that’s why I want to, when I’ll come to St. Petersburg, when I get back,
so that I’m already in place, if it takes a long time, some kind of therapy... I
don’t quite understand how long I will be here. I want to go [to a psychologist]
and start discussing these moments, work out my childhood there, because
that’s all, when I was depressed, a lot of things come anyway from relations
with my mother, just like in the family, there are some surrounding factors,
which were also there, like self-esteem, and like everything else, all of this
together, it pours out later in an ugly mess.”
Notably, J did not consider herself depressed at the moment of the interview.
Nevertheless, she still wanted to do therapy to prevent falling into depression in
the future.
Another Russian informant, V, defined several periods in life when she was
suffering depression. Her first depression was connected with an internet
addiction in her teenage years, and one of the most significant depression
periods in the adult years was connected with unhealthy relationships and the
break-ups that followed. Despite localizing her depression periods in time, V
spoke about depression as something that refers to characteristics of her
personality. For example, she described the process of recognizing depression
in the following way:
“…I, as I want to believe, have a very developed rational approach to the
world, from some point, not since childhood, but yes. (...) That is, at any
moment, if I behave, well, a little strange, like, if I am very sad, or if I react
strangely, I don’t know, my boyfriend jokingly said something — I was
offended, I can explain it to myself all the time. That is, I can find a reason
why this happens, I know, like: it really hurts me, or — yes, I'm just fooling
around, or the joke went too far, please, stop. These are some things, that is,
I constantly talk to myself 24/7 and monitor my behavior, relatively speaking,
and as if I’m still watching from the side, and I understand that this is normal,
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you’re like that and behaving inadequately, but this is you. Take it simply. But
as soon as I get into this depression, I understand that there is no more
rational voice at all. It is just not there, and I do not know where it is. And at
such moments, I’m kind of trying to wake it, I’m trying to start asking myself
questions: what is happening and what is wrong? And I have no answers, that
is, I do not know what is happening to me.”
During her depression periods, V experienced symptoms of apathy, sadness,
loss of interest to hobbies, and so on. Despite the fact that she tried to cope with
depression by herself, she several times attended a psychologist whom she had
been consulting since her childhood. Her specialist advised her to go into longterm therapy, but she could not afford it. Thus, these were one-time
consultations and aimed at helping her through crises. Once during her
depression period, she consulted a psychologist while she was studying abroad,
and she positively evaluated that experience:
“I came to her three times, and three times was enough to calm me down
more or less, to say that: fine, everything will be fine. And we talked with her
about the relations that developed in America, and something else, both about
my studies and about some of my blocks and worries, and the development
of relations with my parents and so on.”
As it is clear from her narrative, V is oriented towards the psychotherapeutic
treatment of her depression as she recognized problems in her relationships
with her parents and her own psychological complexes. However, she assumed
that it would be a long and complicated process, and it required not only financial
but also her psychological resources. According to her, V planned to go into
psychotherapy someday, but she did not feel ready for it by the moment of the
interview. Thus, she tried to cope with depression on her own, trying out informal
coping strategies like doing jogging, watching series, and so on.
At the moment of the interview, V did not consider herself depressed. However,
she perceived that depression would always be with her and she had to learn
how to live with that:
“I have a feeling that at some point you are just learning to live with it
[depression]. That is, at some point it is, well, like it is weaker, it is stronger,
but here it is. Well, here’s what my doctor actually told me about the panic
attacks, it actually confirms my theory that it’s completely impossible to
recover from depression if you once fell into this condition, it’s vegetative,
that’s a chance that you will get back there, you just need to be aware that it
is, and that's it (...) Well, because it's easier. That is, the body found a way to
get around all the blocks — “I will not show emotions, I will keep them inside.”
This is impossible, you cannot do this all the time. And as soon as the body
has recognized this simple path, there is a chance that it will follow this simple
path, much more than if it had never done it before. Therefore, yes, there is a
feeling that if it happened once, it most likely will happen later, you just need
to know why it appears and how to work with it. That is, not even fighting, it is
pointless, but how to work with it. How to function if you are in it, how to get
out of it, and so on.”
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Despite using the words “brain” or “body”, V clearly describes a psychological
mechanism where depression is a simple way of dealing with hidden emotions.
I suggest that the body in her narrative is an additional actor responsible for
depression and unconsciously put in this description to show the lack of control
over depression. Besides, if the body is responsible for depression, then
something should be done with it rather than with the circumstances. Overall, I
argue that references to the body in this part of her narrative referred to its
psychological component rather than biological. As a whole, her narrative
presents an example of the psychological model of depression.
In the narratives of Finnish informants, the roots of depression much more often
were sought in childhood. Besides, all of my interviewees underwent
psychotherapy. For instance, int. K suffered from depression two times in her
life: in her teenage years and during university studies. She evaluated
depression in teenage years as a more severe case due to loneliness, feeling
different, and being bullied since kindergarten. The cause for both these
depression periods she saw in her early development, and so did her parents.
According to K, this fact made their attitude to her depression more complicated:
“I mean because they know all of the, all the reasons why I had depression
were things that... you know that they as parents, when I was a child, could
maybe have done differently, and, you know, some mistakes that they made.
So I think they just felt so bad about it and felt that they had let me down, and
so kind of… Like I know that they felt really kind of hurt and disappointed in
themselves that we were in that situation because they really wanted to be
perfect parents, and then it turned out they can’t be perfect parents, so I think
it was kind of that, that they didn’t want to admit that things were wrong.”
Her second depression started when she was away from home studying at a
university in the UK. At that moment, K did not consult anyone as it was difficult
to do in another country. Besides, it was important for her to be treated by the
person who spoke her native language. Thus, she went to the therapist as soon
as she returned back to Finland. She used medications both times she had
depression, but her main way of treating depression was psychotherapy. As she
admitted, medication helped her to become more stable, but psychotherapy was
aimed at the roots of her depression.
Int. L was studying to be a psychologist at the moment she realized that she
herself was depressed. Despite the fact that she had experienced symptoms of
depression for a couple of years, she did not want to admit that something was
wrong. As it follows from her narrative, L always thought that she was prone to
depression, and one day she would face it. However, it took her a lot of time to
go into therapy. The roots for her depression she sought in her family history
and her own childhood:
“I always thought that someday I would be depressed. I don't know how or
why... or I know cuz in my family my dad has been depressed two times and
seriously depressed, so I thought that maybe one day I will get depressed
also. (…) I was worried about my own psyche... so I didn't want to study, but
then I started to study social psychology and I learned a lot about mental
health problems, and I started to do some essays of parents’ depression and
57

WP 2020-03

Working Papers
Centre for German and European Studies

how it affects children and something like that. (…) So then I realize that I
have some problems, like, or I realized that it might be the ghost of my
childhood and everything I’ve had.”
The difficulty to recognize depression L connected with the absence of a trigger.
She kept replaying events in her memory until she finally remembered that her
brother told her about his friend’s suicide. This event seemed to ground her
understanding of depression and made it more logical for her. I suggest that her
understanding of depression was formed in the course of her studies and she
tried to describe it in a way it would fit in her existing conception of depression.
Before going to medical professionals, L tried to cope with depression by
engaging in some extra activities and participating in different projects. Her
experience with medical professionals started with regular talks with a
psychiatric nurse, and after a year she felt the need in therapy. The psychiatrist
prescribed her psychotherapy, so L applied to KELA for funding her therapy and,
at the moment of the interview, was already attending the sessions. Interestingly,
at the moment of the interview L did not consider herself depressed, but she still
felt the need in therapy as it helped her to manage her life:
“Yes. I don't feel I'm depressed, but I think I still need some help, like, I would
like to continue my therapy, cuz I'm not sure I can manage myself yet. But I...
Yeah, I can't say I’m depressed or maybe... I think last spring and summer,
they're good, and this fall has been good. So it's, it's over. But I still want to
get some help.”
She could tell the depression was gone when she started enjoying her life and
studies again. The affective symptoms she experienced at the beginning of her
depression were gone, so L claimed that she was fine. It could be suggested
that she still felt the need in therapy as it was aimed not only at overcoming
depression but primarily at fighting her psychological problems. In her case,
depression was clearly understood as a result of psychological development.
Int. M claimed that depression was always present in her life since her early
childhood occurring in waves – sometimes better, sometimes worse. She
admitted that she presumably knew about her depression for a long time, as she
did some online tests and took the results seriously. However, she always
thought that she could handle it by herself. During her university studies, M felt
that she could not cope with her depression period on her own, so she asked for
help at the FSHS. Explaining the nature of her depression, she refers to the
process of upbringing:
“I believe it’s something I had for most of my life, so I believe it comes from
somewhere very early in psychological development, so, I’m sure it stands
mostly from my childhood, and then of course, maybe some difficult times that
I've gone through, in my adult years, have contributed to it, but it comes from
a very early stage.”
Interestingly, M mentioned that depression is a national Finnish problem. To
describe her point of view, she sought psychological explanations of high
depression prevalence rates in Finland:
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“Then I think it's also some very difficult, like, intergenerational trauma that
parents pass on to their children, like, they have, they have problems of their
own, they have symptoms, but they never seek help, because, because they
just think it's socially unacceptable. So they bring up their children and their
children learn the same way of behavior and thoughts and become
depressed. But I also think it's something in the culture, because it’s, after all,
it’s a very-very individualistic culture, and there's the ethic of working hard and
surviving on your own, not asking for help from others. And I've heard that a
lot of people also suffer from, from loneliness in Finland. And I believe it could
be one of the main causes for that.”
After M was diagnosed, the psychiatrist prescribed her regular visits to a
psychotherapist. At the moment of the interview, she claimed that her
depression was under control. As it comes from her narrative, her depression
was something that she perceived as something inseparable from her. M
thought that psychotherapy was the biggest contribution to her current
improvement, but she did not hope to completely cure her depression, at least
not in the near future.
Another Finnish informant, P, could not name the exact reason for her
depression. For her, it also was a long-term experience that lasted for years.
When asked about the cause of her depression, P said: “I am still not sure why
I got sick, but I think it had something to do with getting bullied at school and
experiencing domestic violence.” Thus, as it comes from her narrative, P saw
psychological mechanisms in the development of her depression. She first
started experiencing symptoms of depression when she was 16 years old, but
she did not seek help as it did not affect her life too much. However, when her
depression started to affect her studies, she went to talk to a nurse in a public
health care unit. Once she was diagnosed, she was submitted to therapy and
prescribed some medication. After two years of therapy, P said that the worst
period was over, but she still had to recover from it. As signs of getting better,
she mentioned the ability to plan her future and to feel something. Despite she
clearly saw psychological mechanisms in the development of her depression,
she took the prescribed medication to reduce her severe symptoms, which
included total apathy, self-harm, and suicidal thoughts. However, it seems that
for her, psychotherapy was the way to cure the roots of her illness and
medication treatment was a means of mitigating its symptoms.
The mixture of the two previously discussed models is also strongly present in
the narratives of the interviewees. For instance, the majority of the Finnish
students’ narratives could be attributed to the mixture of biomedical and
psychological models. The notion of a mixture here implies that the elements of
both models are present in one narrative, and they organically complement each
other. Further, the most vivid examples of such a mixture in both countries will
be discussed.
Int. O was diagnosed with a schizoaffective disorder and during the interview
she focused primarily on the experience of depression in the framework of this
disorder. As she explains, a schizoaffective disorder presupposes a complicated
combination of a bipolar disorder and schizophrenia, meaning that the person
expresses signs of both of these disorders. O distinguishes between the
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symptoms of these disorders experienced, drawing from her knowledge of these
psychiatric diagnoses. For example, when asked about the symptoms of
depression, she named loss of interest, lack of motivation, and suicidal
ideations. At the same time, as the symptoms of schizophrenia, she mentioned
music playing inside her head and hearing voices. Understanding her
experience in medical categories formally falls within the biomedical model, but
further, it becomes more complicated. Speaking about the cause of her disorder,
she named long-term stress experienced in high school, psychological problems
from childhood, and complexes:
“Firstly, from 11th grade everything fell upon me like that, I just experienced
a huge amount of stress, shock, and then the consequences, there, during
the first year, the second, and it all only accumulated and accumulated, and
the fact is that when you take pills, they just take away all your symptoms, but
they essentially don’t treat anything. Yes, that’s why I think that the
experienced stress, which very much adjusted, so to speak, the nervous
system. Well, it’s possible, again, problems from childhood, these complexes
and stuff that got aggravated during the depression, don’t bring them back to
their normal level, they all have complexes, it’s not possible, because their
level there has already been cranked up to the maximum.”
Thus, O perceived that the root cause of her depression was in her childhood
problems that resulted in complexes that she still had. Her reference to the
nervous system may be interpreted in two ways. On the one hand, the nervous
system may be perceived as a part of human biology, so that O referred to the
biological mechanism of accumulating stress. On the other hand, it also may be
viewed as a part of the psychological sphere. Furthermore, when O first sought
help, she was offered sessions with psychologists and psychotherapists. She
positively evaluated her experience with the professional whom she met at the
clinic:
“Well, the psychotherapist and psychologist were just wonderful specialists,
yes. I was very [lucky], especially just at the moment of mourning for my
grandfather, there was a psychologist — she was a woman, she helped, she
helped to figure out why I can’t feel any emotions whatsoever about him, well,
this loss. And this allowed me to cry literally that evening, to cry about it, to
gnaw, to be sad, and as if over time, everything returned to normal. The
therapist, he is absolutely normal, he listened to me, he nodded, he said that
yes, I had the same patients, they had similar problems, everything is fine, we
cured them, and you will be cured.”
In addition to this treatment, O was also offered medication. As she mentioned
in the first extract above, she felt that medication did not treat her disorder, but
it made its symptoms less pronounced. Perhaps this is why she has stopped
using the medication several times when her symptoms diminished. Besides,
she sometimes felt that the daily dosage of her medication did not help her
anymore, and together with medical professionals they increased her dose.
Overall, after some time of this complex therapy, she felt better and managed to
pass the exams. However, O did not have financial and time resources to go to
long-term psychotherapy. After some time, her condition worsened again and
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she returned to medical treatment. O describes her experience in phases, using
the term remission for the times when she felt better. Thus, she episodically
received psychotherapy with medication and applied informal coping strategies,
until once her condition went out of her control, and O was admitted to a
psychiatric hospital. There she did not only receive medication, but also attended
sessions with psychotherapists and psychologists. Thus, O had a long history
with medical professionals and was diagnosed with different disorders
(according to her, her first diagnosis was a bipolar disorder, then a stress
disorder, and finally, a schizoaffective disorder). She clearly draws the
understanding of her mental condition on her last medical diagnosis.
Correspondingly, she uses a mixture of coping strategies that organically
complement each other. Moreover, O expressed a high level of trust in medical
professionals. Not to mention her repeated help-seeking in medical institutions,
O tried to understand her last diagnosis by consulting with the medical
professionals and students from faculties of psychology she knew:
“As I interviewed a bunch of specialists, well, not a bunch, about three or four,
and two who study psychology, this is the diagnosis that is made when a
person has symptoms of schizophrenia and a bipolar disorder at the same
time.”
I suggest that being under medical observation for such a significant period of
time and being repeatedly subjected to treatment changed her perception of
depression and constructed the conception of depression as a psychiatric
diagnosis. Her current perception of depression is partly based on medical
knowledge, but this knowledge is organically intertwined with the understanding
of depression in the framework of psychology. In my opinion, it could also be a
consequence of trust in medical professionals.
Int. Z experienced depression simultaneously with another psychiatric disorder
that she associates with the causes of depression. The experience of living with
anxiety combined with adverse events in life that she describes as life crises led
Z to the depression. Besides, according to her, a decisive factor for the
emergence of depression was a particular brand of hormonal birth control:
“Probably many things combined. Ah, well, I probably had some kind of...
Well, since I already have anxiety, that’s probably a factor that... made me
more open to depression. [Laughs] (…) Mmm… And also one more factor
was this particular brand of hormonal birth control, I didn’t notice it at first, but
when I stopped using it, my mood was a lot better. So… I think I had like all
the ingredients of depression and then that particular birth control just stored
them together and was like, here’s your depression.”
Z was already in therapy for her anxiety when she started noticing the
problematic symptoms of depression, so she immediately discussed her feelings
with her therapist. Since her therapist was not authorized for diagnosing, Z was
diagnosed with moderate depression six months later, when she applied for
funding of her therapy to KELA. As she explains, she did not feel the need in
being diagnosed earlier as she was already in therapy and there was nothing
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else that could be done to improve her condition. However, it took time to find
out that hormonal birth control was one of its causes. In understanding that, Z
relied on her self-observations:
“When I went to see her [the medical professional], I had no idea that there
was a connection, so it didn’t cross my mind. But with the doctor who had
prescribed me the birth control, when I realized: okay, this is the connection
I’m, like, made my own test that I tried not taking birth control. I was like: am
I feeling better? Am I not feeling better? I don’t know. At that time my therapist
said that I do seem to be feeling a little more awake, a little less tired. I wasn’t
sure so I tried to start the birth control again, and then I noticed that my mood
was like: (making the sound of falling rapidly). So then I went to see my
gynecologist and I was like: okay, this, I will not touch this brand again, I need
something else.”
As for the symptoms of depression, Z named fatigue and loss of interest in life.
The symptom of constant physical tiredness led her to suggest that she should
try medication to cure her depression: “…we did try one medication. Because
my symptom was mostly that I was very tired. So it was something that should
really affect the chemicals if they make you tired”. However, that medication did
not improve her condition, so she continued psychotherapy which was her
leading coping mechanism. In addition to it, she also developed some informal
coping mechanisms, such as taking naps during the day or playing with dogs.
As it comes from her narrative, those mechanisms were aimed at symptoms that
Z experienced (such as fatigue) and were based on her usual ways of dealing
with stress.
Overall, Z considers the help of medical professionals to have been an important
factor for improving her mental condition. She already had three years of therapy
financed by KELA, so she had to stop visiting her therapist as at the moment of
the interview she could not afford it and did not experience any severe
symptoms. However, she was planning to return to therapy later in the future:
“My therapy ended a little over two years ago, three years expired. I took my
three years and after that, you’re on your own. And of course, there is this
public health care, but this… My symptoms are not very severe. I’m able to
work, I feel okay most of the time. There are some things that I struggle with
and sometimes I have bad days, but I don’t think there is much that they can
offer me right now. I would like to continue therapy at some point, maybe just
paid on my own, or after five years when your therapy is ended, you can, like,
apply for it again, to KELA to support it. So I will probably do that in three
years.”
Interestingly, in her narrative, the severity of the symptoms was measured by
their influence on her life and work. By the moment of the interview, Z had not
fully recovered from depression and still experienced lack of interest in her
previous hobbies and suffered lack of motivation. However, she did not perceive
them as severe ones and postponed therapy. Despite being diagnosed with
ongoing depression and anxiety, she did not want to go to public healthcare and
evaluated it as insufficient to give her any improvement:
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“So I was like: it’s not enough to help really. If I see this nurse once a month,
I would be mostly talking like: okay, this past month has been okay, this
happened and this happened, oh look, we’re out of time and this thing next
month. So it wouldn’t be really progress, it would be just saying: here I am,
this is how I’m doing. So I was like: okay. I appreciate the offer, but no, thanks.
And then I actually moved, I was living in Espoo, and I moved back to Helsinki,
so I was like: we’ll just forget this. So basically what the public health care has
to offer is like meetings once a month with someone.”
Thus, Z named anxiety and the particular birth control, combined with negative
events in life, as the causes of her depression. Correspondingly, she rejected
the usage of this birth control, tried the medication, and, when it did not help,
returned to psychotherapy as her habitual way of dealing with mental disorders.
For Int. N, her depression was caused by the consequences of a traumatic event
in her childhood:
“Everything started when I was 13, and my brother, then 14, quit talking to
me. And he hasn’t spoken to me ever since, for 18 years. The first five years
of that time we lived in the same house and went to same school. That event
destroyed my self-respect and self-esteem.”
N started to experience symptoms of depression in her childhood. She was first
diagnosed with depression when she was a university student. Referring to the
expertise of medical professionals who have taken care of her, N indicated that
she could have had depression since primary school. As in the case of O, she
also uses medical terminology to understand her experience and understands
her experience in medical categories in the framework of her diagnosis.
However, thinking that the roots of her depression lie in the traumatic situation
with her brother, she combined sessions with medical professionals and group
therapy with medical treatment:
“In these almost eight years I’ve seen three different general doctors, at least
five psychiatrists, three psychologists, two psychotherapists, and at least a
dozen nurses and psychiatric nurses. Since 2012 I’ve tried a dozen of
different medicines, and now I have five daily meds. One time in 2014 I quit
my medication for a while on my own, and soon I went in total apathy and
self-destructiveness. Since then I’ve taken everything doctors have
prescribed me. (…)My first psychotherapy was in 2012 or 2013, I don’t
remember anymore. It was a short cognitive-behavioral therapy, I went there
for about three or four months every week. I got my motivation for studying
up in that time. (…) I was also in a short group therapy, for about half a year,
in 2016 when I was a client in HUS mood disorder policlinic (is that even a
thing?) in Espoo. The therapy was in the policlinic once a week. (…) Now I’ve
been in Kela financed psychodynamic group therapy for almost three years.
(…) Over these three years I’ve learned a lot about myself and also solved
some problems already.”
Thus, N gave value to the psychotherapy and psychology sessions and
simultaneously stayed adherent to the prescribed medication. It is hard to
indicate what she considered to be more important for her treatment, and this is
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why I believe that she developed an understanding where psychological and
biological springs of depression are intertwined. It is even harder to separate
them, as for N this conception of depression seemed to be self-evident and
powered by the authority of medical professionals.
To summarize, the mixed model is in many ways constructed under the influence
of medical professionals during prolonged treatment. It is also indicated by the
fact that the conceptions of depression shared by these informants include both
psychological and biological reasons for it and a combination of ways of
treatment, exactly as it is stated in the official fact sheet on depression by the
WHO (WHO, 2020).
Thus, the psychological model is based on the understanding of depression as
a psychological problem, a deviation in the psyche. The roots of depression lie
in the early child development, whether it was childhood trauma, specificities of
the upbringing, or adverse conditions experienced in childhood. Another cause
of depression may lie in an individual’s personality – complexes, problems with
self-esteem, etc., which again go back to childhood. Some of the informants tried
to identify the triggers that pushed them into depression and saw them in their
social life. In some cases, the informants perceived the roots of depression in
their personality, and characterized themselves as “prone to depression”.
According to this model, the preferable way of treatment is psychotherapy or
sessions with psychologists. Interestingly, in some cases, the psychological
conception of depression is present in the narratives of the informants who did
not consult psychotherapists or psychologists. Notably, medication was
sometimes present in the treatment of such informants, but it was evaluated as
secondary, aimed at symptoms but not at causes. In addition, we’ve also
discussed a mixed model that includes elements from both psychological and
biological models that organically complement each other. It was suggested that
this mixture is a product of the medical construction of depression during
treatment under the control of medical professionals.

2.2.3 Social model
The social model reflects the understanding of depression as a reaction to
external stress. This model implies a variety of coping mechanisms that
generally could be called independent coping. Interestingly, these informants
often juxtaposed their experience of depression with the notion of so-called
“clinical depression”, which in their perception is similar to the previously
discussed biomedical model. This section deals with the eight stories of only
Russian informants, as far as this model as a whole was not found in the
narratives of Finnish informants. However, they also used some elements from
it, when, for example, they tried to identify the triggers for their depression in
their social life.
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Int. AC suffered depression several times as a reaction to accumulated stress in
his life. To cope with them, every time he used a variety of coping strategies,
aimed at rather reducing the symptoms or changing the circumstances in which
they occurred. He starts by referring to his last depression experience during MA
studies that were caused by problems in all spheres of life:
“But in my MA studies, I was depressed, literally in December I had such a
moment when so many things fell on me, I had problems with health, studies,
work, with money, with relationships... Already, in general, everything fell on
me from all sides, and... It was so hard that I just wanted to lie down and not
get up… If this can be considered depression, then yes, I had this... How did
I deal with this...? I just started gradually raking up all these problems, and
somehow they have now dissolved, more or less.”
Another depression period that previously happened in his life was caused by
an unhealthy relationship with his girlfriend. It had developed for years, so his
stress from being involved in this unhealthy relationship accumulated, and, in
the end, splashed out in the form of depression. AC listed a number of various
coping strategies that he used during his periods of depression. They involved
playing computer games, physical activity (doing sports or physical work), and
taking naps. As it comes from his narrative, to cure his depression AC was
primarily focused on changing the circumstances that had led him to this mental
condition. The informal coping mechanisms that he named were mainly aimed
at fighting his symptoms of depression, which were apathy and sadness. As AC
said, they helped him to transform his negative feelings into energy.
AC did not consult any medical professionals during the course of his
depression. As for the barriers for treatment, apart from the lack of money, he
stated that he did not trust paid medical professionals:
“To be honest, I don’t really trust specialists in this area, because I see a
conflict of interest, this is a basic economic conflict of interest. My interest is
to make me feel better. And the interest of the specialist, whom I pay, if I pay,
is that I continue to pay. So that I come to him again and again, so he is not
interested in me getting cured, he is interested in maintaining some kind of
intermediate state, and [so that I] go to him for a very, very long time.
Therefore, this was one of the reasons why I never contacted any services.”
As for the public healthcare system, AC was not aware of the opportunities that
were offered there when he was in need of help. Moreover, he also did not trust
the public mental healthcare system and perceived that if he sought help there,
it would have bad consequences for his future life:
“I don’t want to, because here [in Russia] any connections, any appeal to the
PND, makes... I, firstly, did not know that there are psychotherapists. I thought
there are only psychiatrists. I didn’t know that I could... If I could contact a
psychotherapist in PND for free; a psychotherapist, and not a psychiatrist. I
know the difference. I would probably turn to them, but I didn’t know, and I
didn’t want to go to a psychiatrist, because this is in Russia, it is a disabling
[effect]. In addition, I was just depressed, I did not have any other condition,
well, that's why I did not apply. Firstly, I did not know, and I did not want to
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contact a psychiatrist. (...) I do not really trust our Russian psychiatrists,
because nevertheless the punitive psychiatry that was in the Soviet Union
continues to take place, and in general ... Well, the fact of consulting
psychiatrists has a disabling effect. That is, you will have later, you will be
registered. Well this, this is not very good. The benefits of this, I did not think...
I do not think that there will be any benefits. Well, let’s say, if there is such a
chance that, let’s say, they will be registered because of depression... Then
you can’t get rid of it, you won’t be able to acquire a license for a weapon, and
I love weapons.”
In his narrative, AC mentioned the fear of so-called “psychiatric oversight” as a
barrier for seeking help in a neuropsychiatric dispensary. This term refers to an
outdated notion of regular observation and supervision over the patient with
psychiatric diagnoses. It existed in the USSR, but today is not provided by
applicable laws of the Russian Federation (Order of the Ministry of Health of the
Russian Federation dated January 11, 1993 No. 6 “On some issues of the
activity of the psychiatric service” Archived on June 21, 2018). So, nowadays
patients with depression are not registered in a way that was organized in the
USSR, and the fact of addressing neuropsychiatric dispensaries with depression
would not be an obstacle to get a driver's license or a gun license. In other words,
AC was misguided by strong stereotypes and stigma around public psychiatric
services that exist in the Russian society. The matter of stigma will be discussed
further in the chapter and will be repeatedly mentioned in the narratives of other
Russian interviewees.
Thus, AC perceived his depression as a result of problems in his life, for
example, unhealthy relationships or problems with work. His coping strategy was
aimed at changing the conditions that led him to depression and reducing its
symptoms in informal ways. He clearly understood depression as a reaction to
life problems and claimed that going through that experience taught him how to
cope with stress better. Interestingly, sometimes in his narrative AC replaces the
notion of depression in his case with a feeling of sorrow and comprehends it in
the frame of normal reactions to stresses:
“But then again, as I said, I’m not sure that I had, and have, exactly clinical
depression, I can’t speak precisely with the completeness, so to speak, of
information about depression in the classical sense. But the answer is: I
believe it is impossible to live a lifetime, and so that you never feel sad.
Because the reality practically never meets our expectations. Well, more often
than not. And this is normal. Because, well, it can’t live up to your expectations
all the time. Therefore, naturally there will be episodes when you will be sad.
It happens. Life goes on, and this is every episode, but this is not the end of
life, there will be something better.”
Thus, I believe that AC understood depression as a normal reaction to stresses
that he had faced in his life. Correspondingly, he used informal coping strategies
to overcome it and considered that in his case it was not necessary to consult
medical professionals.
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Int. Q suffered depression for a long time and had to go through major life
challenges to overcome it. He first noticed the symptoms of depression when he
broke up with his girlfriend. However, back at that time, his symptoms were so
severe that he even did not consider the need for treatment:
“I did not think that I would live long, that there would be children, a wife. I
thought I’d live up to 25 and die young. You won’t need to think about your
family and your old age.”
During his depression, Q had suicidal thoughts and practiced self-harm in
various forms (such as piercing, putting needles in the skin, etc.). As he
confessed, it gave him some sort of short-term relief and attracted the attention
of other people that he liked. After the break-up with his girlfriend, who was his
first love, Q had suicidal thoughts and left his home. He also tried using
fluoxetine to feel better, but it did not help him and it only lead to an addiction.
While he was trying to manage his feelings on his own, he committed a crime
and was sentenced to prison. As Q admitted, in this period suicidal ideations
became even worse. It all ended when he met his current girlfriend and they
started to work on their relationship. He said that it was her faith in him that
helped him the most: “At first I did it for her, and then I got involved and began
to do everything for myself. And to this day…”. Q evaluated his current condition
as normal and thought that his depression was over. Looking back, he still
insisted that his depression could not be treated, as “you have to survive it
yourself”.
Interestingly, Q thought of consulting a psychologist, but it was not caused by
his depression. He wanted to visit a specialist as he faced a work conflict that
he could not solve himself. However, eventually, he overcame this conflict
situation on his own.
Int. R also suffered depression after a painful break-up with his girlfriend. He
recognized his condition as depression when he experienced loneliness and
apathy and referred to something that he had once read: “I read somewhere that
a person is really upset during the day, and then this is depression. And for some
reason I decided that.” To cope with his problem, R used alcohol and partying,
and tried to distract himself from thinking about his break-up in various ways:
“I am very ashamed to admit this, perhaps in this regard I would even be
against the recorder, but I drank a lot every weekend. I drank a lot. During
all... During half of the third year. (...) Because I had a lot of free time, and I
could afford such liberties. Well, it’s probably that I drank a lot and constantly
tried to go somewhere in some company, to look for new friends. The process
of communicating with other people distracts me. Because, anyway,
depression is when you are alone, and you get hung up on this problem. For
me personally. (...) I adopted a cat during this period. In general, I always
wanted to, but I was just afraid. I was afraid that this was a momentary
weakness, that then I would not care. Well, now, I still live with it. (...) I gave
it a lot of time. It was with its problems, with health, I had to deal very much,
spend time and money on this, and this also distracted me from problems.”
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As could be seen from the extract above, for R his depression was a reaction to
the problem. He did not seek medical treatment for several reasons:
“Firstly, in principle, I very rarely go to doctors, I somehow believe in myself
more. Well, this applies to any doctors, I don’t know, maybe I consider myself
strong enough in every sense: both physically and mentally. I don’t know how
to call it right. And secondly, to be honest, I don’t know how it works. I was
afraid that I would have some kind of note in the medical record and they
wouldn’t hire me to work anywhere.”
Among his barriers to treatment, we can observe the same fear of “psychiatric
supervision” and lack of awareness about available psychiatric services.
Besides, according to his narrative, R perceived more need in his friends’
support than in medical assistance. Interestingly, he considered that his
depression was over because the time that he needed to recover had already
passed and he had experienced a lot of positive emotions.
As it follows from his answers, R clearly perceived depression as a reaction to
various stressors. For example, he distinguished different types of depression
according to its cause:
“If a person had depression caused, say, by a betrayal of a close friend. If he
survived, if he draws useful experience from this and begins to understand
people more, then in the future he will not face this type of depression. Here
in this version, yes, I see. But in general, never in my life [to face depression],
I think this is impossible. (...) And in order to directly [avoid depression in the
future], it seems to me that this is impossible, because I am only 22 years old,
and I don’t know what I’ll encounter in future. It may be something completely
new, and I can’t prepare for it now, so that some kind of failure in this area will
not cause me depression.”
In the case of R, there is a clear connection between symptoms and coping
strategies. As he could not do anything to change the conditions that caused his
depression, he perceived that only time can cure it.
Another informant, S, experienced depression because of very intense and
stressful studying. Despite the fact that she successfully recognized her
depression by the symptoms of constant crying and suicidal ideations, she had
difficulty understanding and accepting her own depression experience. During
the interview, she several times mentioned that she had no reason for suffering
depression, and this is why she perceived her experience as shameful:
“Well, to some extent I, or rather, I did not deny the fact that this was it
[depression], but it was incomprehensible and difficult for me because, well,
why it happened to me, I had no traumatic experience, nothing so tragic. I
have it, all conditions have been created for me, I study in St. Petersburg, I
don’t work, as, for example, my friend, who, works as a waitress at night. I
have the example of my cousin, who did not receive an education not of her
own free will, but because her family could not afford it. But for me, all the
conditions have been created, and here it is. And nothing works out for me.
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And it is not clear what will happen to me next. (...) Well, I don’t know, for me
it’s kind of a shame, or something. (...) That it [depression] was, and that there
were no prerequisites, as it were, why it happened.”
S stated that the main factor for her depression was, as she understood it by the
moment of the interview, her studying. She characterized it as a very intense,
requiring writing a lot of long assignments, and surviving in a competitive
environment. Besides, she claimed that she had lost interest in her
specialization, and it was very hard for her to continue studying uninteresting
subjects. However, for her, it was an insufficient reason for depression. Thus, S
shared the conception of depression as a normal reaction to external stresses,
but at the same time, her own depression was not falling into this criterion, which
concerned her.
Since she did not understand the reasons for her depression, at first S did not
try any coping strategies to treat it. Studying and, eventually, graduating were
her top priorities, so she tried to continue studying and doing her assignments.
However, when S was struggling to write her graduation paper, her mother got
her a prescription for medication, using her connections in healthcare:
“I just, I remember how I called my mother and said that, cried that I was afraid
that I could not pass the thesis defense and would stay in my second year.
That is, I kind of called her to say ... At that moment, yes, it was my moment
of despair, I called her to tell her that so that she would be ready for it, if it
happens. Well, then she, she is a doctor, she asked her colleague, well, a
psychiatrist, and she then prescribed me the drugs. And her daughter also
took these drugs on when she was defending her thesis.”
However, despite the fact that S had taken these medications for a month or so,
she did not feel any effect. Thus, she came to the conclusion that medication
would not do her help her in any way:
“Well, damn it, they don’t solve anything at all. I didn’t take them for a long
time, honestly, I don’t remember, well, for a month, for sure, I remember that
I bought once, something I still have left, here. Well, just now, I don’t know,
some hormones of happiness are probably produced during the period when
the drug is working, well, apparently that's all.”
Besides, S did not want to consult any medical professional because she did not
perceive it as something helpful and doing something that she could not do
herself. In addition, she perceived consultations with a psychologist as an
expensive and time-consuming activity, and she had no such resources
available. Her depression was gone when S had graduated from university. She
strongly associates these events and uses it as proof to her assumption that
depression was caused by her studying experience.
Another informant, U, also suffered depression because of her studying. She
entered a university far from her home town and soon started experiencing
problems with studying. She was not as prepared as her group mates and tried
her best to match the high standards of her university. However, she had to retake her tests several times because of low grades, and her parents were not
69

WP 2020-03

Working Papers
Centre for German and European Studies

satisfied with her results. As U was a valedictorian in high school, they perceived
her problems as laziness. It was aggravated by the fact that her parents covered
her living expenses. U experienced apathy, loneliness, and suddenly noticed
taste blindness. At the same time, she was downplaying her problems and
gained weight. However, she did not perceive her condition as depression at
that time:
“Well, as if all the expectations that I built for myself, they turned out to be,
like, false, and also because of my studies, because of my parents, and all
this was superimposed, superimposed, superimposed. (...) I didn’t want
anything, and I felt that, like, maybe something was wrong, like, because of
my studies, now I’ll do my studies and everything will be cool. Well, how would
it be not only that. [Also pressure], parental, yes, and plus, I didn’t understand
that I was overweight, and then, when I understood this, I came to realize that
I’m not beautiful now!”
Thus, she understood her mental state as a reaction to the problems that she
had in her studying and her relationship with her parents. Correspondingly, U,
like the previous interviewee, started to solve her problems: took an academic
leave, changed specialization, found a job, and built personal boundaries in the
relationships with her relatives. After this, she felt better and claimed that this
unnamed condition from which she was suffering was over. However, this period
badly affected her relationship with her mother, and she went to a psychologist
to solve it. Working with the psychologist on her feelings, U finally recognized
her previous mental condition as depression:
“And I didn’t think that it was depression [when I was experiencing it], I only
started going to a psychologist now, and we started discussing all this, and I
realized that it was like that, because it had seemed to me [before that], that
everything was okay.”
Thus, under parental pressure, U perceived her condition as normal and her
activity was focused namely on changing her situation. When the situation
changed, her symptoms of depression diminished. It was the sessions with the
psychologist that helped her realize that it was depression. Besides, already
after her depression period, she read about depression on social media, and
that reinforced her conclusion that it was depression. Overall, it is another
example of how the experience of suffering depression is re-conceptualized
when new knowledge is gained.
Another Russian interviewee, A, did not recognize depression at the time he was
suffering it. The cause of his depression was a painful break-up with his
girlfriend. Despite experiencing severe somatic symptoms, he failed to
categorize his experience as depression when he was in need of treatment.
Interestingly, his perception of his mental condition could have been determined
by his specialization in biological sciences, but for some reason (probably lack
of awareness) he did not recognize his depression:
“...well, and only then I began to approach a materialistic understanding, in
principle, of the emotional sphere of man, of the psyche. That is, I then only
stood at the beginning of this, I had some basic understanding that education
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provides, and somehow I gradually moved towards this, but on the whole I
could not quite grasp whether it was depression or not. I did not operate with
these categories; I did not have any people around me who would operate
with these categories. It was just really crappy. I probably realized the fact
that this is depression closer to the end. Well, that is also quite complicated.
Maybe when it's already over. I thought: ‘This was such a depressive
episode’. Maybe already towards the end I was able to evaluate this
retrospectively.”
To explain the distinction between depression and sorrow, A used the official
diagnostic criteria provided by the WHO. Thus, he stated that depression is a
problematic period with certain symptoms that lasted for more than two weeks.
It appears that he re-conceptualized his experience in medical categories when
he gained more knowledge about depression and the human psyche. His case
is a perfect illustration of how medical understanding of depression is
constructed post-factum, even after the depression period has passed. A
managed to cope with depression using informal coping strategies, such as
participating in various activities, hanging out with friends, and reflection over his
experience:
“In addition to communicating with other people, well, in addition to immersing
in other people, communicating with them, constantly hammering in an
unlimited amount of time matters, I had a very stupid and naive approach,
very funny... (...) And I started to say ‘yes’ to everything. I mean, I see there,
for example, courses of ‘such-and-such-and-such’. And I was like: ‘yes, you
have to sign up’. Or if a neighbor says some crap to me, like: ‘let's sign up for
KVN1?’ — ‘Let’s sign up, great idea’ (...) So, for example, I’ve stopped by....
This attempt, so weak, languid, but an attempt to take control of my life, that
is, transfer it there for example to an excel sheet, and as if I could mark
something there, manage, regulate something, this feeling like control and
accounting. (...) You manage it yourself, and there are like you and an excel
sheet, you two are kind of... you confess to each other. Here are people who
happen to be, I know, in depression, that people need a sense of control over
something, perhaps this feeling can be given [in the described way]. Well, this
is one of the forms of keeping a diary, I have a messy handwriting, and I kind
of have to find ways such as expressing myself somewhere.”
Thus, A himself characterized his depression as reactive, caused by external
stress. He did not search for medical assistance in the public healthcare system,
as he was persuaded by his friends who claimed that in a neuropsychiatric
dispensary doctors are aimed at treating patients with medications and do not
offer any psychotherapy sessions or consultations with a psychologist. As for
the private sector, he stated that he did not have enough money to pay for it.
However, as he admitted, he did not see a great need in medical treatment. A
claimed that at the moment of the interview he did not suffer depression

1

Here the informant means joining a university club based on a Soviet and then Russian humor
TV show where teams of university students compete by giving funny answers to questions and
showing prepared sketches.
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anymore, and it passed by itself after some time. However, he believed that
depression could appear again as a reaction to other external stressors and
problems.
Another informant, T, also suffered depression after a break-up with his
girlfriend, with whom they had had a long-distance relationship. Since he saw
this break-up as the only reason for his depression, he tried to get her to return
to him in many ways. For instance, several times T came to her in a military zone
in Ukraine. After she refused to give the relationship another chance, he could
not come to terms with it and began “stalking” her. T described how he came to
her house and waited for her or phoned her from a dozen of his mobile simcards. With her consistent rejection, his symptoms became worse, but, at some
point, he managed to stop. When he finally understood that she would not be
with him, he began searching for other ways of coping with it. He drank a lot,
met other girls at night clubs and gambled losing and winning big sums of
money. Eventually, when time passed, his symptoms diminished and he dove
into studying. At the moment of the interview, he did not consider himself
depressed and thought that this period was well behind him. His case is a good
example of how the informant’s coping strategies were first aimed at the cause
of the depression and then, after realizing that he had nothing to do with it, at its
symptoms. As he said, T’s activity as a whole was aimed to distract him from the
thoughts about his previous relationship.
To summarize, this section presents a description of the social model of
depression. It presupposes that depression has a social origin and does not
always require special treatment. Interestingly, depression was often
comprehended in the frame of normality, when it was perceived as a normal
reaction to external stressors. Sometimes informants failed to recognize
depression when they were suffering from it and re-conceptualized their
experience after they had already overcome it.
Regarding coping with depression, the informants often used strategies
corresponding to the subjectively identified causes of depression. For example,
if the cause was perceived in difficulties related to work or study, the informants
tried to solve them to overcome their depression. However, if the reason for
depression could not be eliminated (e.g., as in the case of death of a loved one
or a break-up), the informants relied on time, believing that they should just wait
and the depression would pass by itself. As for the symptoms of depression, the
interviewees tried to cope with them using their usual, habitual mechanisms
(sleeping, playing computer games, watching series) or, on the contrary, tried to
distract themselves with a new hobby or time-consuming activity (partying, doing
sports, etc.). Sometimes the narratives of such informants mentioned
psychological consultations. On the one hand, psychological consultations in the
perceptions of informants belong to the world of everyday life and not to the
world of medicine and illness (as, for instance, in the case of psychiatrists). They
used (or planned to use) consultations not to cure something rooted deep inside
in their psyche, but to solve some ongoing conflicts (for example, in case of U).
On the other hand, this routine perception of psychologists sometimes prevented
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the informants from using their services as they felt that these consultations
would be futile and bring nothing new to what they already knew about
themselves.
This model as a whole is practically absent in the narratives of the Finnish
informants, though they do use some of its elements. As for the Russian
informants, the social model is present in the majority of their narratives. In my
opinion, it reflects the lack of awareness of depression in the Russian society
that is also indirectly confirmed by my informants. Students from Saint
Petersburg tended to search for social roots of their depression and were less
aware of the psychological and biological mechanisms of depression. Besides,
some of them used the word “depression” in an informal way, mixing it with a
feeling of sorrow. This could also be a result of the beliefs and stereotypes that
are shared in the Russian culture, where depression is practically understood as
an extension of normal feelings that everyone faces at some point in life.
Interestingly, five men out of six I interviewed in Saint Petersburg perceived
depression as a reaction to external stress. I suggest that this could be a result
of the influence of traditional perceptions of men and masculinity: their body,
brain, and psyche are normal, it is the external conditions that they need to
change. Besides, preference towards self-reliance goes in line with the
traditional masculine ideals of strength and independence. Interestingly, all of
them mentioned using “masculine” activities as ways of overcoming depression
(such as gambling, meeting with women, drinking strong alcohol, etc.). This
finding goes in line with previous research by Valkonen and Hänninen (2012)
who stated that men used masculine ways of thinking and acting to fight their
depression. Furthermore, the focus on the external conditions may give male
respondents some sense of control over the situation, the idea that they are able
to change this situation, and to control their feelings. Besides, they all named a
break-up with a girlfriend as a reason for their depression. My suggestion is that
this reason seemed to them as a legitimate one to suffer from depression (apart
from the problems at work or study and an existential crisis). In addition, referring
to this reason may have given them the opportunity to use the word “depression”
in the lay sense (as temporary sadness in reaction to stress) and conceptualize
their experience in accordance with it. However, one male interviewee, AD,
mentioned that he suffered depression because of the disappointment in his
place of study. He was diagnosed with depression in a neuropsychiatric
dispensary and treated it with prescribed medications. This interviewee
mentioned that in Russia people who are suffering from depression are
stigmatized:
“Well, in our country, in contrast to Western countries, it is not customary to
talk about any mental problems, about our problems. This is all silent.
Moreover, it is even more difficult for men, because it can undermine the
standards of masculinity and so on. I have to... It is very difficult to admit to
others and talk about my mental state. (...) Fear that you will be judged. They
don’t understand.”
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Thus, I suggest that the conception of depression as a reaction to external
events may move the focus away from the psyche and give the male informants
a way to avoid subjectively perceived public conviction. However, this
hypothesis requires further examination. It should be noted that the specificities
of male help-seeking behavior were repeatedly examined in the existing
literature. The results correspond with those discussed here. For instance,
Moller-Leimkuhler (2002) claimed that normative male gender-role expectations,
in line with lower mental health literacy and gendered health conceptions,
influence the perceptions of the problematic sensations as normal reactions to
stress. Besides, Johnson et al. (2011) identified that self-reliance was one out
of five discursive frames for describing help-seeking patterns of men suffering
from depression. Brownhill et al. (2005) suggested that men do not experience
depression differently but express it in other ways in response to traditional
gender roles and masculine ideals. Besides, Fullagar (2008) points out that in
modern Western societies biomedical and psychological roots of depression are
considered to be part of women’s nature. Thereby male informants tended to
explain their depression in terms of reaction to external events rather than
applying these “feminine” explanations.
The presence of biomedical and psychological models in the other informants’
narratives in some cases could be a result of being subjected to medical
treatment. However, a lot of the informants from Russia did not see the
possibility of seeking the help of medical professionals. Among barriers to
treatment, they named lack of money, time, and trust in psychiatric services.
Moreover, some of the informants were guided by stereotypes about the public
mental healthcare system and afraid of the stigma. Other informants did not see
the need for treatment at all or did not know about the ways of treatment that
could be offered to them. Barriers to treatment will be more precisely discussed
in the following paragraph.

2.2.4 Traditionalist model
The traditionalist model is the least common model of all. In fact, it was
developed based on the single narrative, which was so different from all other
narratives, that I could not categorize it in the frame of the discussed models.
My suggestion is that the reason for such an under-representation of this model
in my sample is that it is also rarely found in real life in large cities. The
traditionalist model implies the conception of depression as an existential crisis
accompanied by existential questions such as “who am I?” or “where am I
going?” Moreover, this crisis is comprehended in the frame of the traditionalist
beliefs or, as in my single case, in the frame of religion. Correspondingly, the
strategy for coping with depression here is religious practices. It is worth
mentioning that the elements of this model such as religious practices for
overcoming depression were found in the narratives of several other informants.
Int. W suffered from depression during the second year of MA studies. Despite
the fact that she always considered herself a melancholic and perceived low
mood as a kind of the norm for her, suddenly she felt that she could not control
herself anymore:
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“That is, at that moment I realized that this urgently needed to be changed,
otherwise there was nothing further, otherwise I just could not function as a
person. I had tantrums, it was just, now, unceasing, this is a cry that you can,
sob, sob-sob-sob, and then all day so sullen, in terms of walking, and in the
evening when no one sees, sob and beat against the wall, and roll along the
wall… Trying, just such self-destruction, at the level of tearing up everything
you see, terribly asocial thoughts, terribly, like ‘kick him’, ‘kill him’, and so on.
That is, I am temperamental, and it seemed to me that this was already
dangerous, like, unacceptable, and I myself did not need it. That is, it’s so
scary to see from the outside that it’s kind of like, well, I don’t want to be like
that, I’m not at all like that, that it’s happening to me, I need to change this
urgently.”
As it follows from the extract above, W perceived that suddenly she stopped
being herself, and that made her recognize that is was not simple sadness as it
had been before. As for the reasons for such condition, she claimed that it was
overthinking existential questions combined with unrequited romantic interest:
“That is, the feeling of some kind of complete formalism in your life that you
don’t know where you are going, in a circle, in a circle, in a circle, and even
you didn’t set these rules, why take it now? That is, what is going on all
around, why should I, why should I prove something to someone, do
something, live somehow? (...) Because, as it were, well, what's next? Well,
where to next? (...) And it was a very long-term crush, I probably hadn’t had
anything like that before. (...) And here it was something a little outside, well,
a little different, but at the same time I fell hard and painfully from all these
cupids. Well, it seems to me that it really took its toll. Of course, on the whole,
it really accumulated, there were also these questions before, before there
were, why, where am I going, what am I, well, why is everything this particular
way.”
Her parents raised W according to the principles of Vedic religion; she was a
vegetarian since early childhood and lived her life being involved in the Vedic
community. This is why W did not see the opportunity of going into local medical
treatment: “if this problem arose in that environment, then it can be solved by
those methods”. In her school years, she had the experience of consulting a
psychologist, but she claimed that psychological treatment “it wouldn’t solve
anything, so, it’d polish something, but did not particularly affect my depth”. For
W, there was no sense in curing her depression with the means of traditional
medicine as she was raised out of that context and did not share its principles
(e.g., taking antidepressants). Her treatment path was predetermined by her
perception of self:
“I know that I am no longer in this system, I already, well, will not be integrated
there. I won’t live, as it were, completely, I won’t take antibiotics, I won’t take
any antidepressants there, it’s not mine, I won’t and I don’t even want to try.
(...) Here is also some kind of sense of belonging, some understanding of
oneself as a whole, it pushes you in the direction where you are closer, which
context is more familiar to you.”
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Furthermore, she discussed and comprehended her depression with her Vedic
preceptresses. They helped her reflect on her feelings, understand her condition
in the framework of Vedic religion, and find corresponding coping mechanisms:
“They [preceptresses] have been tracking this all since my childhood, they
know it all and understand that on the one hand it’s a property, a disposition
of the soul, that there are some kind of psychological properties, that you have
to control yourself very much, very literally, food, sleep, some of the most
commonplace things, do not give yourself a break. (...) We also more or less
understand why, that is, in our system, astrology or something like that, in that
world. There are certainly ordinary solutions, everyday ones. Like more
meditation, sit still and be quiet. More food for the brain, you know, because
if you are there, thinking about the bad, everything will be bad.”
Soon after she recognized that she was suffering from depression her father
gave W money for a Vedic trip to India. In half a year she traveled there two
times and went into Vedic treatment that, according to her, involved treatment of
both body and soul. For W, in the treatment of depression, it is important to
observe the principle of unity in the care for body and mind:
“This was the middle of November, we went, which was new, unlike previous
trips, there was Ayurveda and Vedic treatment. And this, just, it seems to me
was the most [useful]. And there was recently a second trip, from which I
wrote to you. Just that, there was less Ayurveda there, but it was precisely at
the level of your thoughts and worldview that work, because, well, as it were,
the body, as it were, I don’t know, was hiding some kind of, well, that’s
hardware, but you still need to update the software, it is not clear how. Okay,
okay, everything seems to be fine with the body, but you still need to
contemplate [your experience].”
W was not inclined to speaking about the practices that they did in India and
limited herself with stating that it was a kind of “philosophical rethinking”, a
reflection upon the past in order to find new patterns and explanations. In
addition to philosophical exercises, W received massage, Vedic medication, and
several interesting Vedic procedures. This treatment was conducted under the
control of a local Vedic doctor, who was consulting her during her stay in India.
The first journey to India changed her manner of thinking and relieved the
symptoms of her depression. Interestingly, contrasted with the social model, W’s
efforts were focused on changing her way of thinking and attitude to the situation
rather than changing the circumstances. In addition, she was offered Vedic
medication that also aimed to cure her mind:
“Yes, there was a kind of medication, even now, to every now and then I take
it, it helps but it helps not in the sense that you feel more fun, but in the sense
that you have a clearer mind. That is the same thing, the same mind that
brought you to this, it just becomes more silent for you, and somehow more,
you know when you think no longer in thought forms, not in words, you say
something to yourself, but some general worldview. On the one hand, you are
silent to yourself, but on the other hand, it is at this moment that you can
embrace more.”
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W did not want to take any antidepressants as she perceived they would only
relieve the symptoms and would not “turn yourself upside down”. Besides, she
also was afraid of being addicted to them and wanted to follow the principles of
Ayurveda, using natural medications.
By the moment of the interview, W did not consider herself depressed, although
she could not rule out the opportunity that it could start again if she lost the
answers to her existential questions one more time. Giving meaning to her
depression in the framework of the Vedic religion, she perceived that it made the
biggest contribution to overcoming her depression. It was her advice to everyone
who suffers from depression to find a philosophy that would explain and give
meaning to life:
“Find yourself some kind of literally deep philosophy, something that will
support you, give you some real guidance in life. The reality is that you will
understand, accept for yourself, both where you are going, and why you need
all of this.”
Int. C, whose narrative was described earlier, also mentioned that previously,
before she went to the psychiatrist and was diagnosed with depression, her
relatives tried to treat her mental issues with Orthodox practices. For example,
she described a situation from her past:
“But they told me from childhood, from youth, that these were the
machinations of the devil. When I, and when I fainted in the church, this was
not only a panic attack, they were also physically there, yes, they told me:
“Well, the devil is coming out of you”. And for many years I did not go to church
at all. (...) Parents said so, and they were told in the monastery on a pilgrimage
trip.”
C underlined that the function of psychological assistance that was ascribed to
religion in lay people’s accounts could sometimes lead to dramatic
consequences. Based on her own experience, she stated that it was dangerous
to substitute medical diagnoses with religious explanations, such as the sin of
despondency, demon possession, or divine punishment. Notably, she was not
against religion or the Orthodox Church, but argued for the high priority of the
medical diagnostic framework to treat the condition in time:
“And when this is explained by religious tenets, that, like, God punishes with
the disease. This is only worse. Therefore, in Russian conditions it’s scary,
scary not to know, scary to blame God, very scary. (...) Therefore, it is bad
that our church is regarded as psychological help and answers to all
questions. This is not true. The church is the last place to look for answers to
such questions. Because if you did not find them elsewhere, then you really
need to look for them in the church. But, but such things, they can steal life.”
Thus, C blamed religious explanations of the mental problems for the neglect of
her condition.
One of the other informants, AB, also mentioned resorting to informal institutions
while she was suffering depression. AB could not pinpoint when her depression
started, as it had always been with her since her school years. She described
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herself as “a difficult person in terms of depression, complaints, and like ‘we all
die’, and ’it makes no sense to live’, ‘why live to old age, if we could die there
now’, and all that sort of thing”. She did not trust psychologists and, at the same
time, was afraid of psychiatrists, or, more precisely, of the possibility that her
personal data and the fact of attending a psychiatrist would be revealed and
affect her job. As for psychologists, her previous experience pushed her away
from them as she called them stupid and misunderstanding. This is why AB
sought help from a parapsychologist:
“I had the only consultation with a strange person, she’s kind of like a
psychologist, but she, officially she’s a psychologist, but she says that she
supposedly provides some parapsychology services, it doesn’t matter, she
just turned out to be a very smart woman, and in one consultation she gave
me a vector. That is, we talked with her, she gave me a vector, how I should
proceed, it is very expensive. So, in principle, she practices one-time
consultations, that is, one or two times maximum, but it costs about the same
as a year of working with a psychologist. (...) I actually found this last woman,
well, she, I just lived in the Crimea at that time, it’s a fairly small region,
everyone knows each other, and, in principle, I heard about her from
childhood, she’s quite a famous person. I saw her advertisements in
newspapers, I heard from friends about her, which is why I went, although I
knew that she was a very expensive specialist.”
Besides, in one of her depression periods AB went on a monastic retreat and
tried to find the answers in religion:
“...one way to fight depression is religiosity. That is, I tried to go into religion,
I went on a retreat to the monastery for two weeks, by the way I felt better,
there is such an atmosphere... (...) I went to the monastery there in Crimea,
there is an atmosphere of goodness and some kind of daily routine, that is,
it’s good there, you relax with your soul, you don’t think about anything there,
and time begins to flow. And I read a lot of religious literature, not only
Christian, I once read the Qur'an there, and the Mahabharata, and so on.”
AB herself noticed that in periods of depression she became more religious and
started “thinking in this paradigm”. Besides, religion was her way of dealing with
suicidal thoughts:
“And I’m also protecting myself from suicide [like that], I’m starting to think that
what if it’s a sin, and suddenly I’ll wander there as a ghost [laughs]. Yes, it
scares me, I think, okay, somehow, we will survive, anyway we will all die.”
Her other coping strategy was taking over-the-counter medication: vitamins,
Corvalol, sedative pills, Kafeolgan. This helped AB to deal with her symptoms,
which were very diverse in different depression periods. However, as she
admitted, the use of these medications was problematic. Resorting to informal
institutions was one of many additional coping mechanisms that she enacted to
feel better. Interestingly, AB felt that every time her depression was connected
with her unfulfilled hopes and underestimated efforts. When the situation
improved (she got more clients at work or her scientific work was valued), the
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symptoms of her depression gradually disappeared. It appears that for her,
depression was a kind of a pathological part of her personality, which was always
present with her and which she needed to control and cure, but would never be
able to get rid of. Resorting to the informal institutions of religion and
parapsychology for her was an alternative path that was perceived as safe and
corresponding with her beliefs.
Thus, for my sample, the case of W is a unique example of how depression
could be comprehended in the framework of religion or traditional beliefs. The
traditionalist model represents a complicated system of intertwined religious and
lay understandings. In the case of W, traditional beliefs and Vedic principles
guided her through the period of depression, ascribing meaning to her feelings
and providing her with answers. For AB, resorting to informal institutions was
perceived as a safe alternative to avoid psychiatric stigma. C, on the contrary,
blamed religious beliefs for giving insufficient explanations that shifted the focus
away from the disorder to punishment or possession, which in the end led to the
deterioration of her condition.

2.2.5 Summary
The purpose of this paper is to identify strategies for coping with depression
used by modern young people in Russia and Finland. This study is based on the
assumption that perceptions of depression determine strategies for coping with
it. We have identified four models of depression and three corresponding
strategies for coping with it that were present among the participants. It should
be noted that the selected models are, first of all, the researcher’s construct and
in practice are not found in their pure form. More often than not, informants used
several models at the same time to explain different aspects of their mental state,
which they labeled as depression. Models were identified on the basis of the
informants' narratives on the causes of depression (biological, psychological,
social, or ideological) and ways to overcome it, which the informants themselves
estimate as the most significant for getting rid of depression.
The biomedical model involves understanding of depression as a medical
diagnosis, as a disease caused by a body dysfunction (for example, an impaired
brain function or a genetic predisposition). This perception of depression is
closely related to medical treatment: medication, psychotherapy, inpatient
treatment, etc. Despite the fact that the informants often used informal ways of
dealing with the symptoms of depression, medical treatment was described as
the main way to overcome depression as a disease. In this case, depression
was often perceived as a prolonged pathological condition (or, speaking in terms
of the model, a chronic disease), which can be aggravated by events occurring
in the informants’ lives.
The psychological model is associated with the understanding of depression as
a deviation caused by the characteristics of the psyche. The reason for these
deviations, according to the informants, as a rule, lies in early mental
development: features of upbringing, childhood traumas, or psychological
characteristics of a person: complexes, blocks, etc. Interestingly, in the
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framework of this model, the informants often developed an understanding of
themselves as “prone to depression”. Moreover, such informants considered the
path of therapy by a psychologist or, more rarely, a psychotherapist, as preferred
methods of overcoming depression. Medication seems to them less significant
or eliminating only the symptoms, and not curing the cause.
The mixture of the two aforementioned models was also described separately.
In the mixed model, there are elements of the two aforementioned models that
organically complement each other and are hardly separable. Its existence is an
illustration of how the context of suffering (being subjected to medical
supervision and coping under medical control) produces a certain conception of
depression (consistent with the official WHO definition of depression) and
requires a corresponding strategy for coping with it. As it is, my argument is that
the mixed model of depression is a product of medical interventions and medical
treatment.
The social model characterizes depression as a reaction to life circumstances,
events that occurred in the informant’s life and involves a wide range of informal
ways to deal with its symptoms. Since depression is perceived as a reaction to
external stress, informants often do not see the need to seek help and instead
use their usual ways of dealing with stress and try to change the external
conditions. Among informal ways of overcoming depression, informants used
both health-improving (moderate exercise, talking with friends and relatives,
relaxation) and self-destructive practices (alcohol, drug abuse, self-harm,
exhausting physical activity). Also, if in the previously considered models the
experience of depression was unambiguously assessed as deviating from the
norm, pathological, then, using the social model, informants evaluate depression
in both normal and abnormal categories. For example, depression was
recognized as normal when it was a reaction to death or serious illness of loved
ones. The experience of depression was assessed as pathological based on two
criteria. Firstly, it is the increased duration of this reaction, in comparison with
the norm subjectively determined by the informant. Secondly, it is an
independent recognition of the inability to cope with what is happening and a
subjectively assessed worsening of the “symptoms” of depression. It should be
noted that similar accounts on depression were found by Dejman et al. (2010)
in Iranian laypeople. Their study also showed that people perceived depression
as a normal reaction to external events and tended to seek help in informal
resources due to high stigmatization around depression.
The traditionalist (religious) model positions depression as a phenomenon within
the informant’s religious views. Depression is perceived as a certain deviation
from the normal state, a disease of the soul or a sin of despondency, a
possession. Here, the cause of depression is worldview crises, existential
issues, moral dilemmas, etc. Accordingly, religious practices become the main
strategy for overcoming depression and vary depending on religion. So, in one
considered case depression was positioned within the framework of Ayurveda.
Correspondingly, Vedic practices and travel to India became the main ways of
overcoming it. The interviewee also mentioned informal ways of dealing with the
symptoms of depression but did not assess them as significant for treating the
very – genuine – cause of depression. The elements of this model were
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sometimes present in other informants’ narratives. For example, an informant
professing Orthodoxy indicated the experience of going on a monastic retreat
and religious practices as ways to overcome depression.
Overall, the models revealed three strategies of coping with depression: appeal
to the formal institutions (medical professionals), coping on one’s own, and
resorting to informal institutions (Church, religion, esoterics, etc.). Notably,
biomedical and psychological models presupposed a single coping strategy,
while social and traditionalist models produced unique strategies for coping with
depression. First of all, all of the informants from Helsinki followed the first of the
defined strategies: they underwent medical treatment and were officially
diagnosed. To explain their mental state, they more often used psychological
and biomedical models than informants from St. Petersburg. Moreover, this
understanding of depression in some cases had already been formed before
they consulted a doctor. It can be assumed that this is the result of the active
policy of the Finnish authorities in the field of psycho-education of the population,
as well as the activities of various non-profit organizations. Moreover, in Finland,
there is a ramified and affordable system of providing assistance to students
facing depression, which was discussed in more detail in the first part of the
study. In this regard, students who encountered problematic experience more
often considered it in medical or psychological categories, which ultimately led
them to medical institutions. Interestingly, informants themselves noted a
decrease in the number of stereotypes regarding depression within their
environment, as well as a decrease in stigma around mental illness in general.
The findings are consistent with previous Finnish youth studies that documented
a growing level of awareness of depression as a mental illness (Filatova et al.,
2019). Contrarily, among informants from St. Petersburg, the most common is
the social model for explaining depression, which resulted in informants avoiding
medical specialists and preferring to deal with their condition in informal ways.
An analysis of the interviews also showed that students from Saint Petersburg
did not only often encounter stereotypes about depression, but shared some
prejudices themselves (for example, against the public healthcare system or
antidepressant consumption). It is also interesting that in the understandings of
Finnish informants, depression usually appeared as a pathology. At the same
time, for informants from Russia, the situation was not so clear: in some cases,
depression was perceived as a normal reaction to the events that happened to
them. The traditionalist (religious) model turned out to be the rarest found during
the study. It was not identified in the explanations by any of the informants in
Helsinki, as they do not mention religious practices as ways of overcoming
depression. At the same time, this model was traced in the descriptions of three
informants from Saint Petersburg.
Interestingly, we observed differences in how the strategies for coping were
applied by the students from Helsinki and Saint Petersburg. For example, the
informants who followed the psychological conception of depression usually saw
the need in therapy with professionals (a psychologist or a psychotherapist).
However, in Russia, the informants often did not ask for help or postponed this
moment, which was associated with the presence of various obstacles in
obtaining assistance (financial difficulties, distrust to the public healthcare
system, self-discrimination, etc.). In this regard, students from St. Petersburg
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developed informal practices similar to psychological assistance (for example,
studying psychological literature, trying to imagine a conversation with a
psychologist, etc.). The study also found that informants from Russia often used
a dichotomous separation between the norm and pathology to describe and
categorize their experience of depression, which was also a determining factor
in choosing strategies for overcoming it.
Interestingly, the informants from both countries often perceived depression as
a national problem. For example, it was already described how M explained the
high levels of depression in Finland with the notion of intergenerational trauma.
Besides, Y advised people who are suffering from depression to look at this
problem from a wider point of view: “Embrace a less individualistic worldview:
your depression is a symptom of a problem of systemic scale”. Thus, some of
the informants tended to look at the depression as not an individual problem, but
a problem of culture. This point of view could be described as a conscious
opposition to individualistic culture. At the same time, Russian informants also
mentioned that depression is a cultural issue. For instance, G pointed out that
the Russian context is often conducive to depression: “It seems to me, I don’t
know how it is in the West, unfortunately, but here in Russia it’s only fitting to be
sick with depression.” In addition, W stated that “our country is in general for the
sad people, we do not have such thing as the path of happiness, like we all want
to be successful”. Notably, several Russian participants used a construct of the
West and developed Western countries as a reference point. Interestingly, all of
the informants used different (sometimes contradicting) explanations for the
national phenomenon of depression.
It is worth noting that the models were identified based on the description of the
subjective experience of depression given by the informants. They were often
aware of the possible physiological causes of depression, but the biomedical
model is not relevant for them when describing their experience of depression.
For instance, the informants from Saint Petersburg often point out the distinction
between their case and the existing construct of “clinical depression” (in this
study, it corresponds with the biomedical model of depression).
Thus, the analysis showed significant cultural differences in strategies for coping
with depression and in the models of explanation behind them. The tendency to
interpret their experience in the medical and psychological categories, combined
with the relative availability of qualified medical care in Finland, prompted
students from Helsinki to see a doctor and receive treatment. In turn, students
from Russia have a wider range of ideas about depression, often determined by
stereotypes or traditional ideas, as a result of which many of them are left without
medical assistance and try to cope with depression on their own. Although many
of them managed to overcome depression on their own, those informants whose
condition worsened so much that they were forced to ask for help noted that they
regretted not being able to do that earlier. It remains to add that depression
experienced outside of medical institutions is still largely uncovered by statistics,
so initially similar estimates of the level of depression in Russia and Finland
actually turn out to be different. Overall, the juxtaposition of the models of
depression and strategies for coping with it existing in two different cultures
helped to highlight the influence of the context on the production of perceptions
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of depression and, correspondingly, on the emerging strategies for coping with
it. Further, I suggest looking precisely at the context of the individual suffering
from depression to develop a better understanding of how these strategies were
produced.

2.3 The context of suffering from depression in Saint
Petersburg and Helsinki
In the previous section, four models of depression and three corresponding
strategies for coping with it were identified. It was found that the narratives of
Finnish students often fell within biomedical and psychological models, whereas
the narratives of Russian informants were frequently attributed to the social
model. Besides, the narratives of several of the students from Saint Petersburg
indicated the traditionalist model of depression, which was not present in the
narratives of Finnish informants. This section seeks to understand and explain
the observed differences through the dissimilarities in the cultural contexts of
suffering from depression. First, it deals with discussion on barriers to treatment
noted by the informants. Second, the contribution of digital technologies to the
strategies for coping with depression is analyzed. Third, the section presents the
main findings on the stereotypes and stigma that the informants faced.

2.3.1 Barriers to treatment in Russia and Finland
The role of treatment in the narratives of the informants is usually quite important
(especially in the biomedical and psychological models). However, the
interviewees often mentioned that something prevented them from seeking help.
Sometimes the delay in treatment led to significant deterioration of their
condition. Besides, in the existing literature young people were characterized as
being strongly reluctant to seek help from medical professionals, coupled with
the fact that depression symptoms were another obstacle to seeking
professional help (Rickwood et al., 2007). In the case of Finland, about 7.4% of
people aged 15 and older reported an unmet need for mental health care due to
financial reasons in 2014 (Eurostat, Unmet health care needs statistics). Women
reported this more often than men (8.8% compared to 5.7%). This indicator is
far above the EU-average (which is about 3%). Besides, the share of people
with unmet needs for mental health care was about the same in people with
different educational levels (with slightly higher value in those with higher
education: 7.9% compared to 6.3% in people with lower secondary education or
below and 7.6% in those with tertiary education). The highest unmet need for
mental health care services was reported by people aged 15–44 (11.1%
compared to 6.5% in 45–64 age group and 2.8% in people aged 65 and over),
which is significantly higher than the EU-average (about 3%). Unfortunately, I
could not find similar statistics for Russia in open sources, but the results of the
present study suggest that the proportion of people avoiding mental health
services is rather high. This section deals with the description of barriers to
treatment, which were mentioned in the narratives. Based on the data, four
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themes were identified: self-reliance; lack of accessibility of mental healthcare
services; lack of trust in the mental healthcare system; and lack of personal
psychological resources.
As far as Russian informants often did not go into treatment, they mentioned a
variety of interconnected barriers to treatment. The most popular reason for not
going into treatment was the subjective perception that they could cope with
depression by themselves. This reason was mentioned by both those informants
who eventually sought help and those who managed to cope with depression in
informal ways. The roots of this self-reliance may lie in self-discrimination
(manifested in underestimation of one’s symptoms) and poor mental health
literacy. For example, two of the informants, H and S, mentioned that they had
no reason to be depressed, and that obstructed recognizing their condition as
depression. To cope with it, S used medications on her mother’s advice,
changed her circumstances, and managed to overcome depression. At the
same time, H postponed seeking help and eventually ended up in a psychiatric
hospital:
“Because, firstly, it seemed to me that I could deal with this myself, and
secondly, that ... Well, I probably thought that depression is something more
serious. That depression is caused by something more serious, it seemed to
me that I do not have any sufficient reason.”
Another informant, G (female, 28), stated that she postponed treatment because
she was sure she could manage her condition by herself. However, after
psychotherapy, she described these perceptions as childish:
“But I understand why: because until recently I did not want to admit that I
needed to see a doctor, for some reason it seemed to me that I could handle
it myself. Also, there are some childish settings, and this moment was worked
out with a psychotherapist I consulted.”
Furthermore, X (female, 24) perceived her problems as insignificant and was
afraid that the doctors would not believe her. She was worried that she imagined
her depression and that prevented her from seeking help:
“That is, I was so scared that I imagined it myself, that I would come there,
and the doctor would say: ‘Oh, so-and-so, go away, there are people who are
much worse than you!’ It’s just stuck in us like that, since childhood, I don’t
know where it comes from, well, everything, everything comes from the
cultural environment, of course. That was a very scary thing. (...) [I was afraid]
that the doctor might be incompetent, that she would feed me some pills and
that’s all, and the third thing that she’d just tell me: ‘Get up and leave here,
because you imagined everything yourself, you're lying to me.’”
As it comes from her narrative, X saw the roots of this self-discrimination in the
Russian culture. She referred to the subjective perception that there are always
people who suffer more and undervalued her own symptoms. X went to a
psychiatrist only when she was on the verge of committing suicide. She read
about the consequences of unsuccessful suicide attempts on the Internet and
decided to give herself one last chance:
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“But in the end, it stopped helping, and when I was finally ready to kill myself,
with a specific plan of action, when I was already sitting and trying, I still read
about the consequences of suicide, well, as if it’s not a fact that you will
survive, that you will remain a cripple, I don’t know, they will resuscitate you,
and the worst thing about being resuscitated is that you don’t want to be
resuscitated. And after that I thought that I would probably take this step, I
would sign up for a psychiatrist consultation, because I already realized that
a psychologist, a psychotherapist would not help me, after what I had read.
(...) I kind of thought that if I don’t do it, then I’m a very weak person, if I don’t
at least use my last chance, my last life, you know, like in a computer game.
If I do not, then it will probably be much more painful for my loved ones to find
out that I did nothing for this and simply left this life. And here I at least tried.
And it was a very successful attempt.”
Similarly, E (female, 19) mentioned that she dismissed her problems because in
her childhood she was told that they were insignificant and she had to manage
by herself like everyone else around her. Her relatives did not perceive the
assistance of medical professionals as necessary in mental problems. This
attitude they imposed on E:
“I turned 18, I moved out, and from that moment I could consult someone on
my own, but then I started thinking: what will I even say when I get there?
Well, that is, it turns out, this stereotype got into my head, that everyone is
sad, they still manage, why am I here?... I thought that everything that I am
experiencing is, well, I depreciated it, thought inside myself that it wasn’t
important enough to go there.”
Lack of trust in the mental healthcare system was also one of the most common
ideas in the narratives of the informants. It reflects both distrust to medical
professionals and their ability to help; fear of hospitalization; general fear of
mental medical professionals, etc. The informants from Saint Petersburg often
demonstrated a lack of trust to the public mental healthcare system in general.
For instance, X (female, 24) mentioned that she did not want to go to the hospital
as she had a negative experience in her childhood that affected her trust in the
public healthcare system. She perceived public hospitals as dark and depressive
places and was afraid of being called a psycho because of her symptoms:
“...I decided not to be hospitalized, because in my childhood I had the
experience of going to neurological dispensaries, and I saw enough of what
it was and I told myself: no, I don’t want it, it seems to me that if I get there,
I’m gonna die there. If not myself, then this atmosphere will kill me. So, I
decided that I would not be hospitalized, but would be under the supervision
of a doctor. (...) I, in my personal experience, again, well, I already told you
about neurological dispensaries in my childhood, and I had very unpleasant
experiences with gynecologists, if I have the financial ability, I try to avoid
public clinics. I don’t know how good or bad it is, but the fact remains, I didn’t
go there, because there’s the probability that, in my head, the probability that
I would be called a psycho was 90%, not 50.”
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In addition, W (female, 23) was afraid to seek help in formal healthcare
institutions because of the possibility of hospitalization, and eventually sought
help in the informal institutions of Vedic religion:
“It always seemed to me, that is, when I was in a crisis, it seemed to me that
I would turn to someone right now and be taken away [to a psychiatric
hospital]. I was just scared that, like, here you go, confiding your inmost soul
to them, and again the system fouls you.”
In the previous chapter, it was already discussed that some of the informants did
not trust the Russian healthcare system due to psychiatric stigma. For example,
AC (male, 28) was worried that appeal to public psychiatric services would have
negative consequences for him (e.g., he would not get a driving or gun license).
Similarly, AB (female, 2) was worried that the fact of admission to a
neuropsychiatric dispensary would damage her future career:
“... there is no negative attitude towards psychiatrists, but I’m afraid of them,
because ... Well, I have such a specialty, and my future work, and some
opportunities, I’m afraid that it could somehow hurt me in my life. (...) Well,
now I am a political scientist, and I periodically collaborate with different
people, and you never know how it will affect your life. That is, I would not
want it to appear in my biography somehow.”
Previously it was also mentioned that informants perceived that there was
stigma around psychiatry in Russia. C (female, 29) claimed that this general fear
of psychiatrists prevented her from seeking help in a neuropsychiatric
dispensary, and dispelling the prejudice around them is a duty of each person
who is familiar with this system:
“They are afraid of psychiatrists in Russia, and the one who told me ‘go to a
psychiatrist’ did not try to find the right word. (...) Not that no, you won’t do it,
God forbid, no, just calmly, benevolently. But in order to convince a person in
Russia to go to a psychiatrist, you need to invest something more than
ordinary words. This is what I say from my own experience.”
In addition to the distrust towards the public healthcare system, AC (male, 28)
did not trust private specialists. He mentioned that there was a conflict of interest
that made a quick treatment unprofitable for the paid psychotherapists. In other
cases, the assistance of medical professionals was perceived as useless. For
instance, D (female, 23), who preferred consultations with a psychiatrist and
medication treatment, stated that a psychologist could not help her. Besides,
she had a negative experience with a psychologist, and these two factors
influenced her trust to psychologists:
“No, I don’t turn to psychologists, I didn’t have very good experience with
psychologists, that's why I... Well, when I was a teenager, I came, well, I was
still stupid, I didn’t know anything at all... I thought the psychologist will simply
solve all my problems, but no. And in general, in principle, to me, I understand
that a psychologist will not help me. What is there, a couple of phrases will
not do anything to me. I, as it were, understand my condition more than some
random person, a psychologist, albeit with education, but anyway. Well, I think
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so. It seems to me. That’s why, it’s why I decided to go to the therapist as it
were. So, in the end, a psychologist, something she somehow treated me like
that ... Well, not that she treated me, I just didn’t like that she seemed to judge
me, well, something like that to me, well, even if I didn’t directly see it, it
seemed to me that she was something. And this one came, well, no matter
what you tell him, it’s all like that: it’s normal. Good. Do what you want, even
kill somebody – he doesn’t care.”
Negative experience with psychologists coupled with the fear of psychiatric
stigma also guided AB (female, 23) to informal institutions (parapsychology,
religion, and so on). As she perceived, the psychologists did not understand her
and worked under a standard scheme. She described her school experience
with a psychologist:
“... I went to different people, I tried to consult psychologists, I really didn’t like
them, at school I was forced to go to a psychologist’s office, which I
aggressively ignored. (...) And because, well, in my opinion, she was dumb,
she did not understand me, she did not hear me, she worked according to a
certain scheme, that is, it seemed to me that I myself somehow understood
the situation and could explain everything to her. And her behavior and
attempts to communicate with me like with a very small child annoyed me, I
expressed it to her and stopped going to her.”
A (male, 24) claimed that he did not seek help for several reasons. Apart from
lack of money and strong self-reliance, he did not trust healthcare services. First,
he perceived that it could not help him, and second, he did not trust
psychologists who provide free services:
“No, I did not seek help. I realized that most likely I would deal with this, that
it would not be fatal for me. On the one hand, I will not die, on the other, they
will not help me. (...) I didn’t think because I didn’t have money. (...) It's all the
same certain costs. Here two thousand, there 5 thousand. After all, free
psychologists are also so business-driven. These are either people who are
sitting at some centers, and then it comes down to luck. Each region has
them, each region has its own children’s centers, and psychologists are doing
it. But there are different people, really different. But something I didn’t really
want. And on the other hand there are free psychologists, but they recruit
people into sects.”
Lack of accessibility was another common reason for not going into treatment.
It includes high costs of mental healthcare services, lack of time, bureaucracy,
lack of knowledge about the available services, etc. The informants from Russia
often mentioned high costs of psychiatric services as an obstacle that prevented
them from seeking help. For example, H (female, 22) saw the need for longlasting psychotherapy and claimed that she would have preferred going to
private healthcare institutions. Interestingly, she perceived the private
healthcare system through the lens of stereotypes from Hollywood movies.
However, H could not afford treatment and did not want to tell her parents about
her condition:
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“...I just have such an image in my head that private medicine is such an
image of a prosperous American from the cinema that when he encounters
problems, he goes to a psychotherapist, not a psychiatrist, but to a
psychotherapist, and he goes for the money to solve his problems, and after
that he is all so conscious. I just went to the psychologist for a very long time,
and I liked it (...) But it was just no money at all, I know that it costs a lot, and
I imagined that it could also be a very long time, I didn’t think that I’d go to him
once, and he would prescribe some, I don’t know, thoughts, pills, or any other
treatment and I’d leave. That is, I thought it would be serious long work, and
moreover, I did not want my parents to know. That is, my parents support me,
and I, well, really, that is, really didn’t want them to know, and didn’t want to
ask for money.”
Besides, the informants mentioned that there was little information about the
opportunities that are offered by the public healthcare system and how to get
help there. H (female, 22), who eventually went to a neuropsychiatric
dispensary, also experienced lack of knowledge about the public psychiatric
services. She remembered that she managed to find the information on the
Internet:
“It was very difficult to understand how to go there, what you need to do,
whether you need to go to the general practitioner first so that they can refer
you to this psychotherapist or whether you can go directly, do you need some
kind of record, what documents are needed and all that. I didn’t see it through.
I don’t even know right now if I have this problem again, I don’t even now
understand how to get there normally, given that I went there for some time
after discharge from the hospital. I remember that I was on their website,
figured out that they have some reception days, and decided to come on one
of these reception days.”
X (female, 24) also stated that she felt lack of awareness as to how to seek help
within the public healthcare system and was not included in this system because
she had no registration in Saint Petersburg:
“Well, I didn’t know where to go, because, as it were, no one says where to
go in such cases, which state clinics, come to a neuropsychiatric dispensary
and say: here I am, take me away? Well, as it were, yes. I just did not know
what to do. I went to a private doctor because I read that this can be done.
And so I didn’t even think about it. Well, plus there was such a pure formality,
my registration expired at that time, I was not assigned to any clinic, that is, it
was not even possible for me to go to a neurologist here, to a non-private
neurologist. That is, it was necessary to go through this registration process,
but for me at that moment it was such a stressful and unpleasant process, I
just did not want to do this. It was better to eat buckwheat for a month, but go
to the doctor and not think that you would need to do this.”
Being in the same situation, E (female, 19) also had to go through bureaucracy
to get help in a neuropsychiatric dispensary. However, she could not afford to
pay for private specialists, so she had to illegally buy fake registration:
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“And they consult, there, it turns out, only if you have permanent or temporary
registration. Naturally, I can’t get a residence permit myself, I asked my
landlady if she could grant me temporary registration, she said ‘no’, I was very
upset, because I still did not have money, but I needed help. And I myself
didn’t have the strength to do this, when such obstacles are still on your way,
you’re just like this: what should I do? In general, I was absolutely powerless,
but I asked my boyfriend: please help me buy a registration, I can’t do this
myself, I can’t do anything myself right now. So we went, bought a registration
for me, and I came with it, in fact, to the PND ...”
Besides, the informants from Saint Petersburg often perceived treatment as a
long-term process that required a significant amount of time. Lack of time
connected with study duties or distant location of the mental healthcare facilities
were often named among the barriers to treatment. For example, S claimed that
consulting a psychotherapist would not only cost a lot of money and bring
nothing new to her understanding of her condition but would also distract her
from studying:
“It seems to me that he will tell me the same thing that I already understand.
Plus, plus a good psychologist costs about 3 to 5 thousand per session, and
there are quite a lot of such sessions. (...) Well, it all rested on the fact that I
needed to finish a bunch of assignments, write my thesis, plus all these
classes with a psychologist and a psychotherapist, they would take time,
again, plus some kind of work they would give me, some homework, and it
would also take time, but it is so valuable.”
AD (male, 21) stated that one of the reasons why he refused to attend group
therapy and used only medications was that the neuropsychiatric dispensary
where he received help was located far from his home. Group therapy required
meetings twice a week, and AD could not find the time for it.
The last theme that was identified in the narratives of Russian informants is the
lack of psychological resources. This theme refers to the inability to go into
treatment (e.g., psychotherapy or group therapy) because of psychological
barriers – such as unpreparedness or embarrassment. For example, one of the
interviewees, V (female, 25), apart from the high costs of psychotherapist
services, mentioned that she was not ready for therapy. She perceived that it
required long-lasting work with a psychotherapist and claimed that she had
lacked psychological resources to go into treatment, so she was trying to deal
with her depression by herself:
“Yes, because I was still there, I knew how much money I would spend on it,
plus I am aware that therapy and all that is very difficult, it is very exhausting,
it is impossible, well, it is impossible to go through this if you are not ready for
this, and I, apparently, am still not ready for this. (...) Plus, there’s not telling
whether everything will work out, plus there’s no telling whether you’ll survive
all this normally, or you will spend money on suffering.”
Besides, lack of psychological resources implies negative emotions towards the
treatment. For instance, one of the informants, AD (male, 21), refused to go to
group therapy due to embarrassment:
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“Somehow I was not ready, there was a certain constraint. But now I
understand that this would be nice. (...) But I was offered group methods, but
I was not ready for this. To open up to someone, to tell them.”
In addition, H (female, 22) mentioned that she had no strength to seek help and
perceived this lack of motivation as a part of her depression:
“It seems to me that when you are depressed and you have apathy, I also
had apathy, a drop in productivity, it’s very difficult, you know, to launch such
an active campaign to save yourself, to look for all kinds of mobile applications
for yourself, support groups and all that. It is depression itself that stops you
from treating it.”
Thus, the informants from Russia named a lot of barriers to treatment. This is
not surprising considering that quite often Russian informants avoided treatment
and coped with depression by themselves. However, the interviewees from
Helsinki, who all went through medical treatment, also mentioned several
barriers to treatment that they had faced. Interestingly, we identified the same
four themes that were covered by the informants from Saint Petersburg: lack of
trust to the mental healthcare system; lack of accessibility; self-reliance; and lack
of psychological resources.
Self-reliance was often manifested in the narratives of the students from
Helsinki. They mentioned that they experienced problematic symptoms for some
time (sometimes even years) before they went to seek help because they
thought they could manage their feelings by themselves. Besides, some of them
reported that they dismissed their experience. For example, K (female, 24)
concluded that this neglect of one’s problems is a part of the depression:
“Because yeah, in both cases it’s always been: oh no, it’s just me being lazy
or... I need to manage my life better, be a better adult, that kind of thoughts.
But I think that thinking is part of the illness.”
Another informant, L (female, 23) was on the verge of seeking help several
times. However, she hoped that things would get better soon and she could
manage by herself. She described that every time it was going the following way:
“Cuz I didn't take it so seriously, like I... For one week I thought everything is
not, is not okay, but then I forgot it.”
Lack of trust to the mental healthcare system was often produced by a negative
experience that person or his/her friends had had. Quite often the informants
from Helsinki mentioned that they or their friends had had a negative experience
with the public healthcare system and this prevented them from seeking help
there. For example, K (female, 24) noted that negative experiences with public
healthcare services (that happened during her stay in the UK) may have
discouraged her friend from seeking help there:
“When you talk about your experiences in the public health system is always
kinda negative, kinda: oh yeah, I have that, believe me… I think that had
discouraged me a lot of times from getting help. And I’m... I’m aware that, for
example, my flatmate like she said that, she didn’t feel like she should... Like
90

WP 2020-03

Working Papers
Centre for German and European Studies

if she spoke about going to Uniservices2, but she didn’t feel that she should.
Because she’d heard so many bad things about how ineffective it was, from
us.”
Besides, K claimed that sometimes medical specialists are unable to recognize
the symptoms of depression (or another mental problem) when it is not severe
enough. This assumption was also based on the experience of her friends. Thus,
doubt in the qualification of medical specialists is also one of the reasons of
distrust to the mental health system.
Notably, sometimes the informants from Helsinki spoke about their friends who
were rejected at mental healthcare institutions. According to their stories, they
sought help and were denied assistance. For instance, K stated that she tried to
encourage her friends who were about to give up seeking help with other
specialists:
“I think, I’ve heard a lot of people who were discouraged to go back, because:
‘oh no, that didn’t work for me!’ Because I felt like, I was being like, you know,
like they weren’t taken seriously or something. Mostly because that therapist
wasn’t right for you, so… So kind of, it’s difficult because you need to be able
to be strong and keep looking for the care even when you’ve been told ‘no’ so
many times.”
Similarly, M (female, 26) claimed that some of her friends were rejected by the
mental health professionals at FSHS. She also noted that specialists sometimes
failed to recognize the condition as depression or another mental disorder:
“Because I know I've been very lucky because I know a lot of people don't get
the same even if they seek it. They get rejected by the student health center.
(…) Well, they are not being taken seriously by the staff. And like I said before,
sometimes they tell you that you drink too much, you party too much, you
need to change your way of life, you need to exercise more, eat healthier.
Like they sometimes fail to admit that it’s actually depression or something,
something mental.”
Besides, sometimes treatment that was offered by the public healthcare system
was perceived as insufficient for the improvement of the condition. For instance,
Z was offered consultations at the public healthcare facilities, but she refused as
it seemed a waste of time to her:
“So I was like: it’s not enough to help really. If I see this nurse once a month,
I would be mostly talking like: okay, this past month has been okay, this
happened and this happened, oh look, we’re out of time and this thing next
month. So it wouldn’t be really progress, it would be just saying: here I am,
this is how I’m doing. So I was like: okay. I appreciate the offer, but no,
thanks.”

2

In this extract, the interviewee refers to her experience of studying abroad, and Uniservices
was a system that existed in the UK.
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The majority of the informants from Helsinki noted that the costs of therapy in
Finland are quite high, and they also have to buy the prescribed medications by
themselves. However, as it was discussed in the first chapter, in Finland
students have the opportunity to use services paid by KELA. High costs of
psychotherapy then acted as a barrier to treatment when the term of the KELA
funded therapy expired (that is three years). Thus, almost all of the informants
stopped attending therapy after three years of paid therapy. However, some of
them claimed that they would like to receive treatment again, which will be
possible after five years. For example, Z (female, 26) was planning to apply to
KELA again in the future:
“My therapy ended a little over two years ago, three years expired. I took my
three years and after that you’re on your own. (…) I would like to continue
therapy at some point, maybe just paid on my own, or five years after your
therapy ends you can like apply for it again, to Kela to support it. So I will
probably do that in three years.”
Interestingly, lack of accessibility in the narratives of Finnish informants included
not only high costs of private therapy but also long waitlists before actually
getting help. One of the interviewees, L (female, 23), stated that she had been
diagnosed in public mental healthcare institutions several times, but she also
had to wait for a long time because there were no available specialists as some
of them were on leave.
Lack of psychological resources was also sometimes mentioned in the
narratives of Finnish informants. For instance, K (female. 24) perceived that lack
of motivation and will to treatment was a part of the depression. She mentioned
that the process of seeking help might have been very difficult for someone who
was suffering from depression as far as it requires strength:
“…when you have something like depression, I think it’s one of the most
difficult things, it’s like, how the depressed person finds the resources and
then, you know, the kind of the strength to keep on doing what can be
exhausting for a healthy person. So I think that’s… difficult. Definitely.”
Thus, the informants from Helsinki also faced several barriers to treatment. We
identified the same themes as in the case of Russian informants, though with
less variety. It is important to note that students from Helsinki, despite these
barriers, managed to seek help in informal healthcare institutions. This could be
partly explained by the high level of mental health literacy among students from
Helsinki and the relative availability of healthcare services. Another possible
explanation for this tendency is that people who did not go into treatment
probably did not conceptualize their experience as depression and did not
respond to the invitation to the interview. Besides, Finnish informants often
mentioned only one or several barriers to treatment and less often had a
negative experience with medical professionals.
To sum up, we identified four common themes on barriers to treatment: lack of
trust in the mental healthcare system; lack of accessibility of mental healthcare
services (high costs, bureaucracy, lack of time, etc.); self-reliance in overcoming
depression; and lack of psychological resources. All of these themes emerged
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in the narratives of both Russian and Finnish informants. I suggest that more
empirical research is needed to understand cultural differences in barriers to
treatment. It could be a result of the Russian context of suffering that includes
an inflexible education system and extensive spread of stereotypes about
depression that together constitute high standards that students have to live up
to. The possible mutual influence of depression and studying will be discussed
further. Besides, we noticed a lack of awareness about mental healthcare
services among Russian students, which often prevented them from treatment,
which, at the same time, was one of the factors of increased mental health
literacy.
In general, Russian interviewees identified more barriers to treatment than
Finnish informants did. In addition, often the informants from Saint Petersburg
reported several barriers to treatment simultaneously, so, in the narratives, they
were intertwined and mutually reinforcing. Besides, the opportunities for
treatment were different in the two given contexts, and that affected the
perceived barriers to treatment. For example, the informants from both countries
mentioned the high costs of private psychiatric services against the background
of distrust in the public healthcare system. However, in Finland students had the
opportunity to use psychotherapeutic services funded by KELA for three years.
Besides, in the narratives of students from both countries, there were references
to the negative experiences with medical professionals that they had themselves
or heard from other people and fears of disclosure. Despite the fact that the
interviewees from Helsinki shared stories of their friends who also sought help
to diagnose their mental issues and were sent away to mental healthcare
institutions, none of the participants were rejected themselves. One of the
possible explanations to this again may be the tendency of the Finnish
interviewees to rely on medical expertise in matters of diagnosis. In other words,
I suggest that those who were rejected by the medical professionals did not
comprehend their experience as depression in the medical sense and did not
respond to the call to the interview. In turn, the informants from Russia also
reported cases when they thought that their condition was underestimated.
However, none of them were rejected by mental healthcare institutions. The
reason for that may be that the interviewees from Saint Petersburg quite often
sought help in formal institutions only when their condition had significantly
worsened. Others, whose condition was not as severe, tended to rely on
themselves and avoided mental healthcare institutions.
Generally speaking, the informants from Saint Petersburg had less trust in
psychiatric institutions, no matter private or public sector. Besides, they were
also afraid of stereotypes and judgment on the part of others. Regarding the
public healthcare system, the informants often referred to the fear of
hospitalization, psychiatric stigma, and bureaucracy connected with the fact of
admission to a neuropsychiatric dispensary. In contradistinction to the
informants from Helsinki, participants from Saint Petersburg often experienced
a lack of awareness about the services they could get in the public healthcare
system. Concerning the private sector, one of the informants shared an
interesting perception of conflict of interest between the paid mental health
professional and the patient.
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Furthermore, there were barriers to certain means of treatment, such as group
therapy and antidepressants. Embarrassment was a barrier to group therapy
named by one of the male informants in Russia. Regarding antidepressant
treatment, the interviewees from Saint Petersburg and Helsinki were unanimous
and shared fears of addiction and side effects. In addition, they were often
perceived as aimed at the symptoms but not at the cause of depression.
These conclusions are consistent with some of the results of previous research
and add a few more insights into the existing studies. For instance, fear of stigma
and stereotypes is a well-studied barrier to treatment (Gulliver et al., 2010;
Barney et al., 2006; Roeloffs et al., 2003; Cooper‐Patrick et al., 1997). Selfreliance was also named among the main factors of avoiding treatment in formal
healthcare institutions (Gulliver et al., 2010). Besides, embarrassment and
negative feelings associated with treatment were found to be less common
barriers to treatment, compared with the three aforementioned groups of barriers
(Gulliver et al., 2010; Mohr et al., 2010; Barney et al., 2006). In addition, the
results of the presented study showed that students were afraid that suffering
from depression or treating it in formal mental healthcare institutions will have a
negative influence on their future employment due to the stigma around
depression. This finding is in line with the previous research that found that 67%
of patients with depression expected to face depression-related stigma during
employment (Roeloffs et al., 2003).
However, in the systematic review by Gulliver, Griffiths, and Christensen (2010)
poor mental health literacy was named among the most important barriers to
treatment for depression in young people. The present study showed that the
informants have a relatively high level of mental health literacy, knowing what
the symptoms of depression are and how they should be treated. This is
especially true for the Finnish informants, who themselves stated that nowadays
more and more people around them became aware of mental health problems.
This increased awareness may be a result of national campaigns powered by
the Finnish government and the activity of NGOs that were discussed in the first
chapter. Besides, it may be assumed that in recent years the level of mental
health literacy in both countries has increased due to the development of digital
technologies (especially the Internet). Moreover, in the presented study
informants rarely mentioned fears of stigmatization or discrimination as barriers
to treatment. In other words, some of them mentioned that they faced
stereotypes and prejudices on the part of other people, but it was not mentioned
as something that affected their help-seeking behavior. Contradictory findings
were reported in the previous research (Barney et al., 2006; Bayer & Peay,
1997). However, in these studies, it was also confirmed that personal attitudes
had a greater effect on help-seeking behavior than perceived stigma and
disapproval on the part of others.

2.3.2 Digital technologies and depression
As it was repeatedly mentioned in this paper, digital technologies may have
transformed the traditional context of suffering depression. The introduction of
the Internet contributed to the development of the network society all over the
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world and changed people’s everyday practices (Castells, 2004). This section
answers the question of how digital technologies affected the experience of
depression. In the course of the analysis, three main functions of the digital
technologies were identified: information seeking; providing social support; and
symptoms tracking and management. The section takes a look at three types of
digital technologies: the Internet, social media, and mobile applications and
seeks to identify cultural differences in the patterns of their usage.
First of all, the analysis defined three main ways of using the Internet: searching
for the information on depression; finding a therapist; and doing online tests for
depression and other mental health disorders. As it was predicted in the existing
literature, the Internet is an important source of information about depression
and mental health in general, as it provides different kinds of information, starting
with symptoms of depression and ways of treating them and ending with
personal experiences of other people suffering depression. Berger, Wagner &
Baker (2005) analyzed the patterns of Internet usage of people with stigmatized
illnesses (including depression) compared with those of people with at least one
other chronic condition. They found that the respondents with stigmatized
illnesses were more likely to use the Internet to search for health-related
information and communicate with medical professionals about their
psychological condition. In the present study, the informants noted they had
searched for the symptoms of depression before going to a medical professional
to help themselves recognize their own mental condition and make sure they
understood how to deal with it. They used the Internet to learn more about
depression and other mental health disorders to define their own experiences in
medical categories. For instance, H (female, 22) said that she searched for the
symptoms of depression on the Internet to recognize her condition before going
to a doctor:
“And then, when I decided to take this step, going to the doctor, I began to
google, google the signs of depression, found them on some website, I don’t
remember what it was called. The website contained a list of signs of
depression and advice to see a doctor. Googled something like that. Did I
google after that? Yes, it’s kind of like google ... Maybe I also googled my
antidepressant, but I didn’t particularly go into the study of this topic. Another
possible reason why I didn’t google was because my boyfriend googled
everything for me, he was interested in this topic, found information, and then
told me.”
As it comes from her narrative, knowing that her symptoms fell into the criteria
of depression made her feel more conscious when going to consult a
psychiatrist. In this case, information from the Internet was perceived as a
guarantee and justification for help-seeking. Besides, it was an additional source
of information on the antidepressants when the treatment had already been
prescribed. Similarly, AD (male, 21) searched for his symptoms on Wikipedia
and on the website of ICD-10 to recognize his condition. A mixture of lay and
professional sources of health information on the Internet was mentioned by A
(male, 24):
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“Of course, originally it was the Internet. That is, you just go to Google or you
type on YouTube: ‘depression symptoms’, ‘depression’ and after that sources
that don’t seem to be too sketchy, and, if you don’t know where to go to, you
go to Wikipedia, because it's of course not a leading source, but it’s absolutely
not so garbage. And then, of course, due to the specifics of my education, I
am a veterinarian, my interests  neuropharmacology – and of course already
reading professional medical literature, but again not from the side of the
emotions, treatment, psychiatry, but from the side of drugs that influence your
physical condition. That is, I understand on what principles modern science is
trying to cure this, this is the main source for me, and the Internet,
respectively.”
Interestingly, sometimes the informants searched for health information on the
web pages of medical professionals. It appears that this information was
considered a part of medical professional knowledge but personalized and
presented in a simple way. W (female, 23) searched for advice on how to cope
with her condition:
“By the way, I remember, I went to the pages of psychologists, when this
already happened, yes, psychiatrists. Looked [for information] about clinical
[depression], yes. Sometimes I tried some kind of notes, such as: it is
necessary, it is important to take care of yourself, it is important to maintain
yourself, somehow, try to get out and so on.”
Another informant, J (female, 22), used the Internet to find out how to cope with
depression. She used to watch the YouTube channel by Veronika Stepanova,
who blogged about psychology and gave advice on various topics:
“Well, firstly, I really love such a channel on YouTube, Veronika Stepanova,
she is a clinical psychologist, maybe you know. She also has a book, I recently
bought it, but of course there is more about something else. Well, that is, she
had some kind of videos, I watched.”
The information J got from this blog made her re-conceptualize her experience,
look at it from a broader perspective, and search for an explanation of her
depression in her childhood. Another informant, E (female, 19) also remembered
that a YouTube blogger prompted her to seek help in a neuropsychiatric
dispensary:
“I found from a young man from our faculty videos of a practicing psychiatrist,
psychiatrist, psychotherapist, about just some kind of interpersonal
relationship. I went to her channel on YouTube, and she has a lot about
depression, about other things like that, and I started watching her videos and
found them just sobering. And she had a whole video block about depression
there, and that people don’t apply and so on, and she says: well, take a banal
test and be sure if you’re not sure. And she directly attached the links that you
can follow, I followed them, so, yes, and it was written there: you have severe
depression, consult a doctor. I was like: well, I will do so.”
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However, not all of the informants were satisfied with the information they found
on the Internet. For instance, O (female, 21) was interested in how her condition
was perceived by other people and looked for it on the Internet. She criticized
the advice and opinions that she read:
“I googled basically some videos about depression. I was already interested,
I was in this state myself, I was just interested to see how people see it from
the outside. And, let’s say so, I often had to get mad at all this. That is, there
were all kinds of tips, what to do during a depression, what the signs that you
have depression are, and so on. (...) This, and there really were several
moments, experiences I could relate to, and I was like: yes, these people, in
principle, understand what they are writing about. And sometimes there was
some kind of absolute bullshit, and you think: who invented this? Well, who?
I don’t understand what kind of world this person lives in. Basically, it's about
depression, it's generally, it's better not to google it, never at all in your life.
(...) But basically, they are written by people who believe that the phrase
‘cheer up’ to a person who is depressed is 100 out of 10 support. This will
certainly help.”
It is worth noting that sometimes the informants evaluated this health information
seeking as harmful. First of all, they referred to the difficulties in self-diagnosing
because of a large number of different diagnoses. As they stated, the abundance
of information on the Internet could easily lead to misdiagnosing one’s own
condition and could bring a lot of negative emotions. For example, AE (female,
18) diagnosed herself with a lot of different mental disorders due to the inability
to consult a medical professional:
“Well, I did that too. I was very interested in psychiatry, as such, I learned for
sure that I have a neurosis, I looked at what symptoms of neurosis,
depression, bipolar depression are, I also learned about the existence of a
depressive neurosis, which I think I have, but nothing was written about the
desire to die as a symptom of it, so I don’t know for sure. Overall, I don’t think
it [self-diagnosing using the Internet] is a good idea.”
Furthermore, V (female, 25) also evaluated her experience of using the Internet
for health information seeking as a bad idea:
“Even when I didn’t understand how it works, I googled directly: symptoms of
depression, how it works, how to deal with it. Right now I understand that this
is a bad idea. (...) Because... Well, this is from a series of how to google, why
the side of your body hurts, you can diagnose yourself with anything, really.
During the googling, I diagnosed myself with schizophrenia... (...) Yes, I also
diagnosed myself with the bipolar. I diagnosed myself, you know, like social
non-adaptation, that like I don’t know how to communicate with people,
according to all tests I’m there either an introvert, or an extravert, then
everything’s bad, everything’s normal — it’s not clear at all.”
Notably, fear of misdiagnosing and learning incorrect information was one of the
main reasons why people consciously avoided seeking information on the
Internet.
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The informants also often used the Internet to look for additional information on
antidepressants and hospitals where they were suggested to go. For instance,
E (female, 19) found the negative reviews about the hospital she was about to
go to and changed her decision in favor of out-patient care:
“Everything seems to be fine there, but I read, and there, it turned out, there
were reviews of doctors who are very deeply religious people, and when
people with some kind of depressive disorders came to them, they told them:
well, it's kind of disheartening sin, you are just sinners, you need to go to
church . Yes, and I thought: no, thanks. Plus, I read about the drugs that they
treat people with there, like ‘Amitriptyline’, ‘Haloperidol’, which, as it were,
didn’t really make me happy either, because it’s like that, to be stuffed with
haloperidol. And I decided that I did not want to go to the hospital, and I came
to her, I said: let's better try in a day hospital. Here, they put me in a day
hospital, that's all.”
O (female, 21) also tried to find information about the nuances of hospitalization
to prepare for it. For instance, she learned about her rights, and later that helped
her to end her hospitalization a bit earlier.
In some cases, students were particularly interested in the personal experiences
of other people who had suffered depression. As an example, AC (male, 28)
was an active participant of special forums that unite people with similar interests
(textboards or imageboards):
“... I at one time spent lot of time on the boards, especially on the ‘Dvach’, and
there are a lot of threads, respectively. And so I didn’t have to google it
because they were there, other people already created them. (...) I read,
created some threads when I needed to ask something. Yes, I just talked in
threads.”
AC was interested in the personal experience of dealing with similar problems
that he faced in his life. Imageboards give their users anonymity that allows them
to talk openly, share opinions on topics they would not discuss in public. These
sources did not only provide health information but also social support.
E (female, 19) was also interested in a particular kind of peer experience –
experience with antidepressants. When she started to take medication, her
condition significantly worsened, so she searched the Internet for the
explanation given by other people who use this medication:
“Then I started reading reviews, and from a small percentage of people, and
they wrote: ‘I asked the doctor if I would have any such side effects, I was
assured that no, I went to the doctor, said that I had such a terrible state, they
say — this cannot be’. Well, and I came across a few, well, that is, most
people claim that everything is fine, excellent, but there were people who
wrote about the same condition as mine, and I thought that they did not suit
me.”
Other sources of personal experiences of people who had suffered from
depression were personal blogs on different platforms (most common –
YouTube, Instagram, or Facebook). For instance, U (female, 21) remembered
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that she came across the post about depression by one of the bloggers. This
text made her look back at her experience of depression and persuaded that it
was not only problems in studying that led her to depression:
“... well, how would I subscribe to all sorts of Instagram bloggers, oh, these
are proven sources ... [Sarcastically] Well, in short, I’m actually a feminist, in
short, I just originally subscribed to one girl, because I liked that she’s like in
the technical sphere, in Germany (...) And she posted some pictures there, it
turns out that she’s happy, and then she wrote that the pictures are for those
who want to scroll through, and there’s the type of text about depression. (...)
Read how it works. It turned out that this is about depression, about the fact
that it’s normal, that you feel bad, and you don’t want to do anything, because
then it will be normal again, but no matter how. (...) And probably also because
I read this, I somehow formulated for myself that I had a similar state, that I
didn’t want anything, and I felt that, well, maybe something was wrong, Well,
because of my studies, now I’ll do my studies, and everything will be cool.
Well, as if the matter was only that.”
Interestingly, U characterized herself as critical of Instagram bloggers as
sources of information and said that during her depression period she usually
ignored such posts. It could be suggested that such posts on Instagram or
Facebook may influence the perception of one’s experience when there is a high
level of trust. Another informant, S (female, 22) remembered that she also used
to search for the others’ experiences of depression to learn how to cope with it:
“Once I found, yes, yes, yes, yes, somehow on Ted, the person spoke, I
remember, about his experience, and I realized that yes, there was something
similar with me. And I found that, I don’t have a Facebook page, but somehow,
apparently through a search engine, on Facebook, the girl spoke about her
depression, how she lives with it, in fact, not quite a curable, so to speak,
diagnosis, that is there are periods of calm, periods of recurrence, and it can,
if it happened once, it can come back. Well, and how, she just described her
condition, I remember, even put a like, because it was very, very accurate.”
AD (male, 21) was also interested in the experience of people who had suffered
depression. He looked for them on online newspapers, such as “Нож” (“Nozh”,
[knife]) or “Афиша” (“Affisha”, [poster]). E (female, 19) also read online
newspapers for the information on depression:
“Oh, I remember, there was a great release from ‘Meduza’, in my opinion, oh,
or not from ‘Meduza’, in short, from some such very interesting publication,
about how people deal with grief, that is, if you have lost a person whom you
loved very much, there, husband, boyfriend, daughter, son, and of course, all
these people have had depression and still have it, so yes, here’s an interview
with them, here’s another I remember.”
It is worth noting that Russian informants also used the Internet to search for
information on self-harm. By that, I mean that they searched the Internet for the
ways of doing harm to themselves. For example, H (female, 22) looked through
the Internet for the ways of suicide:
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“By the way, by the way, in my first attempt, I googled some pills on the
Internet, some sleeping pills, and then I found something on the Internet. (...)
Then I thought about it for some time, then I googled it, I thought that it was
necessary to take something then to die. But did not have time to find,
changed my mind.”
Similarly, B (female, 22) also searched for the information on suicide on the
Internet:
“Yes, substances, basically. That is, how much paracetamol you need to take
to get poisoned, or whatever else you can... (...) Of course, everything is
available. Then, on the special sites of the Darknet, I also searched, I thought
to myself for a while to make a golden injection. (...) So, like, I was looking for
where to buy, and that’s it. Because, well, I'm afraid of pain.”
In addition, D (female, 23), after the interview, remembered that she used the
Internet to find out how to be put in a psychiatric hospital. Thus, the Internet is
not only a source of affordable health information but also a channel for
spreading of hazardous and misleading knowledge.
The informants from Finland indicated the same patterns of Internet usage, with
the exception of the searching for information on self-harm. Probably this is not
a very common phenomenon and it was not found in my sample of Finnish
students. They used the Internet to find the information about their symptoms
and feelings as frequently as the Russian informants. For example, AA (female,
26) stated that she started looking for an explanation of her feelings on the
Internet when she first thought of suicide. She spent a lot of time learning about
different diagnoses:
“I’ve spent a lot of time watching YouTube videos on borderline personality
disorder and now bipolar disorder. But I was, I was seeking lots of information,
especially I think at the beginning, first suicidal ideation and that kind of stuff,
I mean that tendencies like how, just the kind of making sure that I know what
to do in case it would get worse. So yeah, I did spend a lot, lot of time online
googling and trying to find information myself.”
Besides, some of the informants also used the Internet to find scientific
information on new ways of treatment for depression. For instance, F (female,
20), who perceived her depression as a chronic condition, mentioned that she
likes “to read some articles about studies of depression and how the treatment
is developing”. Similarly, M (female, 26) indicated that searching for her
symptoms on the Internet helped her to understand her condition better and
recognize the need in professional help:
“Yeah, often, often, very often. Mostly I would google the symptoms I had and
look for answers, and read typical symptoms of different diagnoses, and
different... mental health problems, so yeah, that helped me a lot. (…) I guess
it helped me that I could categorize... like I would Google something and then
I would realize: oh, this is a symptom of depression and not something else,
like, not some other condition. (…) I remember, at some point, I was like super
tired a lot of time, and combined with other symptoms I was thinking like: okay
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maybe this is some medical condition, like maybe I have, I don't know, not
enough iron in my blood or something. And then I started googling it and
realized: no, that’s actually depression.”
Y (male, 28) used the Internet as a source for self-diagnosing. He suspected
that he had something else, apart from the depression, and searched the
Internet to check his suggestion:
“Once my treatments started, I became very interested in learning about
different diagnoses. It seemed possible that I had something in addition to
depression. I also wanted to compare my case to the whole spectrum, e.g.
how long you have to have symptoms before you can be diagnosed. The main
source here was an online diagnosis classification from medical professionals
to non-professionals.”
However, it is clear from his narrative that the Internet was just an additional
source of knowledge of medical expertise.
As in the Russian case, Finnish informants also sometimes read online media
as a source of health information. Online newspapers once helped one of the
informants, Z (female, 26), to find out one of the root causes of her depression
and choose appropriate treatment:
“But I think it was somewhere in the news, or somewhere online, some articles
that said that birth control might be linked to depression symptoms, and even
after that, after I read a few of those it still took me like a few months to sort
of process like: hey, I started this new brand, around the same time, so maybe
I should try ending this medication to see if it makes me feel better.”
Learning about the experience of other people was also one of the sources of
health information for the Finnish participants. For example, Z (female, 26)
mentioned that she used the stories of other people to try on the diagnosis of
depression:
“And I also followed some like online… Surfing around, hearing other people’s
experiences with different mental disorders and knowing what the symptoms
are, I was kind of like okay, this may be something I’m experiencing.”
In addition, M (female, 26) described that she usually started looking for the
symptoms of depression and ended up reading personal stories of people who
suffered from it. She claimed that the personal experiences of these people
helped her realize that there was nothing wrong with her or her feelings; this was
a disorder that could be easily treated by medical professionals:
“I think, I googled the symptoms, and then I would find a lot of like medical
descriptions in some databank or something. Sometimes, like, there are
different kinds of articles, but sometimes it would lead me to some more, like,
personal stuff, like, people talking anonymously about their, their symptoms,
or maybe even some blogs sometimes. So yeah, I was pretty much.... I think
I was googling mostly with the symptoms that I had. (…) Yeah, yeah.
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Definitely. Because it helps you realize that it’s not a unique thing, and there's
nothing wrong with you or your personality or identity. It's just the condition
itself.”
Similarly, AA (female, 26) was also interested in the personal experiences of
people living with different mental disorders. She stated that this information was
more personalized than medical professional information on depression:
“And also like, am, through art, I like, I enjoy, I listen to a lot of podcasts that
deal with mental illness, I like those kind of like people’s experiences more
than like medical like clinical information about the illness I’m interested in
listening to people’s stories if they tell, like, this is how I felt, like, this is what
happened to me, that I did a lot, or have done always in relation to depression,
like seeking out stories about people who went through the same.”
Another informant, N (female, 31), received social support through blogging. She
told that she started an anonymous blog about her depression where she shared
her thoughts and feelings and talked with virtual friends about her condition. One
more way of finding social support was mentioned by one of the interviewees.
To find the people to discuss her mental health issues, K (female, 24) used a
specialized website that allowed users to leave anonymous advertisements —
requests for help that other users can anonymously answer:
“I did for example, there was this blog that had this system where if you have
a problem, like it could be any kind of problems, not only mentally related, you
can just be like moved to a new city and don’t know anything about this place,
can someone give me tips? So there was that kind of where you can leave
your ad like looking for help, and I asked people if they could help me with my
issues managing stress and anxiety and a lot of that…”
Another common way of using the Internet during the depression was searching
for a mental health specialist. The students from Saint Petersburg used a variety
of different websites that contained information about medical professionals. For
example, AF (female, 22) mentioned the website where she found her
psychiatrist based on his appearance and education:
“Pro.Doctorov”, there is such a site, and there you can look for doctors around
the city. I looked at the reviews, looked that he is a doctor of medical sciences,
that is, he is a knowledgeable person. I looked at his appearance, because,
as it were, his appearance also meant a lot. And the most specialized,
specialized education, because there were people there. Well, like a
gynecologist-psychotherapist.”
Another informant, X (female, 24) first found the clinic with the advice of one of
the bloggers and then chose her psychotherapist on their website:
“I read about the clinic, about the clinic on the Telegram channel of one
blogger, who, well, is such a pretty distant acquaintance of mine, and I just
read it out of interest. And I found the clinic through it, I just looked at the
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doctors on the site, it’s very bad, I still think that I did it, you know how, I got
into some kind of lookism, I chose the doctor who somehow responded most
to me. And actually it was a good choice.”
Yet another way of looking for medical professionals was mentioned by O
(female, 21). She did not choose the exact specialists, but she also chose the
clinic based on her needs:
“I, it turns out, my close friend, she sent me, there, one group, where it was
just for St. Petersburg, for Moscow and other cities where women helped each
other. Well such, yes, quite a feminist community. And there they gave just
the same section, a list of groups that can be contacted if something happens,
if everything completely collapses. And I found one of them. It was, as it were,
in my opinion a psychotherapeutic center, it is located on Turgenev Square,
it is not far from Sennaya, yes. Well, literally, I signed up, arrived on Monday,
and so that's it.”
The Internet was also a source of information about neuropsychiatric
dispensaries and how to get help there. For instance, both H (female, 22) and
AD (male, 21) mentioned that they looked for the information about public
healthcare services on the Internet.
The Finnish interviewees used several websites correspondingly to their needs
and possibilities to look for a psychotherapist. Mainly they used the website
authorized by KELA, the Social Insurance Institution of Finland, where there are
the private therapists whose fees could be covered by KELA. This could be
explained with the high costs of psychological therapy in Finland and the low
incomes of students, who cannot afford to pay for the therapy themselves. One
of the interviewees, AA (female, 26), also mentioned the website with the
information about LGBT-friendly psychotherapists that she used, as it was
meeting her need in a therapist with a deeper understanding of her specific
experience:
“I first started… there’s a site called Rainbow, I think something for LGBTfriendly therapists, so I went there first, because for me it was very important,
I felt like the specialist if I start to make a deep, if I start to dig any deeper in
my childhood experiences and growing up, I need someone who
understands, at least the context, or understands the gender and sexuality in
a more diverse way. It was, it was important to me to find someone like that.”
Doing online tests for depression and other mental health disorders was less
common among the interviewees from both countries. This could be explained
by the lack of trust in these tests as diagnostic tools. Interestingly, Russian
informants did online tests more often, but mostly for some sort of entertainment.
For example, X (female, 24) did one of the online tests but did not take the results
seriously. Later she changed her mind when her psychotherapist explained to
her that it was a reliable diagnostic tool:
“I took the test, Beck’s online test, which, as it were, is standard. He showed
me an option, the result is much higher than normal, much higher than normal.
But I’m like this: okay, this is an online test, like ’What Winx character are
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you?’, ‘What Naturo character are you?’. I don’t know. That's at the same
level. When I came to the clinic and to me, I also took several tests there, one
of them included a test on the Beck scale, and the doctor told me that this is
a diagnostic tool, that a healthy person will never have such indicators. For
the sake of interest, I asked my mom to take the test, and everything was fine.
She really had an indicator in the normal range. It really impressed me.”
Similarly, D (female, 23), who is studying Psychology, also did not trust online
tests. She stated that she has her own sources of depression tests, meaning
that she would rather search for them in her education literature than on the
Internet. Besides, some of the informants perceived these tests as easy to
falsify. As an example, V (female, 25) did these tests a lot of time and could get
the result she wanted:
“Well, that is, I never took the tests seriously, that is, I took the test, laughed,
such: ha, funny! And I forgot. Well, that is, this is what I already remember, I
probably reacted more clearly, well, like that: oh, depression! Right now, just
for fun. I clearly remember that there was this test of the depression scale,
and there were red zones, yellow and green. I passed it when I felt right in
red, but somehow got into green. At the end, but in green. I'm so upset! I am
like this: what do you mean? Do you mean I don’t have depression? But all
these tests, they do not work for me, because I understand too well how they
work. I know how to answer in order to show me red. I replied, and I hit the
red. But I didn’t answer what I really thought.”
In addition, online tests are often perceived as long, boring, and inaccurate. As
an example, J (female, 22) said that she did not want to do any online tests:
“In fact, there are very few good tests, well, those that do not take three hours
to complete, but because you start taking it, and you think: you can answer
this way and that, they do not give an exact answer. I think you just need to
talk [with a medical specialist].”
Similarly, O (female, 21) explained the inaccuracy of online tests by their
automatic nature:
“I do not like all these tests that are on the Internet in the public domain,
because, that, well, I don’t know, this is psychology, in the end, allowing a
machine to analyze your mind and soul, well, it seems to me that there are
too many details and other things to get at least the right answer. Therefore,
I try, I see: ah, scroll further.”
Nevertheless, despite the visible lack of trust, sometimes online tests acted as
kind of guarantee for the informants who did them before going to medical
professionals. For instance, AD (male, 21) took an online test before going to
seek help in a neuropsychiatric dispensary and mentioned its result during his
first consultation with a doctor. It was also the case of E (female, 19), who did
online tests by the recommendation of a YouTube blogger and after that went to
seek help in a neuropsychiatric dispensary:
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“Well, because it seemed to me that I don’t have any reason to go there, and
so, if they asked me why you actually came to us, I would say: I took the test.”
Finnish informants did online tests less often than Russian students. Despite,
most of the times, they did this for entertainment, some of the interviewees also
used online tests for screening their mental condition in the long-run perspective.
As an example, M (female, 26) said that before seeking help she repeatedly did
online tests for depression:
“It would change based on when I did it, but yeah, it was always like
depression. But sometimes it was like moderate, and sometimes it was like
average, and sometimes it was the highest, so it would change.”
However, she did not use this information until she eventually sought help.
Similarly, N (female, 31) used to take depression tests to improve understanding
of her own condition:
“I’ve taken the BDI-test on the Internet several times to track where I’m going
with my depression at the moment.”
Besides, as in the Russian case, some of the informants used online tests as
proof of their depression. This evidence they presented to themselves before
actually deciding to seek help. For example, this was the case of Y (male, 28):
“A major inspiration for seeking help was when Yle (Finnish national
broadcasting company) posted an online article along a DEPS self-test. I
remember being subconsciously afraid to take the test. 12 points or more
would indicate 50% chance of suffering from depression — I got 24, which
was shocking but also a bit relieving: I wasn't imagining my problems.”
Notably, one of the informants, AA (female, 26), characterized taking online tests
for depression as an unhealthy habit. She stated that she did it a lot of times to
diagnose depression or another mental disorder:
“I think now I’ve probably run out of bipolar quizzes, I think like I’ve done all
of them. I think that sometimes it’s a bit of an unhealthy habit as well, am,
because sometimes I get obsessed and I go back, I can, I might do the same
thing again, I … sometimes I feel like I can do it all day. Even if it is the same
test. As kind of like checking constantly. Um. Yeah, so yeah, I have done
online-tests many, many times.”
Thus, online tests were popular neither among Russian nor among Finnish
students. The reason for that is the lack of trust in online tests as diagnostic
tools. Often they were done for entertainment, but their results were not taken
seriously. However, sometimes such tests were perceived as evidence of
depression that could be submitted to a medical professional. Another way of
their usage was by monitoring depression from a long-term perspective, i.e., as
a way of self-tracking.
Thus, the patterns of internet usage for coping with depression were relatively
similar in Russia and Finland. The Internet provided them with the approach to
different sources of information, including impersonalized information on
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numerous websites (Wikipedia is one of the thousands of examples), medical
professional information, and peer experiences. In some cases, the Internet was
used as a source of social support. Among the mentioned sources there were
specialized websites on mental health, personal accounts on social media and
blogs, newspaper articles, YouTube videos, and mental health podcasts. Less
often depressed students read scientific articles on mental health disorders and
depression in particular. Interestingly, the informants from Saint Petersburg also
mentioned that they used the Internet to find information on self-harm –
information on ways to commit suicide and on how to get admitted to a
psychiatric hospital. Besides, the Internet was a platform for meeting with
medical professionals. Notably, when choosing a specialist, the interviewees
from both countries relied on the information given on the websites about their
interests and training, and, additionally, on the therapists’ photos.
Online social media were tightly integrated into the process of coping with
depression. In the existing literature, it was found that young people often find
social support on social media. One of their major functions identified in the
present studies is providing the students with social support via online support
groups. However, it turned out that students from Saint Petersburg less often
used online support groups than Finnish participants did. The barriers to
searching for social support included lack of motivation, the impostor syndrome,
and negative attitude. The negative influence of the lack of motivation and
apathy on the help-seeking strategies was discussed in the previous paragraph.
Negative attitude to online support groups led to their perception as insufficient
and useless. This was one of the main reasons for avoiding online support
groups in Russia. As for the impostor syndrome, X (female, 24) mentioned that
she did not seek for online support groups as she was afraid of being a stranger
there:
“No, I was afraid. I did not want to communicate with people, I was afraid to
be a stranger very much. (...) Because these people have real problems, and
I don’t.”
However, after X had received an official diagnosis from a psychiatrist she did
not seek online social support either as she found it in real life.
Those informants who participated in online support groups on social media
were often critical towards the people they met there. For instance, B (female,
22) said that support groups in VKontakte were helpful for her, but they attracted
a lot of people who just sought attention:
“Right now I found for myself a supporting community on VKontakte, in which
there are very good tips. That is, there, if you can’t, there, go to wash or wash
your clothes, at least just sit under warm water, there, you can even wear
clothes so that it’s just washed a little, that’s all. (...) Very rarely comment. But
only, it only started after the hospital to do it. (...) Well, I don’t know, it used to
be fashionable to say you are depressed, then it was fashionable to say you
were bipolar, now it’s fashionable to say you have PRL. Well, damn it, just
because of this, people who are really sick do not always admit it, because
they are afraid that they will be considered simply attention-seekers.”
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In addition, AB (female, 23) mentioned that she participated in one online
support group in her teenage years, but it did not bring her any positive impact,
so she left it and never tried to find anything like that again:
“Yes, I was looking, I was subscribed to a group, for those who want to commit
suicide, “Save Life.” There were, I even contacted them, in childhood, when I
was 14–15–16, to people who are trying to help, but basically it was the
ignoramuses, that is, they have no psychological education, without
everything, that is, they are the same hysterical girls, who themselves are on
the verge of suicide, and it all ended either mutually, somehow, with tears, or
they began to intrude into your life, and it was hard and I walked away from
these emotions.”
On the contrary, students from Helsinki quite often sought social support on
social media. As it was stated before, 6 Finnish participants of this study were
recruited through an open group on Facebook. The need for online support
groups was especially present when it came to a lack of communication in real
life. For instance, K (female, 24) claimed that online support groups helped her
as she struggled to communicate in real life:
“And I also think both times, especially when I was a teenager, because I was
unable to build relationships so well in like real life, so the Internet is very
much my health outlet, aware people, and I would have a lot of discussions
about mental health, and you know the process behind with them, and I think
also, kind of seeking out people to talk about these issues on the Internet.
(…) So instead [of seeking help in public healthcare institutions] I would turn
to those informal channels looking for peers, peer support, because that’s
easier to come by.”
Another informant, F (female, 20), noted that her real-life social network was
quite good and she did not participate in online support groups too often.
However, she agreed that such groups are helpful for many other people.
We identified different patterns of interaction with such groups: some of the
interviewees preferred to read the experiences of other users (like F), while
others were more active: they did not only leave comments but also posted their
thoughts and questions. For example, AG (male, 35) was an active participant
in several online support groups. He noted that peer group discussions helped
him to think of solutions to his own problems.
Besides, online social media allowed some of my Finnish informants to join the
mental health activist group, Koala. At first, they were attracted by its events but
later decided to be part of mental health activism. This activity could not be
understood in terms of social support, because, according to the informants,
their work was focused on organizing different events to raise awareness among
other students. However, as it follows from their narratives, being involved in
activism and the comfortable social environment that existed in this group helped
them to finally overcome their depression.
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In turn, it was interesting to investigate whether depression changed the online
behavior and self-presentation of the interviewees. We defined four patterns of
behavior of depressed students on social media: maintenance of a positive
facade; raising awareness about depression and mental health among others;
seeking social support; and self-presentation. These patterns were identified in
the narratives of students from both countries. It is hard to say whether there are
any cultural differences in behavior on social media. I suppose that further
quantitative research is needed to estimate whether one pattern is more
prevalent than others in different cultural contexts.
The first type of behavior presupposes posting pictures of well-being and fun
and avoiding depression disclosure. Students claimed that they tried to act like
nothing was happening to them. One of the reasons for that named by the
participants was the unwillingness to disclose such personal information and
preference to real-life communication with close friends. Some of the
respondents were not used to sharing their private feelings with others on social
media (for example, AF and H), others perceived suffering from depression as
shameful (like S). For instance, S underlined that she was ashamed of suffering
depression without a sufficient reason and tried to hide her real feelings:
“On the contrary, I tried to create my most positive image. (...) Well, because,
again, I had no reason to be sad. Because I always wanted to, on all birthdays
and holidays, be more cheerful, that is, that is, it seemed so to me in personal
communication, it was so kind of gloom, and therefore I compensated for it
on social networks.”
As an example, AC (male, 28) stated that he “just didn't see the point because….
some of those who read it are unlikely to help, and others would just be happy
to know I’m in trouble”. In addition, R (male, 22) claimed that “just because I think
that you can tell about it only to a narrow circle of people, I never showed it off”.
U (female, 21) remembered that she posted positive photos on Instagram.
However, when she got better, she deleted these photos as she perceived them
as a lie to others and to herself:
“So, and, as I say it correctly, it turns out that I just knew how I felt at that
moment, that I smiled when I was unhappy, and I just deleted it all and that’s
all.”
Similarly, A (male, 24) stated that he perceived it as personal information that
should not be shared with strangers or acquaintances. Besides, he did not want
to be perceived as someone who sought attention and characterized this
behavior as childish:
“No, I didn’t do that. According to my observations, people who want to get
the status of VKontakte are people who want to attract attention, and not who
suffer from depression. (...) Well, that was popular in my youth, in seventh
grade, you don’t love me, here I have such a sad avatar, and no one will ask
why I feel so bad, and no one cares. (...) Here, and therefore, I probably would
not even post it if I really wanted to, because I would have associations with
this. These are precisely these people, they do this, everyone knows that. I
would look like this person, but that’s not what I would want. But on the other
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hand, as if then something bad happened to you, you do not run around and
do not tell everyone how bad you are, in the vast majority of situations. You
don’t need to approach a random person and say “I’m fucking bad”. Because,
well, like, such experiences are for loved ones, they are not for random
people.”
The respondents in Finland tended to behave similarly. For instance, K (female,
24) stated that she had shared some of her thoughts and feelings online when
she was a teenager on an anonymous blog, but stopped doing this the second
time she had depression and posted only happy moments:
“…as a young adult I was very much kind of: I don’t want to share a lot about
myself online… And it didn’t actually have any other social media than
Facebook. When I was at uni. So... So I didn’t, not really, there were just
happy moments cause I… It didn’t feel like a channel where you do that. So
it was only when it says: oh it’s been an amazing party, we did funny things
with flatmates, yeah.”
Another informant, L (female, 23) did not post anything related to her depression
and once deleted all her social media as she perceived that burden of
maintaining the positive facade that may, in addition, have caused more
pressure on other people like herself:
“I don't use social media very much, so it's... it would be weird if I randomly
put some depression thing on my social media, which, yeah, which is... At
some point I deleted all my social media. (…) I have few pictures on
Instagram, and those are happy, and real life is not nice… [Laughs] So I didn't
want to... pressure anybody, like, I have a nice life even though I don't have,
but I couldn't either put any pictures of depression or anything like that, so I
decided to delete them all. I thought that it's unfair to post some nice pictures,
even though I feel bad… And it may pressure someone who can think that:
oh, she has a nice life and I don't…”
The second type describes the spectrum of personal posts on social media
aimed at sharing private experience of depression in order to raise awareness
among others and reduce the stigma around depression. It is quite rare among
both Russian and Finnish informants. For example, one of the Russian students,
D (female, 23), remembered that she posted a story (a post that disappears after
24 hours) on Instagram that showed her smiling face when she was suffering
depression:
“The only thing is that one day I posted my photo, just my happy face, and
wrote: this is what a person with depression looks like.”
Her friends were already aware of her depression, so D received supportive
comments. This post may have been aimed at dispelling the stereotype that
people who suffer from depression were always sad. According to D, she quite
often faced this stereotype and sometimes had been told that she did not look
like a depressed person.
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AA (female, 28), a student from Helsinki, also posted a lot on social media about
her depression. It should be noted that AA is a public person and active blogging
is a part of her work. She shared her personal experience in order to let people
know more about depression and life with it, and that facilitated her
communication with people in real life:
“Like I want people to know about, but I don’t have the energy to tell everyone
so social media is a really good way to deal with that because now that I run
into some, I don’t know, old friend from school or something I haven’t seen in
six years, they can still, even if we don’t end up having the conversation they
still they’ll be like: “Oh hey, I’ve seen you’ve done like…” Even some people
have been like: “I got that diagnosis too”, and I was like: all right! Cool! And
then that’s a good conversation.”
It also can include reposting different posts that contain important information
about depression or sharing articles and videos about it, like AG and Y did. In
fact, Y (male, 28) stated that he had to have a really good reason to publicly
speak of his depression:
“There was a campaign for changes in legislation with respect to mental
health. I posted about it and noted that it's personal, these are my diagnosis
codes if you want to look it up. If I post again, I will want to make some point
with it. I don't want attention to myself without accomplishing anything with it.
Something like political change might be a good enough reason.”
The third type of behavior is connected to seeking social support among online
friends. This includes posting their own stories on Instagram, Facebook, or
Vkontakte, changing the status on Facebook or Vkontakte, etc., aimed to
promote communication with online friends even without a direct request. In fact,
it was quite common among students from Russia. For example, AE (female,
18) mentioned that she was active on social media and posted sad music and
pictures. However, none of her friends noticed it, and that did not lead to
communication. On the contrary, E (female, 19) was open about her depression
on Instagram and shared a lot of personal information. However, she herself
negatively evaluated this behavior:
“And yet, like, you’ve subscribed to my Instagram, you know how I like to
whine there, and some of my classmates, groupmates, colleagues and others
also follow me, so yes, they know, and yes. All, all discussions of my condition
most often occur on my Instagram, when I share another unnecessary story
with anyone, they are like this: [name] (...) Well, that is, this is another attempt
to take in quantity, not quality. I just understand that this is an attempt of my
sick consciousness to attract attention, and just so that as many people as
possible talk, interact with me, and so that I feel less lonely. That is probably
why I am doing this. Gotta get rid of it.”
Negative experience with the call to communication was sometimes the reason
to stop posting anything about depression. For instance, AD (male, 21) shared
his negative experience of participating in an Instagram flashmob:
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“I did the Instagram posts. There was a hashtag called “Face of depression.”
I did a similar publication. Yes, [it was a flash mob] and that it’s not always
possible for a person to understand that he is in such a state. They just liked,
there were no comments. (...) Yes, that was a definite statement. Well,
honestly [I was pushed by] the desire to get any attention, support. I guess I
didn’t get what I wanted, here. Because people just liked and nothing more.”
The same tendencies were observed in the narratives of the Finnish informants.
For example, Z (female, 26) shared two interesting stories of how she initiated
communication about her depression. First, she used social media to tell her
friends that she was diagnosed with depression:
“When I first told like some of my high school friends like I didn’t know how to
tell them, I made a Facebook status that I’ve made like private so only certain
people could see it, so I was like: okay, like for the past year I’ve struggled
with depression. And ah I didn’t get any negative reactions to that post. (…)
Ah yeah, I got positive comments and those like heart reactions.”
Another time Z initiated communication late at night when she felt bad and
needed someone to talk to. She made a story (a post that disappears after 24
hours) with an invitation to dialogue when she confessed how bad she felt. After
that, she received a lot of positive reactions and supportive comments.
The last pattern of behavior on social media identified in this study is selfpresentation. Some of the participants who had used to actively post on social
media continued to do so when they started experiencing symptoms of
depression. However, they did not pursue the goal of raising awareness of
others or encouraging communication with online friends. Their self-presentation
on social media just reflected their current mental condition. For instance, B
(female, 22) noted that at first, she was afraid to publicly share her opinion
because of the fear of being judged. However, over time she learned to be more
accepting of herself and started reposting pictures connected with depression
on her personal page on VKontakte:
“No, I don’t do anything at all, I never posted anything, I have a very, very,
seemingly limited amount of information that I post online, simply because,
like, I'm very afraid to express my opinion. (...) Well, no, now I can repost a
picture related to this topic on my timeline there. Like, well, I’m not hiding, let's
say.”
Her friends do not usually react to these posts as they already know about her
depression. As it comes from her narrative, for B posting things connected with
depression was a part of self-presentation and was not perceived as a call for
help or communication. Another example is the case of AB (female, 23), whose
behavior on social media directly reflected her mental state:
“It’s more like this: I’ am the administrator of a VKontakte community, because
I read a lot, and I have a literary diary online, in which I constantly write quotes,
then during this period I start posting sad pictures with sad music, and publish
quotes from Chekhov there, well, relatively speaking, that life is meaningless,
we will all die, and why everything is the way it is. Well, the message is this. I
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see that they like it a lot less, by the way, than some funny things, and after
some time I stop spreading it, but sometimes I can even lay out a depressive
aesthetic, like bloody tears on the face, or something else in that style. It
happens to me, well, I perceive it as a weakness.”
Interestingly, students from Helsinki did not mention this type of behavior. In
general, they noted that they are not used to sharing private things on their social
media. I suggest that this type of behavior is less common with Finnish
participants. However, it requires further investigation on the specificities of the
online behavior of Finnish students to understand whether this is a cultural
difference or a problem of a small sample.
Undoubtedly, students can express different types of behavior at the same time
and their manner of using social media may also change during the period of
depression. Interestingly, sometimes online social media can be seen as a
burden because of the perceived necessity to maintain the emotional facade that
confronts personal emotional state and is comprehended as a lie to others.
Regarding mobile applications, the results are rather scarce. First, none of the
participants in both countries have used specific mobile apps related to
depression. The majority of Russian students had never heard of such apps
before the interview, and those who had were skeptical about them. A (male,
24) formulated the essence of the critical statements about mobile applications
related to depression:
“Well, it’s like the application there is on Google, on the AppStore or the
Google Play Store, they, well, this is garbage basically, in some sense, there
are basically applications like: “Fart sounds funny.” There is depression, some
kind of depression test will be included in there, and the result of the
depression scale is this, check with your doctor. As I have such a stereotype,
in any case, I would not expect much of them.”
Several informants remembered that they had heard of mobile applications for
people with bipolar disorders – mood diaries. E (female, 19) described her
experience of the usage of such mobile app and underlined that she did it on the
assignment of her psychiatrist:
“I was advised by a psychiatrist to download a mood tracker, so I continuously
put notes on my mood for about a hundred days. And then, yes, then
somehow I somehow got lost, and for the last month I did not make any
entries. (...) Well, I actually did it more for her to show her. Because the
memory, it is very selective, and if you are asked: how did you feel a week
ago? You can say what you feel now, and not what you felt a week ago, simply
because your perception is distorted. And for the most part I showed her this
thing, and plus, when I was taken out of mania back into depression, to see if
I really feel bad, I just started to look, but, as it were, with me, what trend is
emerging. Now, so, well, it was rather not for me, but for her.”
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However, some of the interviewees mentioned using other applications, such as
mood tracking and meditation apps. Notably, students who used them faced
several problems, such as a limited period of their help; lack of adherence and
trust; and high costs. For instance, AF (female, 22) mentioned that such mobile
apps helped her for a short period:
“... for sleep, three applications, in my opinion, there was one for panic
attacks, and the second was simple to fall asleep faster, which is advertised,
which is advertised now. Well, a lot of them actually. Well, they helped me,
for a while, for a short period of time.”
X (female, 24) noted that using a mobile application helped her manage her
depression symptoms only after she went into treatment. She mentioned that
she had trouble using the mobile application for meditation regularly as she did
not believe in its efficacy:
“Well, I’d say right now, my laziness, but right now I understand that it was
some kind of despair, or something, you think: damn it, can this nonsense
really help me, can this nonsense change that I’m a shit person? Well, it will
not change me in any way. Here. And yes, it did not bring reassurance, there
was no instant effect, so I did not believe in them.”
Besides, V (female, 25) claimed that she wanted to start using such mobile
applications, but they all required payment:
“In general, I heard more about applications that help maintain mental health,
a normal state, that is, there are all sorts of meditations, exercises, that's all.
They are all paid! They are all with a paid subscription. I have no money! (...)
I tried, I installed them, more often I tried to install all sorts, yoga, meditation,
that’s all, but they ask me for money, and I delete them.”
About the same frequency of references to mobile applications was found in the
narratives of Finnish informants. The majority of the participants have never
heard about the specific mobile apps for treating depression. However, AH
(female, 24) remembered that she wanted to participate in testing of the mobile
application for depression created in cooperation with the FSHS:
“I heard about this one, a Finnish one, which they are still developing, like, I
heard two years ago. And they had this cooperation with the Student Health
Services, but ah then they like ah they were looking for students who’d like to
test it, but then ah and I ask if I can but then I didn’t because it was for those
who hadn’t had any help before.”
Regarding applications for managing depression symptoms, F (female, 20)
mentioned that she found apps for panic attacks helpful for her:
“I've tried a couple but just for fun. The only ones which worked for me were
made for panic attacks. There were all those listening exercises which can
calm you down. And they really have helped me through the toughest times
because they are so relaxing. ”
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Z (female, 26) stated that a mood tracker was quite helpful for her and she used
it continuously for more than half a year. According to her, observing her mood
helped her to develop self-reflection. In turn, AF (female, 24) also noted that she
used a mobile application for meditation, but could not bring herself to use it
regularly.
These results are important against the background of the growing interest in
mobile applications for health. Solutions for depression are considered to be the
third most promising field for mHealth applications, following diabetes and
obesity (Research to Guidance, 2017). This growing interest from developers
may be explained by the high demand for mental healthcare services and the
presence of a variety of barriers to treatment. However, evidence shows that
now people do not use mobile applications for treating depression. The main
reason for this is lack of trust in mobile applications as a means of treatment and
lack of awareness. Besides, high costs of subscription could also prevent people
from using them. Interestingly, students from Helsinki have participated in online
therapy with the use of mobile applications and characterize their experience
neutrally. As for the Russian students, they often mentioned that they would
have preferred face-to-face conversations rather than with the usage of digital
technologies in any form. Digital technologies for them were sometimes means
of doctor-patient communication, but the therapy always took place in real life.
This may be partly explained by the delay in the development of mHealth
solutions in Russia.
Overall, the results of the study showed that digital technologies have grown to
be part of coping with depression. Usage of digital technologies can have a
rather positive impact: it connects people with similar experiences, distributes
information that was previously available only to medical professionals to
laypeople, provides new ways of treatment, managing symptoms, or tracking.
There is evidence that in recent years power balance in the doctor-patient
relationships has shifted to a more reciprocal model of communication, which
may be perceived as a result of the increased awareness of patients (Väänänen
et al., 2019). Besides, Bessiere, Kiesler, Kraut & Boneva (2008) reported that
different patterns of Internet usage may result in different outcomes on
depression. For example, using the Internet to communicate with friends and
family in the long run may result in the reduction of depressive symptoms.
Interestingly, the connection between particular patterns of the internet use and
depression is moderated by social resources of the respondent: those who
perceived more social support and used the Internet for meeting new people and
talking in online social groups were more likely to have higher depression scores
(Bessiere et al., 2008).
On the other hand, digital technologies may have created new hazards for users.
For instance, there are concerns that increased time spent using technologies,
the whole technological environment, and lack of face-to-face interaction
contributed to the rapid increase in adolescent depression after 2011 (Twenge,
2019). Besides, pathological use of the Internet may contribute to the
development of depression, with women at higher risk of expressing higher rates
of pathological internet use (Maroma et al., 2019). The Internet has provided the
opportunity not only to get new information but to share your own knowledge
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and experience. This led to the appearance of different sources of information
that include professional and lay knowledge. Unfortunately, bloggers and other
influencers, who were often mentioned in the informants’ narratives, are not
responsible for the quality of the information they distribute. The study by
Madathil et al. (2015) on YouTube videos concerning health showed that the
quality of health information provided by official resources is quite high, but other
videos often contain misleading information. In addition, the usage of mobile
technologies for depression may cause the removal of processes of suffering
depression from the area of real social contacts to cyberspace. People are
replacing conversations with relatives, friends, or professionals with the
interactions with smartphones or tablets. This tendency may lead to alienation
of people from each other, which is especially dangerous when it comes to
people suffering from depression (who often noted they struggle to communicate
with others in real life and experience loneliness).
The results of the present study showed that digital technologies have been
extensively used as a source of social support. However, further investigation is
needed to understand to what extent digital technologies provide the alternative
to traditional sources of social support.

2.3.3 Stereotypes and stigma around depression in two different cultural
contexts
Perceptions of depression and corresponding strategies for coping with it are an
important part of the cultural context of suffering from depression. Previously it
was noticed that stereotypes and fear of stigmatization were perceived as
barriers to treatment. In fact, fear of facing stereotypes or stigmatization could
also be a barrier to communication with others. This section takes a look at
stereotypes about depression, which were mentioned by the informants. Here
stereotypes are statements about depression that were assessed as
stereotypical by the informants themselves. Importantly, it was not evaluated
whether these statements correspond to the objective medical knowledge of
depression. Thus, sometimes the informants labeled controversial statements
as stereotypes, or some of them shared perceptions that were evaluated by
others as stereotypical.
Looking at the stereotypes from the subjective perspective of the interviewees
also helps to develop a better understanding of their own perceptions of
depression, as when the informants talked about stereotypes, they defined
concepts of depression that they rejected. Thus, stereotypes here reflect the
subjective opinion of the interviewees rather than objective facts about
depression as a psychiatric disorder.
In both countries, depression in the narratives of informants appeared as
stigmatized and surrounded by stereotypes. In general, the informants in one
way or another touched upon the theme of stigma, described stereotypes that
they faced, and shared their fears of discrimination. Interestingly, the
interviewees from both countries noted that there is a discrepancy between
perceptions of depression among the younger and older generations.
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The central themes of the analysis here were the intertwined ideas of control
over the mental condition and subjective well-being. Both of them placed
depression in the continuum from sadness or laziness to madness but referring
to different values (control and well-being). The theme of control reflected the
perception of personal responsibility for depression and powered stereotypes
about depression itself and the ways of dealing with it. In turn, the theme of wellbeing emerged in statements about the causes of depression and certain ways
of treatment. For instance, external well-being was seen as an obstruction to
depression. The usage of public healthcare services was perceived as
challenging the subjective well-being of a patient. Figure 1 presents the structure
of the thematic network, reflecting the relationships between the central themes
of this section.
Stereotypes on
depression
Image of wellbeing
Control over
mental

Ability to control
->
sadness/lazine

Losing well-being
–> madness

Inability
to
control –
>
madness

Well-being >
sadness/lazi
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g=
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Figure 1. The structure of thematic network on stereotypes about depression

To start with, in the narratives of the Russian informants both themes (control
and well-being) emerged with similar frequency. As it was stated above, both
these themes placed depression in the continuum from sadness or laziness to
madness. Regarding the idea of control, depression was comprehended in these
categories in accordance with the ability to control one’s mental condition. Total
loss of control marked depression as madness, while the perception of
controllability of depression positioned it as temporary sadness or laziness. If
this condition could be controlled, it is not an illness; it is a temporary sadness
or even laziness that should be overcome with the individual’s willpower.
However, if coping with this condition required additional assistance (e.g., the
help of medical professionals or antidepressants) and went out of the control of
the individual, it was comprehended in the framework of madness.
X (female, 24) remembered that she was afraid to tell her mother that she was
diagnosed with depression. At first, her long-standing condition was perceived
by her relatives and friends as temporary sadness, and they advised her informal
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coping mechanisms that she could perform to feel better: go for a walk, buy
herself a dress. However, after X got diagnosed, she decided to tell her mother,
who was mostly afraid of consultations with a psychiatrist and taking
antidepressants:
“Well, and what my mother said, it’s clear that she began to sob, she began
to scream that you are crazy, everything is wrong with you. When she calmed
down, she said: don't you dare to take pills, they’ll make you numb.”
The idea of additional assistance, which is the help of medical professionals and
prescribed medication, was perceived as a sign of madness. The fear of
medication was also connected with the fear of losing control over one’s life,
becoming addicted to it. Similarly, AF (female, 22) mentioned the stereotype that
if the person needed help of a medical professional to treat depression, then
they were mad.
The second group, as it was stated above, referred to stereotypes on depression
as a temporary condition similar to sadness or laziness. It is reflected in the
statements that depression is not an illness and its symptoms should be
suppressed by the individual’s willpower. The inability to cope with depression
by oneself was indicated in the stereotypes on weakness. For instance, R (male,
22) claimed that he had not faced this stereotype in his life, but was sure that it
existed:
“Well, I’m sure that in any case, there are people who believe that a condition
like depression is the lot of the weak, but it basically, maybe someone just
hasn’t come across this. These people may be negative about this...”
Similarly, AF (female, 22) faced misunderstanding from her boyfriend and
remembered similar statements that she marked as stereotypes:
“Well, my boyfriend said: ‘Why can't you handle it yourself, why can't you pull
yourself together, why?’ And it, too, was incomprehensible to him because of
his ignorance, from which he began to tell me: ‘I invest so much in you,
constantly’. And so it began... I also felt some kind of guilt, now the feeling of
guilt was somehow incomprehensible, that I let him down, somehow, I don’t
know. (...) Plus, as it were, here in Russia they don’t consider depression to
be a disease, it’s like not a disease: ‘You have depression, so what? Half of
Russia has depression. And do you see how others live? Much worse than
you!’ And then went on and on. I just heard a lot of prejudices, they were not
connected, they were not addressed to me, but I just heard them.”
X (female, 24) stated that people in Russia did not perceive depression as a
serious disorder. She mentioned that it is widely used in everyday
communication to mark sadness. In turn, the term “psychiatric disorder” referred
to dangerous conditions, bordering on madness:
“In Russia, specifically, the word ‘depression’ is almost equal to the word
‘sadness’, that is, it is raining – oh I'm depressed, I don’t want to go out. The
severity of a state of depression is... There is no severity of a state of
depression, this is one big stereotype. Well, in principle, it is understood that
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there are no mental diseases, and if they do exist, then it’s schizophrenia, or,
or I don’t know, acute psychosis or something else that was used in the Soviet
punitive psychiatry for intimidation. Now, so the most important stereotype is
that there is no depression.”
Interestingly, X considered this stereotypical understanding of depression to be
a cultural product of the Russian society and contrasted her experience with the
experience of her friends from the USA.
Another informant, AE (female, 18) mentioned that depression was, by external
signs, similar to laziness or procrastination. Her depression was misrecognized
as laziness by her mother. And she also started to blame herself for it:
“Well, depression is very similar to procrastination and this is one of those
things that you start to blame yourself. Mom naturally came up once a day
with encouraging phrases: ‘Get together, pull yourself together, you have to
work tomorrow. Suck it up and go’.”
This dichotomy between control over the mental condition and loss of it was well
spotted by A (male, 24). He claimed that people who comprehend depression in
a stereotypical way did not perceive it as an illness, and it was often present in
the older generation. As an example, he referred to his parents, who, according
to his words, were unable to understand depression as an illness that is beyond
one’s control:
“But people don’t understand this at all, they think that this is something in the
head, and if in the head it means you have a priori control over it… It’s as if
you are not at all crazy, you should be able to control some things there.
That’s either you’re sick, then you should be isolated, there’s nothing else we
can do with you. Or you are healthy, then you just don’t want to do anything.
Any borderline situations in most of their heads do not exist, even my parents,
the most tolerant people. Here they are sincerely trying to be tolerant. (...)
[But] they don’t understand this, they want to, they would be glad to
understand it, but they don’t understand, at the level of understanding, at the
level of feeling, they don’t have such an understanding.”
Interestingly, A recognized this stereotype of control over emotions not only in
older people but also in peers. He referred to the modern “culture of success”,
that is based on the assumptions of the constant achievements and control over
every sphere of everyday life:
“They impose that: ‘Now, everything is in our hands, we can do everything,
others are there from the outside, and that’s how you think is how you live’.
This is the idea of absolute control over emotions, over what is in your head.
That is, it would never occur to anyone to say: ‘Here you are, if you really want
to, your leg will grow back out’, but no one sees that it’s bad to say: ‘If you
really want, you’ll make your depression go away’. Because depression, it is
not visible, it is not obvious, it is a very subtle deviation. This is a very subtle
deviation and creates the illusion that a person can control it.”
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The theme of control over one’s mental condition included recommendations on
the ways of coping with depression, which are informal in nature. Such
statements were mentioned in the narratives that fit into the psychological or
biomedical models, as far as informal coping, in general, was widely present in
the narratives of the social model. Thus, informal coping was perceived as
stereotypical by those who had chosen the strategy of resorting to formal
institutions. Such stereotypical recommendations implied that no additional
assistance was needed and disapproved of coping with depression with the
assistance of medical professionals or medications as redundant and farfetched. For instance, V (female, 25) mentioned that one of her friends thought
that her depression would be solved if she started a new relationship:
“[It doesn’t work like that] I just stood up and decided that I wasn’t sad. I just
decided that everything was fine with you. It doesn’t work that way. To which,
as it were, my conservative best friend always answered that: ‘Yes, just find
a boyfriend and everything will be fine’. I am like: ‘Goodbye, all this cannot be
fixed that way’. And such things were really annoying me, so I didn’t see any
reason to talk about it.”
Thus, starting a new relationship was one of the most commonly named
stereotypical ways of coping with depression. Besides, R (male, 22) indicated
the stereotype of treating depression with alcohol and cigarettes that was
represented in the mass culture.
Another theme that emerged in the narratives of the informants concerning
stereotypes was the image of well-being. The image of well-being was often
seen as an obstacle to recognizing depression in others. In turn, losing the image
of well-being was associated with being perceived as mad.
On the one hand, some of the informants themselves shared the idea that certain
ways of treatment challenge one’s personal image of well-being. For instance,
H (female, 22) mentioned that she could not tell her friends that she was going
to public healthcare services as it would challenge her image of a well-to-do
person:
“And I probably didn’t say that it was in the PND, because it seemed to me
that... Well, they live better than me, and it seemed to me that if they found
out that I went to a public hospital, it immediately causes stigma. Like it’s
getting worse for myself that I cannot afford a normal psychiatrist to go to a
psychologist to discuss my problems. Because going to a psychologist to
discuss problems is normal, and going to a PND is fucked up, you’re probably
already some kind of crazy, really very crazy, well, yes, it’s some kind of such
big trouble.”
Besides, H stated that admission to a public psychiatric hospital would make
others perceive her as mad and disadvantaged. Despite recognizing this as a
stereotype, she made up another explanation of her absence at the university.
On the other hand, external well-being was often seen as an obstacle to view a
person suffering from depression. For example, W (female, 23) shared that her
grandmother had claimed that her depression was far-fetched as far as
everything in her life was going well:
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“Well, I once read my poetry to her, she was terrified. Like, [name], you
shouldn’t have any problems whatsoever, like, what do you have, you live,
you have everything, everything is fine. Why would it be at all, it's all farfetched. (...) Well, and the rest, yes, it was that you had to get married,
something else, you will give birth to children, you won’t be there anymore,
worry about it. Well yes, okay, yes, grandmother.”
Besides, the informants noted that depression was sometimes seen as a
consequence of a careless life. AC (male, 28) indicated that one of the most
common stereotypes in Russia was that depression could be treated with
returning to the daily routine and that a busy working person did not have time
to suffer from depression:
“Well, the main stereotype, at least in Russia, is that this is nonsense, that
there is no depression, that there is simply... That you throw a tantrum, that
you have to go to work at the plant or factory and everything will pass.”
Another stereotype that was mentioned by the Russian informants presupposed
that such mental condition as depression might manifest itself in certain ways,
meaning that depression is an antonym to well-being. For example, a person
who is suffering depression should be dressed in dark colors, always sad or
crying. If the person did not match this ready-made image of a depressed
individual, then he or she was hardly recognized as suffering from depression.
It was perceived that person who appeared as prosperous (e.g., did not cry in
public, chose bright colors, or smiled) could not suffer from depression. For
instance, V (female, 25) said that she did not usually use the word “depression”
in talks with her friends as they started to doubt her words:
“That is, if I say that I am depressed, others are: yes, you are sitting and
smiling, everything is fine, nothing is happening. And due to the fact that such
a reaction occurs, I usually don’t talk about depression, directly, with that
word. But I ... But at the same time, I describe all the things that accompany
the depression, such as panic attacks, apathy, tantrums, a feeling of
hopelessness, loneliness, that’s all I calmly say. And people, when they hear
all of that separately, they are: ‘Yes, yes, this is very serious, yes’. I do not
want to spoil this reaction with the word ‘depression’, so that they are: ‘Ah,
well no, no, not depression’. (...) That is, relatively speaking, the stereotype
of a depressed person is, apparently, some kind of person on the verge of
suicide, who is straightforward, I don’t know everything, they’re about to hang
themselves. Moreover, the fact that there is depression, when a person
laughs, rejoices, smiles, and dies inside, it is as if no one is in the know.”
Similarly, D (female, 23) also faced misunderstanding from her friends who did
not believe that she was suffering from depression because she was behaving
as usual, in a friendly and funny way:
“And it just happened that, well, after some time I, in a very, very close
communication, I said that, like I told my close friends that it’s so and so, look,
the doctor diagnosed me with depression. Well, they did not believe it. They
said: ‘You don’t have it, what kind of nonsense is that?’ (...) Well, they just
have a stereotype in their head that a depressed person looks exactly like
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this, there, somehow, they have one image and that’s all. (...) I did not ask
them how a person in depression should look like, by the way. But apparently,
in their opinion, he should just lie in bed and not be able to get up. Or whining
constantly.”
The presence of a strong image of a depressed person made depression tightly
connected with the style of life. Several informants mentioned that depression
could be perceived as a fashionable style of life by people without mental health
problems, who used the word ‘depression’ and act like a depressed person to
draw the attention of others or stand out from the crowd. For instance, AB
(female, 23) described stereotypes on depression as the aestheticization of this
condition as dark and gloom or gothic:
“Well, stereotypes about depression, I think that these are all sorts of gloomy
online communities with such semi-Gothic symbols, where there are some
girls in the style, there are either incomprehensible nymphets, or vice versa,
sad young ladies, there, anorexic women cutting their veins. This, on the one
hand, is aestheticized, and many teenagers get hooked on that. (...) But many
people really like this way of life, it seems to them that they are somewhat
refined, they have a fine mental organization, and they, well, I see just such
teenagers, it’s like a lifestyle for them. They like all this aesthetics, symbolism,
and dualism around depression, and you won’t get them out of there...”
D (female, 23) mentioned that she did not want to tell others that she was
suffering depression because she was afraid that her behavior would be
perceived as attention-seeking:
“Well, because I know how people relate to this right now, because a lot of
people right now come and say: ‘I had depression today, there, I had it for a
day’. I also have a lot of colleagues at work, girls who are also depressed,
they prescribed some pills for themselves, they say: ‘I have depression, I take
antidepressants’. Exactly. And everyone is biased somehow already refer to
this. And I, as it were, I did not want to be among such people.”
In turn, S (female, 22) also noticed the tendency of some people to attribute
different diagnoses, including depression, to their mental condition:
“... I observe that there is some kind of trend, people diagnosed themselves
with depression, although people, well, these are people who love life and
themselves. But this is not about depression. In depression, you like these
two things the least. For me, it directly disgusts me when people who are far
from it, who are sad a couple of times a week and they are depressed, talk
about it. No. In my group of friends, my current boyfriend has a friend who
goes to a psychologist. Well, it's just what is called, as one of the characters
of the series ‘Clinic’ used to say: those who have fewer problems than money
go to a psychologist... More money than problems. Well, this is about him, he,
too, cannot be called either depressive, or depression is not about him, he
just walks around, makes up diagnoses for himself.”
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The image of well-being was often closely connected with age. Some of the
informants faced the assumption that young people could not suffer from
depression as they did not have any adverse experience in their lives. This
stereotypical assumption associated young age with insouciance, absence of
life experience, and serious trouble. V (female, 25) faced these stereotypes from
her friends:
“I don’t know, apparently the depression can only be, I don’t know, people
who came from the war, who are 80, who all remember it, although even they
most likely do not have it according to your criteria. Well, that is, I don’t
understand who... That is, apparently, there is some kind of shield, but you
only lived a little, you have not seen anything. How do you know what I have
seen there, what I haven’t? You are strange people!”
Similarly, U (female, 21) mentioned that this stereotype was especially prevalent
in the older generation. She said that her mother still could not accept that she
suffered depression and marked her experience as an awkward age (puberty):
“Well, in general, I think that the older generation has basically formed this...
When you say ‘depression’, they trigger so badly, as if you have no right to
feel something, they probably think that it’s irresponsible of you, because you
have to do something important, useful, and you got this nervous. (...) What
is this, like, stupid childish behavior, something like that. Or like my parents,
my mother says, like, still an awkward age. Well, like, when you don’t want to
take something, you’d better think that this is a transitional age, it will pass,
but no matter how.”
In addition, G (female, 28) mentioned that her relatives could not understand
that she suffered from depression. They were focused on her studying and
refused to comprehend her faults as a result of her mental condition. For them,
depression was not an illness, it was a consequence of idleness:
“And now I think that this stigma towards depression, actually, is not a
disease, yes, that it’s just some kind of idleness, that’s it, youth, they’ll come
up with their own minds, unlike before, when people were toiling in the field,
no one had any depression.”
The Finnish informants also faced statements that they marked as stereotypical,
though they were present in their narratives to a lesser extent. However,
interesting cultural differences were observed. To start with, Finnish students
often mentioned that they themselves did not face any stereotypes on
depression and that in general the level of mental health literacy of the Finnish
population was steadily increasing in recent years. It is also important to note
that Finnish students did not mention stereotypes that linked depression and
madness. I suggest that this is a consequence of reduced stigma around mental
health that was referred to by Finnish informants. Thus, in their narratives, there
were stereotypes that claimed that depression was not an illness, it was rather
laziness or weakness. Besides, the Finnish interviewees did not mention
stereotypes connected with age.
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First of all, the theme of control emerged in the stereotypes that marked
depression as laziness. For instance, K (female, 24) indicated that she was
blaming herself for depression, as it could be controlled by her will. She also
claimed that her parents had difficulty recognizing her condition as an illness and
not laziness. K explains it with generational differences:
“Um, yeah, and also that was again the feeling of being lazy, that you know
like that this is just my fault if I were just able to get up earlier, you know, I
have a proper routine of working from 9 to 5 and my problems will be solved,
and… (…) And I’d say that the others maybe thought that it was laziness or
something. (…) Well, I feel like they also do have the stereotype like not
recognizing that, it’s not laziness… (…) So there, back there, is probably more
kind of black and white, than I feel in my generation.”
Besides, K brought up an interesting comparison. She said that the stigma
around depression, which is powered by stereotypes of control over the mental
condition, was similar to the stigma around poor people. To summarize, K meant
that the stigma emerged because depressed people are perceived as not
helping themselves, not having control over their lives. According to K, these
stereotypes are shared by young people. So one of the ways to avoid this stigma
was, interestingly, seeking help in healthcare institutions:
“Whereas my generation, I think depression, there’s this stigma, I think kind
of laziness, that you’re not helping yourself thing (…) That is perceived as
laziness, and it’s often recognized that a person is depressed, and that’s why
they aren’t doing things… I guess it’s… it feels like it’s frustrating for all of
people who haven’t gone through it or don’t know about it much to kind of…
They can see so many things that the person could do to help themselves,
but they’re not doing it, and kinda feeling like they’re not helping themselves.
(…) And again here I feel like the fact that I’m taking care of it, like I’m going
to therapy, something like that, then I don’t have the stigma anymore.”
Similarly, Z (female, 26) did not remember any situation when she had faced
stereotypes of depression. However, she admitted that she saw a lot of
impersonalized statements online about depression and people who were
suffering from it:
“Not like directly said to me. I don’t think, at least I don’t recall any, any
occasion. But of course I, I am online, like I see the comments like: oh
depressed people are just lazy, they should just... get a hold of themselves,
you know, go out and exercise, eat well, and that’ll fix everything.”
N (female, 31) reported that her mother perceived her condition as laziness and
did not take it seriously. For instance, her mother did not understand the
necessity of medical treatment. Besides, she mentioned online comments that
also made her feel like she was responsible for her laziness and should have
stopped it:
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“My mom for example doesn’t understand depression at all. She seems to
think that I’m just lazy and unstable. Also, a lot of anonymous people on the
Internet seem to think that there is no such thing as ‘depression’, but it’s just
laziness. And sometimes it also makes me think, what if I’m just lazy, and
what if I could do everything I want, if I just tried. But then again, if I try too
hard to keep up, for example in study schedule, it makes me just more
depressed and apathetic.”
In turn, M (female, 26) stated that her parents did not realize the severity of her
condition and treated it as it was something that she could control with her will:
“But I guess that they didn't realize how serious, how serious it was. So they
never told me to seek help, for example. They thought that I could just stop it
if I wanted to. (…) Yeah, as if it’s something you can control and do out of
your free will, and that’s of course, not true.”
Besides, M also mentioned that, despite increasing mental health awareness,
there is a stereotype that depression is a weakness:
“I guess it's also something to do with the local mindset, it’s like... I guess it's
considered a sign of weakness, you know, if you don't survive on your own,
then you’re nobody.”
The theme of well-being also emerged in the stereotypes that were mentioned
by the informants. However, it was less often connected with age but was much
more frequently associated with achievements (e.g., academic or work
performance) and public image. For instance, K (female, 24) mentioned that
several times she faced underestimation of her condition because she was
performing well. She referred to it as a global problem of the Finnish society that
was often unable to recognize depression until it got worse:
“…as long as you’re able to achieve, achieve, achieve, people will say like:
oh, you must be fine. (…) If you are performing well, in terms of grades or
being able to go to work and pay your bills, then you can’t be doing that badly,
and hence we don’t give you care we don’t give you these resources. So it’s
kind of waiting for the situation to get really bad, which is so stupid, because
then you had more funds and time for everything.”
Similarly, AA (female, 26) stated that some people could not believe that she
was suffering depression because she was active and performed in public. She
claimed that there was a stereotype on how people in “real” depression should
look like and behave, which is connected with their daily performance:
“I think it’s still like a lot of things like the constant sadness. I think it’s one
thing. A lot of people can’t believe that I’m depressed because I have a public
profession and I talk and do all these kind of things. I think that stereotype of
someone just lying in bed at home, not showering, just covered in, I don’t
know, take-away boxes or something like that. That they are not functioning,
that people, and that person with depression can’t go to work. (…) That I think
is a quite, still quite strong stereotype.”
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Thus, this section revealed the main stereotypes that were mentioned by the
students. It is important to note that all of the discussed statements here were
marked as stereotypes by the participants themselves. To sum up, it was found
that all the variety of stereotypes on depression are powered by two intertwined
ideas: control over the mental condition and the image of well-being. In both
these themes, individual depression experience was comprehended in the
categories of sadness, laziness or weakness, and madness. The first category
implies the understanding of the depression experience in the categories of
norm or extensions of normal feelings, and the second category conceptualized
depression as a severe pathology.
One of the interesting observations here is that the mentioned stereotypes
referred to the values of the modern individualistic society – control (connected
with independence) and well-being. Ehrenberg (2016) considered depression to
be a product of the individualistic society, a result of the shift in values towards
individualism and autonomy. Thus, stereotypes regarding depression explained
it with a mismatch to these new priorities and required ways of treatment
corresponding to modern values (e.g., treatment without any assistance). In turn,
well-being as a measure of life completion becomes the new dimension for
inequality (Ivanov, 2019). As was shown before, the loss of the image of wellbeing was associated with being perceived as mad and with the anticipated loss
of the status. Besides, stereotypes regarding depression reflected the conflict of
generations, with the informants from both countries noticing that older people
often shared more stereotypical understandings of depression. Often the
interviewees mentioned that their relatives could not accept that depression was
an illness and not sadness or laziness, perceived as intrinsic to young people.
Concerning the idea of control, the informants in the majority of cases tried to
relieve the responsibility for their depression and saw different causes of their
condition, which were described in the previous section. For instance, in the
case of the biomedical model people blamed their body (genetics, brain
malfunctions, etc.) for depression, while in the psychological model child
traumas or peculiarities of upbringing carried this responsibility. Similarly, in the
social model depression was blamed on specific events. The traditionalist model
of depression is the exception here: it is the only model that made the individual
himself or herself responsible for suffering from depression (viewing depression
as a sin of despondency, divine punishment, or over-thinking of secular
problems). Hence, the informants considered depression to be something out of
their control. Often (in the case of biomedical and psychological models) they
perceived themselves to be in need of additional assistance to cope with
depression (the assistance of medical professionals, antidepressants,
psychological techniques, etc.). At the same time, public opinion (which in this
case is coming from relatives or friends) tended to blame informants for suffering
from depression, returning the focus of responsibility to the depressed
individuals themselves. Thus, the informants characterized statements that
blamed themselves for their depression as stereotypical (i.e., wrong).
Interestingly, Finnish students named fewer stereotypes and indicated that in
recent years the situation with the stigma around depression had improved.
They often compared depression with other mental health disorders and stated
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that it had the least stigma of all. This is consistent with recent studies on the
Finnish population (Väänänen et al., 2019). Besides, stereotypes mentioned by
the students from Helsinki were not connected with age, as it was in the Russian
case. However, students from both countries agreed that they could not openly
speak about their depression and should choose the right place and time. For
example, most of them would not speak of depression at work and were afraid
that depression would affect their future employment.
Some of the stereotypes were already studied in previous research. The idea of
control over the illness was also found in the study on stereotypes by Monteith
and Pettit (2011) who argued that depression was perceived as more
controllable than physical illness. However, the analysis in the presented study
showed that students did not report being perceived as dangerous or violent.
This contradicts the previous findings that suggested that people with
depression were viewed as more dangerous than people without mental illness
(Phelan & Basow, 2007).

2.3.4 Summary
The aim of this section was to describe the context of suffering from depression
in two different countries. The study is based on the assumption that strategies
for coping with depression are products of the given socio-cultural context.
Thereby, it is important to explore how the context is perceived by people with
depression, how it shaped their perceptions, and what opportunities it gave to
them. At the beginning of the study, based on the literature review and theory, I
defined three aspects of socio-cultural context that could have influenced the
production of models of depression. These three aspects were barriers to
treatment; digital technologies; and stereotypes about depression. In the course
of analysis, it turned out that the initial suggestion was correct and these three
aspects of context differ across countries. To some extent, these differences
contribute to the emergence of different models of depression and, hence, to the
strategies for coping with depression.
The study showed that many of the Russian informants did not seek help from
informal healthcare institutions. Further investigation into the socio-cultural
context of each country revealed that Russian interviewees indicated more
barriers to treatment. In particular, they had less trust in the mental healthcare
system in general and lacked knowledge about public mental health services.
Besides, they also reported facing more stereotypes regarding depression,
some of them connected with age. These observations contribute to the
explanation of the emergence of two additional strategies for coping with
depression: independent coping and resorting to informal care institutions.
Contrarily, Finnish students reported fewer stereotypes and barriers to
treatment. Notably, all of them went into medical treatment despite the
mentioned preference towards self-reliance. This could be partly explained by
the higher level of mental health literacy and easier access to mental health
services. High costs of the private mental healthcare services were mentioned
by the informants from both countries, but in Finland, they were compensated
by the KELA funding.
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Overall, this section presented a brief overview of the context of suffering from
depression from the subjective perspective of the informants. According to it, the
Finnish socio-cultural context appears as having more opportunities and fewer
barriers for people with depression. As for the Russian case, it was characterized
by the informants in more negative categories, as having more barriers to helpseeking and stereotypes about depression. Notably, they often referred to the
Western countries as a benchmark for comparison of the experience of people
with depression.
My choice of research tools to investigate the role of gender in experiences of
female surgeons and male nurses was guided equally by two factors. Firstly, I
needed to not only look into topics that were explored before and are traditionally
associated with professional experiences of these groups but also try to discover
new narratives that might have emerged in specific UK or Irish contexts and
might have been overlooked before. Besides, even when investigating wellresearched themes, my goal was to capture a detailed picture of people’s
experiences, to include its micro-level, its every-day manifestations, to give
colour and voice to the researched problems. The second factor was driven by
the theoretical approach of this research, as it uses the integrative paradigm that
views gender as a social structure. Such theoretical model presupposes that
people have their gendered selves and they do gender in accordance with
certain rules that are not static and shaped by a multitude of different factors. To
understand different dimensions of gender functioning as a structure a close-up
approach was required.
Thus, I have chosen to conduct semi-structured in-depth individual Skype
interviews with female surgeons and male nurses from the UK and the Republic
of Ireland. The interview guide was created based on the previous findings in
the field and initially consisted of three thematic blocks: education path, career
path and relationship with colleagues, superiors, patients and “outsiders”
(Appendix A). It included filter questions to understand what kind of experiences
the participants had followed up by open-end questions to allow them to
elaborate on topics they were asked about. Besides, at the beginning of each
block participants were asked broad, descriptive questions, for example, “How
would you describe your educational experience?” to allow them to outline topics
that they considered important. The interview guide was similar for female
surgeons and male nurses.
For this study I used purposive sampling with such criterion for women surgeons
as being a female medical student or qualified doctor with some surgical
rotations experience and aspiration to become a surgeon; OR being a surgical
trainee; OR being a consultant; OR being retired after a career in surgery. For
male nurses, the criterion was being a nurse student; OR being a registered
nurse; OR being retired after a career in nursing. The universal criterion was that
participants must have had the relevant experiences in the UK or/and the
Republic of Ireland.
Due to lack of access to the field and gatekeepers, I used social media to recruit
interviewees. As a first step, I placed a call for participants on my personal
Facebook and Twitter pages. The call briefly described the goal of my research
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and the criteria under which I was selecting participants. Two visual posters were
attached to the publication. The Facebook publication was reposted six times
and collected several comments, however, it did not seem to reach the target
audience. The publication on Twitter brought more success – it was reposted
nineteen times by different medical specialists including female surgeons and
male nurses. Several people from the target group commented under the
publication and offered their help either by participating or by tagging someone
who might have been interested in participation. Besides, the call for
participation was sent to two open and one private group of surgeons on
Facebook that allowed publications by users. Two professional communities of
female surgeons – SheMD and RCSI Association of Women Surgeons – were
contacted with a request to place the call for participants on their pages, with the
latter agreeing to help and posting the visual poster. One personal contact with
a male nurse in Ireland was also used which led to a wide reach to this
professional group as he posted the call for participation in a private support
group for Irish nurses on Facebook.
The second step of recruitment included contacting potential participants on
Twitter. I analysed Twitter accounts of subscribers of various professional
communities which resulted in contacting 27 female surgeons and 47 male
nurses. In general, I felt a positive response from people whom I was trying to
recruit for the research: they were easily approached and interested in
participation, women surgeons being especially eager to help.
Those who responded to my message and agreed to participate and those who
approached me themselves were sent Information Sheets (Appendix C) and
Consent Forms (Appendix B) which they were asked to sign. These Information
Sheets described the research in more details and informed the participants that
all information they share will be anonymised and kept confidential. By signing
the Consent Form, they demonstrated their consent to participate. During the
interview the amount of collected personal information was reduced to a
minimum in order to increase the level of trust between interviewer and
interviewee and create the feeling that they can confide in the researcher without
any repercussions. Thus, only the name, the position in the hospital, the level of
training and specialisation were asked.
In total, 8 women surgeons (six from the UK and two from the Republic of
Ireland) and 7 men nurses (three from the UK and five from the Republic of
Ireland) were interviewed. High diversity of participants was reached in terms of
their level of training and specialisations. Regarding empirical data about female
surgeons from the UK and male nurses from Ireland, this number of interviews
was determined by reaching the point of saturation, whilst in case of female
surgeons from Ireland and male nurses from the UK additional material was not
obtained due to COVID-19 outbreak and time restraints that medical workers
faced because of it.
After the first interview with a female surgeon the interview guide was modified:
questions regarding stereotypes about the profession were added to form an
additional, fourth, thematic block. Also, because of the flexibility of the method,
some questions varied from one interview to another, some parts were omitted
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and others were investigated in more detail. For example, a doctor who had just
applied for surgical training was asked various questions about the recruitment
process, about her emotions and perceptions with regard to the selection
process. However, no questions about promotion or changing jobs were asked
as it would not have been relevant to her experiences.
Due to limited resources, the interviews were conducted via Skype, some of
them with video communication and some with audio communication only.
Although usage of telecommunication technologies does present certain issues
for the researcher (e.g. technical issues, not clear non-verbal communication),
ability to participate from any convenient place and at any convenient time was
a significant advantage for the participants, especially considering tight
schedules of medical workers.
On average one interview lasted 30 minutes, with the shortest being 15 minutes
and the longest – 50 minutes. Overall, participants were open to the interviewer
and shared their experiences willingly, sometimes even confiding private and
tragic facts about their lives or views they might have perceived could be
negatively judged. My disposition as a researcher included being a woman and
being a young social sciences student, which seemed to be an advantage as it
was probably easier for women to talk about gender-specific issues with
someone who might have also encountered them and for men – to not stay on
guard of their masculinity which might have been the case if the researcher was
a man.
All the conducted interviews were recorded (with consent from the participants),
transcribed verbatim and pseudonymised. The pseudonyms are presented in
the Appendix D. The logic of pseudonymisation was to include the abbreviation
of the profession (SG for surgeons, NS for nurses), informants’ level of career
advancement (student, recently qualified nurse, consultant, etc.), and the
country for which most of their experiences are valid.
Further, transcripts were thematically coded, codes arising from both theoretical
background of the study and narratives of the informants. Afterwards, codes’
consistency across all fifteen interviews was checked, and codes were grouped
in categories and subcategories, establishing the connections between the
codes. The most indicative quotes were outlined for further illustration of the
analysis. Based on the created code system, analysis was conducted.
The analysis of the empirical data is organised, firstly, by the gender groups
(female surgeons and male nurses) and, secondly, by the structure of the
interviews. As well as the interview guide it consists of three major topics:
education and work experience, relationship with patients, colleagues,
superiors, and “outsiders”, and reflection on the stereotypes about the
profession. Although these are the three different focal points of the research, it
is important to analyse them altogether as they are characterised by strong
connection and interdependence and sometimes are inseparable from each
other. Besides, other topics such as, for example, maternity or sexual orientation
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are included in the analysis, as they rose from the narratives of the informants
and thus were marked as important to the discussed problems. Where possible,
the comparison between men’s and women’s experiences is made.
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3. Conclusion
The aim of the presented study was to identify strategies for coping with
depression among students from Saint Petersburg and Helsinki. To fulfill this
goal, 36 semi-structured interviews were conducted with students from different
universities located in the given cities. The data were analyzed with the use of
thematic analysis and processed in NVivo software.
The analysis revealed three strategies for coping with depression: help-seeking
in formal institutions; independent coping; and help-seeking in informal
institutions. Under these strategies, we have found models of depression –
perceptions of depression as an experience, including its causes and features
or symptoms that were used by the informants for the explanation of their
experience. In turn, these models are treated as social constructs; therefore they
were produced by the socio-cultural context. The classification of the models is
based on the subjective perception of the informant about the cause of his or
her depression.
The biomedical model of depression reflects the understanding of depression as
a psychiatric disorder, a pathology that is comprehended in the framework of
medical categories. The causes of depression in the biomedical model were
dysfunctions of the body (e.g., imbalance in brain chemicals or hormonal
imbalance) or genetics. The psychological model presupposes that depression
is a disorder of the informant’s psyche. Often the interviewees looked for the
explanation for their depression in their childhood, features of upbringing, or their
present complexes and problems with self-esteem. The social model reflected
the conception of depression as a normal reaction to external stress, an
extension of normal feelings. The causes of depression in this model lie in the
social environment of the interviewee: his or her relationships with others,
studying, and so on. The traditionalist model here implies a variety of
conceptions of depression that are based on traditional beliefs and perceptions.
In this study, the traditionalist view of depression as a result of overthinking of
worldly worries and sin of despondency in the frameworks of Ayurveda and
Orthodoxy.
Different models of depression are aligned with corresponding strategies for
coping with it. Biomedical and psychological models explained help-seeking in
formal healthcare institutions. Thereby, the students claimed the necessity of
going under medical treatment, whether it is psychotherapy or medication
treatment. The social model presupposes independent coping, overcoming
depression with the help of a variety of informal coping mechanisms based on
the habitual for the informants’ ways of dealing with stress. Finally, the
traditionalist model implies referring to informal healthcare institutions (in this
study – Vedic medicine, church, or parapsychology).
The results of the analysis showed that these models appeared in Finland and
Russia with different frequencies. Indeed, in Finland, only biomedical and
psychological models were present, while the Russian context gave rise to all
four models of depression. Hence, all of the informants from Helsinki applied to
the formal institutions of healthcare to treat their depression. Contrarily, many of
the Russian informants showed strong self-reliance and tried to overcome
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depression independently. Some of them developed another strategy for coping
with depression as a response to the features of the context in which they were
raised and resorted to informal healthcare institutions. It is also important to note
that going under medical treatment contributed to the reinforcement of the
biomedical or psychological models (dependent on the way of treatment). This
again confirmed the assumption that the context produced the conceptions of
depression and the perceptions of appropriate dealing with it.
The emergence of the observed models of depression could be explained with
the particular features of the context. This study was focused on three aspects
of the socio-cultural context: barriers to treatment, stereotypes about
depression, and digital technologies. Perceived barriers to treatment influenced
the subjectively defined opportunity to seek help in the formal institutions of
mental healthcare. We identified three major themes regarding barriers to
treatment: self-reliance; lack of accessibility of mental healthcare services; and
lack of trust in the mental healthcare system. Stereotypes about depression
were extracted from the participants’ narratives and divided into two groups
reflecting the major theme that united them: the theme of control over one’s
mental condition and theme of the image of well-being. In the statements that
participants defined as stereotypical depression was comprehended in the
categories of madness (untreated pathology) or sadness/laziness (a temporary
condition in the framework of normal state). Finally, the influence of digital
technologies was predicted by the theory (Castells, 2004; Katz et al., 2004). The
results of the analysis showed that digital technologies have three functions in
the course of coping with depression: information seeking; providing social
support; and symptoms tracking and management.
Based on the informants’ narratives, the Russian socio-cultural context could be
characterized as less friendly to people with depression. For instance, they
named more barriers to treatment and stereotypes about depression than
participants from Helsinki. Notably, the stereotypes that participants from Russia
have faced were often connected with their age. Thereby public opinion
manifested in the words of relatives, friends, and acquaintances, denied the right
of the young people to experience depression. Besides, barriers to treatment
were more pronounced in the narratives of the informants from Russia. The lack
of accessibility of mental healthcare services manifested itself in the financial
and transport costs against the background of the lack of trust to the mental
healthcare system in general. At the same time, everyday usage of digital
technologies is very widespread among Russian students. The Internet provides
its users with easy access to health information of any kind, and in the situation
of lack of accessibility and trust to formal healthcare institutions contributes to
the emergence of independent coping and resorting to informal healthcare
institutions as strategies for coping with depression. For example, it provides
medical information about depression and other mental disorders and thereby
became a source for self-diagnosis. Connecting people with the same
experience with each other, digital technologies shift social support to online
communication, providing a safe de-personalized space for discussing sensitive
issues. Having such a safe space for self-diagnosis or social support makes
seeking help in the real-world unappealing, as it is believed to be full of
stereotypes and unfriendly to those with depression. In all fairness, formal
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healthcare institutions (in particular – private mental healthcare services) also
have recognized new opportunities and started entering the cyberspace to reach
a new audience. For instance, several informants from Russia reported
communicating with their doctors via messengers or considering usage of digital
technologies in treatment (e.g., Skype sessions with a psychotherapist).
However, by this moment their influence is still rather small.
Juxtaposing these insights with the Finnish case, I could conclude that the
Finnish socio-cultural context was characterized by the informants as more
friendly to people with depression. The informants repeatedly noted that there
was less stigmatization around depression than in the previous years, and the
mental health literacy of people, in general, has increased. The participants from
Helsinki compared depression with other mental health disorders and concluded
that it was much more common and well-known. They also named fewer
stereotypes about depression than students from Saint Petersburg. Besides, the
lack of accessibility of mental healthcare services was partly compensated by
the KELA funding that provided students from Helsinki with the opportunity to
receive partly paid treatment for three years. Finally, formal healthcare
institutions (including NGOs) have been better represented in the cyberspace
and filled it with medical information on different mental disorders (including
depression) and information on mental healthcare services available to students.
Overall, a more positive context of suffering from depression contributed to the
development of a single strategy for coping with depression, namely resorting to
formal institutions. However, we cannot rule out existence of other strategies for
coping also among Finnish students, as they might not have been reflected in
the present study due to several limitations.
The first limitation of the study is using a foreign language in the interview with
the Finnish informants. Some of the students whom I interviewed struggled with
speaking English and were not as open as they probably would have been if
they had spoken their native language. Besides, the language of the interview
might have deterred students who did not speak fluently and resulted in a smaller
number of participants. This barrier, as soon as it was discovered, was
compensated with an additional method of data collection – a collection of
written narratives. However, it led to a significant reduction of the interview
guide. Nevertheless, it allowed me to attract more participants to share their
experiences of depression with me.
The second limitation is connected to being a foreign researcher. I suggest that
foreigners in principle inspire less trust than local researchers. I faced the
challenge of enhancing my own research position in the field, deciding whether
to articulate my cultural otherness or try to hide it. Apparently, it seemed more
beneficial and natural to speak from the position of an exchange student from
another country, as far as in the situation of speaking a foreign language cultural
otherness could hardly be hidden. Thus, I tried to speak from the common
ground of a student, though with another cultural background.
Besides, in Finland, I managed to interview only people with a formally confirmed
diagnosis of depression. Informants with other experiences never responded to
the call to the interview, although I stated in the text of the invitation that a
diagnosis was not a mandatory criterion. Some of the informants from Helsinki
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mentioned that their friends had tried to get diagnosed (not particularly with
depression) but were rejected by the medical professionals. I suggest that before
the medically confirmed diagnosis students from Finland do not comprehend
their experience in the medical categories; they rely on medical expertise. It is
consistent with the previous research that stated that the increase in youth
depression is connected with the increase of admission to medical professionals
but not with the increase of depression prevalence (Filatova et al., 2019).
Finally, focusing on the subjective perspective as a research strategy also has
its limitations. Therefore, my investigation into the phenomenon is limited to what
the participants were willing to share with me and I might have missed something
that informants did not reflect about or wanted to hide. In studying such a
sensitive experience, sometimes implying socially unacceptable ways of coping,
there is often a possibility that the interviewees would like to hide the less
attractive parts of their stories.
The results of the presented work do not characterize the whole population of
Russia or Finland. First of all, further research is needed to understand if there
are any differences in the strategies for coping with depression in smaller cities
compared to the enclaves of globality studied here. Besides, there is a need for
a quantitative study with a representative sample that could shed light on the
extent to which the models of depression and strategies for coping with it
identified here are common between students. An investigation into conceptions
of depression and their association with strategies for coping with it could also
be insightful in other age groups, in particular adults and the elderly.
In conclusion, I would like to stress that depression is a social problem – it has
social roots and social consequences. The results of this study revealed the
significant influence of the socio-cultural context on the ways depression is
understood and dealt with. Hence, in my opinion, it should attract more attention
from social scientists, especially in Russia, where depression rarely becomes a
subject for sociological investigation.
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Appendix 1. List of informants
Helsinki
K, female, 24 years old
AH, female, 23 years old
AJ, female, 26 years old
L, female, 23 years old
M, female, 26 years old
AA, female, 26 years old
Z, female, 26 years old
F, female, 20 years old
Y, male, 28 years old
AG, male, 35 years old
AK, female, 24 years old
N, female, 31 years old
P, female, 20 years old
AL, male, 27 years old
Saint Petersburg
O, female, 21 years old
V, female, 25 years old
B, female, 22 years old
AE, female, 18 years old
D, female, 23 years old
AC, male, 28 years old
U, female, 21 years old
A, male, 24 years old
G, female, 28 years old
J, female, 22 years old
S, female, 22 years old
AB, female, 23 years old
C, female, 29 years old
E, female, 19 years old
AF, female, 22 years old
X, female, 24 years old
W, female, 23 years old
Q, male, 30 years old
R, male, 22 years old
T, male, 23 years old
H, female, 22 years old
AD, male, 21 years old
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Appendix 2. Interview guide (Russian case)
Привет/Здравствуйте. Как будет лучше, на ты или на Вы? // Спасибо, что
согласились на интервью. Я учусь в магистратуре факультета социологии
в Санкт-Петербургском Государственном Университете и пишу
диссертацию о том, как студенты в Петербурге справляются с депрессией.
Все, о чем мы будем говорить, будет использовано только для
исследования, ваша личная информация не будет разглашена, обработка
интервью проводится анонимно. Не возражаете, если я буду использовать
диктофон? Это мне очень поможет, спасибо. Вы можете остановить запись
в любое время.
Итак, для начала, сколько Вам лет? В каком университете Вы учились?

Период депрессии
Расскажите, пожалуйста, про Ваш опыт депрессии.




Когда это было? Однажды или несколько раз? Сколько длилась
депрессия?
Как Вы считаете, что было причиной Вашей депрессии?
Как Вы поняли, что это не просто грусть или усталость, а именно
депрессия?

Стратегии преодоления депрессии








Как Вы справляетесь с депрессией? Что помогает Вам чувствовать
себя лучше?
Расскажите, пожалуйста, Вы обращались ко врачу? В частную клинику
или государственную поликлинику? Расскажите, пожалуйста, чуть
подробнее про Ваш опыт обращения ко врачам. Что порекомендовал
Вам врач? Медикаменты/терапия. Как часто Вы ходили ко врачу? Как
Вы считаете, помогло ли Вам предписанное лечение?
Были ли у Вас предубеждения против обращения ко врачу?
Обсуждали ли Вы с кем-либо Ваш опыт взаимодействия со врачами?
Если не обращались, то почему?
Принимали ли Вы какие-либо медикаменты? Если да, то какие - в
общем смысле? Как долго? Почему прекратили?

Отношения с окружающими






Расскажите, пожалуйста, рассказывали ли Вы кому-нибудь о своей
депрессии? Если да, кому? Родственникам, друзьям, однокурсникам?
Вы помните, как они отреагировали? Что Вы обсуждали?
Если нет, как Вы думаете, почему?
Как Вы считаете, депрессия повлияла на Ваши отношения с
окружающими? Если да, то как?
Можете ли Вы вспомнить ситуации, когда Вам казалось, что
окружающие относятся к Вам предвзято, когда узнают, что у Вас
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депрессия? Сталкивались ли Вы со стереотипами о депрессии и о
людях, которые с ней сталкиваются?
Работа и учеба



Как вы считаете, депрессия повлияла на Вашу учебу? Если да, то как?
Повлияло ли это на Вашу успеваемость?
Приходилось ли Вам говорить о своей депрессии однокурсникам или
своим преподавателям? Если да, могли бы Вы рассказать об этой
ситуации? Если нет, думали ли Вы о том, чтобы рассказать им?

Цифровые технологии









Приходилось ли Вам искать информацию о депрессии в Интернете?
Или вообще гуглить что-либо, связанное с депрессией? Если да, что
именно Вы искали? Читали ли Вы блоги или интервью других людей,
которые сталкиваются с депрессией?
Проходили ли Вы когда-нибудь онлайн-тесты определения
депрессии? Обсуждали ли Вы с кем-то эти результаты?
Сейчас для телефонов появляются разные мобильные приложения
для лечения депрессии или облегчения симптомов. Слышали ли Вы о
таких приложениях? Приходилось ли Вам использовать их? Если да,
то какие? Что именно Вы там делали?
Рассказывали ли Вы о своей депрессии в социальных сетях? Если да,
расскажите, пожалуйста, об этом подробнее. В каких сетях Вы этим
делились? Как отреагировали Ваши друзья и подписчики? Если нет,
почему?
Вы состояли в каких-либо онлайн-группах поддержки? Если да, то в
каких? Что Вы там делали - просто смотрели и лайкали или
комментировали, общались, заводили новые знакомства?

Самоповреждения и суицидальное поведение




Я знаю, что иногда во время депрессии некоторые люди наносят себе
повреждения, чтобы справиться с эмоциями. У Вас были когда-нибудь
такие мысли? Причиняли ли Вы себе боль во время депрессии?
Расскажите, пожалуйста, немного об этом. Вы с кем-нибудь
обсуждали эти мысли или произошедшее?
Я знаю, что иногда во время депрессии люди думают о самоубийстве.
У Вас когда-нибудь были такие мысли? Были ли у Вас такие попытки?
Расскажите, пожалуйста, немного подробнее об этом. Вы с кемнибудь обсуждали эти мысли или произошедшее?

Заключение


Как Вы считаете, сейчас Вы больше не находитесь в депрессии?
Когда Вы почувствовали, что депрессия отступила?
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Могли бы Вы посоветовать что-то другим людям, которые
столкнулись с депрессией?

Спасибо Вам большое за участие! Вы внесли большой вклад в мое
исследование. Я спросила все, что хотела. Есть ли у вас какие-либо
вопросы ко мне?
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Appendix 3. Interview guide (Finnish case)
Hi! Thank you for agreeing to participate. My name is Maria, I am a student from
Saint-Petersburg State University in Russia. Here I am an exchange student and
I am doing the research on how students deal with depression. I am interested
in this topic because once I suffered depression myself, so I understand how it
may be. My research aims to understand how depression changes the life of the
student and how we can help them to recover. I assure you that I will never share
your personal information with anyone and only use our talk for the purposes of
research. Do you mind if I use the audio recorder during our talk? That will help
me a lot. Feel free to stop the recording wherever you want.
Now, to start with, how old are you? Where do you study right now?

Depression period
Could you please tell me more about your experience of depression?





Can you remember, when it happened? Did you suffered it once or several
times?
How do you think, what did cause your depression?
How did you understand it was depression and not a simple sadness?
For how long did this period of depression last?

Strategies of coping and help-seeking
When you felt bad during the depression,


How did you cope with your feelings? What did make you feel better? How
did it help you?
 Did you consult any medical professional?
- If yes, whom? General practitioner, psychiatrist, psychotherapist,
psychologist? Can you remember, how did you find them? [did someone
recommend them to you or you met them at the hospital? Was it a private
doctor or a state one?] Do you remember your first visit?







Did you visit the [medical professional] regularly or only when you felt the
need in them? When did you stop visiting the [medical professional]? Could
you explain, why?
What were the prescriptions of the [medical professional]? What did they
advised you? Did they prescribe you any medication?
Did you follow the prescriptions? Did you take the medicine? For how long?
Do you think this treatment helped you?
If no, could you explain, why? Have you ever thought of it? Do you
remember, what stopped you from consulting the medical professional?
Did you take any medication? For how long? Why did you decided to take
it? Where did you get the information about it?
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 Did you receive any kind of therapy? Did you participate in any kind of group
therapy? Why or why not? What did you do there? Did it make you feel
better?
Do
you
think
it
helped
you?
Relationships with others
 Did you try to speak to relatives or friends about your depression or your
feelings?
- If yes, whom did you share with? Do you remember, what was their
reaction?
- If no, could you explain, why?



Do you think being depressed affected your relationships with others? How,
in what way?
Can you remember a situation when you felt in a way discriminated because
of suffering depression? Did you face stereotypes about depression and
people suffering from it? Do you think there is a stigma around depression?
Did you yourself experience it?

Work and study




Do you think being depressed affected your studies? In what way? Did it
affect your academic performance?
Did you continue studying in the same schedule while being depressed? Or
did it make you reduce your studying or change your habits?
Did you tell anyone of your peers or teachers that you are suffering from
depression? If yes, how did they react? How did you feel when you talked
to them about it? Did it make you feel better? If no, did you consider telling
them about your depression? Why or why not?

Digital technologies






Did you read any info about depression or mental health in general on the
internet?
Did you take any online depression self-test? Why did you decide to do it?
Did someone recommend you? What was the result?
Have you ever participated in an online support group?
Have you ever posted anything about your depression on social media?
I know there are a lot of mobile apps on AppStore and Google Play for
treating depression and managing its symptoms. Have you ever heard of
them? Did you try any of them? If yes, which apps did you try? What was
the purpose of this app? What one can do there? Did you use it regularly or
only when you felt the need in it?

Harm and suicidal behavior


I know that some people try to harm themselves during the depression. Have
you ever thought of harming yourself? / Have you ever harmed yourself
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during the period of depression? How did it happened? Did you discuss it
with anyone?
Some people also think of suicide during the depression. Have you ever
thought of suicide while suffering depression? Have you ever tried to do
something? How did it happened? Did you discuss it with anyone?

Conclusion



Do you think that now the depression period is over?
If yes, when did you feel that it was over? How did you understand that? Do
you think that you have totally recovered from the depression?
Do you have anything to advise to people who are suffering depression?

Again thank you very much for being so open and sharing with me. I appreciate
this very much. I have asked everything I needed. Do you have any questions
to me?
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