




Javed 

mention in relation to clinical epidemiology of this 
disorder. Although the reported rates generally show 
that about 50-70 per cent of patients with depressive 
illness show suicidal symptoms, these figures have. 
not been acknowledged in many Muslim countries. 
The religious affiliations have been found to affect 
the suicidal rates and very low rates of suicide are 
reported even in severely depressed patients from 
countries where religious practices influence daily 
living to a large extent. The low rate of suicide in 
Muslim countries are usually explained on various 
grounds. As the prevailing Islamic teachings 
condemn and strictly proscribe intentional self 
destruction, these may in turn lead to under 
reporting of such symptoms. Similarly the legal 
penalties and the features of prosecution and 
imrrisonment may also make it more uncommon for 
the expression of suicidal wishes or thoughts in 
patients from these countries. The research 
conduced in our country however do not support 
these observations. It has been found that the risk of 
suicide in Pakistani depressed patients is quite high 
(about 45%) and is almost comparable with the 
west14

• In our settings completed suicide is quite 
infrequent although suicidal ideation and 
expressions are equally common. The findings that 
female depressive patients report more suicidal 
ideation also support the reported work in the 
literature. The socio-cultural set up of our families, 
male dominance in our society and domestic 
unhappiness and strained marital relationships have 
usually been cited as potential factors with respect to 
female suicides, in our culture. 

Life events 
The association of adverse life events with the 

depressive illness has been well reported. The 
majority of reports available in this area are from the 
west and the developed countries. Their role 
however needs to be determined in developing 
countries where the impact of stressful events many 
be modified by many available confiding variables. A 
study carried out about the frequency of life events 
in our country revealed an increasing number of life 
events in Pakistani depressed patients 15• The events 
ranged from moderate to severe intensity and 
ce1tain kinds of events especially in areas like 
personal, financial, employment and inter-personal 
relationships were identified as crucial in bringing 
about depression. These events were mainly 
distressing and very stressful. As far as the time 
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period of these events was concerned, more life 
events were reported both at three months and six 
months period prior to the onset of the illness. 
Female patients comparatively experienced more 
events than males and it was also evident that the 
types of events differed among both the sexes. The 
frequency of life events also significantly correlated 
with a high score of severity of depression and longer 
duration of the illness in our patients. 

Social support 
The pioneering work of Brown and Harris in 

determining the role of social factors in the causation 
of depression is considered as most imp01tant16

. 

They identified four vulnerability factors which 
increased the chances of developing a depressive 
illness among females in the presence of adverse life 
events or difficulties. These factors included loss of 
mother before 11 year of age, presence of 3 or more 
children aged less than 14 year at home, lack of 
confiding relationships and lack of full or part time 
employment. This model has been tested in various 
developed countries and certain additions and 
deletions have been suggested in the number of 
these factors. To determine their role in our country, 
the Brown and Harris work has also been replicated 
here 17

•
18

• The main objective of these studies were to 
see whether the proposed vulnerability factors were 
associated with depression in Pakistani female 
depressed patients or not. Our results confirmed 
only two factors to have association with depression. 
Loss of mother before age 11 year in one study and 
lack of confiding relationship in all studies were 
found to act as vulnerability factor. Employment 
status and having three or more children aged 14 or 
under, were however, not found to have an increased 
vulnerability for depression in our population. The 
fact that two of the hypothesized vulnerability 
factors did not show the expected effects, do not 
disprove Brown & Harris's actual model and the 
value of this model as a general explanatory tool 
continues to be a useful device for organizing 
currently available knowledge in this area19

• 

Migration 
The effects of migration on mental health are 

very important. The issue of migration becomes of 
paramount impo1tance in Pakistani culture as it is 
not unusual for our population to migrate to far and 
distant lands in search of better job and 
employment. Although migration within the country 



Psychosocial Aspects of Depression 

has its own consequences, moving abroad, 
particularly to Gulf states has brought many 
changes, in Pakistan. Termed as 'Dubai Syndrome, 
this process has been studied in detaiFO. It has been 
shown that it is not only the wife and children, but 
the entire family and close relatives are involved in 
this·process. About 50% of wives of the migrants 
have been reported to break down into clinical 
depression while one of them attempted suicide. 
Classical depressi\'e symptomatology were also 
elicited in further 28% of the wives who did not 
bother to seek help. Loneliness and feeling of 
insecurity were expressed by all remaining family 
members and more tpan 88% of the members faced 
grave problems in coping with the impact of 
migration. The returning emigrants were not 
exception to the turmoil and many of them were also 
the worst off. 

CONCLUSION 

It is gratifying to note that some of the 
psychosocial factors influencing the onset of 
depression and maintenance of depressive symptoms 
have been investigated in Pakistan. These findings 
provide a vital tool of understanding the dynamics of 
these factors in this disorder. These results do not 
underestimate the importance of biological, 
biochemical or genetic aspects of depression, but do 
emphasize the importance of psychosocial factors in 
this regard. Of course till such time that more 
precise evaluation methods are developed, we will 
have to supplement our views with these 
observations. The atypicalities of depression in terms 
of cultural context warrant further investigations. In 
addition to very sophisticated biological/biochemical 
parameters and above mentioned psychosocial 
factors, the role of commonly prevalent health 
hazards as malnutrition, infections, infestations etc. 
also need to be investigated. Fmthermore other 
issues which are crucial for the management of 
depressive disorders like development of cost 
effective treatment modalities, true understanding of 
natural histo1y of disease in our cultural milieu and 
development of culturally suited psychotherapeutic 
techniques which are untouched so far, require 
detailed studies and fmther explorations. 
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