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Abstract

The purpose o f the present study was to investigate depression among male 

and female adults as related to some socio- economic factors.

For the present study 150 respondents (75 male and 75 female) were used as 

the sample o f the present research. Subjects were divided into three groups 

according to their income (Upper, middle and lower income groups). 50 

respondents were selected from each group among which 25 were male 

respondents and remaining 25 were female respondents.

The original version of “Beck Depression Inventory-Second Edition (BDI- 

II) translated into by Rahman, (2001) was used to measure the depression of 

the respondents.

448504
2X3 ANOVA was used to see if depression varied as a function o f gender 

and different income groups. One way ANOVA was used to see if 

depression varied as a function of education, family type, marital status and 

age.

Findings o f 2X3 ANOVA showed that gender had significant effect on 

depression. Female respondents suffer from depression more than male 

respondents. Significant difference was also found in depression among the 

different income groups. The respondents o f the lower income groups 

suffered from depression more than those o f middle and higher income 

groups. The respondents o f higher income groups suffered less than those of 

middle income groups.

I



One way ANOVA showed significant effect o f education, marital status, 

and family type on depression. The respondents o f lower education level 

suffered from depression more than those o f higher education level. In the 

case of marital status it was found that unmarried respondents suffer from 

depression more than married respondents. Significant difference was also 

found in depression with family type. Respondents living in single families 

suffered more from depression than those living in joint family. A result 

indicated no significant difference in depression between two age groups 

(below 35 age group & 35 and above age group).
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Chapter - 1 

INTRODUCTION

People have recorded instances o f depression since antiquity. It is a 

part o f normal experience to feel unhappy at times o f  adversity. Depression 

is unpleasant when we are in it, but it usually, does not last long. Some 

times experiencing depression may be in some sense useftil; when an 

individual is struck, then he or she can move on; what bothered one is 

easier to get out o f than one thought it could be, and one’s new perspective 

may offer new possibilities. Mild depression may actually be adaptive in the 

long run; that much o f the “work” o f depression seems to involve facing 

images, thoughts, and feelings that one would normally avoid; and that 

depression may sometimes be self-limiting. These considerations suggest 

that the capacity to experience depression may be normal even desirable if 

the depression is brief and mild, psychologists and other mental health 

professionals identify depression as a depressive disorder when depression 

seriously endangers a person’s welfare. The depressive disorder is far more 

painful and disruptive than the relatively normal depression. Depressive 

disorder involves feelings o f extraordinary sadness and dejection.

The central features o f depressive disorder are:

* depressed mood

* negative thinking

* lack of enjoyment

* reduced energy

* slowness.

O f these, depressed mood is the most prominent symptom.
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Whether depression is normal or clinical, this diagnosis is based on 

the severity o f the symptoms and the degree o f impairment in the personal, 

social and occupational functioning.

In the following sections, an attempt is made to differentiate between 

normal depression & depressive disorder.

1.1 NORMAL DEPRESSION

Normal depressions are almost always the result o f recent stress. 

Normal depression occurs in anyone from undergoing painful but common 

life events, such as significant personal, interpersonal or economic losses. 

Some of the milder forms of normal depression have been discussed below.

1.2 GRIEF AND GRIEVING PROCESS

Grief is a psychological process- one goes through following the 

death of a loved one- a process that appears to be more damaging for men 

than women (Stroebe & Stroebe, 1983). Although this may be the most 

common and intense cause o f grieving, many other types o f loss will give 

rise to a similar state. Loss of a favored status or position, separation or 

divorce, financial loss, the break up of a romantic affair, retirement, 

separation from a friend, absence from home for the first time, or even the 

loss o f a cherished pet may all give rise to symptoms o f acute g rief

Whatever its source, grief has certain characteristic qualities. Indeed, 

Bowlby (1980) has observed that there are usually four phases o f responses 

to the loss o f a spouse close family member: (a) a phase o f numbing and 

disbelief that may last from a few hours to a week; (b) a phase o f yearning
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and searching for the dead person, which may last for months or 

occasionally for year; (c) a phase o f disorganization and despair; (d) a phase 

of some level o f reorganization. The third phase o f despair sets in when the 

person finally accepts the loss as permanent and finds it is necessary to 

discard old patterns o f thinking, feeling , and acting , including establishing 

a new identity (e.g., as a widow or widower ). During this phase the person 

may meet the criteria for a major depressive disorder. Gradually, however, 

most people pass into the fourth phase and begin to rebuild their lives.

Clayton (1982) estimated that the process o f grieving following 

bereavement is normally completed within one year. Some people how ever, 

become stuck somewhere in the middle o f the sequence and if  depressive 

symptoms persist beyond the first year after loss, therapeutic intervention 

may be called for.

1.3 OTHER NORMAL DEPRESSION

Many situations other than obvious loss can provoke depressive 

feeling and it is seen that some people seem especially prone to develop 

depression. It is common observation, for example, that some doctoral 

candidates become depressed after completing their final oral exams.

Many students also experience mild or serious depression during their 

college years o f supposed freedom carefree personal .Normal depressions 

among college students were studied by Blatt, D ’ Afflitti, and 

Quinlan(1976)in an effort to determine the basic dimensions o f the 

experience. In brief, they found that depression was similar for males and 

females and that it mainly involved three psychological variables: (a) 

dependency, the sense that one is in dire o f help and support from others; (b)
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self- criticism, the tendency to exaggerate one’s faults and to engage in self­

devaluation; (c) inefficacy, the sense that important events in the world are 

happening independent o f --not contingent on- one’s own actions or efforts.

1.4 DEPRESSIVE DISORDER

Depressive disorder is included in the mood disorder. It is common 

for people to feel happy and energized at times and sad and apathetic at 

other times, almost everyone experiences periodic mood fluctuations. 

Feelings o f depression (and joy) are universal, which makes it all the more 

difficult to understand disorders o f mood that can be so incapacitating that 

violent suicide may seem by far the better option than living. A mood 

disorder involves a disturbance in a person’s emotional state or mood. 

People can experience this disturbance in the form o f extreme depression, 

excessive elation or a combination o f these emotional states. People with 

mood disorders involve elation which act in the ways that are out o f 

character for them, possibly acting wild and uncontrolled. In mood disorders 

that involve serious depression is outside the boundaries o f normal 

experience by virtue o f its intensity and duration. Then individuals 

experience pain so intense that they feel immobilized. Suicide is a 

distressingly frequent outcome of significant depression.

To understand the nature of mood disorders, it is important to 

understand the concept o f an episode, a time-limited period during which 

specific intense symptoms o f disorder are evident. In some instances, an 

episode is quite lengthy, perhaps 2 years or more. People with mood 

disorders experience episodes o f dysphoric or euphoric symptoms, or a 

mixture of both.
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There are two kinds o f mood disorder, such as, unipolar mood disorder and 

bipolar mood disorder. Individuals who experience either depression or 

mania are said to suffer from a unipolar mood disorder, because their mood 

remains at one “pole” of the usual depression- mania continuum. Mania by 

itself is extremely rare; almost every one with a unipolar mood disorder 

suffers from unipolar depression. So it can be said that unipolar mood 

disorder means unipolar depressive disorder. Some one who alternates 

between depression and mania is said to have a bipolar mood disorder 

traveling from one “pole” of the depression- mania continuum to the other 

and back again. O f the two types o f serious mood disorders, unipolar 

depressive disorder is much more frequent than bipolar disorder and 

occurrence o f unipolar depressive disorder has apparently increased in 

recent years (Lewinsohn et al., 1993). The most recent results from the co 

morbidity survey (Kessler et al., 1994) found lifetime prevalence rates of 

major depression for males at nearly 13 percent and lifetime prevalence 

rates for females at 21 percent.

1.5 CLINICAL DESCRIPTIONS OF DEPRESSIVE 
DISORDER

Unipolar depressive disorder is one o f the most common types of 

psychopathology. The DSM -IV  recognizes two categories o f unipolar 

depressive disorder: major depressive disorder and dysthymic disorder.

Major depressive disorder involves acute but time-limited episodes of 

depressive symptoms. People with dysthymic disorder, on the other hand , 

struggle with more chronic but less severe depression.

Dhaka University Institutional Repository



The most commonly diagnosed and most severe depression is called major 

depressive episode. Diagnostic features o f a major depressive episode are 

given below;-

The formal DSM- IV diagnosis o f  a major depressive episode 

requires the presence o f five of the following symptoms for at least two 

weeks. Either depressed mood or loss o f interest and pleasure must be one 

of the five symptoms.

* Sad, depressed mood, most o f the day, nearly everyday.

* Loss o f interest and pleasure in usual activities.

* Difficulties in sleeping (insomnia); not falling asleep initially, not 

returning to sleep after awakening in the middle o f the night and early 

morning awakenings; or, in some patients, a desire to sleep a great deal 

o f the time .

* Shift in activity level, becoming either lethargic (psychomotor 

retardation) or agitated.

* Poor appetite and weight loss or increased appetite and weight gain.

* Loss o f energy, great fatigue.

* Negative self-concep; self-reproach and self-blame; feelings of 

worthlessness and guilt.

* Complaints or evidence o f difficulty in concentrating, such as slowed 

thinking and indecisiveness.

* Recurrent thoughts o f death or suicide.

The emotional symptoms of a major depressive episode a involve 

dysphoric mood o f an intensity that far outweighs the ordinary

Diagnostic Features of a Major Depressive Episode
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disappointments and occasional sad emotions o f everyday life. Such 

dysphoria may appear as extreme dejection or a dramatic loss o f interest in 

previously pleasurable aspects o f life.

Physical signs o f a major depressive episode are called somatic, or 

bodily, symptoms. Lethargic and listless, the person may experience a 

slowing down of bodily movement, called psychomotor retardation. 

Alternatively, some depressed people show the opposite symptom, 

psychomotor agitation; as a result their behavior has frenetic quality. When 

these behaviors are bizarre and extreme, they may be characterized as 

catatonic. Eating disturbance is also common as the individual deviates from 

usual appetite patterns, either avoiding food or overindulging, usually with 

sweets or carbohydrates. People in a depressive disorder also show a 

significant change in their sleeping patterns, either sleeping much more than 

usual which is called hypersomnia, or sleeping much less than usual which 

is called insomnia.

In addition, people in a major depressive episode have cognitive 

symptoms that include an intensely negative self-view reflected by low self­

esteem and feelings that they deserve to be punished.

The symptoms of a major depressive episode usually arise gradually 

over the course o f several days or weeks. If untreated, most major 

depressive episodes seem to run their course some time after 6 months and 

after then most people return to normal functioning. There are two type of 

major depressive disorder, such as major depressive disorder, single episode 

and major depressive disorder, recurrent episode.

The most easily recognized mood disorder is major depressive 

disorder, single episode, which is defined by the absence o f manic or

7
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hypomanic episodes before or during the episode. An occurrence o f just one 

isolated depressive episode in a lifetime is rare (Angst & Preizig, 1996; 

Judd, 1997). If  two or more major depressive episodes occurred and were 

separated by a period o f at least 2 months during which the individual was 

not depressed, major depressive disorder, recurrent, is diagnosed. Other 

wise, the criteria are the same as for major depressive disorder, single 

episode. Recurrence is very important in predicting the future course o f the 

disorder as well as in choosing appropriate treatment. Individuals with 

recurrent major depression usually have a family history o f depression, 

unlike people who experience single episodes.

1.6 DYSTHYMIC DISORDER

Dysthymic disorder is a less severe form o f depressive disorder than 

major depression but it is more chronic. Dysthymic disorder is defined as a 

persistently depressed mood that continues for at least two years, during 

which the patient cannot be symptom free for more than 2 months at a time. 

Dysthymic disorder shares many o f the symptoms o f major depressive 

disorder but differs in its course. The symptoms are somewhat milder but 

remain relatively unchanged over long periods o f time sometimes 20 or 30 

years or more (Akiskal & Cassano, 1997, Keller, Baker, Russel, 1993, J.A. 

Rush, 1993). Dysthymic disorder differs from a major depressive disorder 

only in the severity, chronicity and number o f its symptoms, which are 

milder and fewer but last longer. Approximately 8 percent o f women and 

nearly 5 percent o f men will develop this disorder in the course o f their lives 

(Kessler et al., 1994).

Recently, individuals have been studied who suffer from both major 

depressive disorder and dysthymic disorder and who are therefore said to

8
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have double depression. Typically, dysthymic disorder develops first 

perhaps at an early age and then one or more major depressive episodes 

occur later (Eaton, 1997).

1.7 : SUBTYPES OF DEPRESSION

There are several variations on depression-different forms the 

disorder can take. These subtypes apply both to major depression and to the 

depressive phase o f a bipolar disorder.

First, in depression with melancholic features, the physiological 

symptoms o f depression are particularly prominent. The diagnosis requires 

that the person show the inability to experience pleasure plus at least three 

o f the following symptoms: distinct quality o f depressed mood, depression 

that is regularly worse in the morning, early morning awakening, marked 

psychomotor retardation or agitation, significant anorexia or weight loss and 

excessive or inappropriate guilt. Melancholic depressions are thought to be 

biologically caused rather than caused by environmental events or 

personality characteristics.

Second, there is depression with psychotic features, in which people 

experience delusions and hallucinations during a major depressive episode. 

Delusions are beliefs with no basis in reality, and hallucinations involve 

seeing, hearing, or feeling things that are not real.

Third, people with depression with catatonic features show a variety 

of strange behaviors. They may develop catalepsy, a condition characterized 

by trancelike states and a waxy rigidity o f the muscles, so that they tend to
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remain in any position in which they are placed. For example, if one 

positioned a cataleptic’s arm in the air as if he were saying “halt”, he might 

leave his arm in that position for hours, until it was moved to another 

position. People in this category may assume bizarre postures, it may be 

impossible to move them out o f the postures. Catatonia can also involve 

excessive motor activity, such as fidgeting hands, foot tapping, rocking back 

and forth and pacing, all without any apparent purpose. People with 

catatonia may show disturbance in their speech, becoming completely mute 

or only repeating what others say. It is interesting that catatonia was 

observed in patients more often in the early part o f the twentieth century 

than it has been observed in the last 20 years. The reasons for this are 

unclear.

Fourth, there is depression with atypical features. The criteria for this 

subtype are an odd assortment o f symptoms. To receive this diagnosis the 

individual must show positive mood reactions to positive events and at least 

two of these four features: significant weight gain or increase in appetite, 

hypersomnia (sleeping 10 hours or more per day), heavy or leaden feelings 

in the arms or legs and a long standing pattern o f sensitivity to interpersonal 

rejection.

The fifth subtype is depression with postpartum onset. This diagnosis 

is given to women when the onset o f a major depressive episode occurs 

within four weeks o f delivery o f a child. It is important to distinguish 

between postpartum mood disorders and what is known as the postpartum 

blues. The most prominent symptoms o f postpartum blues are emotional 

liability (unstable and quickly shifting mood), frequent crying, irritability, 

and fatigue. As many as 30 percent o f women experience the 

postpartum blues.

10
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Women who are diagnosed with major depression with postpartum onset 

meet the full criteria for a major depressive disorder. This disorder is much 

less common than the postpartum blues.

The final subtype o f major depressive disorder is depression with 

seasonal pattern, sometimes referred to a seasonal affective disorder, or 

SAD. People with SAD have a history o f at least two years o f experiencing 

major depressive episodes and fully recovering from them. The symptoms 

seem to be tied to the number o f hours o f daylight in a day. People become 

depressed when the day light hours are short and recover when the daylight 

hours are long. SAD occurs at the same time o f the year (most commonly 

the winter) and full remission must also have occurred at the same time of 

the year (most commonly the spring). Prevalence rates suggest that winter 

seasonal affective disorder, is more common in people living at higher 

latitude (northern climates) and in younger people

1.8 : ANXIETY AND DEPRESSION

One o f the mysteries faced by psychopathologists is the apparent 

overlap o f anxiety and depression. Several theorists have concluded that the 

two moods are more alike than different. It is seen that almost everyone who 

is depressed, particularly to the extent o f having a disorder, is also anxious 

(Barlow, in press; Di Nardo & Barlow, 1990; Sanderson, Di Nardo, Rapee 

& Barlow, 1990) but not everyone who is anxious is depressed. This means 

that certain core symptoms of depression are not found in anxiety and 

therefore reflect what is “pure” about depression. These core symptoms are 

the inability to experience pleasure (anhedonia) and a depressive “slowing” 

o f both motor and cognitive functions until they are extremely labored and

11
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effortful (Brown, Chorpita & Barlow, 1998; L.A. Clark & Watson, 1991; 

Moras et al., 1996; Tellegen 1985; Watson & Kendall, 1989). Cognitive 

content (What is thought about) is usually more negative in depressed 

individual than in anxious ones (Greenberg & Beck, 1989).

Many people with depression also have symptoms o f anxiety or 

panic. In panic, the symptoms reflect primarily automatic activation 

(excessive physiological symptoms, such as, heart palpitations and 

dizziness), muscle tension and apprehension (excessive worrying about the 

future) which seem to reflect the essence o f anxiety (Brown et al. 1997; 

Zinberg & Barlow, 1996 Zinbarg et al. 1994). It is more important that a 

large number o f symptoms help define both anxiety and depressive 

disorders. Because these symptoms are not specific to either kind o f 

disorder, they are called symptoms o f negative affect (Brown et al. 1998, 

Telegen, 1985). With these symptoms it is diagnosed as mixed anxiety and 

depression. Negative affect includes distress, anger, fear, guilt, and worry. 

Both depressed and anxious individuals show high levels o f negative affect 

and can not be distinguished on this basis. But the researchers have shown 

that anxiety and depression can be distinguished on the basis o f a second 

dimension o f mood and personality known as positive affect, which includes 

affective states such as excitement, delight, interest and pride. Depressed 

persons tend to be characterized by low levels o f positive affect but anxious 

individuals are not.

1.9 : SUICIDE AND DEPRESSION

The risk o f suicide-taking one’s own life is a significant factor in all 

depressive states. Suicide is a distressingly frequent outcome (and always a 

potential outcome) of significant depressions both unipolar and bipolar. In

12
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fact, depressive episodes are undoubtedly the most common o f predisposing 

causes leading to suicide.

Paradoxically, the suicide often occurs at a point appears to be 

emerging from the deepest phase o f the depressive attack. The risk of 

suicide is about 1 during the year in which a depressive episodes occurs, but 

the life time risk for someone who has recurrent depressive episode is about 

15 percent (Clark & Fowcett, 1992, Klerman, 1982). Suicide now ranks 

among the tenth leading causes o f death in most western countries. In the 

United States it is the eight leading cause o f death with current estimates o f 

30000 ( Clark & Fawcelt, 1992)

1.10 : GENDER DIFFERENCES IN DEPRESSION

Depression is one of the most common psychological problems. At 

some time in the United States, 17 percent o f Americans experience an 

episode o f major depression and 6 percent experience dysthymic disorder 

(Kessler et al., 1994). There are large gender differences in the prevalence 

o f depression. Most studies show that women are about twice as likely as 

men to experience both depressive symptoms and severe depressive 

disorders (Nolen-Hoeksema, 1990). These differences occur in most 

countries around the world, with the few exceptions coming from 

developing and rural countries, such as tribes in Nigeria and Iran. Gender 

difference is found in most ethnic groups and in all adult age group. 

Reflected in this statistics is the fact that women are much more likely than 

men to experience this disorder (Spaner, Bland & Newman, 1994). The 

most recent results from the National Co morbidity Survey (Kessler et al.,

1994) found lifetime prevalence rates o f major depression for males at

13
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nearly 13 percent and life time prevalence rates for females at 21 percent 

(12 months prevalence rates were nearly 8 percent for men and nearly 13 

percent for women) . Interestingly, children do not show this gender 

difference in depression but around age 14 or 15 girls begin to show 

dramatic increases in their rates o f depression, while boy’s rates remain 

quite stable (Nolen -  Hoeksema, 1990; Nolen -  Hoeksema & Girgus, 1994).

Research conducted in Bangladesh revealed that females belonging to 

low socio-economic states had poorer mental health than males (Begum & 

Inahmuda, 1997; Jahan, 1996); Khaleque and Sarcar, 1992; Sarcar and 

Rahman, 1993).

1.11 : ETHNICITY, CULTURE AND DEPRESSION

In one large study done in the United States, people o f Hispanic 

Origins showed the highest prevalence of depression in the previous year 

followed by whites, with the lowest prevalence among African Americans 

(Blazer et al., 1994). It might seem puzzling that Africans Americans had 

the lowest prevalence of depression even their disadvantaged status in U.S. 

society. Other studies have found extremely high rates o f depression among 

Native Americans especially the young (Manson et al., 1996). Depression 

among these youths is tied to poverty, hopelessness and alcoholism.

One cultural group within the United States that has especially low 

prevalence o f unipolar depression is the Old Order Amish o f central 

Pennsylvania. The Amish are a religious community o f people who 

maintain a very simple life style oriented around farming and their church 

and who reject modem conveniences (such as automobiles, electricity).

14
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Essentially, the Amish live as people did in nineteenth century in rural 

America. Extensive research on the mood disorders among the Amish has 

suggested that their prevalence of major depression is only one tenth o f that 

in mainstream groups in the United States (Egeland et at. 1987). Perhaps the 

simple agrarian life style o f the Amish, with its emphasis on family and 

community, helps to protect its members against depression.

Similarly cross national studies have suggested that the prevalence of 

major depression is lower among less industrialized and less modem 

countries (Cross -  National collaborative group, 1992), Again, it may be 

that fast paced life styles o f people in modem industrialized societies, with 

their lack o f stabile social support and community values are toxic to mental 

health. In contrast, the community and family-oriented life styles o f less- 

modern societies may be beneficial to mental health, despite the physical 

hardships that many people in those societies (in less modem countries) face 

because of their lack of modern conveniences.

Altemately, some researchers have suggested that people in less- 

modern cultures may tend to manifest depression with physical complaints 

rather than psychological symptoms of depression, such as sadness, loss of 

motivation, and hopelessness about the future. In China, people facing 

severe stress often complain o f neurasthenia, a collection o f physical 

symptoms such as chronic headaches, pain in the joints, nausea, lack of 

energy and palpitations.

1.12 : SOCIO-ECONOMIC FACTORS IN DEPRESSION

For unipolar depressive disorder, there are suggestions that the poor 

have higher rates o f depressive symptoms, but not necessarily of 

diagnosable mood disorder (Hirchfeld & Cross 1982). However, for bipolar
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disorder, the findings are opposite with a number o f studies showing that 

bipolar disorder is more common in the higher socio-economic classes 

(Goodwin & Jamson, 1990)

Monroe and Simons (1991) concluded that poverty may be associated 

with an increase in depressive symptoms but probably not major depression. 

Few studies conducted in Bangladesh on mental health revealed that people 

of low socio-economic group had significantly poorer mental health than 

that o f middle and high socio-economic groups (Begum & Mahmud, 1997). 

Depression is a one kind o f poorer mental health.

1.13 : ONSET AND DURATION

Major depressive disorder is a relatively common psychological 

disorder. The mean age o f onset for major depressive disorder is 25 years in 

community samples at subjects who are not in treatment (Burke, Regier & 

Roe, 1990) and 29 years for patients who are in treatment (Judd et al. in 

press) but the average age o f onset seems to be decreasing (Weissman, 

Bruce, Leaf, Florio & Holzer, 1991). A frightening finding is that the 

incidence o f depression and consequent suicide seem to be steadily 

increasing (Cross -  National collaborative Group, 1992; Lewinsohn, Rohde, 

Seeley and Fischer, 1993).

In 1989, Myrna Weissman and her colleagues published a survey of 

people in five different U.S. cities and that revealed a greatly increased risk 

of developing depression in younger Americans. A later Study based on 

very similar surveys conducted in Puerto Rico. Canada, Italy, Germany, 

France, Taiwan, Lebanon and New Zealand suggests that this trend toward
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developing depression at increasingly earlier ages is occurring worldwide 

(Cross -  National Collaborative group, 1992).

The length o f depressive episodes lasting as little as 2 weeks; in more 

several cases an episode might last for several years, with the average 

duration o f the first episode being 6 to 9 months if untreated (Eaton et al., 

1997;Tollefson, 1993).

Recent evidence also identifies important subtypes o f dysthymic 

disorder Although the typical age of onset o f dysthymia has been estimated 

to be in the early 20s. Klein and his colleagues (1988) found that onset 

before 21 years o f age, and often much earlier, is associated with three 

characteristics; (a) greater chronicity (it lasts longer), (b) relatively poor 

prognosis (response to treatment), and (c) a stronger likelihood o f the 

disorder running in the family of the affected individual.
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Chapter II

THEORIES OF DEPRESSIVE DISORDER

For centuries, people have tried to gain an understanding o f the causes of 

depressive disorder and the ways in which people with these conditions 

should be treated. Due to the intense focus on this disorder, researchers and 

theorists have made considerable progress in recent years. Although no 

single theory is sufficient, together they provide important insight into the 

depressive disorder, which may lead to more effective treatments.

2.1: Biological theories

It has been known that a variety o f disease and drugs can affect mood 

sometimes leading to depression. Indeed this idea goes back to Hippocrates, 

who hypothesized that depression was caused by an excess o f "black bile" in 

the system ( c 400 B.C) Thus it is not surprising that researchers have 

sought to determine whether there is a biological basis for at least some of 

the depressive disorders. Investigation attempting to establish a biological 

basis for unipolar disorders has considered genetic and constitutional factors 

as well as neorophysiological , neurendocrinological, and biochemical 

alterations. A good deal o f attention has also been focused on disturbances 

in many o f our biological rhythms, including the effects o f seasonal 

variations in light and darkness.

(a) The Role of Genetics

The most compelling evidence supporting a biological model o f mood 

disorders involves the role o f genetics. Family history studies and twin 

studies both suggest that the mood disorders can be genetically transmitted.
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Perris (1992) reviewed eight studies examining the risk for mood disorders 

in the relatives o f unipolar depressives and estimated that about 15 percent 

o f first degree relatives had also experienced unipolar depression, 

substantially higher than would be expected in the general population. Some 

studies have suggested that this higher prevalence o f mood disorders in first 

degree relatives in especially true for endogenous or melancholic 

depression (relative to other types o f unipolar depression), but other studies 

have not found such a difference (Katz & Me Guffin, 1993). Because o f the 

difficulties o f disentangling hereditary and environmental influences, 

however, a higher rate o f disorder among family members can never in itself 

be taken as conclusive proof o f genetic causation.

Twin studies have also suggested that there may be a moderate genetic 

contribution to unipolar depression. Katz and Me Guffin (1993) reviewed 

evidence from four studies showing that monozygotic co-twins o f a twin 

with unipolar major depression are about twice as likely to develop major 

depression as are dizygotic co-twins o f a depressed twin. The evidence for a 

genetic contribution is much less consistent for milder forms o f unipolar 

depression, such as neurotic depression or dysthymia (Katz & Me Guffin, 

1993), and indeed some twin studies have not found evidence o f a genetic 

contribution to these milder but more chronic forms o f unipolar depression.

Based on the evidence so far, the case for some hereditary contribution in 

the caused patterns o f unipolar major depression is quite strong although not 

as strong as for bipolar disorder (Katz & Me Guffin 1993; Ritkin Gurling, 

1991).
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(b) Biochemical theories

Most o f the biochemical theories o f mood disorders have focused on 

neurotransmitters. Neuratransmitters are those biochemicals which 

facilitate the transmission o f impulse across the synapses between one 

neuron and another. Starting in the 1960s the view that depression may arise 

from disruptions in the delicate balance of neurotransmitter substances that 

regulate and mediate the activity o f the brain’s nerve cells, or neurons has 

received a great deal o f attention. The specific group o f neurotransmitters 

that has been implicated in the mood disorders is called the monoamines 

and the specific monoamines that have been implicated are norepinephrine, 

serotonin and dopamine. These neurotransmitters are found in large 

concentrations in the limbic system, a part o f the brain associated with the 

regulation o f sleep, appetite and emotional process. Since depression and 

mania involve disturbances in sleep, appetite and emotions, it would make 

sense that this disorders was caused by dysfunction in the limbic system.

Most o f the research on depression, however, has focused on norepinephrine 

and serotonin. The early theory o f the roles o f these neurotransmitters was 

that depression is caused by a reduction in the amount o f  norepinephrine or 

serotonin in the synapses between neurons (Glassman, 1969, Schildkraut, 

1965). This depletion could result from numerous mechanisms: decreased 

synthesis o f the neurotransmitter from its precursors, increased degradation 

of the neurotransmitters by enzymes, or impaired release or reuptake of the 

neurotransmitter.

The level o f a neurotransmitter in the brain can not be measured directly in 

live human beings. It must be assessed indirectly, usually by measuring 

levels o f the by- products o f the neurotransmitter in the blood or urine of 

subjects.
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Studies that have attempted to examine the biochemical patterns specific to 

certain forms o f mood disorders have been some what successful. For 

example, one studied suggested that depressed people who have many 

aggressive and suicidal impulses are especially likely to show evidence of 

low serotonin levels (Malone & Mann, 1993).

More recent studies o f the monoamine theories have focused on the number 

and functioning o f receptors for the monoamines on neurons in people 

suffering form mood disorders. Neurotransmitter and their receptors interact 

like locks and keys. Each neurotransmitter will fit into a particular type of 

receptors on the neuronal membranes. If  there is the wrong number of 

receptors for a given type o f neurotransmitter or the receptors for that 

neurotransmitter are too sensitive or not sensitive enough, then the neurons 

do not efficiently use the neurotransmitter that is available in the synapse. 

Several studies suggest that people with major depressive disorder or 

bipolar disorder may have abnormalities in the number and sensibility of 

receptor sites for the monoamine neurotransmitters( Malone & Mann, 1993; 

MC Birde et al., 1994). In major depressive disorder receptors for serotonin 

and norepinephrine appear to be too few or insensitive. The drugs those 

relieve depression and probably work primarily by changing the sensitivity 

o f neuronal receptors for the monoamines like norepinephrine & serotonin 

have an effect that takes at least a couple o f weeks (Fave & Rosenbaum,

1995).

As the technology for determining the functioning o f neurotransmitters 

system develops, our understanding o f the relationship between 

neurotransmitters and mood disorders will no doubt increase.
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(c) Neuroendocrine Abnormalities

The neuroendocrine system regulates a number of important hormones that, 

in turn, affect basic functions such as sleep, appetite, sexual drive and the 

ability to experience pleasure. These hormones also help the body respond 

to environmental stressors. Three key components o f the neuroendocrine 

system, - the hypothalamus, pituitary, and adrenal cortex -  work together in 

a feedback system that is richly interconnected with the limbic system and 

the cerebral cortex. This system is often referred to as the hypothalamic 

pituitary adrenal axis or HPA axis.

Normally, when we are confronted with a stressor, the HPA axix becomes 

more active, then it releases increasing levels o f hormones like cortisol, 

which help the body to respond to the stressor by making it possible to fight 

the stressor or flee from it. Once the stressor is gone, the HPA axis returns 

to homeostasis.

Depressed people tend to show chronic hyperactively in the HPA axis and 

an inability grows for the HPA axis to return to normal functioning 

following a stressor (Holsboer, 1992). In turn the excess hormones produced 

by heightened HPA activity seem to have an inhibiting effect on receptors 

for the monoamines. Blood plasma levels o f cortisol are known to be 

elevated from 50 percent to 60 percent o f seriously depressed patients 

(Holsboer, 1992), suggesting a possible clue of etiological significance. 

Even more intriguing, however, is the finding that a potent suppression of 

plasma cortical in normal individuals, dexamethasone, either fails entirely to 

suppress or fails to sustain suppression o f cortisol in about 45 percent o f 

seriously depressed patients (Shelton et al., 1991). These findings in 

themselves essentially undisputed gave rise some years ago to widespread
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use of the dexamethasone suppression test (DST) in assessing depressed 

individuals. One model for the development o f depression is that people 

exposed to chronic stress may develop poorly regulated neuroendocrine 

systems. Then when they are exposed even to minor stressors later in life, 

the HPA axis over reacts and does not easily return to homeostasis. This 

creates change in the functioning o f the monoamine neurotransmitters in the 

brain and an episode o f depression is likely to ensure ( Weiss, 1991).

People with low thyroid levels (a condition known as hypothyroidism) often 

become depressed. In addition, administration o f thyrotropin releasing 

hormone (which through a complex sequence o f steps leads to increased 

level o f thyroid hormone) improves the mood and sense o f motivation and 

coping for both normal and & psychiatric subjects (Loosen, 1986; shelton et 

al., 1991)

(d) Neurophysiological Abnormalities

A number o f neurophysiological abnormalities have been documented in 

people with mood disorders, although the significance o f these 

abnormalities is not yet clear (Thase & Howland, 1995).

One exciting neurophysiological research in recent years has followed up on 

earlier neurological findings showing that lesions at the left (but not the 

right) anterior or prefrontal cortex (as for example, from having a stroke in 

that region) often leads to depression (e.g. Robinson et. al 1984). When one 

measures the electron encephalographic (EEC) activity o f both cerebral 

hemispheres in depressed patients, one finds that there is an asymmetry or 

imbalance in the EEG activity o f the two sides o f the anterior (prefrontal) 

regions of the brain.
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One o f the most common neurophysiological abnormalities is tiie altered 

brain wave activity during sleep. Depressed people have less slow wave 

sleep, a type o f sleep that helps people feel rested and restored. They go into 

another form o f sleep, rapid eye movement sleep, earlier in the night than do 

non depressed people and they have more o f this type o f sleep during the 

night. Accompanying these brain wave changes, which can be seen in an 

electroencephalogram (EEG), are the subjective sleep disturbances of 

depressed people. They report having trouble going to sleep or remaining 

asleep, they wake early in the morning and cannot go back to sleep and they 

do not feel rested after they sleep.

EEG recording in awaking depressed people also shows some abnormalities 

; it seems that the non dominant side of these people's brains may be over 

activated (Banich, Stolar, Heller, & Goldman, 1992). This is interesting 

because other research on non depressed people suggests that the non 

dominant side o f the brain (the right side in most people) is particularly 

active when people are processing information that has a negative emotional 

tone (Coffey, 1987, Otto, Yeo & Dougher, 1987). Whether over activation 

of the non-dominant side o f the brain is a cause o f depression or simply a 

symptom of depression is unclear.

Neuroimaging studies using CT scans and MRI scans have found atrophy or 

deterioration in the cerebral cortex and cerebellum in severe cases of 

unipolar depression and bipolar disorder (Andreason, Sweyze, Flaum & 

Alleger, 1990; Coffey, Wilkinson, Weiner, & Ritchie , 1993). PET scans 

show decreased metabolic activity in the frontal area o f the cerebrum of 

people with severe depression.

24

Dhaka University Institutional Repository



2.2 : Psychosocial theories

There are many psychosocial theories which focus on the depressive 

disorders. For the most part, however the psycho-social theories have 

focused on characteristics o f individuals and their environments that put 

them at risk to develop depression. Most prominent psychological theories 

are discussed below:

(a) Stress as a causal factor

Many people believe that depression often arises as a reaction to stressful 

negative events, such as the break up o f a relationship, the death o f a loved 

one, job loss or a serious medical illness.

Depressed people are also more likely to have chronic life stressors , such as 

financial strain or a bad marriage, than non depressed people. In a 

sophisticated study, Dohrenwend and colleagues (1986) found that 

depressed patients had three types o f negative life events o f in the year 

before the onset o f their depression than did non-depressed controls: 

physical illness and injury, fateful loss events and events that disrupted their 

social network.

One way in which stressors may act is through their effects on biochemical 

and hormonal balances, and on biological rhythms. Barchas, and his 

colleagues (1978) in a summary o f research in this area, suggest that 

psychosocial stressors may cause long-term changes in brain fianction and 

that these changes may play a role in the development o f mood disorders.

Psychopathology researchers have long advocated the use o f diathesis-stress 

models for understanding the development o f certain kinds of
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psychopathology, such as, schizophrenia and recently have begun to do so 

for depression as well. The idea is that people who eventually develop a 

disorder differ in some underlying way from those who do not and this 

underlying difference is known as their diathesis (or predisposition). 

However, among those with the diathesis, only those who experience stress 

will actually develop this disorder. Originally it was assumed that the 

diathesis was constitutional or biological in origin (e.g Meehl, 1962; 

Rosenthal, 1963) but more recently depression researchers have also begun 

to propose diathesis for depression that are cognitive and social rather than 

constitutional (e.g. Metalsky et al., 1982).

Types of Diathesis stress models for unipolar depression

One kind o f diathesis stress model for depression has already been discussed 

on the context o f biological causal factors. There is substantial evidence for 

some heritability for unipolar depression. Yet even among monozygotic 

twins there is only about 50 percent concordance, suggesting that a large 

role is left for environmental factors such as stressful life events in 

determining which o f those who inherit the predisposition will develop the 

disorder. Moreover, at present it is not known what the nature o f this genetic 

predisposition is. It may be some kind o f constitutional weakness, for 

example, or it may be a personality trait.

Another general kind o f diathesis stress model for depression indeed 

proposes that personality variables play a role in predisposition to 

depression. Early clinical observations suggested that depressive patients are 

very concerned about what others think o f them and they also appear to be 

somewhat obsessive, anxious, and self deprecatory. Some o f these 

observations o f the personality features o f depressives may be colored by
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their depressive symptoms (e.g. Hirschfeld et al., 1983). In a recent study 

L.A Clark and colleagues (1994) concluded that there was good evidence 

that neuroticism is the primary personality variable that serves as a 

vulnerability factor for depression. L A Clark and his collogues (1994) also 

concluded that there is some evidence that low levels o f extraversion or 

positive affectivity may also serve as a vulnerability factor for depression. 

Positive affectivity involves a disposition to feel joyful, energetic, bold, 

proud, enthusiastic and confident; people low on this disposition tend to feel 

unenthusiastic, unenergetic, dull, flat and bored. It is therefore not surprising 

that this might make them more prone to depression.

Two other cognitive personality dimensions have also been associated with 

a vulnerability to depression. Both Blatt (1974) and Beck (1983) have 

identified two different types of people who may be prone to depression 

when negative life events occur to which their personality makes them 

particularly sensitive. First, there are people high on sociotropy, who are 

excessively concerned with interpersonal dependency and who are overly 

sensitive to interpersonal losses or rejections. Second, there are people high 

on autonomy, who are excessively concerned with achievement issues and 

who tend to be highly self-critical; these people are especially sensitive to 

achievement failures.

Two other diathesis stress models propose that cognitive diathesis is 

important vulnerability factors for depression. The first was proposed by 

Beck (1957), who argues that psychological stressors provoke severe 

depressive reactions only in people who already have negative dysfunctional 

belief that are rigid, extreme, and counterproductive. According to this 

hypothesis, a stressor merely serves to activate these depressogenic schemas 

that have previously been dormant. An example o f a dysfunctional belief
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(that the person may not be consciously aware of) is "If everyone doesn’t 

love me, then my life is worthless". According to Beck and others, such a 

belief would predispose the person holding it to develop depression if  he or 

she perceived social rejection.

The second cognitive diathesis that has been proposed as creating 

vulnerability to depression is one’s attribution style for important negative 

events. Abramson and colleagues (1978) theorized that people with a 

depressive or pessimistic attribution style, which involves a tendency to 

make internal stable and global attributions for negative life events, are 

prone to experience depression following negative life events.

A fmal diathesis stress model is based on evidence that early parental loss 

through death or permanent separation can create vulnerability for 

depression.

It should be understood that none o f these models are mutually exclusive 

and some may simply be describing the same diathesis in different terms or 

at different levels o f analysis. For example, there is probably a genetic basis 

for neuroticism (Carey & Di Lala, 1994), and neuroticism seems to be 

highly correlated with depressive attributional style (L.A. d a rk  et al., 1994, 

Luten, Ralph & Mineka, 1995) and so these two proposed diathesis may be 

closely interrelated. Moreover, poor early parenting and parental loss have 

been strongly implicated in the formation o f depressogenic schemas or 

dysfunctional beliefs (Beck; 1967, Bowlby, 1980).

Five major psychological theories o f depression that have received much 

attention in recent years are discussed below:
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(b) Psychodynamic Theories

Some people seem to find themselves in unhealthy and destructive 

relationships over and over again. Each time these relationships end, they 

vow never to get into similar relationships again. However, they do and then 

find themselves depressed over the problems in the relationship or when the 

relationships inevitably end.

Psychodynamic theorists suggest that such pattern o f unhealthy 

relationships stem fi’om people’s childhood experiences that prevented them 

from developing a strong and positive sense o f self, reasonably independent 

o f others evaluations (Arieti & Bemporad, 1980, Bibring, 1953; Blatt & 

Zuroff, 1992; Freud, 1917). As adults, these people are constantly searching 

for approval and security in their relationships with others. They are anxious 

about separation and abandonment and may allow others to take advantage 

and even abuse them rather than risk losing the relationship by complaining. 

They are constantly striving to be "perfect" so that they will be loved. 

Eventually some problem in a close relationship or some failure to achieve 

perfection occurs and they plunge into depression.

Early psychodynamic theories o f mood disorders reflected themes o f loss 

and feehng o f rejection (Abraham, 1911/1968). In Freud’s classic paper 

“Mourning and Melancholia”, Frued (1917) theorized that the potential for 

depression is created early in childhood. During the oral period, a child’s 

needs may be insufficiently or over sufficiently gratified, causing the person 

to become fixated in this stage and dependent on the instinctual 

gratifications particular to it. With this arrest in psychosexual maturation, 

this fixation at the oral state, the person may develop a tendency to be 

excessively dependent on other people for the maintenance o f self- esteem.
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Freud (1917) pointed that when a loved one dies, the mourner regress to the 

oral stage o f development (when the infant can not distinguish self from 

other) and introjects or incorporates the lost person, feeling all the same 

feelings toward the self as toward the lost person. These feelings were 

thought to include anger and hostility because Freud believed that we 

unconsciously hold negative feelings toward those we love, in part because 

o f their power over us. Freud hypothesized that depression could also occur 

in response to imagined or symbolic losses. For example, a student who 

fails in school or who fails at a romantic relationship may experience this, 

symbolically as a loss o f her parent’s love. The primary difference that 

Freud observed between mourning and depression was that depressed 

people show lower self esteem and are more self critical. He further 

hypothesized that these self accusations are really unconsciously directed at 

the lost love object (real or symbolic) and do not occur in normal grief if  the 

person has had a childhood characterized by good attachment relationships. 

By contrast, the person who is predisposed to becoming depressed is 

someone who has either experienced the loss o f a mother or whose parents 

did not fulfill the infant’s needs for nurturance and love. In both cases, the 

infant will grow up feeling unworthy o f love, have low self esteem, and be 

prone to depression when faced with real or symbolic losses.

Later psychodynamic theorists, such as Klein (1934) and Jacobson (1971) 

emphasized even more than did Freud the importance o f the quality o f the 

early mother infant relationship in establishing a vulnerability (or 

invulnerability) to depression. Well known British psychologist, John 

Bowlby (1973, 1980), who started as a psychoanalyst and later developed 

an integrative approach known as attachment theory also extensively 

documented a child’s need for a secure attachment to parental figures in 

order to be resistant to depression (and anxiety) in later life.
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The modern psychodynamic theories that focus on the depressive’s patterns 

o f interpersonal relationships had led to an effective therapy for depression

(c) Behavioral Theories

One o f the earliest behavioral formulations of theories o f depression was 

that the symptoms o f depression are the result o f a reduction in positive 

reinforcements (Lazarus, 1968 ; Skinner, 1953). According to this view, 

depressed people withdraw themselves from life because they no longer 

have incentive to be active. For example, a formerly successful athlete who 

suffers an injury, lacking the positive reinforcement o f the athletic successes 

to which he has become accustomed, he might retreat into a depressive 

state.

Another classic behavioral position maintains that deficient social skills 

contribute to depression. A person with poor interpersonal relationships 

loses the reinforcement provided by the attention and interest o f other 

people (Lewinsohn &b Shaw, 1969). Consequently, the individual is likely 

to become depressed and stay depressed. In time, the depressed person may 

derive a certain amount o f secondary gain. Escape from responsibility such 

as work and family commitments, may be reinforcement for remaining 

depressed. Stressful life events are a third contributor to depression, 

according to behavioral models, because they disrupt the individual’s 

ability to carry out important and relatively automatic behavior patterns 

(Hoberman & Lewinsohn, 1985). These patterns, called “scripts”, include 

the many daily routines in which people engage every day, such as getting 

dressed in the morning and going to work. The changes in scripts that result 

from many different types o f life events result in the mood changes that
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contribute to depression. The important factor determining whether a person 

will become depressed is the extent to which the circumstances or events 

interfere with the individual’s scripts. The greater the disruption, the greater 

the distress. Then people feel more self-conscious, when they lose the cues 

provided by their familiar routines and surroundings. This heightened self- 

consciousness can lead the person to become more self-critical to take 

responsibility for negative outcomes, and to withdraw from others.

For example, a lady named Martina was recently widowed. She has not only 

lost a close relationship but also must make vast changes in her day to-day 

life. M arina’s life becomes less predictable, and her responsibilities are 

doubled. In this behavioral formulation o f depression, such an interruption 

in Marina’s daily life patterns results in a loss o f positive reinforcements 

(the loss o f a close relationship) and makes her feel more self-conscious in 

carrying out activities that are unfamiliar to her. For example, when she 

goes to a restaurant, she feels awkward and embarrassed about sitting alone; 

when she goes to the bank for the first time to discuss her financial situation, 

she feels uncomfortable and afraid of making a mistake in front o f the bank 

personnel. Ultimately she became more se lf-critica l and withdrew herself 

from others and became depressed.

One important variant o f the behavioral approach to depression is the 

learned helplessness model, a term coined by psychologist Martin Seligman.

(d) The helplessness and hopelessness theories

Martin E.P Seligman discovered that dogs and rats have a very interesting 

emotional reaction to events over which they have no control. In the late 

1960s, Seligman and his colleagues (Maier, Seligman & Solomon 1969;
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Overmier and seligman , 1967) noted that laboratory dogs who were first 

exposed to uncontrollable shocks later showed major deficits in learning in 

a different situation that they could control shocks. Animals first exposed to 

equal amounts o f controllable shock showed no such deficits. Indeed when 

the uncontrollable shocked animals were put in the new situation with 

potentially controllable shocks, they didn’t even seem to try to learn 

whether there was some way to control the shocks; instead they seemed to 

simply passively accept the shocks.

Seligman and his colleagues proposed the learned helplessness hypothesis to 

explain these effects. This hypothesis states that when an organism learns 

that it has no control over aversive events such as shock, this learned 

helplessness will produce three kind o f deficits:

(i) Motivational deficits:

If one has already learnt that one has no control, why bother trying? 

This was consistent with observations that the helpless animals did 

not initiate many responses on their own, they did not even try to 

escape the shocks in the new situation;

(ii) Cognitive deficits;

If  one has learnt that one has no control, this interfere with one’s 

future ability to learn that one can has control. This was consistent 

with observations that even when a dog made an occasional response 

to escape the shock it did not seem to notice that its response had 

brought relief and returned to passively accepting the shock on 

future trials. In cognitive deficit, it was learnt that the animal had no 

ability to control.
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(iii) Emotional Deficit:

Learning that one has no control produces passivity and perhaps 

depression. It was this observation (that the animals looked 

depressed) that captured Seligman’s attention and led ultimately to his 

proposing a learned helplessness model o f depression.

Subsequent research demonstrated that helpless animals also show lower 

levels o f aggression, loss o f appetite and weight and a variety of 

physiological changes in neurotransmitter levels. After demonstrating that 

the learned helplessness phenomenon occurred across species, including 

humans (Hiroto &b Seligman, 1975). Seligman went to propose that learned 

helplessness may, underlie some types o f human depression. That is, people 

undergoing stressful life events over which they have little or no control 

develop a syndrome like the helplessness syndrome seen in animals. 

Seligman noted that there were many symptom similarities between human 

and animals in relation to helplessness and depression. For example, both 

helpless animals and depressed humans show lowered initiation of 

voluntary responses, or what is known in the depression literature as 

“paralysis o f will” . In addition, both show a negative cognitive set, and here 

he noted the similarities between the cognitive deficits seen in helpless 

animals and the pervasive negative thinking seen in depressives noted by 

Beck. Moreover, the lack o f aggression and loss o f appetite, as well as the 

physiological changes observed, seemed to be parallel in helplessness and 

depression.

By 1978, several inadequacies o f the theory and unexplained aspects of 

depression had become apparent and a revised version o f the learned 

helplessness model was proposed by Abramson, Seligman, and Teasdale 

(1978). The essence of the revised theory lies in the concept o f attribution-
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the explanation a person has for his or her behavior (Weiner et al., 1971)- 

and in this way it blends cognitive and leaning elements. The kinds of 

attributions that people make about uncontrollable events are, in turn, 

central to whether they become depressed or not. They proposed three 

critical dimensions on which attributions are made: internal/external, global 

/specific, and stable/ unstable. A depressogenic or pessimistic attribution 

for a negative event would be an internal, stable and global one. 

For Example if  a girl's boyfriend treats her badly and she conclude that 

“It’s because I'm ugly and boring” She is much more likely to become 

depressed than if  she conclude that “It’s because he’s in a bad mood today 

after failing his exam and he is taking it out on me.” Abramsons and his 

colleagues also hypothesized that people have a relatively stable and 

consistent style for making attributions and that people who have a 

pessimistic or depressogenic style are at risk for depression when faced with 

uncontrollable negative life events. That is, the pessimistic attributional 

style is a diathesis for depression.

The basic premise o f the leaned helplessness theory is that an individual's 

passivity and sense o f being unable to act and control his or her own life is 

acquired through unpleasant experiences and traumas that are tried 

unsuccessfully to control by individual bringing on a sense o f helplessness 

which leads to depression.

In 1989, a further revision of this theory was presented known as the 

hopelessness theory (Abramson et al., 1989). Although many elements of 

the earlier theory were similar, these investigators proposed that having a 

pessimistic attribution style in conjunction with one or more negative life 

events was not sufficient to produce depression unless one first experienced 

a state o f hopelessness. A hopelessness expectancy was defined by the
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perception that one had no control over what was going to happen and by 

absolute certainty that an important bad outcome was going to occur or that 

a highly desired good outcome was not going to occur. So a hopelessness 

expectancy was proposed as a sufficient condition for depression, although 

Abramson and colleagues acknowledged that this may be true for only a 

subset o f depressives-a new subtype that they defined as the hopelessness 

subtype o f depression. Research is currently testing this theory. One 

supportive study with college students found that students with a pessimistic 

attributional style who had low self-esteem were likely to develop depressed 

mood for several days following a poor grade on amid-term exam (Metalsky 

et al., 1995).In addition, this effect was related to the tendency to become 

hopeless, as predicted by the theory.

An advantage o f the hopelessness theory is that it can deal directly with the 

CO morbidity o f depression and anxiety disorders.

(e) Beck’s Cognitive Theory

One of the most prominent theories o f depression for the past 25 years has 

been that o f Aaron Beck (1967, 1985, 1987)- a psychiatrist who 

became disenchanted with psychodynamic theories o f depression early in 

his career and developed his own cognitive theory o f  depression. This 

theory regards thought processes as causal factors in depression. According 

to Beck, depressed individual’s thinking is biased toward negative 

interpretations.

According to Beck, in childhood and adolescence, depressed individuals 

acquired a negative schema, a tendency to see the world negatively through 

loss o f a parent, an unrelenting succession o f tragedies, the social rejection
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of peers, the criticisms o f teachers, or the depressive attitude o f a parent. 

The negative schemata or beUefs acquired by depressed persons are 

activated whenever they encounter new situations that resemble in some 

way, perhaps only remotely, the conditions in which the schemata were 

learned. Moreover, the negative schemata o f depressed people fiiel and 

are fueled by certain cognitive biases, which lead these people to 

misperceive reality. Thus an ineptness schema can make depressed 

individuals expect to fail most o f the time, a self-blame schema burdens 

them with responsibility for all misfortunes, and a negative self evaluation 

schema constantly reminds them o f their worthlessness.

The negative schemata, together with cognitive biases or distortions, 

maintain what Beck called the negative tried; negative views o f the self, the 

world and the future. Following figure illustrates the interactions among 

three levels o f cognitive activity believed by Beck to underlie depression.

Figure: The inter relationship among different kinds o f cognitions in Beck’s 

theory o f depression.
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Examples o f negative tried are following;

a) Negative thoughts about the self:- “I am failure", “I am worthless", "I 

am ugly".

b) Negative thoughts about one’s experiences and the surroundings 

world:-

“No one loves me” "People treat me badly”

c) Negative thoughts about one’s future:- “It’s hopeless because things 

will always be this way” .

Back also postulates that the negative cognitive triad tends to be maintained 

by a variety o f cognitive biases or distortions. The following list describes 

some of the principal cognitive biases o f the depressive individual.

(i) Arbitrary inference :

A conclusion drawn in the absence o f sufficient evidence or any 

evidence at all. For example, a man concludes that he is worthless 

because it is raining the day he is hosting an outdoor party.

(ii) Selective abstraction:

A conclusion is drawn on the basis o f but one o f many elements in a 

situation. A worker feels worthless when a product fails to fianction, 

even though she is only one o f many people who contributed to its 

production.
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(iv) Overgeneralization :

An overall sweeping conclusion is drawn on the basis o f a single, 

perhaps trivial, event. A student regards his poor performance in a 

single class on one particular day as final proof o f his worthlessness 

and stupidity.

(v) Magnification and minimization:

It means exaggerations in evaluating performance. A man, believing 

that he has completely ruined his car (magnification) when he sees 

that there is a slight scratch on the rear fender, regards him self as 

good- for- nothing; or, a woman still believes herself worthless 

(minimization) in spite o f a succession o f praiseworthy 

achievements.

The implications o f Beck's theory are very important. By recognizing 

cognitive errors and the underlying schemas, depressive and other related 

emotional disorders can be alleviated. Applying this theory, Beck became 

the father o f cognitive therapy,- one o f the most important approaches for 

depressive and other emotional disorders.

(f) Interpersonal Theory

Some depressed people have had lifelong difficulties in their interactions 

with other people. For example, a 40 year old man named Willy who for 

most o f his life acted in abrasive ways that alienate others. As the year go 

by, Willy becomes increasingly saddened by the fact that he has no friends 

and realizes that it is unlikely that he will ever have a close relationship. For 

depressed people like Willy, whose social skills are so deficient, a cycle is

39

Dhaka University Institutional Repository



created as their constant pessimism and self deprecation make other people 

feel guilty and depressed. As a result, other people respond in unhelpful 

ways with criticism and rejection, and this further reinforces the depressed 

person's negative view of the world.

Expanding on these ideas, Columbia University researcher Myrna 

Weissman, with her late husband Gerald Klerman and their associates 

developed a model o f understanding mood disorders that emphasizes 

distrubed social functioning (Klerman, Weiss man, Rounsaville & Chevron, 

1984; Weissman & Markowitz, 1994). This theory incorporates the ideas o f 

behavioral psychologists who focus on the poor social skills o f the 

depressed individual, but it goes one step further in looking at the origins of 

the depressed person's fundamental problems. Gotlib and Hammen (1992) 

reviewed a considerable amount o f research showing that depressed 

individuals have smaller and less supportive social networks. They 

reviewed evidence that depressives have social skills deficits. For example, 

they seem to speak more slowly and monotonously and to maintains less 

eye contact; they are also poorer than non depressed people at solving 

interpersonal problems.

The interpersonal theory of depression is rooted in the interpersonal 

approaches o f Adolph Meyer (1957) and Henry Stock Sullivan (1953 a; 

1953 b) and the attachment theory o f John Bowlby. Meyer was known for 

his psychological approach to abnormal behavior, emphasizing how 

psychological problems might represent an individual's misguided attempts 

to adapt to the psychosocial environment. He believed that physical 

symptoms can also develop in association with psychological distress. 

Sullivan (1953) characterized abnormal behavior as a function o f impaired 

interpersonal relationships, including deficiencies in communication.
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Bowlby's theory with its specific focus on disturbed attachment bonds in 

early childhood as the cause of unhappiness later in life, is particularly 

relevant to depression .

Interpersonal theory connects the ideas o f these theorists with the behavioral 

and cognitively oriented theories by postulating a set o f steps that leads to 

depression. The first step is the person's failure in childhood to acquire the 

skills needed to develop satisfying intimate relationships. This failure leads 

to a sense o f despair, isolation, and resulting depression. Once a person's 

depression is established, it is maintained by poor social skills and impaired 

communication, which leads to further rejection by others. Reactive 

depressions in adulthood may arise when the individual experience a 

stressful life event, such as the end o f a relationship or death o f a significant 

other. After the depressive symptoms begin, the individual's maladaptive 

social skills perpetuate them. For example, a man whose wife dies may 

become so distraught over an extended period of time that he alienates his 

friends and family members. In time, a vicious cycle establishes itself, in 

which his behavior causes people to stay away; because he is so lonely, he 

becomes even more difficult in his interactions with others. Although the 

individual circumstances differ in each case, it is this cycle o f depression, 

lack of social interaction, and deterioration o f social skills that interpersonal 

theory regards as the core problem o f depression. Some theorists and 

clinicians have attended to the way in which conflict with close ones, 

particularly family members is sometimes associated with the onset and 

course o f depression (Moos, Cronkite & Moos, 1998). It makes sense that 

unhappiness in a person's most intimate relationships has a profound impact 

on emotional functioning.
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Social influences have a powerful effect on psychological and biological 

functioning. In general the greater the numbers and frequency o f a person's 

social relationships and contacts, the longer he or she is likely to live (for 

instance, House, Landis & Umberson, 1988). It is not surprising, then that 

social factors influence whether a person become depressed. Many studies 

have established the importance of social support in speeding recovery from 

depressive episode (Keitner, et at 1995; Me Leod, Kessler, & landis, 1992; 

Sherboume, Hays, & wells, 1995)

It is most important implications o f interpersonal theory that this theory 

provides interpersonal therapy where the problems o f interpersonal 

relationship are solved and social skill training is given necessarily.

(g) An integrative Theory

Basically, depression and anxiety may often share a common genetically 

determined biological vulnerability (Barlow, in press; Barlow et al., 1996) 

that can be described as an overactive neurobiological response to stressful 

life events. Once again, this vulnerability is simply a general tendency to 

develop depression or anxiety rather than a specific vulnerability for 

depression or anxiety itself. There is good evidence that stressful life events 

precede the onset o f depression in most cases. The best current thinking is 

that stressful life event activates stress hormones which in turn, have wide 

ranging effects on the neurotransmitter systems, particularly those involving 

serotonin and norepinephrine. There is also evidence that activation o f stress 

hormones over the long term may acutually" turn on” certain genes, 

producing long-term structural and chemical changes in the brain. For 

example, processes triggered by long-term stress may lead to atrophy of 

neurons in the hippocampus that help regulate emotions. Such structural
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change might permanently affect the regulation of neurotransmitter activity. 

The extended effects of stress may also disrupt the circadian symptoms in 

certain individuals, who then become susceptible to the recurrent cycling 

that seems so uniquely characteristic o f the mood disorder (Post-1992).

People who develop mood disorders also possess a psychological 

vulnerability experienced as feeling of inadequacy for coping with the 

difficulties confronting them. When vulnerabilities are triggered the " giving 

up" process is crucial to the development o f depression (Alloy et al, 1990). 

A variety o f evidence indicates that these attitudes and attributions correlate 

rather strongly with such biochemical markers o f stress and depression as by 

products o f nor epinephrine (for example, Samson, Mirin, Houser, Fenton & 

Schildl<xaut, 1992), and with hemispheric lateral asymmetry (Davidson et 

al., in press). Finally, it seems clear that factors such as interpersonal 

relationships may protect us from the effects o f stress and therefore from 

developing mood disorders. In summery biological, Psychological and 

social factors all influence the development o f depressive disorder, as 

depicted in the following figure.

Activation o f  Stress 
hormones with wide 

ranging effects on 
neuro-transmitters

Biological Vulnerability

Psychological Vunerability

Stressful life events

Negative attribution, 
Sense o f  hopelessness 

Dysfuncional attributes 
Negative Schemas

Depressive disorder
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2.3 : RATIONALE OF THE STUDY

Bangladesh is one o f the worst poverty stricken countries o f the world 

where nearly 40 percent o f the population fall below poverty line (UNDP, 

2003). Majority o f the people in Bangladesh depend mainly on agriculture 

and manual labor for their livelihood. There is low income and high 

illiteracy (74%) with over population-this is the true picture o f Bangladesh. 

The rate o f illiteracy for women is 75.8% as against 54.44% for men 

(UNDP, 1994).

The poverty and illiteracy in Bangladesh have great influence on people. 

Due to poverty, people can not afford sufficient food and minimum level o f 

livelihood. Taking education for most o f the people is unthinkable. They 

cannot enjoy the modern facilities o f life. These inadequate facilities in 

home, society and environment ultimately produce psychological distress 

which has a detrimental effect on psychological well being in terms o f 

depressive symptoms.

Poverty again is not equally experienced across gender. A particular section 

of the people o f Bangladesh who are worst affected by socio-cultural 

attitudes and values and have been pushed to an extreme end o f poverty are 

women often designated by the social scientist as the poorest o f  the poor. In 

a situation like this, symptoms o f depression among the people of 

Bangladesh might be common.

Research conducted in Bangladesh revealed that 34% o f patients attending 

psychiatric outdoor o f Banga Bandhu Sheikh Mujib Medical University 

(BSMMU) (Former IPGMR) and in General practice are suffering from 

depressive illness (Chowdhury & Firoz, 1998) In Bangladesh, prevalence of
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depression was found to be 28.78 per thousand in a field study near Dhalca 

(Chowdhury, Alam & A l i , 1981).

Depression is associated with high mortality. Up to 15% o f individuals with 

severe major depressive disorders die by committing suicide (American 

Psychiatric association, 1994).

Epidemiological evidence also suggests that there is a fourfold increase in 

death rates in individuals with major depressive disorder who are over the 

age of 55 years. Individuals with major depressive disorder admitted to 

nursing homes may have a markedly increased likelihood o f death in the 

first year. Among individuals seen in general medical setting those with 

major depressive disorder have more pain and physical illness and 

decreased physical, social and role functioning (American Psychiatric 

Association, 1994)

Depression is likely the most common psychiatric disorder in the world and 

is a terminal disease when it results in suicide (Robins, Murphy, Wilkinson, 

Gassner & Kayes, 1959). In other researches it is found that between 11% 

and 17% o f people who have suffered from a severe depressive disorder at 

any time will eventually commit suicide (Fremming, 1951) Helgason, 

1964; pitts & Winokur, 1964, Black, Winokur & Hasrallah, 1987).

And at the same time, it is a challenge for national health, when 

Government o f Bangladesh is trying to ensure good health for everybody. 

Depressed people remain sad, they loose their interest or pleasure in 

activities and they may loose their energy and concentration also (American 

Psychiatric Association, 1994).These symptoms may disrupt normal family 

atmosphere. So they may become burden for their family and as well as for
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the society. Due to depression, they might loss their job or fail to perform 

well. As a result, they create loss for family and for country. Some o f them 

might commit suicide which is one o f the symptom o f depression and cause 

enormous essential loss and other social difficulties for family. At the same 

time, country loses its probable human resources. Bangladesh is a poor 

developing country but it has a potential man power. The country's ultimate 

goal is to utilize human resources, which can contribute to country's 

development. It order to meet this great challenge, it is essential to use our 

resources as precisely as possible. Human resource is one o f the powerful 

resources for Bangladesh. In order to utilize this human power in a most 

skilled way, it is essential to ensure good health including mental health of 

the people with other measures.

As depression is a prominent terminal psychiatric disorder, so it should be 

considered with priority. About 90% o f the people who die from suicide 

have some form o f mental disorder at the time o f death (Barraclough, 

Bunch, Nelson & Sainsbury, 1974). The most frequent disorder o f these 

mental disorders is the depressive disorder (Goldacre, Seagoatt & Hawlton, 

1993).

So early detection and proper management o f this common and dangerous 

psychiatric disorder (depressive disorder) is essential. In the perspectives of 

these arguments, the present study has been designed to carry out an 

empirical investigation o f depression in adults among different income 

groups from Bangladesh context. Findings o f the study will provide a clear 

picture o f depression of male and female adults o f the three different income 

groups, such as low, middle and high-income groups.
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The present study also attempted to investigate whether depression varies 

with family type, education, age and marital status o f respondents.

It is hoped that this study will help us to contribute to the knowledge of 

planners, policy makers, and practitioners to chalk out a meaningful action 

scheme to prevent depression among the people o f different income groups 

in Bangladesh.

2.4 : Purpose of the study

The purpose o f the present study was to investigate depression among male

and female adults as related to some socio-economic factors.

2.5 : Objective of the study

(1) To assess the level o f depression among male and female 

respondents.

(2) To see whether depression varies with different income groups.

(3) To see whether depression varies with the education level o f the

respondents.

(4) To see whether depression varies with the marital status o f the 

respondents.

(5) To see whether depression varies with the type o f family.

(6) To see whether depression varies with the age o f the respondents.
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Chapter III 

METHOD

This chapter describes the sample, study design, questionnaire used and 

field work procedures o f the present study.

3.1 : SAMPLE

A total o f 150 adult subjects (75 male and 75 female) ranged between the 

ages of 18-60 years were selected from Dhaka city. Subjects were divided 

into three groups according to their income (upper, middle and lower 

income groups), 50 respondents were selected for each group. There were 

25 male respondents and 25 female respondents in each group.

Stratified purposive sampling technique was employed to select sample for 

the present study.

Table-1; Distribution o f sample by gender and different income groups

Gender Income groups Total

Lower Middle Upper

Male 25 25 25 75

Female 25 25 25 75

Total 50 50 50 150
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3.2 : STUDY DESIGN

To have representative sample o f the population o f Dhaka City, care was 

taken to cover respondents from three income groups (high, middle and 

lower income groups). Subjects were selected from different areas o f Dhaka 

City to cover 150 respondents o f three income groups.

Selection of the respondents:

The criteria used for the selection o f the respondents were:

(i) Respondents willing to participate.

(ii) Only one respondent from each house was selected.

(iii) Only 18 years o f age and above.

(iv) Permanent resident o f the house to ensure the return o f the

questionnaire if  left with the respondent to be collected later.

(v) Sick or persons with physical or mental handicap like bed ridden, 

short o f hearing, poor eye sight, mentally retarded etc. were 

excluded.
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Number and percentages of certain demographic factors o f sample are

presented in table-2 through table-5.

Table 2: Number and percentage of sample in different income

groups according to family type

Family type Income groups Total

Upper Middle Lower

Single 15(30) 26 (52) 34 (68) 75 (50)

joint 35 (70) 24 (48) 16(32) 75 (50)

Total 50 50 50 150

Table 3: Number and percentage of sample in different income

groups according to education

Education
Income Groups

Total
Upper Middle Lower

Below S.S.C 0 3 (6 ) 44(88) 47 (31.33)

Above S.S.C 50(100) 47(94) 6(12) 103 (68.67)

Total 50 50 50 150

Table 4 :  Number and percentage of sample in different income

groups according to age

Age
Income Groups

Total
Upper Middle Lower

35 & above 23(46) 24(48) 28(56) 75(50)

Below 35 27(54) 26(52) 22(44) 75(50)

Total 50 50 50 150
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group according to marital status

Table 5: Number and percentage of sample in different income

Marital status Income Groups Total

Upper Middle lower

Married 36 (72) 36 (72) 18 (36) 75 (50)

Unmarried 14(28) 14 (28) 32 (64) 75 (50)

Total 50 50 50 150

Age of the respondents ranged from 18 to 60 years, income ranged for lower 

income groups from 2 to 8 thousand, for middle income group from 9 to 29 

thousand, for upper income group from 30 thousand to above. The range of 

education was from no education to Masters.

3.3 : Instrument used

The instrument used for the present study were the following:

i) The Beck Depression Inventory-second edition (BDI-II)

ii) Bio-data form

i) The Beck Depression Inventory-second edition (BDI-II)

The "Beck Depression Inventory-Second edition (BDI-II)” is a 21-item self 

report questionnaire for measuring the severity o f depression in adults and 

adolescents aged 13 years and older. BDI-II is the revised and modernized 

form of the Beck Depression Inventory (BDI-IA; Beck, Rush, Shaw and
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Emery; 1979). The BDI-A replaced the original instrument (BDI) that had 

been developed by Beck, Ward, Mendelson, Mock, and Erbaugh (1961). 

This version o f the inventory (BDI-II) was developed for the assessment of 

symptoms corresponding to criteria for diagnosing depressive disorders 

listed in the American Psychiatric Association's Diagnostic and Statistical 

Manual o f Mental Disorders-Forth Edition (DSM-IV, 1994).The BDI-II is 

one o f the most widely accepted instruments for assessing the intensity o f 

depression in psychiatric patients.

There are 21-items consisting of depressive symptoms and attitudes in this 

instrument. These items were organized according to the severity o f the 

content o f the alternative statements and each item was rated on a 4-point 

scale ranging from 0 to 3 in terms o f severity.

The items o f BDI-II were (1) Sadness (2) Pessimism (3) Past failure (4) 

Loss o f Pleasure (5) Guilty Feelings (6) Punishment Feelings (7) Self- 

Dislike (8) Self-Criticalness (9) Suicidal Thoughts or Wishes (10) Crying

(11) Agitation (12) Loss of Interest (13) Indecisiveness (14)Worthlessness 

(15) Loss o f Energy (16) Changes in Sleeping Pattern (17) Irritability (18) 

Changes in Appetite (19) Concentration Difficulty ( 20) Tiredness on 

Fatigue (21) Loss o f Interest in Sex.

The BDI-II has been translated into Bangla by Rahman, (2001) and it is 

popular among the growing professional clinical psychologists and 

psychiatrists in Bangladesh. Reliability studies (Beck et al.,1988) have 

shown high degree o f internal consistency where all item scores correlated 

highly with total score. Test-retest correlation ranged from 0.48 to 0.9 with 

intervals varying from a few hours to four months. (Beck et al., 1988). Test- 

retest reliability o f the Bangla version o f BDI-II was obtained by
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administering it to 30 adults mixed clinical and non-clinical samples thrice 

within the duration o f 7 to 10 days. The Pearson correlation between first 

week and second week o f BDI-II scores was 0.82 and spearman's 

correlation co-efficient was 0.89 (P<0.01). Independent validation studies 

have shown a range o f usually high correlation of BDI-II Scores with other 

depression measures (Beck et al., 1988).

Scoring:

The BDI-II is scrod by summing the ratings for the 21 items. Each item is 

rated on a 4 point scale ranging from 0 to 3. If  an examinee has made 

multiple endorsements for an item, the alternative with the highest rating is 

used. The maximum total score is 63. Special attention must be paid to the 

correct scoring o f the Changes in Sleeping Pattern (Item -16) and Changes 

in Appetite (Item -18) items. Each o f these items contains seven options 

rated in order as 0, la, lb , 2a, 2b, 3a, 3b, to differentiate between increases 

and decreases in behavior or motivation. If  a higher rated option is chosen 

by the respondent, the presence of an increase or decrease in either symptom 

should be clinically noted for diagnostic purpose.

ii) Bio-data S h eet.

A bio-data sheet containing some personal information was attached with 

the questionnaire and is given in Appendix-A. It included information 

regarding age, education, marital status, monthly income, family type ( 

single or jo in t), and gender.
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3.4 : PROCEDURE

The data for the present study was collected through questionnaires from the 

respondents o f different areas of Dhaka City. The questionnaire is designed 

to be self-administered. At the beginning each respondent was briefly 

explained about the purpose o f the present study and was requested to co­

operate with the research -w ork. The respondents were first asked to fill up 

the bio-data form which contained some personal information regarding 

age, sex, education, family type (single or joint), marital status (married or 

unmarried) and monthly income etc. Before completing the questionnaire 

respondents were asked to read the instructions carefully printed on both of 

the question range. The respondents at first were bit hesitant to give answers 

to the questions. But they were assured that all the information would be 

kept confidential and would be used only for research purpose. Respondents 

were approached for administration of the questionnaire either at homes or 

in their offices. For respondents with low educational background, the 

items were verbally presented in a simple language and their responses were 

noted down. It should be mentioned that few respondents did not complete 

the questionnaires in front the researcher. So the researcher had to leave the 

questionnaire for a day or two and collected those later at their convenience. 

After that the respondents were thanked by the researcher.

3.5 : SCORING AND CODING OF RESPONSES

Upon completion o f the data collection, the researcher scored all the 

responses and made the necessary coding for data analysis
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Data Analysis

Data analysis were done using SPSS. The following statistical analysis were

performed.

(i) Descriptive statistics: Descriptive statistics for each variable was 

calculated (Mean and Standard Deviation)

(ii) 2x3 ANOVA: 2x3 ANOVA was computed to see if  depression varied 

as a function o f gender and different income groups.

(iii) One way ANOVA; (a) one way ANOVA was computed to see if 

depression varied as a function of education, family type, marital 

status and age.
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Chapter-IV

RESULT

The purpose o f the present study was to investigate symptoms of 

depression among male and female adults as related to some socio­

economic factors.

The objectives of the study were:

(1) To assess the level o f depression among male and female 

respondents.

(2) To see whether depression varies with the income level o f the 

respondents.

(3) To see whether depression varies with the education level o f the 

respondents.

(4) To see whether depression varies with the marital status o f the 

respondents.

(5) To see whether depression varies with the type o f family.

And

(6) To see whether depression varies with the age o f the respondents.
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The date were analyzed computing ANOVA. Results o f these analyses are 

presented in five sections.

Section-] describes the effect o f gender and different income groups on 

depression.

Section-II describes the effect o f marital status o f the respondents on 

depression.

Section-Ill describes the effect o f types o f family on depression.

Section-IV describes the effect o f the age of the respondents on depression.

Section-V describes the effect o f the level o f education o f the respondents 

on depression.

Section-I

4.1 : DEPRESSION: GENDER AND DIFFERENT INCOME 

GROUPS

2x3 analysis o f variance was computed to see the effect o f gender and 

different income groups on depression. The results are presented in table 6 

and 7.
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Table 6: Mean and SD of depression score according to gender and

different income groups

Income Sex Mean Std. Deviation N

Lower Male 16.96 3.08 25

Female 17.96 3.90 25

Total 17.46 3.51 50

Middle Male 4.96 1.59 25

Male 6.48 2.68 25

Total 5.62 2.35 50

Upper Male .72 .68 25

Female 1.76 .88 25

Total 1.24 .94 50

Total Male 7.48 7.23 75

Female 8.73 7.38 75

Total 8.11 7.31 150

In the case o f gender, it was found that the mean score o f depression of 

female respondents (X=8.73) was higher than that o f male respondents 

(X=7.48). Therefore it can be said that female respondents suffered from 

depression more than male respondents.
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Male Female

Depression by Gender

FIGURE 1: Mean of depression score by gender

In the case of income groups, highest mean score for depression was 

obtained by the respondents of lower income groups (X= 17.46) and the 

lowest mean score for depression was obtained by the respondents of the 

higher income group (X=1.24). It was found that the mean score for 

depression of the respondents of lower income group (X=I7.46) was higher 

than that of the respondents of middle income group (X=5.62) and the mean 

score for depression of the respondents of middle income group (X=5.62) 

was higher than that of the respondents of upper income group (X==1.24). 

Therefore, obtained resuh indicated that the respondents of lower income 

groups suffered from depression more than those of all other income groups.
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FIGURE 2 : Mean of depression score by income.

Table 7: Depression score by Gender and Income with F-value.

Source Sum of square df Mean square F

Gender 58.91 1 58.91 9.93

Income 7040.97 2 3520.49 593.40

Gender X Income 4.09 2 2.047 .35

Within cells 854.32 144 5.93

P <  .01

Obtained result indicated that gender had significant effect on depression 

(F=9.93; df=l,144, P<.01) and also a significant difference was found in the 

depression among the different income groups (F=593.40; df=2,144; P<.01).
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Section-II

4.2 : DEPRESSION AND EDUCATION

One way analysis o f variance was computed to see whether depression 

varies with the education o f the respondents. The result is presented in table 

8 and 9.

Table 8: Mean and SD of depression score according to education

Level of 

education
N Mean Std. Deviation

below S.S.C 47 17.04 4.77

above S.S.C 103 3.78 2.62

Total 150 10.41

Highest mean score was obtained by the respondents o f below S.S.C level 

of education (X= 17.04) and lowest mean score was obtained by the 

respondents o f above S.S.C level o f education (X=3.78).
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Below SSC Above SSC

Depression by Education 

FIGURE 3 : Mean of depression score by education

Table 9: Depression score by education with F-value

Sum of 

square
Df

mean

square
F

Between

groups

5971.53 1 5971.53

511.26

Within

groups

1728.47 148 11.68

Total 7958.29 149

P<.01

Obtained result indicated that education had significant effect on depression. 

Respondents of lower education level suffered from depression more than 

those of higher education level. (F=511.26; df= 1,148; P< 01)
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4.3 : DEPRESSION AND MARITAL STATUS

One way analysis of variance was computed to see whether depression 

varies with the marital status of the respondents. The resuh is presented in 

the table of 10 and 11.

Section-Ill

Table 10: Mean and SD of depression score according to marital status

Marital status N Mean Std. Division

Married 90 6.07 6.10

Unmarried 60 11.17 7.93

Total 150 8.11 7.31

Unmarried respondents obtained higher depression score (X=11.17) than

married respondents (X = 6.07)

12

10

8
a

Married Unmarried

Depression by Marital Status

FIGURE 4 : Mean of depression score by marital status
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Table 11: Depression score by marital status with F-value

Source of 

variance

Sum of 

square

Df Mean

square

F

Between

group

936.36 1 936.36 19.14

Within

groups

7021.93 148 47.45

Total 7958.29 149

r<.01

Obtained result indicated that marital status had significant effect on 

depression (F=19.74; df=l,148; p <.01). Unmarried respondents suffered 

from depression more than married respondents.

Section-IV

4.4 : DEPRESSION AND FAMILY TYPE

One way analysis o f variance was performed to see whether depression 

varies with family type o f the respondents. The results o f this analysis are 

presented in table 12 and 13.

Table 12: Mean and SD of depression score according to family type.

Family type N Mean Std. Deviation

Single 75 10.49 7.32

Joint 75 5.72 6.52

Total 150 8.11 7.31

The respondents o f single family obtained higher depression score 

(x=10.49) than the respondents o f joint family.

64

Dhaka University Institutional Repository



Bceu

Single Joint

Depression by Family Type 

FIGURE 5 : Mean of depression score by family type

Table 13: Depression score by family type with F-value

Score of 

variance

Sum of 

square

Df Mean square F

Between

groups

854.73 1 854.43 17.80

within groups 703.84 148 477.99

Total 7958.29 149

p< .01

Obtained result indicated that family type had significant effect on 

depression ( F = 17.80, df = 1, 148, p <.01 ).The respondents of single 

family suffered from depression more than those of joint family.
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4.5: DEPRESSION AND AGE

One way analysis of variance was also performed to see whether depression 

varies with age of the respondents. The results are presented in the table 14 

and 15

Table 14: Mean and SD score according to age

Section-V

Age N Mean Std. Deviation

Below 35 75 8.01 7.90

35 and above 75 8.20 6.72

Total 150 8.11 7.31

The respondents of 35 and above age group obtained a bit higher depression 

score (X = 8.20) than those of below 35 age group (X = 8.01).

8.50

8.25 

8.00

® 7.75 

^  7.50

7.25

Below 35 35 and above

Depression by Age 

FIGURE 6 : Mean of depression score by age
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Table 15 : Depression score by age with F-value

Source of 

variance

Sum of 

square
df Mean square F

Between

group

1.31 1 1.31 .02

Within

groups

7956.99 148 53.76

Total 7958.29 149

P<.01

Obtained result indicated no significant difference in depression between the 

respondents o f two age groups ( F = .02, d f = 1, 148, p<.01 ).
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Chapter -V  

DISCUSSION

The main purpose o f the present study was to investigate depression among

male and female adults as related to some socio-economic factors.

The objectives o f the present study were:

1) To assess the level o f depression among male and female 

respondents.

2) To see whether depression varies with different income groups.

3) To see whether depression varies with the education level o f the 

respondents.

4) To see whether depression varies with the marital status o f the 

respondents.

5) To see whether depression varies with the type o f the family o f the 

respondents.

And

6) To see whether depression varies with the age o f the respondent.

The result o f the study is presented in the previous chapter. This 

chapter discusses on the findings of the study. The discussion o f the 

findings are categorized in the following sections. In these sections,
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depression is treated as dependent variable while gender, income, 

education, marital status, family type and age are treated as 

independent variables. All information regarding these variables were 

obtained from respondents during data collection phase.

5.1 : DEPRESSION: GENDER AND INCOME

The result presented in table 6 showed that gender had significant 

effect on depression o f the respondents. It was evident from the result 

o f the study that the depressive symptoms o f female respondents were 

higher than those o f male respondents. This finding is supported by 

Kessler et al., (1994) who found that women are more likely to 

experience depressive symptoms than men. Spaner, Blanel and 

Newman (1994) also found the same result in their study. Some 

possible explanation could be given for the higher score o f depression 

among female respondents.

A particular section o f the people o f Bangladesh who are the worst 

affected by socio-cultural attitudes and values and have been 

pushed to an extreme end o f poverty are women often designated by 

the social scientists as “ the poorest o f the poor” . The tradition o f the 

countries has denied them o f equal status with men in society. These 

traditions nourish some built in beliefs, prejudices, discrimination in 

stereotyped gender roles and above all acceptance o f patriarchy in 

social and cultural spheres and women are at a disadvantage in our 

society. They experience more discrimination, poverty, sexual 

harassment and abuse than men do. As a result, the higher incidence 

o f depression in women may be due to the particular stresses that
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many women face. These stresses include major responsibilities at 

home such as, doing most o f the household works, caring for children 

and aging parents. Social expectations play a role here as well. 

Society expects that women should have a greater share o f child care 

and household responsibilities.

Women's reproductive events that include the menstrual cycle, 

pregnancy, the post pregnancy period, inheritability, menopauses also 

bring fluctuations in mood that lead women to depression. Weissman 

and Klerman (1977) concluded that women had higher rates of 

depression than men, they received evidence bearing on the 

possibility that the higher rates o f depression among women could be 

due to genetic factors.

For instance, in today’s two income households, the total daily 

workload is particularly heavy for mothers because they still do most 

o f the household works in addition to their professional works 

(Frankenhaeuser, 1991). The personality theories o f women’s 

depressions suggest that in general women are more prone than men 

to be unassertive and dependent on others than men and that these 

lead women to experience more helplessness, self punishment and 

depression (Chevran, Quinlan & Blatt, 1978; Jack 1991; Radlaff, 

1975). Women do score lower than men on some measures of 

assertiveness or self-confidence (Noten-Hoeksema, 1990). These 

lower scores seem to be associated with higher levels o f depression. 

When women feel sad or distressed, women are more likely than men 

to focus on their distress and passively ruminate about it rather than 

take action to distract them or change their situations (Nolen- 

Hoeksema, 1990). Laboratory and naturalistic studies have shown
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that people with such a passive ruminative style o f copying with their 

periods o f depression and distress have longer and more severe 

periods o f depression (Noten-Hoeksema 1995).

From table 6 it appears that income had significant effect on 

depression o f respondents. The result showed that the respondents o f 

lower income groups suffered from depression more than all other 

income groups. The findings of present study are similar to the 

finding o f the study conducted by Hirschfield and Cross, 1982. They 

found that the poor have higher rate o f depressive symptoms. It was 

evident from the result o f the study conducted by Monroe and Simons

(1991) also. They found that poverty might be associated with 

creation o f depressive symptoms. Some possible explanations could 

be given for the higher scores o f depressions among the people of 

lower class. The persons with low income always struggle to manage 

their daily minimum foods and lower living. They are always anxious 

o f their poor livelihood. They feel helpless and hopeless. These 

helplessness and hopelessness cause depression among them. People 

with low income cannot fulfill their desires and hope for want of 

money and lack o f social support. So they feel distressed and 

depressed. They suffer from diseases for malnutrition, unhealthy 

environment and ignorance. They cannot afford money for treatment. 

These types o f many casual factors which root from poverty make 

them naturally depressed. Low economic status brings with it many 

stresses including isolation, uncertainty, frequent negative events and 

poor access to helpful resources. Sadness and low morale are 

common with low incomes. These lack social support. Therefore it 

may be the reason that adverse circumstances due to low income 

make the members o f lower income group suffer from depression.
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The findings o f this study have been supported by previous same kind 

o f researches. Diener (2000), Oishi (2000), EasterHn (1974) also 

found that wealthier persons were happier than poorer persons. 

Higher SES is associated with more positive mood and cognition 

(Barefoot et al.. House et a!., Ross & Wa, 1995).

5.2 : DEPRESSION & EDUCATION

The Study found significant effect o f education on depression o f the 

respondents. The respondent o f below SSC suffers from depression more 

than those o f above SSC. This finding has been supported by previous 

finding. Mahmuda (1998) found that respondents having high education had 

better mental health than respondents with low education. A person with 

high education has independent life, vocation and good income and as a 

result he or she is likely to perceive his wishes fulfilled to a large extent and 

thus it causes him or her to have a more positive outlook toward everyday 

life activity (Nagpal and sell, 1985). Haque (2004) also found positive 

correlation between education and psychological well-being. Education 

makes a person to be more strong and logical in any sphere o f life. It is 

easier to get a better job for a person with good education. As a result he or 

she can lead a better life and can try to solve problems and minimize life 

stress. Consequently depression among high educated persons is less than 

low educated persons.

5.3 : DEPRESSION AND MARITAL STATUS

The present study found significant effect o f marital status on depression of 

the respondents. The result revealed that unmarried persons suffered from 

depression more than married persons. The finding o f the present study is 

similar to the finding o f the previous study. Sorcar & Rahman (1993) found
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higher stress among unmarried women than married women. Monroe, 

Bromet, Connell & Sleiner (1986) as well as O ’ Hara (1986) also implicated 

factors in the marital relationships as predicting the later onset of 

depression. The range of married persons’ social support is wider than the 

same o f the unmarried persons. Married persons can share any problem with 

his or her life -partner. But unmarried persons are deprived o f this 

advantage. Unmarried persons are anxious o f his or her future about getting 

job, about uncertain future life, breaking romantic relationships. Society and 

family also have restrictions on their movements. Rozario (2002) reported 

that parents put restrictions on unmarried person’s movement. Naturally 

they face stress more, they become depressed more. Married persons look 

after and care each other and they help each other about financial matter and 

in any other crisis o f life. They may get social support much more than the 

same of unmarried single persons. So it is quite possible for unmarried 

persons to suffer more from depression than married persons.

5.4 : DEPRESSION AND FAMILY TYPE

The study found significant difference in depression between respondents 

living single and joint families. Respondents o f single family suffered from 

depression more than those o f joint families. Respondents living in joint 

families had less depression than those living in single families. Several 

factors might help to explain such findings. Living with parents, uncles, 

aunts & in laws etc. might sometimes be more enjoying and pleasurable 

than living alone. All the members share family responsibilities like caring 

and looking after, sharing financial matters, helping one another in times of 

crisis and giving social supports. Studies have found an association between 

social support and depression (G.W Brown & Harris, 1978). Studies of 

social support give the knowledge that as we are part o f mutual network of
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caring, so interest about others enables us to reduce our levels o f stress and 

to cope better with the stress we do undergo (Uchino, Uno, Holt-Lunstad, 

MC Cabe et. al.,2000) The members o f single family are deprived of 

advantage o f social support o f joint family . So it is quite reasonable to 

believe that members o f single family suffer from depression more than 

those o f joint family.

5.5 : DEPRESSION AND AGE

The study failed to show any signification relationship between age and 

depression. But from the mean score for depression it was found that the 

mean score for depression of older age group (35 and above) was higher 

than that o f younger group (below 35). This leads support to W ilson’s study 

(1967). From W ilson’s research it was found that younger age group had 

better mental health than the older group. Young people are mentally 

stronger, worriless and have the capacity to handle problems more 

efficiently and realistically than older people. Compel et al., (1926), 

concluded from their study that the people who were younger than 35 years 

were the happiest while those above 75 years were the least happy groups.
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Chapter -  VI 

SUMMARY AND CONCLUSION

The present study attempted to assess the level o f depression among male 

and female adults as related to some socio-economic factors. 150 adult 

subjects (75 male and 75 female) were selected randomly from three 

different income groups (upper, middle and lower income groups) as the 

sample of the study. O f the total respondents, 50 respondents were selected 

from each income group among which 25 were male respondents and 25 

were female respondents. The Bangla version o f Beck Depression Inventory 

second edition-(BDI-II) translated by Rahman, (2001) was used for the 

present study.

Mean, SD, one way ANOVA and 2/3 ANOVA were used for analyzing the 

data.

2X3 ANOVA was used to see depression varies with different income 

groups and to assess the level o f depression among male and female 

respondents. One way ANOVA was used to see if  depression varies with 

education, marital status, family type and age. The result showed significant 

difference in depression as a function o f economical status o f the 

respondents and there was also found significant difference among male 

and female respondents in terms of depression. The respondents o f lower 

income group (x=17.46) suffered from depression more than those of 

middle income groups (X=5.62) and the respondents o f middle income 

group (X=5.62) suffered from depression more than those o f upper income 

group (X=1.24). Therefore, it was found that the respondents o f lower 

income group suffered from depression more than those o f all other income
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groups. The result also showed significant difference among male and 

female in terms o f depression. Women (x=8.73) suffer form depression 

more thane men (X=7.48)

One way ANOVA was also used to see if  depression varies with education. 

Significant difference was found among the respondents o f different level of 

education in terms o f depression. It is found that the level o f education of 

respondents is higher , the rate o f depression is less. The respondents o f 

below S.S.C (x=17.04) sufferd from depression more than those o f above 

S.S.C (X=3.78).

No significant difference was found between the different two age groups 

Yet from mean score it was found that old age group (x=8.20) suffered 

form depression more than younger group (x=8.01).

Results showed significant difference in depression with marital status, 

unmarried persons (X= 11.17) suffered from depression more than married 

persons (X = 6.07).

Results also showed significant difference in depression with family type. 

The respondents living in single families (X=10.49) suffered from

depression more than those living in joint families (X=5.72).
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LIMITATION OF THE PRESENT STUDY

In addition to above discussion, it is important to point out several potential 

limitation o f the present study.

i) The sample was not representative o f the whole population of 

Bangladesh. The sample was drawn only from Dhaka City.

ii) The sample size was relatively small.

iii) The study didn’t take full account o f the whole spectrum of 

variables that might make an individual depressed.

RECOMMENDATION : BANGLADESH CONTEXT

i) The study points to some important aspects such as economic 

condition, education, social support etc. which should be given 

more importance.

ii) Women issues should particularly be high lighted in order to 

lessen the stresses faced by them. In various sectors o f life, gender 

discrimination should be discouraged. Women issues should get 

proper importance such as health, education and job security.

iii) To prevent depression, socio-economic condition must be 

improved. Vigorous training programs are necessary to develop 

skills. That will open more opportunities to earn and help 

overcome stresses.

iv) A broad based and well controlled nationwide survey on 

depression need to be conducted to confirm the findings.
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APPENDIX-B
Bangla version o f Beck D epression Inventory-2"** Edition

(BDI-II)
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c?. T[̂ iRc<^5i T O  ^  ^sr:^ ^  I
o c # ^  ^  ’̂ [snt I
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o  ^  c w ^  CT, c ^  ^  -snznm^ f ^  ^  i

^o. |Ptf%'^ ^<<>i|ii
0 Tt^»tf^ ^  c ^  ^  ^  ^  I
1 ^  c ^  ^  w ’ff? I
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^ 'Srtf̂  i£ |^  C#T S|%  ^5R7^ ^ 'S rfS f^  I
o ^ c # rR ^ c ? ra f i} f^ ^ ^ i^ ^ 5 n £ t^ ^ tta (7 P c ^

95

Dhaka University Institutional Repository




