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Abstract 

 

The typical clinical presentation of depression is defined primarily from a Western perspective and 

may have limited cross cultural applicability. Yet, these descriptions characterise practice and 

diagnosis in Libya. Therefore, a study was conducted to identify symptoms of depression and cultural 

factors in Libya. Following a pilot study with 83 British non-clinical participants, a study was carried 

out in Libya using standardised questionnaires, with depression (BDI-II) as the dependent variable, 

sex as fixed factor, and individualism (IND), collectivism (COL), familism (FAM), social support 

(MSPSS) and self-esteem (RSE) as covariates. The sample comprised 169 Libyan non-clinical 

participants all scales were back translated for Arabic versions, and sufficient reliability and validity 

conditions were achieved. ANCOVA showed a significant effect on depression of gender (females > 

males) after controlling for all covariates. Self-esteem was an independent negative predictor of 

depression. Secondly, a qualitative study was conducted to gain insights into the experience and 

perceptions of depression in a Libyan clinical sample. Fifteen female and seven male out-patients were 

interviewed and iterative thematic content analysis was used to identify key emphases on an inductive 

basis. Six super-ordinate themes encompassed: symptoms; recognition of depression; treatment 

choices; stigma; sources of support; and perceived causes of depression. Social withdrawal, feelings of 

guilt, loss of the “old” self, loss of weight, sleeping disturbance and somatic symptoms were the 

reported symptoms. Religion was cited the most effective coping strategy. Formal psychiatric 

interventions were accepted but taking antidepressants was not favored. Little distinction was made 

between serious mental illness and less serious conditions. Explanations for depression encompassed 

familial relationships, professional roles and other cultural factors. There were notable gender 

differences regarding social support, expected behaviour and the posited causes of depression, which 

reflect the differentiated male and female roles in Libyan society. 
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Chapter 1 

General Background 

 

Mental health is fundamentally important for people around the world, and according to the 

World Health Organisation’s constitution  (WHO, 1946) “health is a state of complete physical, 

mental and social well-being and not merely the absence of disease or infirmity” so mental health does 

not indicate just the absence of mental illness. In other words, people can become unhealthy because 

of social problems, psychological factors, life events, or economic factors. Maintaining mental health 

is essential for an individual to be socially effective in different dimensions of life, thus mental 

illnesses significantly affect an individual’s condition, and may include functional impairments; loss 

of ability to work or study; and breakdown of personal relationships.  

 

Mood disorders can affect people’s psychological health. Individuals with depressed mood 

tend to report sadness, loss of pleasure, loss of interest, loss of interest in sex, fatigue, worthlessness, 

indecisiveness, crying, self -dislike, pessimism, irritability, inability to sleep well, to eat, to 

concentrate, and feeling too exhausted to achieve anything. Individuals with depressive disorders show 

increased suicide ideas and a substantial risk of death if suicide is attempted (DSM-IV-TR, 2000). The 

major categories of mood disorder are; Major Depressive Disorders, Dysthymic Disorder, and Bipolar 

I Disorder (DSM-IV-TR, 2000).  

 

Depression is described as “the common cold” of psychopathology because it is the most 

frequent mental health problem (Goodwin, 2008). Because depression can vary in severity, the 

measure of prevalence will depend on the diagnostic criterion adopted. According to DSM 1V: 

“Studies of Major Depression Disorder have reported a wide range of values for the 

proportion of the adult population with the disorder. The lifetime risk for Major Depression Disorder 

in community samples has varied from 10% to 25% for women and from 5% to 12% for men. The 

point prevalence of MDD in adults in community samples has varied from 5% to 9% for women and 
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from 2% to 3% for men. The prevalence rates for MDD appear to be unrelated to ethnicity, education, 

income, or marital status” (DSM-IV-TR, 2000, P. 372). 

 

Established literature has generally suggested that women have higher rates of lifetime 

depression than men (DSM.IV.TR, 2000; Weissman et al., 1996; Angst et al., 2002; Moskvina et al., 

2008). A possible reason for this is that women are more likely than men to experience specific severe 

stressful life events such as sexual, physical, and psychological abuse (Nolen-Hoeksema, 2001). 

 

In a study by Simon, Goldberg, Van Koff and Üstün, (2002), differences in national prevalence 

of depression were measured across 15 centres and 14 countries in primary care patients. Centres 

included: Ankara, Turkey; Athens, Greece; Bangalore, India; Berlin, Germany; Groningen, 

Netherlands; Ibadan, Nigeria; Mainz, Germany; Manchester, UK; Nagasaki, Japan; Paris, France; Rio 

de Janeiro, Brazil; Santiago, Chile; Seattle, USA; Shanghai, China; and Verona, Italy. Using the 

Composite International Diagnostic Interview (CIDI) to assess depression, three levels were identified, 

a low-prevalence group (Nagasaki, Shanghai), a medium-prevalence group (Ibadan, Verona, Berlin, 

Seattle, Athens, Bangalore, Mainz, Ankara, Paris, Groningen, Manchester), and a high-prevalence 

group (Rio de Janeiro, Santiago) (Simon et al., 2002). This confirmed earlier reports, such as 

Weissman et al.’s study (1996) that the prevalence of depression varies substantially across cultures. 

 

Depression exists in many forms, and has been recognized for many centuries (Gilbert, 1992). 

The World Health Organization (2002) predicted that in the year 2020 depression will be, worldwide, 

the second most important cause of disability after ischaemic heart disease. According to the World 

Development Report 1993 (World Bank, 1993), mental health problems account for 8% of all lost 

years of quality life. For adults aged 15–44 years living in demographically developing economies, 

depression ranks fifth among women and seventh among men as a cause of morbidity (World Bank, 

1993). 
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To compare rates of depression across different countries is not straightforward and requires an 

understanding of different cultures and the meanings and causes surrounding depression in those 

cultures. According to Schieffelin (1985) to understand the speech of any person, we should first know 

the language and the society he/she came from, and further to understand her/his feelings and why 

they feel in certain way, we must turn to the cultural system in where their feeling is situated. For 

instance, depression tends to be viewed as primarily a set of physical problems in some cultures 

because the psychological or psychiatric depression representations are socially illegitimate 

(Schieffelin, 1985). Good and Kleinman (1985) believe that cultural considerations should be taken 

into account in the psychiatric diagnostic process, and that the social response to depression may 

mediate cultural explanations and interpretations (Good & Kleinman, 1985). 

 

Both cultural and genetic information, in interaction with each other influence the course of 

psychological development. Kleinman and Good (1985) believe that biological factors in depression 

cannot be ignored, but these authors also believe that biological studies separate from ethnographic 

research do not have much to add to our understanding of culture and mental health. The 1960s was 

perhaps the most dynamic period in the history of psychobiological research on depression, including 

the discovery of antidepressant medication. In order to undertake such research, investigators needed 

to compare individuals for whom a drug is effective with control groups who do not receive the 

medication. Discovering the effectiveness of drugs depends not only upon measuring physiological 

changes, but also on reliable diagnosis of depression and means of distinguishing depression from 

other mental disorders. It could be said that until the mid-1960 the diagnosis of mental illness was 

unreliable (Kleinman & Good, 1985) and that medical and psychological conceptions of depression 

began to crystallise in this period. What has emerged since is that for accurate diagnosis a psychiatrist, 

psychologist or counsellor needs to learn many factors about the patient’s social and psychological 

development, and this requires an understanding of the patient’s culture (Guindon & Sobhany, 2001). 

Studying depression in relation to a wide range of local contexts may advance our knowledge of the 

social contributions to the causes and treatment of depression (Good & Kleinman, 1985). 
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It is increasingly recognised also that the cultural context should be taken into account to better 

understand the symptoms of depression. Compared with DSM-III, DSM-IV highlighted the fact that 

people around the world might report different symptoms of depression (DSM-IV, 1994). The more 

recent studies of mental disorders are concerned with linking them to the sociocultural environment. 

Cultural differences affect what are identified as significant symptoms of distress; different societies 

have their own unique ways of expressing emotional distress, and human brain plasticity allows for 

these various expressions (Castillo, 1997). Stressful life events give rise to distress, which is an 

emotional and psychosomatic response to stressful stimuli, and that depression is an adaptive reaction 

to intense or prolonged distress  

 

The progression observable in successive editions of The Diagnostic and Statistical Manual of 

Mental Disorders, by American Psychiatric Association (DSM-IV, 1994) represents a growing 

attention to ethnic and cultural considerations for various diagnostic categories. DSM-IV recognises 

that this classification will be used in internationally diverse populations, and attempts to describe 

mental disorders, as individuals throughout the world experience them. In addition, DSM-IV 

highlights the idea that the symptoms and course of disorders are influenced by cultural and ethnic 

factors. DSM-IV proposes that clinicians, who are unfamiliar with the individual’s cultural 

environment, may misdiagnose normal behaviour as abnormal. The diagnosis can be changed; if 

clinicians take into account the context, and wide cultural variation that can occur, to evaluate 

individuals. Specifically, major depressive episodes present in some cultures in terms of somatic 

complaints, rather than psychological complaints (DSM-IV, 1994, p. 324). 

 

In terms of symptoms of depression, different societies express themselves in different ways. 

Firstly, evidence provided by anthropological studies, indicates that different cultures differ widely in 

the extent to which they employ psychological concepts and explanations. For example, Kleinman 

(1985) suggests that Chinese tend to present somatic complaints such as complain of their hearts being 

squeezed and weighed down; whereas in a few societies depression is associated with guilt. For Native 
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Americans, hearing a dead relative’s voices is considered regular and normal, for another culture that 

may be a sign of someone from spirit world who tries to find a victim and thus a cause of fear 

(Kleinman, 1985). Certainly, one of the most commonly observed significant findings regarding 

culture and depression is the difference between psychological and somatic symptoms of depression, 

(Thakker, Ward, & Strongman, 1999). Very few researchers however use multiple assessment 

modalities despite their potential influence on the presentation of depression. Nevertheless, some core 

features such as loss of interest in pleasure have been identified as universal features of depression 

(Thakker et al., 1999; Ulusahin, Basoglu, & Paykel, 1994). 

 

Thakker and Ward (1998) have pointed out that, although the DSM-IV gave consideration to 

cultural diversity, and is the most appropriate system for categorizing mental disorders yet, it has 

limited cross cultural applicability. The criteria for major depression especially, have emerged as 

biased towards Western presentations of depression. Although high rates of somatization have been 

reported in non-Western countries (Ulusahin et al., 1994) the criteria of DSM-IV did not reflect these 

findings, and gave more weight to psychological symptoms. Thakker et al. (1999) argue that even 

though DSM-IV acknowledges the influence of culture in its definition of mental disorder, the 

definition of mental disorders as provided by DSM-IV is that it is caused by mental dysfunction, 

which means a particular disease model. From a strictly biomedical view, it should be the case that 

mental disorders present in the same way in diverse cultures. However this view cannot explain the 

findings of cross cultural research and the evidence of cross cultural variation. Fabrega (1996) argues 

that Western European systems of psychiatric knowledge to date including (DSM-IV) have only 

reflected Western culture. 

 

As Littelwood (1992) mentioned, concern has been expressed about the continued use of the 

DSM-IV especially when diagnosis would be made for a person from a different culture from the 

clinician’s own. Littlewood pointed out that the old idea of culture-bound syndromes, which included 

somatic symptoms connected with depression in some cultural groups, may be problematic for the use 
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of classification. Where a form of psychopathology is seen as unique to a particular culture, this 

conclusion may be premature because of the lack of research into the way in which psychopathology 

in general manifests with non-Western populations. This might also compromise the validity of the 

categories in DSM-IV and its revised edition DSM-IV-T-R as they were not based on extensive 

research (Littelwood, 1992). Diagnosing a major depressive episode in non-Western cultures can be 

very problematic (Castillo, 1997). For example, a study of the Bedouin-Arabs of the Negev (Al-

Krenawi, 1999) identified cases of miscommunication and inappropriate treatment because of culture 

and language differences between patients and psychiatrists. 

 

The above argument raises important questions about the practical value of the classification of 

DSM-IV and DSM-IV-TR for non-Western cultural groups. In addition, it indicates that the criterion 

for a major depressive episode, including the DSM-IV, which is available in Arabic language and 

widely adopted in Arabic institutions, is derived from Western medicine. As argued above, each 

culture has its unique modulation of depression, and the concept, symptoms, causes, cure, and 

treatment, and this might be different for Western and non-Western groups. Misdiagnosed and 

inappropriate treatment can only be avoided if the diversity of cultures is taken into account. This has 

important implications for major surveys that should equally represent research from non-Western 

cultures. In addition, a greater use of qualitative studies across cultures might be applicable for 

understanding other different features of depression. The current study will contribute to this aim by 

examining depression: its level, causes, and symptoms, in non-clinical and clinical samples from a 

non-Western (Libya) cultural group.  

 

Psychiatric illnesses are defined by behavioural symptoms, but these symptoms could vary in 

the way they are expressed in different cultures, because each society differs in terms of behavioural 

norms. Societies shape varieties of standards of normality; each society establishes its own distinctive 

forms of normality with regard to its values, and its own distinctive explanations of abnormality such 

as mental illness (Faberge, 1996). Culture provides categories for emotional experiences, sources and 
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symptoms, and influences how people deal with distress, help seeking, and the social response to 

depression (Kirmayer, 2001). Draguns (1995) moreover maintains that depression is more subject to 

cultural influences than schizophrenic disorders, but that they are both characterised by a few 

culturally immutable symptoms. Culture is fundamental to psychology because in different societies, 

people are likely to go through different experiences and interpret those experiences in relation to 

different systems of values, so that different cultural perspectives provide new approaches to 

understanding psychological development (Oyserman & Lee, 2008). Consequently, in order to 

interpret the way culture works to shape psychological phenomena, we must begin by determining and 

measuring the main dimensions of cultural values (Triandis, 2004). 

       

Since Hofstede’s (1980) book Culture’s Consequence, an increasing number of studies have 

been addressed to societies thought to differ in individualism and collectivism as a fundamental 

dimension of cultural values (Oyserman, Coon, & Kemmelmeier, 2002) and most cultural research has 

been focused on cultural values. Taras, Steel, and Kirkman (2012) argue that Hofstede’s scores no 

longer represent world culture and raise concerns about 40 years old data (Hofstede’s data 1967-1973) 

and even question whether data from the 1990s are still relevant as cultures may have been changing 

within recent decades. It may no longer be the case, for example, that the U.S is the most 

individualistic culture. The findings from Taras et al, (2012) indicated that cultures have changed 

during recent decades, and countries that were high in individualism now may score lower relative to 

earlier decades. In the Arabic countries the scores of individualism were gradually decreased, during 

the 1980s, 1990s, and 2000s; the scores respectively were -0.38, -0.76, and -.94. Over the same period, 

in the UK, the scores of individualism were gradually decreased, which mean both countries becoming 

more collectivism (1.00, 0.82, and 0.33) (Taras, et al., 2012). 

 

Researchers have also indicated some of the limitations of individualism / collectivism and 

developed a critique and alternative measurements; thus Gaines et al. (1997) suggested familism as a 

distinct cultural value. Moreover, Oyserman et al. (2002) have stated that not all societies were equally 

represented in the evidence for cross-national differences in terms of individualism and collectivism 
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(see also Taras et al., 2012). Dell and Diefenbach (2008) argue that current research in health 

psychology needs to be more engaged with cultural variables than it is currently done. Also as the 

work of Taras, et al. (2012) shows, cultural values can change over quite short timescales. 

 

According to previous studies, cultural background can influence the level, concepts and 

symptoms of depression. For instance, Lavender, Khondoker and Jones (2006) conducted an interview 

study of depression in Yoruba, Bangladeshi and White British people, to increase understanding of 

diversities and similarities, and concluded that cultural concepts causes and treatments vary between 

ethnic groups. Abu-Kaf and Priel (2008) demonstrated the moderating roles of culture in depression. 

Bedouin students were higher in the level of depression than Jewish students. Alansari (2005) stated 

that there is a need to undertake more studies of the BDI-II with normal populations in Arabic 

countries. Thus, Non-Western studies may provide better understanding of the phenomena we study, 

as different nations may be exposed to the great differences in terms of the political, social, and 

economic context. 

 

Many published studies have supported the conclusion that cultural values, social support, and 

self-esteem may contribute to the vulnerability to depression. George, Blazer, Hughes, and Fowler 

(1989) found that the size of social network and subjective social support were significant predictors 

of depression. Low social support is strongly related to the symptoms of depression (Moore, 1987). 

Keitner and Miller (1990) found that family relationships play significant roles in the development of 

major depression. Nasser and Overholser (2005) also carried out a study to identify factors associated 

with recovery from depression, specifically, support from family, friends, and spiritual beliefs. Nasser 

and Overholser (2005) found that support was significantly predictors of depression. According to 

Clark, Beck, and Alford (1999) self-esteem is one such factor that is likely to contribute to the 

depression. Abe (2004) found that self-esteem was the strongest predictor of emotional distress 

(depression and anxiety) in Japanese and American students.  
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The present study examines differences in depression into gender groups, and cultural values, 

social support, and self-esteem have been considered as independent variables that may have an 

influence in predicting depression. This study thus seeks quantitative evidence on whether individual 

measures of collectivism, individualism, familism, social support, and self-esteem are predictors of 

depression, and also sets out to identify differences between female and male samples in a non-

Western country (Libya) in cultural values, social support, and self-esteem. Moreover, the study sets 

out to identify any gender differences in overall depression scores and symptoms of depression, in a 

Libyan sample.  

 

Most of the literature of psychology is shaped by Western culture, particularly by Europe and 

North America (Triandis, 2004) and studies in different nations may shine a spotlight on how 

psychological phenomena work in non-Western cultures. For example, findings of non-Western 

studies may be able to demonstrate differences in depression in different cultural groups, in which case 

it becomes important to know what the cultural values of these groups are, and whether differences 

between the groups in depression are related to cultural values, and how depression varies with effects 

of other independent variables. The choice of using Libya may contribute to the field of cultural 

research in depression, as to date little research on depression has been carried out in Libya. Moreover, 

to our knowledge no study to date has used a Libyan sample in terms of the specific variables 

reviewed above. It is important to understand the contributions of culture in depression within 

different contexts. 

     

I have divided this thesis into six chapters; the first chapter presents the general background. Chapter 2 

will deal with depression. Chapter 3 will deal with depression in relation to cultural values, social 

support and self-esteem. The fourth chapter describes hypotheses, methods, results, and discussion of 

study 1. The fifth chapter presents study 2. And finally, chapter six will include the overall discussion 

and conclusions.   
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Chapter 2 

Depression 

 

At the beginning of this chapter I present a definition of depression. Then, I briefly introduce 

the symptoms of depression and Beck’s cognitive theory of depression (Beck, & Alford, 2009), the 

Beck depression inventory, the prevalence of depression in the U.K, the validation of the Beck 

inventory in Arabic countries, depression in the context of Arabic and Libyan countries, and 

depression and its relationship with culture, self-esteem, and social support. 

 

Definition of Depression 

 
Beck and Alford (2009) define depression in terms of the following features:  

(1) A specific alteration in mood: sadness, loneliness, apathy. (2) A negative self-concept 

associated with self-reproaches and self-blame. (3) Regressive and self-punitive wishes: desires to 

escape, hide, or die. (4) Vegetative changes: anorexia, insomnia, loss of libido. (5) Change in activity 

level: retardation or agitation. (Beck, & Alford, 2009, p. 8). 

   

The Symptoms of Depression 

 
The syndrome of a major depressive episode as listed in (DSM-IV, 1994, p. 320) contains the 

following symptoms:  

(a) Sadness, or feeling discouraged: some individuals report somatic complaints rather than 

psychological feelings. (b) Loss of interest or loss of pleasure: some individuals may report a 

significant decrease from past levels of interest in sex. (c) Change in Appetite, in either direction, 

eating significantly more or less than usual, and as a result they might present loss or increase of 

weight. (d) Sleep Disturbance: insomnia is the most common reported symptom from individuals; this 

might include (middle insomnia; terminal insomnia or initial insomnia). (e) Psychomotor changes: 

many individuals report agitation, or retardation. Decreased energy is commonly associated with a 

Major Depressive Episode. Feeling of tiredness or fatigue, without physical cause might have been 
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reported. (f) Worthlessness or sense of guilt and a negative perception of one’s worth, related to slight 

previous failings at least to some degree, and might be indicator of depression. (g) Reduction of the 

ability to think, concentrate, or make decisions, is associated with a Major Depressive Episode. (h) 

Thoughts of death, suicidal ideation, or suicidal attempts. Individuals might think that others will feel 

relief if they were dead, or at some point, the person might make plans of committing suicide. (DSM-

IV, 1994).  

 

According to Beck and Alford (2009) there is substantial agreement in the literature on what 

are the core symptoms of depression. On the other hand, there has been lack of agreement on many 

other symptoms. It is generally accepted that the core symptoms of depression include; low mood, 

pessimism, self-criticism, and retardation. Other symptoms that have been considered as fundamental 

to the depressive mood include autonomic symptoms, such as constipation, concentration difficulty, 

slow thinking, and anxiety. 

 

In this study, the symptoms of depression are determined by the Beck depression inventory 

(BDI-II, 1996) which is the most widely accepted psychometric instrument for measuring depression, 

and which reflects the diagnostic criteria for major depressive illness outlined in DSM-IV (1994).    

    

Cognitive Theory of Depression (Beck) 

 
Beck and Alford (2009) stated that three psychological processes play a significant role in the 

pathogenesis of depression. First, a necessary precondition for depression is the formation of 

permanent concepts. People represent their concepts from their experiences early in life, and among 

these concepts, people’s attitudes toward self, environment and future, can be considered in some 

cases as central in the pathogenesis of depression. People’s self-concept is a gathering of attitudes 

about him/herself, and these attitudes include generalizations they have made on the interactions with 

the environment. People develop their self-concepts and personalise their understanding of the 

environment, of others’ judgments and of significant others. In environments where a child is treated 

as inferior, this might consolidate a negative self-concept, and such attitudes can influence subsequent 
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judgments, and subsequent experiences might be in turn be interpreted according to negative 

perceptions of the social environment or national environment. This structured concept of self is a 

cognitive structure. The direction of an individual’s self-esteem is determined by attitudes towards 

self-concept, and negative self-esteem appears with enormous force in depression. The second 

psychological process that can contribute to the pathogenesis of depression is that of value judgments 

and affect. People make generalizations about themselves; if these generalizations are negative they 

might extend dislike of a specific trait to rejection of themselves. People’s judgments about 

themselves can become linked to pleasant or unpleasant affect and this depends on the person’s 

concepts. Each time a person makes such negative judgments such as “I am unworthy” he / she 

experiences unpleasant affect such as sadness. Cognitive learning takes place when the relation 

between a particular concept and the associated affect is established. The third factor in the 

predisposition to depression is specific vulnerability (Beck & Alford, 2009). 

 

 The cognitive theory of depression focuses on the cognitive triad, which consists of three 

main cognitive patterns that convince the individual to adopt negative attitudes, about the world, the 

self, and the future. A depressed person tends to interpret his experiences in the world in a negative 

way, and misunderstand the interaction with the surrounding environment as one of deprivation. In 

his/her view, the world is making it difficult for him or her, to reach life’s targets. The second 

component of the cognitive triad is a negative view of self, as unworthy, inadequate, inferior, and 

deficient. Depressed persons consistently reject themselves, because they view themselves as 

undesirable. The third component is a negative view of future: the depressed person expects to fail in 

accomplishing any project in the future, and will continue indefinitely suffering frustration and 

deprivation (Beck, Rush, Shaw, & Emery, 1987; Clark, Beck, Alford, 1999; Beck & Alford, 2009). 

 

The term schema is used for the depressed person’s habitual patterns of thought, and this is 

interpreted as the reason behind maintaining his pain, even though there is objective evidence of 

positive factors in his life (Beck et al., 1987). Beck and Alford defined schema as follows: 
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“A schema is a structure for screening, coding, and evaluating the stimuli that impinge on the 

organism. It is the mode by which the environment is broken down and organized into its many 

psychologically relevant facets.” (Beck, & Alford, 2009, p. 255). 

 

In depression, a complex schema tends to play a very important role, involving a huge number 

of interrelated ideas, which have a great influence in the way the individual’s entire information 

processing system works (Clark et al., 1999). Individuals selectively concentrate on stimuli that 

provide content in any situation, and combine these stimuli in a pattern, and an individual tends to 

respond consistently to similar kind of events. Schema designates a stable cognitive model form, which 

is the basis for the regularity of understanding of a specific set of conditions. The type of schema used 

determines how the person structures different experiences. In a specific circumstance, a schema 

related to this circumstance will activate. Schema is fundamental for representation within cognitions. 

Individuals categorize their experiences through schemas (Beck et al., 1979). In depression, 

conceptualisations of particular events are deformed to fit the dysfunctional schemas. The idiosyncratic 

schemas, which are overly active, disturb the formation of an appropriate schema for a specific 

stimulus. These idiosyncratic schemas become evoked by less and less logically related and more 

diverse stimuli. The patient becomes unable to invoke appropriate schemas, and loses the voluntary 

control over his or her thinking procedure (Beck et al., 1987). 

 

Beck Depression Inventory – Applicability to Sub-clinical Depression 

 

In the current study, depression is defined operationally by the overall score in Beck 

Depression Inventory (BDI-II, 1996). BDI is the best known, most frequently cited, and most widely 

accepted instrument for the assessment of depressive symptoms in both clinical, and research settings 

(Beck et al., 1979; Quilty, Zhang, & Bagby, 2010). It is also useful for detecting and measuring 

subclinical levels of depression in non-clinical populations (Steer, Beck, & Garrison, 1985; Beck, & 

Steer, 1993). The BDI has excellent construct validity, and has become the paradigm of other scales 

for several reasons: the inventor of the scale has made significant contributions to the theory of 
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depression; this inventory is easy to administer, brief, and broadly accessible in different forms for 

diverse populations. In the original study, scores of 0-9 are considered as “Minimal”; scores of 10-16 

are described as mild depression; scores of 17-29 refer to the moderate range, and scores of 30-63 are 

considered severe depression (Beck & Steer, 1993). An interview by a clinician is critical for a 

diagnosis of depression; but BDI total scores greater than 15 in a normal sample may indicate possible 

clinical depression (Oliver & Simmons, 1984).  

 

Validation of the Beck Inventory in Different Countries and the UK 

   

Many studies across cultures have been undertaken to evaluate the validity of the (BDI) in 

diagnosis of major depressive disorder and these have generally supported the reliability and validity 

of the BDI. BDI has been translated into many different language versions (e.g. Jo, Park, Jo, Ryu, & 

Han, 2007; Arnarson, Lason, Smari and Sigurdsson, 2008; Ghassemzadeh, Mojtabai, Karamghadiri, 

and Ebrahimkhani, 2005; Sanz, Garcia-Vera, Espinsa, Fortun, and Vazquez, 2005). Relevant studies 

will now be briefly reviewed in order to establish the reliability and validity of BDI across different 

languages and populations. 

 

Jo et al. (2007) reviewed the usefulness of the Beck Depression Inventory (BDI) in the Korean 

elderly population and proposed a cut-off score in order to screen major depressive disorder. This 

study used the BDI; Mini-International Neuropsychiatric Interview (MINI); geriatric depression scales 

(GDS) and The Centre for Epidemiologic Studies Depression Scale (CES-D). These tests were 

administered to a sample of 2729 participants over the age of 60 selected randomly from Ansan City, 

South Korea, over about 2 years. The study was carried out in two stages, first the survey was carried 

out over about one year. Second, with the same subjects, the survey was repeated about one year later, 

by team including clinical psychologists and interviewers. Cronbach’s-alpha coefficients and 

correlations were computed on the first and second BDI scores to assess the internal consistency and 

reliability. To confirm convergent and construct validity, correlations of the BDI with the GDS and 

CES-D scores were assessed, also a principal component analysis was carried out on the BDI results. 
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As a result, the Korean version of the BDI was confirmed as appropriate for screening for depression 

in elderly Koreans, and established a cut-off score of 16 points. The BDI results showed high internal 

consistency (0.88), test–retest reliability (0.60, p<0.001) and convergent validity (0.59, p<0.01) (Jo et 

al., 2007). 

 

The aim of a study by Arnarson et al. (2008) was to assess an Icelandic version of the BDI-II. 

The total number of subjects was 1454, of whom 1206 were students (72% female) and 248 were 

outpatient-clinic patients (82%). The study used BDI-II; The Beck Anxiety Inventory (BAI); the 

Centre for Epidemiological Studies Depression Scale (CES-D), the Penn State Worry Questionnaire 

(PSWQ); the Hospital Anxiety and Depression Scale (HADS); and the Mini-International Psychiatric 

Interview (MINI). Accordingly, the psychometric properties of the Icelandic version of the BDI-II 

were shown to be very satisfactory, as the internal consistency of the BDI-II for the student sample 

was 0.91, and for patients was 0.93, and the test retest reliability of the scale for 1-2 weeks was 

acceptable (0.89). Convergent and divergent validity was supported by strong correlations of the BDI-

II with other relevant measures. According to the MINI signal detection analysis; the BDI-II 

discriminated satisfactorily between patients and non-patients (Arnarson et al., 2008).  

 

Ghassemzadeh et al. (2005) carried out a study to provide a translated version of the BDI-II for 

use in clinical and general-population in Iran. Ghassemzadeh et al. examined the psychometric 

properties of the test in 125 Iranian students of whom 50.4% were female. They used the BDI-II-

Persian version and a Persian version of the 30-item Automatic Thoughts Questionnaire (ATQ) which 

measures negative automatic self-statements common in depression. Their study suggested high 

internal consistency (0.87) and acceptable test-retest reliability for two assessment points 1 to 2 Weeks 

apart (r=0.74). BDI-II correlated strongly with the ATQ. The factor structure of BDI-II-Persian was 

assessed by comparing the fit of various proposed models for the English version of the test to the 

BDI-II-Persian data, using the confirmatory factor analysis method. The reliability and validity of the 

BDI-II- Persian was supported in a nonclinical sample, and they concluded that this instrument can be 

a used for comparative transcultural studies (Ghassemzadeh et al., 2005). 
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Sanz et al. (2005) developed a Spanish version of the BDI-II, and tested it on a sample of 305 

(74.8% women) aged between 18 and 68 years. They used the BDI-II; Checklist for Depressive 

Episode (LED); Clinical Multiracial Inventory Millon-II (MCMI-II); and the State-Anxiety 

Questionnaire Trait (STAI). The internal consistency (alpha) was high (0.89), and the correlations 

between item scores and the total score of the BDI-II were all statistically significant, and ranged from 

0.33 to 0.67. The average inter-item correlation was 0.30 (SD = 0.09), with a minimum of 0.06 and 

maximum of 0.68. Patients who were diagnosed with major depression scored higher on the BDI-II 

than the rest of participants, only excepting patients with personality disorder. This study concludes 

that the Spanish adaptation of the BDI-II is a valid and reliable instrument for measuring depression in 

psychiatric patients (Sanz et al., 2005). 

 

Many studies have been undertaken to evaluate the validity of the (BDI) in diagnosing major 

depressive disorders using UK samples (e.g. Hill, Kemp-Wheeler, and Jones, 1986; Veerman, 

Dowrick, Ayuso-Mateos, Dunn, and Barendregt, 2009; Nuevo et al., 2009). Hill et al. (1986) carried 

out a study in the U.K. to investigate whether BDI-II is suitable for psychiatrically normal students. 

The sample consisted of 160 students (86 women, 74 men) aged between 18 and 23, while the sample 

of patients consisted of 44 women and 21 men. This study used the BDI-II, the Life Events 

Questionnaire (LEQ), and the Life Experiences Survey (LES). The mean BDI score for students was 

6.81 (SD = 5.52) and that for patients was 21.57 (SD = 8.39). Varimax rotated factor analysis of the 

items of the BDI yielded seven factors for the students’ sample, and six factors for psychiatric patients. 

In both samples a factor clearly emerged that was identified as ‘somatic disturbance’. Furthermore, it 

was suggested that two factors that were interpreted as ‘feelings of hopelessness’ and ‘feelings of 

unworthiness’ in the student sample appeared as ‘depressed mood’ and ‘depressive self-blame’ in the 

patient sample. Four factors correlated significantly with the number of recent negative life events. 

Thus, this study presented some support for a consistent factor structure, but the authors thought that 

BDI-II should be used with caution with non-clinical samples (Hill et al., 1986).  
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Veerman et al. (2009) carried out a study using data from the European Outcome in Depression 

International Network (ODIN). This multinational study established the relationship between mean 

BDI scores in the general population and prevalence of clinical depression in populations from 

Finland, Ireland, Norway, Spain and the UK, both in urban centres (Turku, Dublin, Oslo, Santander 

and Liverpool) and rural areas (in Finland, Ireland, Norway and Wales) with varied sample size 

between 200 and 450 per centre. First, the ODIN identified the potential cases of depression in the 

populations studied by the (BDI-II). Second, people who scored above 12 on the BDI-II and 5% 

randomly collected from responders were offered to go through a second phase of procedure, applying 

the Schedule for Clinical Assessment in Neuropsychiatry (SCAN). The mean BDI scores in the index 

populations ranged between 4.2 in Norway and 10.7 in the UK, while the prevalence of depression 

ranged between 1.7% in rural Finnish males aged 18–40 and 20.0% among Liverpool females aged 

41–65. In the UK the mean BDI scores ranged from 6.0 (Rural males, aged 18–40) to 10.7 (Urban 

females, aged 41–65). For the rest of the categories the BDI scores were, in decreasing order, Urban 

males, aged 41–65 (9.7); Urban females, aged 18–40 (9.7); Urban males, aged 18–40 (7.9); Rural 

females, aged 18–40 (7.2); Rural females, aged 41–65 (7.0), and Rural males, aged 41–65 (6.6). It is 

noticeable also that both the mean scores and prevalence of depression in the Spanish sample were 

considerably lower than the other populations. Even after exclusion from the sample of participants 

with diagnosed depression, the BDI remained positively correlated with the prevalence of depression. 

This study provides evidence that the number of clinical cases can be predicted by the population 

distributions of mood. 

 

Using ODIN data, Nuevo et al (2009) investigated the equivalent structure of the BDI and its 

suitability for valid interpretable comparisons among different cultural groups across five countries 

(UK, Ireland, Spain, Norway, and Finland) and in urban centers and rural areas of each country. In the 

first stage, 7934 participants completed the BDI; Item Response Theory (IRT); and Multiple Indicators 

Multiple Causes (MIMIC). As a result, the mean level of depression was found to be the lowest in 

Spain 3.1(SD= 4.84) and the highest in Ireland 8.51 (SD= 9.16), and the UK 8.30. (SD= 8.30). For 

Norway and Finland the means of BDI scores were respectively 5.62, 6.10 (SD=6.9; 6.82). Overall 
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results support the factorial validity of the BDI, with a uni-dimensional structure. Item 19 (weight 

loss) presented a very small loading on the main factor within the five countries, and it had been 

suggested that this item might not be related to depression. IRT models, as well as MIMIC models, 

suggest that complete measurement invariance cannot be assumed across the five countries. The 

majority of the differences on the different items were obtained from the Spanish sample, thus the BDI 

might be used with particular caution with Spanish samples. 

 

 

 

It will be noted from these studies that factor analysis does not always reveal the same factor 

structure for the BDI-II. The structures that are most consistently supported by confirmatory factor 

analysis indicate that there is a general factor representing severity of depression, and two group 

factors representing cognitive and somatic symptoms (Ward, 2006; Quilty, Bagby and Zhang, 2010).  

 

 

Validation of the Beck Inventory in Arabic countries 

  

Studies provide strong support for the BDI-II as a reliable and valid measure of depression for 

Arabic population context, for instance. West (1985) examined the reliability and validation of BDI in 

a sample of 53 Saudi Arabian psychiatric outpatients, male and female, aged between 15 and 58. The 

mean score of BDI-II was 25.245 (SD=14.163) Statistical analyses of the internal consistency and 

stability indicated a high reliability (0.77). This study indicated that the primary symptom of 

depression, as reported by clinicians was Indecisiveness, with Sadness, and dissatisfaction reported 

equally as second. This Saudi Arabian version is not necessarily suitable for the other Arabic 

countries. 

 

Abdel-Kalek (1998) developed an Arabic version consisting of 21 items of BDI and tested it 

with participant samples in four Arab countries (Egypt, Saudi Arabia, Kuwait, and Lebanon): participant 
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numbers were 100, 80, 100, and 100 respectively. The use of simple modern standard Arabic was 

necessary to facilitate understanding for subjects in any given Arab country. Translation and back 

translation was carried out. The correlation of BDI scores between the Arabic and English forms among 

bilinguals was .96, which indicated high cross-language equivalence of the two forms of BDI. 

 

Al-Musawi (2001) conducted a cross-cultural study of the BDI–II in Bahrain, and aimed to 

provide evidence concerning the factor structure validity and reliability of the current scale. With a 

sample of 200 Bahraini undergraduate students from the University of Bahrain, validity was established 

using exploratory and confirmatory factor analytic techniques. The alpha reliability of the BDI–II was 

high (.84), and the self-report measure demonstrated moderate stability over 2-week-long period (r = 

.75). The overall mean score of the BDI-II was 13.44 (SD= 6.74). The total score on the BDI–II 

correlated strongly with the overall score on the state-Trait Anxiety Inventory. The item measuring loss 

of interest in sex did not have strong loadings on any of the extracted factors. The author suggests that 

Bahraini students are not tending to reveal such sensitive issues as sex, so this finding is matching with 

the traditions of Arabic culture. Overall, these findings point to the value of BDI–II as a valid measure 

of depression in normal populations (Al-Musawi, 2001).  

 

Alansari (2005) tested the content validity and internal consistency of an Arabic version of 

BDI-II items in the context of eighteen Arabic countries, plus an Islamic Pakistan group. A sample of 

male and female undergraduate students (9,700) from the following 19 Islamic countries was employed 

(N in brackets): Palestine (600); Lebanon (270); Syria (479); Iraq (841); Jordan (943); Saudi Arabia 

(780); Kuwait (781); Qatar (356); Bahrain (230); United Arab Emirates (360); Oman (333); Yemen 

(590); Egypt (735); Sudan (275); Tunisia (291); Libya (298); Algeria (300); Morocco (706); and 

Pakistan (532). High concurrent validity for the Arabic version of BDI-II used by Alansari (2005) had 

already been established on an Egyptian sample (463) by Ghareeb (2000) who showed that this version 

successfully differentiates between normal and abnormal groups, Alpha reliability was 0.83 and t-test-

re-test reliability was 0.74. This Arabic version of the BDI-II was administered to the 18 Islamic 

groups and the English version of the BDI-II (Beck, Steer, & Brown, 1996) was administered to an 
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additional Pakistani group by Alansari (2005). All the corrected item-total scale correlations were 

significant beyond the .05 level, using a one-tailed test and the highest item-total scale correlation was 

.89 (Pessimism). The lowest item-total scale correlation (.21) was for item 16 (Changes in sleeping 

pattern) and the next lowest was (.27) for item 18 (Changes in appetite), thus, item 16 was found to be 

relatively unrelated to the symptom cluster of depression, and somewhat less useful in diagnostic 

specificity. The highest percentages were for the following items: Guilty feelings; Self-criticism; Loss 

of pleasure; Concentration difficulty; Tiredness; and Sadness, respectively. However, the lowest 

percentages for the BDI-II items were for Suicidal thoughts; Self-dislike; Worthlessness; Past failure; 

Loss of interest in sex; and Agitation respectively. This study found that, item 21 Loss of interest in sex 

had an exceptionally low rate for the normal sample. For the Libyan sample, the overall mean of the 

BDI-II was 22.72. The highest item means were Self-criticism M= 1.62 (SD= 1.17), crying 1.60 

(SD=1.17), tired or fatigue 1.43 (SD=1.14), loss of pleasure 1.36 (SD= 1.07), Agitation 1.21 (SD= 

1.16) and concentration difficulty 1.21 (SD= 1.04). The lowest mean items were changes in appetite 

.84 (SD= 1.04 Suicidal thoughts .70 (SD = 1.04) Self-dislike .70 (SD= .97) Worthlessness .59 (SD= 

.92). while the rest of mean items ranged from 1.15 to .93 which include Indecisiveness 1.15 (SD= 

1.14) General loss of interest 1.10 (SD= 1.12) Sadness 1.10 (SD = .85) Guilty feeling 1.09 (SD= .79) 

Irritability 1.07 (SD= 1.09) Feeling of being punished 1.05 (SD= .78) pessimism 1.02 (SD= .99) loss of 

energy 1.00 (SD= 98) loss of interest in sex 1.00 ( SD = 1.15) Changes in sleeping pattern .95 (SD= 

1.18) Past failure .93 (SD= .97). Based on the normal samples, 17 out of the 21 items reached an item-

total scale correlation coefficient above .40, while only two items, as stated above, showed an item-

total scale coefficient below .30 (Alansari, 2005). 

 

These studies provide evidence to support the content validity and reliability of the BDI-II as a 

measure of depression in adults in the Arabic culture. They suggested that the BDI-II seems to be 

viable in the Arabic context, and its use in cross-cultural studies would be suitable (West, 1985; Abdel-

Kalek, 1998; Al-Musawi, 2001; Alansari, 2005). Specifically, the Arabic version of BDI which was 

developed by Ghareeb (2000) is the most widely studied in Arabic context. Therefore, this is the 

version that will be used in the present study to measure depression for the Libyan sample.  
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Depression in the Context of Arabic and Libyan Countries 

 

Few studies are available about depression in Libyan context. Apart from Avasthi, Khan and 

Elroey’s (1991) study, epidemiological data on mental health are not available in Libya (WHO, 2005), 

and there are no case registers in operation (Avasthi et al., 1991). However, Libya is one of the Arabic 

countries, and all of the Arabic countries officially speak the same language, are based on Islamic 

religion, and share the same geographic region, (Collins, 2009). Also, all Arabic countries formed a 

centralized political entity through long periods of their history; namely the Ommayid and Abbassid 

Caliphates, and the Ottoman Empire. More recently, they have all been oppressed by the same 

European imperialism; moreover, “A hundred million people speak the same language, listen to the 

same radio programmes, read the same books and see the same films.” (Amin, 1987, p. 10). Also, 

politically, the United Nations treats these countries as one region. To a considerable extent, this 

means that Arabic countries are homogeneous entities influenced by Arab-Muslim culture, and I 

consider Libya to be a good and typical representative of the Arabic countries.   

 

Although Arabic countries are thus described as a homogenous region, mental health related 

issues show some variations both in services provided and problems encountered, and generally, the 

quality of the service is not matched to the level of income per capita (Okasha, 2003; Al-Krenawi, 

2005). Reviewing reports and observations on the mental health services in Arabic and Libyan 

context, they reflect a need for qualifications and appropriate training and require some consideration 

about which facilities are most needed by the patients (Okasha, 2003). Overall, there is a lack of 

provision regarding mental health services and professionals, legislation and policy, professional 

training, and the ratio of psychiatric beds to the total population (Al-Krenawi, 2005; Okasha, Karam, 

and Okasha, 2012). 

 

Hostels, rehabilitation services, and health visitors are only available in big cities. In Jordan 

psychiatric beds are available only in general hospitals and military hospitals, in Palestine the rate is 
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0.04 beds per 1000 population (Okasha, 2003). In Libya there are only two hospitals serving the entire 

country (Avasthi, Khan & Elroey, 1991). According to El-Badri (1995) the first hospital for mental 

disorders in eastern Libya was established in 1950 at Al-Marj Al Kadim. In 1963 this town was 

destroyed by earthquake, and the patients were transferred to Tripoli Psychiatric Hospital and the 

Central Hospital in Benghazi which ran with limited facilities over 11 years. In 1974, the first 

psychiatric hospital was built in Gwarsha village with 200 beds, and named ‘Dar Al-Shafa'. In 1982 

modern facilities were provided for mentally ill patients with an additional 200 beds in Hawari, nearby 

other hospitals. This hospital includes departments of Clinical Psychology, Neurophysiology, 

Psychiatric Social Services, X-ray, ECG and basic laboratory facilities. The hospital provides services 

for the whole of eastern Libya, and treatment includes various neuroleptics, anti-depressants and 

electroconvulsive therapy (ECT) (El-Badri, 1995; Avasthi, Khan& Elroey, 1991). In provision of 

psychotherapy, behavioural therapy is very under-used due to a shortage of specialized staff (El-Badri, 

1995). The Benghazi Psychiatric Hospital is associated to Al-Arab Medical University. In Tripoli, the 

Gergarish Mental Hospital is a hospital with a capacity of 1200 beds. It accepts patients from all over 

the country (WHO, 2001). No details about non-government organizations and mental health reporting 

systems are available (WHO, 2001). 

 

The number of professionals working in mental health services in Arabic countries is far below 

the demand and most social workers have only minimal training (Al-Krenawi, 2005; Okasha et al., 

2012). In Libya, the number of psychiatric beds in mental hospitals per 10,000 populations is 1. The 

number of social workers per 10,000 populations is 1.5 (WHO, 2005). Libya has less than 0.5 

psychiatrists for 100,000 populations, and this number has decreased with respect to the 1998 survey 

in Libya (Okasha et al., 2012). According to Al-Issa (1990) the first manual for North African 

Practitioners was established in 1986, by three Arabic psychiatrists from Algeria, Morocco and 

Tunisia, and this manual replicated the French psychiatric diagnostic system. In Libya, there are as yet 

no manuals for doctors or social workers (WHO, 2005).  
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In Libya, the national committee raises awareness of the need for mental health legislation, but 

the latest one was endorsed in 1975. And regarding policy in the practice of the mental health 

professions, there is still no regulation, and mental health policy is a part of general health policy, 

(Okasha, 2003; Al-Krenawi, 2005; WHO, 2005). There is no substance abuse policy in Libya (WHO, 

2005). 

 

Follow-up care services in Egypt are still limited because of poor knowledge that most patients 

need a follow-up after initial improvement (Okasha, 2003). El-Islam (2008) mentioned that family 

members act as social workers, helping patients to pay the expenses of clinic, to recover physically 

and mentally, and to cope socially after the incidence. In mental health diagnoses, information from a 

first-degree patient’s relative is an essential assessment for the therapist to make before consultation, 

with sensitive consideration for the patient’s rights of confidentiality. Also, this cooperation with the 

relative may secure subsequent care and rehabilitation for the patient’s recovery (El-Islam, 2008). In 

Libya, patients are usually discharged to his/her next of kin, and if his/her family refused to accept the 

patient after several requests, the patient may be taken to a residential hospital. Usually acute wards 

were locked in the hospital (El-Badri, 1995). 

 

In the Arabic context, cultural beliefs in the impact of sorcery or the evil eye and other 

superstitions are still powerful cognitive constructions that can affect the presentation of mental 

symptoms. Traditional healers are the first source of help for the family of mental patients, as those 

people, from patients’ perspective, are properly equipped to deal with superstitious issues (Okasha, 

2003; Okasha et al., 2012). El-Badri (1995) mentioned that traditional healers perhaps still play an 

important role in the treatment of mentally ill people in Libya (El-Badri, 1995)  

 

Belief systems in the Arabic culture are adopted from Islamic and pre-Islamic roots (Okasha, 

2003). According to Al-Issa (1990), illustrating the perspective of Algerians towards mental illnesses, 

they describe such mental disorder as the person being affected and dominated by an external mystical 

force described in Arabic as Jinn, and that is why mental illness has been referred to in their terms as 
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Jinoon that is, relating to that magical external power possessing the patient’s thinking and desires. 

Thus, often people in such environment refer to a sorceress as the major cause of these unusual states 

of illness. By which case they mean that they would be paid by a woman to get a husband or by a 

mother to get her son back at the expense of being separated from his wife (Al-Issa, 1990). In fact this 

is not the case only in Algeria or only in the Arab countries, but it is rather the case in most Muslim 

countries.  

 

Again, some mental disorders might be considered to be instigated by the concept of evil eye, 

which is usually a consequence of envy and or jealous feelings projected towards an individual who is 

seen as superior to others in society in some way. Some people believe that the symptoms of 

depression are caused by the evil eye. According to Sayed (2003), El-Sheikh or the healer who is 

supposed to drive the evil eye away, is a religious man who wears special clothes, and repeatedly says 

specific words, based on Islamic religion. Traditionally El-Sheikh plays an important role as someone 

who can help depressed people, so the patient can get relief from the symptoms of depression (Okasha 

et al., 2012). 

 

Thus, to deal with such matters, people tend to seek help through religious practice by El-

Sheikh who may recite some phrases from the Koran or make a charm for the patient to carry, or write 

some religious words so that the patient can put it in water and drink it (Al-Issa, 1990). Or sometimes 

even, patients end up being beaten with a stick by their traditional therapists in order to get devil 

spirits out of them (Al-Issa, 1990; El-Islam, 2008).  

 

Very often this scenario is the case in most Arab countries including Libya, when it comes to 

dealing with mental illnesses, and especially in the rural areas, where people are distanced from 

seeking professional assistance, and more connected to their traditional principles and beliefs. 

However Al-Issa (1990) mentioned that the practice of traditional therapy is illegal in many Arab 

countries such as Iraq, Kuwait and Tunisia; Al-Issa also suggested that the use of traditional therapy in 

Algeria may be due to the lack of availability of psychiatric services (Al-Issa, 1990).  
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Traditional healers are an unofficial component of the health care provision, and present a 

specific kind of intervention to manage the case of the patient and their families. In most Arabic 

countries there is no interaction between traditional healers and professions and where it does happen, 

it remains unofficial and unorganized (Okasha, 2003). El-Islam (2008) mentioned that the relationship 

between professionals and healers varies within different countries, from no legitimate work for 

traditional healers, to a mediating role for traditional healers (El-Islam, 2008). 

 

Patients in the Arabic countries tend to express their depressed symptoms in somatised way 

(Okasha, 2003; Al-Krenawi, 2005). This may protect them from stigma and allow them to seek help 

from a traditional healer (Okasha, 2003; Al-Krenawi, 2005). In Arabic culture, women in particular 

characterise depressive symptoms in terms of physical symptoms, especially those women who are in 

an inferior position (Douki, Ben Zineb, Nacef, & Halbreich, 2007). Physical symptoms are more 

socially acceptable than emotional symptoms, because somatic symptoms are commonly considered as 

serious and requiring a physicians’ aid, while emotional ones are considered as indicative of weakness 

and low faith, and require religious help (El-Islam, 2008). Stigma makes patients and families less 

likely to release various facts of family and patients life to the therapist, particularly information about 

abuse, sexual activities, mental disability, and family income (El-Islam, 2008). Thus people may hide 

these kinds of mental trial as much as they can, behind somatic illness. Some people travel to get 

treatment for mental illness from outside of Libya, most likely from Egypt or Tunisia, as people 

consider that it is shameful for the patient and his family to be mentally ill. And getting treatment from 

the psychiatric hospital considered a social disgrace (El-Badri, 1995). For women, having depression 

may reduce the likelihood of getting married for women and getting divorced for married women 

(WHO, 2000; Al-Krenawi, 2000). Libyan culture tends to have negative attitudes toward formal 

psychological services, also, and there is a widespread lack of knowledge about the mental health 

services which are provided from within the country (Al-Krenawi, 2005).  
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The recent war in Libya has put additional strains on mental health services. According to a 

report from the International Medical Corps (2011), as many as 20% of people in conflict zones may 

be suffering from post-traumatic stress disorder (PTSD). Tripoli psychiatric hospital is the only one in 

the west of the country serving about four million people, with very limited staff, space, and supplies 

(International Medical Corps, 2011).  

 

Somatic and Psychological Symptoms in Relation to Depression  

 

 

 

 

Authors with the etic view consider that depression is a universal phenomenon while those 

with the emic view consider that depression may be universal but there is cultural variability in 

individuals’ expression, also that cultural roles may determine what is normal, that some symptoms 

may vary with culture, and that there are cultural variations in treatment (Kalibatseva, & Leong 

(2011). According to Kleinman & Good (1985) and Jadhav (1996) it can be assumed that diagnosis of 

depression is culturally valid for Western countries in which it is a disease defined in terms of 

subjective states, but the debate is whether it is represented the same way in non-Western countries. 

Jadhav (1996) argued that terms such as guilt, fatigue, and depression have a unique meaning within 

White British and other Western European cultures. On the other hand, Marsella (1980) argues that if 

depression, as defined in Western countries is not well represented in non-Western countries, that does 

not mean it is absent in non-Western cultures, rather it is conceptualized and experienced differently. 

Authors have also mentioned that the separation between the mind and the body is implicit in Western 

psychiatric classificatory systems, but is not culturally universal (Jadhav, 1996). In Arabic culture, 

however, this distinction also exists because emotional complaints are regarded as shameful whereas 

physical difficulties are not (Okasha, 2003; Al-Krenawi, 2005).  

 

Lu, Bond, Friedman, and Chan (2010) argued that individuals experience depressive moods 

arise not just as a result of biological factors, but also because cultural factors can contribute, in that 

depression may reflect the difficulty of interrelations and interactions in the social context (Lu et al., 
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2010). Kalibatseva and Leong (2011) studied the manifestations of depression among Asian 

Americans in order to improve the mental health services for this population. The authors argued that 

Asian Americans receive a limited service and poor quality treatment because the heterogeneity of 

ethnic Asian American groups presents a challenge for the researchers to find representative samples. 

This methodological problem limits the generality of the studies’ findings, and as a result, clinicians 

tend to fall back on inherent cultural biases when diagnosing depression, particularly when diagnosing 

depression is based on the DSM-IV. According to Kalibatseva and Leong (2011) some of the 

symptoms of depression in DSM-IV are related to the Christian religion and may be not apply to the 

Asian culture.     

   

There is thus growing evidence supporting the position that culture has an influence on how 

individuals express depressive feelings (Kleinman, & Good, 1985; Jadhav, 1996; Kalibatseva, & 

Leong, 2011). The expectation that Non-Western people present depression somatically is also a 

central theme of national studies (Kleinman, 1977). For example, Leff (1973) conducted a study in 

regard to the difference in somatic and psychological complaints in England and Africa. Leff 

suggested that developed countries show a greater differentiation between bodily and psychological 

experiences than developing countries, and that Chinese and African languages have not developed 

distinctions between bodily and psychological experiences. He supported these findings using data 

from the international pilot study of schizophrenia from five developed and four developing countries, 

respectively; Denmark, England, Moscow, Prague, Washington, India, Colombia, Nigeria, and China. 

It is commonly held that some cultures express depression somatically which can lead to misdiagnosis 

as Western studies focus more on cognitive aspects (Parker, Cheah & Roy, 2001). Parker et al., found 

that Malaysian Chinese were more likely to complain of somatic symptoms (60%) on self-report than 

Euro-Australian sample (13%) when engaging the health care services (Parker et al., 2001).  

 

Although several early studies reported the tendency to somatization in specific non-western 

cultures, a comprehensive study by Simon, Vonkorff, Piccinelli, Fullerton, and Ormel (1999) reported 

that somatization in depression was a universal feature.  These authors also argued that somatic 
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symptoms of depression may reflect the characteristics of health care systems as well, that is, that 

there are variations in the kinds of symptom reports that gain access to medical services; also that the 

variations of presenting somatic symptoms may depend on how somatization is defined.  

 

Simon et al. (1999) identified three different kinds of depressed patients with somatic 

symptoms, first, patients who present somatic symptoms and have psychiatric disorders; second, 

patients who present unexplained somatic symptoms and have psychological disorders and third, 

patients who deny psychological distress and use the substitute of somatic symptoms (Simon et al., 

1999). Simon et al., investigated the common psychological disorders among patients visiting primary 

care clinics (1991, 1992) using data from WHO in 14 countries: Turkey; Greece; India; Germany; the 

Netherlands; Nigeria; Germany; United Kingdom; Japan; France; Brazil; Chile; China; and Italy. The 

centres were grouped into two categories: type A which were characterized by patients-physician 

relationships, scheduling of appointments, recoded medical state, and attention to privacy. Type B 

were characterised according to patients-physician relationships, but unscheduled appointments. Also, 

the centres were grouped according to geographic region (Western Europe and North America vs. 

Africa, Asia, and South America. The first stage of the study included 25,916 patients who were 

seeking help from primary care centre facilities, aged between 18 and 64 years. These participants 

completed the 12-item General Health Questionnaire, and a self-report measure of general 

psychological distress, before visiting the physician. Based on the score thresholds, 5447 patients were 

selected for the second stage, and these participants completed a primary care version of the 

Composite International Diagnostic Interview, a fully structured diagnostic interview. Depression and 

somatization were assessed in this study according to DSM-IV  

 

The interviewer asked the patients whether they ever complained about each symptom, and 

whether these symptoms were clinically important, and about the reasons for seeking help. 

Additionally, physicians categorized each symptom as medically explained or unexplained. This study 

found that 10.1 percent met the criteria for major depression, and the reporting of somatic symptoms 

by depressed patients was common across the centres. According to the first definition of somatization 
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(the reporting of only somatic symptoms) a somatic presentation was more common in type B centres 

than in type A centres. According to the second definition (the reporting of medically unexplained 

somatic symptoms) across the all centres there was a strong relation between depression and 

unexplained somatic symptoms (P<0.001 at all centres). According to the third definition of 

somatization (the denial of psychological Symptoms) the result showed no significant variation of the 

tendency to admit or deny psychological symptoms of depression. To examine the agreement among 

the all definitions, 4 percent met the character of all the definitions and 85 percent met at least one 

definition, 60 percent of the patients presented somatic symptoms but admitted psychological 

symptoms when they were asked directly about them. Based on this study, somatizations are a core 

component of the depressive disorder cross all centres, and attention should be paid to both 

psychological and somatic symptoms in diagnosing depression across cultures (Simon, et al. 1999).  

 

Despite the impact of Simon et al’s (1999) study, and the large national data sets used, the 

study gave rise to a considerable amount of comment and critical discussion as well as continuing 

research into the somatisation issue. First, Green, Betancourt and Carillo (2000) commented that the 

Simon et al. (1999) data implied that the practice of treating certain behaviours as culturally typical  

should be adopted cautiously as it may lead to over generalisation, bias, or false knowledge, such as 

treating all non-Western cultures as liable to somatization in relation to depression (Green, Betancourt, 

& Carrillo, 2000). Secondly, Pornoppodol (2000) argued that the data of Simon et al. (1999) included 

some sampling biases. Each study took place in the largest city in the country, which means that these 

cities are more likely to Westernized than others, this may limit the generality of the results to people 

in urban areas only; also, the data was not collected through community based surveys but only 

through clinics. Furthermore, patients with somatisation disorder were specifically excluded 

(Pornnoppdol, 2000). Simon and VonKorff (2000) responded to these points by agreeing that cultural 

stereotypes can bias clinical judgments, and that “somatic and psychological distresses are almost 

invariably intertwined”. Furthermore they accepted that their results may not be applicable to patients 

from rural areas, or who do not visit primary care clinics.   
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In support of the findings of Simon, et al. (1999); who found that the circumstances in which 

symptoms are elicited, such as the characteristics of health care systems, can influence the degree of 

somatisation; it is interesting to find that cultural differences in somatic symptoms of depression 

seemed to be greatest when the patient was asked questions by unfamiliar clinicians (Ryder et al., 

2008). Moreover, these differences were smaller when the patient was asked to play a role in shaping 

their symptoms, and disappeared when they replied secretly to a questionnaire (Ryder et al., 2008). 

According to Ryder et al., 2008 assessment modalities seem to play a role in eliciting different 

symptoms from the patients, therefore multiple assessments should be used in cross-cultural studies.  

 

Following on from the work of Simon et al. (1999), other researchers have continued to extend and 

test the findings on somatization in depression in a variety of further cultural contexts. Okulate, 

Olayinka and Jones (2004) examined the symptoms of depression in a Nigerian heterogeneous sample 

of 829 males in the army, using self-report and classical DSM-IV criteria. This study found that 

somatic symptoms were grouped separately from the core depressive symptoms, and that these 

symptoms were not as good predictors of depression as core depressive symptoms (Okulate et al., 

2004).       

Studies have also indicated that one reason why depression is under-diagnosed in the UK is 

because of cultural diversity (Kessler, Lloyd, Lewis and Gray, 1999; Tylee and Gandhi, 2005). Kessler 

et al. (1999) tested the recognition of depressed cases in Bristol within one general practice of 8 

doctors; the subjects were 305 general practice attenders. People who complained of somatic and 

psychological symptoms sought help from their general practitioner; however, patients with 

psychologising attributions were more likely to get a psychological diagnosis. General practitioners 

detected depression in only eight out of 54 patients who were diagnosed as being depressed or 

anxious, while 46 of 101 were undetected cases. Tylee and Gandhi (2005) mentioned that somatic 

symptoms are perhaps more frequently reported in culturally diverse populations, and that stigma is 

mainly responsible for the under-diagnosis of depression. There is thus some evidence of mis-

recognized depression, and as a result, untreated patients, in the U.K. This occurs particularly at the 

initial clinic visit, and within the primary care health system, which is negatively affected by the 



39 
burden of treating these patients leading to excessive demands on the primary care system (Tylee, & 

Gandhi, 2005). 

Parker, Cheah and Roy (2001) studied two cultural groups of depressed patients, Chinese and 

the Australian Caucasians, considering differences according to age and sex. They obtained by rank 

the prime symptoms after the first assistance, and an inventory of both somatic and cognitive 

symptoms. Western self-report depression inventories assessed items such as ‘depressed mood’, 

‘feeling helpless and hopeless’, and ‘guilt’. A second questionnaire was designed to assess a number 

of items that were not necessarily ‘cognitive’: these items were commonly nominated by depressed 

Chinese patients, and were selected from a number of Singapore psychiatrists. The result showed that 

Malaysian Chinese were more likely to report somatic symptoms (hypersomnia, chest pain, inability to 

breathe and loss of weight) as well as suicidal thoughts, than Australian patients (60% vs 13%). 

Malaysian Chinese were less likely to refer to helplessness and hopelessness, depressed mood, poor 

concentration, loss of interest, loss of appetite, self-critical, irritability, sadness, guilt, feeling bad 

about themselves and thoughts of death, while the Australian patients were more likely to report 

depressed mood, and cognitive items. 

 

Arnault, Sakamoto, and Moriwaki (2006) investigated somatic symptoms and depression in 50 

Japanese and 44 American female students using BDI and the Pennebaker Inventory of Limbic 

Languidness (PILL). The findings showed that female Japanese sample reported higher BDI scores (M 

= 12.66; SD = 7.05), while the mean of overall BDI for American was (M = 8.48, SD = 6.55).  To 

determine the amount of variance in the BDI scores that can be explained by the somatic distress, 

regression analysis showed that in Japanese sample 31% of the symptoms were explained by somatic 

distress scores, but in contrast only 1% of the symptoms were explained by those scores in American 

sample (Arnault et al., 2006). 

 

 

Rong et al. (2009) aimed to compare awareness of depression within two cultural groups, 

Chinese (N= 220) and Australian (N= 177). The participants were medical students and had been in 
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formal mental health/ psychiatry training. The international depression literacy survey (IDLS) was 

employed to examine mental health issues, and to explore personal experience. The findings showed 

that Chinese students were significantly less likely to consider depression as one of the major health 

problems for the general public: only a quarter of the Chinese group listed ‘‘brain, behavioural and 

mental health disorders’’ as a major health problem compared with two thirds of Australian group. In 

regard to knowledge of the clinical features of depression Chinese students were significantly less 

likely to consider physiological or somatic aspects such as sleep disturbance and feeling tired, when 

they were asked to nominate typical symptoms for a depressed person – in apparent contradiction to 

the view that somatic representations of depression are more common in non-Western societies. Also, 

features such as ‘‘Being unhappy or depressed’’ ‘‘thinking I’m worthless” were also more often 

nominated by Australian students compared with Chinese students. Both groups nominated poor 

concentration and interpersonal difficulties, and Chinese reported ‘‘hav(ing) suicidal thoughts or 

behaviour’’ more frequently than Australian students. In regard to help-seeking behaviour for severe 

depression, Chinese students were significantly more likely to seek help from various mental health 

professionals than Australian students. Additionally, ‘‘not seeking (any) help’’ for depression was 

common among both cultural groups (Rong et al., 2009).  

 

Lu, Bond, Friedman, & Chan (2010) argued that cultural differences can be understood by 

analysing measures of its constituent symptoms. Lu et al., examined the relation between physical and 

psychological symptoms in Chinese and Americans, using confirmatory factor analysis, 

multidimensional scaling, and hierarchical cluster analysis of the symptom measure. The concept of 

depression is understood as a medical diagnosis but is not used widely in Chinese daily life, and 

people with depression are considered as abnormal, while Americans consider depression as a more 

neutral disorder, and some believe that people can recover one day: both cultures considered 

affective/interpersonal relationships as an important reference point for depression.  Irritable mood, 

decreased interest or pleasure in daily life, and failure to thrive were reported as earlier response 

symptoms that participants complain of. The somatic symptoms are referred to as an extension of 

these psychological feelings. Both cultures tend equally to describe their depression in terms of an 
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overall construct of depression, and while Chinese individuals tend to respond more to their somatic 

feelings thereby they are also aware of their psychological problem, Chinese distinguish physical 

symptoms from psychological symptoms and consider that psychological ones are more serious. Thus 

the conceptual organization of depression is culture-related, and culturally appropriate modifications 

in clinical practice should have been done. This study concludes that misdiagnoses of Chinese people 

by American diagnosticians may be made as Chinese patients tend to express somatic symptoms such 

as boredom, discomfort and dizziness rather than the psychological symptoms of depression (Lu et al., 

2010).  

 

Canel-Çınarbas, Ying and Lauridsen (2011) tested the BDI-II on nonclinical populations of US 

(487) and Turkish (340) students. They reported that for the U.S. sample, the mean score on the BDI-

II was 10.1 (SD=7.7), and for the Turkish sample, the mean score on the BDI-II was 14.9 (SD= �9.2). 

The study suggested a two-factor model consisting of Cognitive–Affective and Somatic factors has an 

adequate fit both for the U.S. and Turkish samples separately which means that there is a high level of 

consistency for the items across both cultural groups (Canel-Çınarbas et al., 2011). 

 

The goal of the present study is to provide an assessment of the manifestations of depression among 

Libyans, and therefore both self-report and semi-structured interviews are to be used in the present 

study, in clinical and non-clinical Libyan samples.   

 

Cross national studies of understanding of depression, its causes and treatment.  

Cross national studies addressing depression have assessed the association between depression and 

personal, cultural beliefs across an extensive range of contexts and settings (Furnham & Malik, 1994; 

Lai & Surood, 2008; Lavender, Khondoke & Jones, 2006; Selim, 2010). Furnham and Malik (1994) 

compared beliefs about the causes and cures of depression of female native Britons (primarily from 

Christian background) and Asian origin Britons (from India, Pakistan or Bangladesh and primarily 

from Muslim background). The total sample included 152 females who were divided into two groups 

of middle-aged women (native British and British Asians) aged between 35 and 62, and two, younger 
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groups aged between 17 and 28 of native British and second generation Asians. The findings 

suggested that cultural beliefs affect the subject’s tendency to recognise, report, and seek help for 

depression. Middle-aged Asian group were significantly different in their beliefs about depression and 

depressive symptoms from the middle-aged British and young Asian samples. Also they demonstrated 

a smaller degree of consensus of views than the other three samples, and reported a significantly 

greater tendency towards psychiatric morbidity than middle-aged British sample Middle-aged Asians 

reported less frequently than the other groups that they were depressed or knew someone who was 

depressed. The young British and young Asian samples tended to have similar perceptions of 

depression, and both reported a significantly greater tendency towards psychiatric morbidity than 

middle-aged women (native British and British Asians   (Furnham & Malik, 1994).  

 

Lai and Surood (2008) examined factors contributing to depression in older individuals in a 

sample of South Asian Canadians, comprising 210 participants who were not born in Canada, and 

whose mean age was 65.8 years. The findings showed that more than one in five individuals reported 

having depression, also that females reported more depression than males. Physical health conditions 

and cultural values were the most effective factors that contributed to reported depression; the 

strongest factor identified in this study was the level of agreement with South Asian culture as 

measured by a Cultural agreement scale, as established by the investigators regarding adherence to the 

beliefs and values of South Asian community (Lai, & Surood, 2008).  

 

Lavender et al. (2006) examined the understanding of depression in Yoruba, Sylheti, and white 

British participants in the U.K. Lavender et al. (2006) found that beliefs about causes and treatment 

differ among those cultural groups, White British accorded more emphases to psychological causes, 

while Bangladeshis gave more attention to family factors. Black magic and evil spirits were attended 

to more frequently amongst the Yoruba. 

Using a qualitative method Selim (2010) investigated the dimensions of depression in 

Bangladesh in two villages of Matlab. The participants included people without a history of 
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depression, out-patients, healthcare providers, caregivers, and village doctors. The analysis of data 

revealed that nobody recognizes the word depression, and instead, people described depression using 

many local terms. Participants talked about the effect of depression on work and family life, and most 

of them mentioned the association between depression and poverty, lack of education, health 

problems, and family issues, furthermore, all the participants mentioned socioeconomic circumstances 

as a major causal factor. Opinions differed between men and women concerning the prevalence of 

depression, in that men reported that there was more depression in men, while females reported that 

females are more affected by depression. Men talked extensively about sadness and their great burden, 

referring to their roles in terms of the main source of support to their family. Somatic symptoms such 

as aches and pains, sleeplessness, weakness were reported by most participants. A Traditional Healer 

was rarely the preferred choice for treatment, and patients talked about their dissatisfaction with 

treatment; they wanted medicine that would cure all the symptoms (Selim, 2010). 

 

National comparative studies have been conducted to assess the level of depression (Weissman 

et al., 1996; Steptoe, Tsuda, Tanaka, & Wardle (2007). Weissman et al. (1996) concluded from a 

meta-analysis of the observed differences in the level of depression across nations that cultural 

differences play a significant role in vulnerability to depression. Weissman, et al. (1996) combined 

data from large epidemiologic surveys in 10 countries: the United States, Canada, Puerto Rico, France, 

West Germany, Italy, Lebanon, Taiwan, Korea, and New Zealand, with about 38000 participants in 

total. This study indicated that the lifetime rate for depression was the lowest in Taiwan (1.5) and the 

highest in Beirut (19.0). The lowest annual rate was in Taiwan with 0.8 cases per 100 and the highest 

annual rate was in New Zealand with 5.8 cases per 100 (Weissman et al., 1996).  

 

Steptoe et al. (2007) measured depressive symptoms using the 13-item Beck Depression Inventory 

(BDI) (Beck & Beck, 1972) in 17,348 university students aged 17-30 (7509 men and 9839 women), 

from 23 countries including England (Table 1, 2 ). To explore factors that contribute to depression, 

this study assessed two variables: low socio-economic status (SES) and perceived lack of control. 
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Also, they tested whether sense of control mediated SES effects. Significant differences in the range of 

depressive symptoms between countries and sex were reported, and countries could be divided into 

three levels: the lowest level of depression was reported in Western and Southern Europe and South 

and North America; the intermediate level was found in Central and Eastern Europe and the higher 

levels were found in Pacific-Asian countries. The study identified national and individual predictors of 

depression, thus depression was associated with younger age, being female, and with poorer socio-

economic background. Also, low sense of control was strongly associated with depression and was 

also associated with less individualistic countries and greater income inequality (Steptoe et al., 2007). 
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Table 1 modified from Steptoe et al., (2007) to show the ranking of BDI scores across nations  

 

Table 1 

Mean Depression Ratings (BDI-II) within 23 countries for women 

 

 

  

Women 

 Mean  %BDI ≥ 8 

Country (95% CI) N (95% CI) 

Venezuela 3.1 (2.6 to 3.6) 644 11 (7 to 15) 

Belgium 3.2 (2.6 to 3.8) 515 11 (7 to 16) 

Portugal 3.3 (2.8 to 3.7) 883 12 (8 to 16) 

Netherlands 3.5 (3.0 to 3.9) 687 13 (9 to 17) 

Germany 3.9 (3.5 to 4.4) 690 15 (11 to 19) 

Bulgaria 4.3 (3.8 to 4.8) 730 18 (14 to 22) 

Colombia 4.0 (3.5 to 4.5) 732 17 (13 to 22) 

USA 4.1 (3.8 to 4.4) 1599 18 (15 to 20) 

Italy 4.1 (3.8 to 4.4) 1767 18 (15 to 20) 

England 4.3 (3.7 to 4.8) 704 14 (10 to 19) 

France 4.3 (3.8 to 4.8) 669 17 (13 to 21) 

Greece 4.3 (3.9 to 4.8) 755 21 (17 to 25) 

Spain 4.8 (4.2 to 5.3) 483 23 (19 to 28) 

Hungary 5.0 (4.5 to 5.5) 554 25 (21 to 29) 

Poland 5.2 (4.7 to 5.7) 707 25 (21 to 29) 

Thailand 5.3 (4.9 to 5.7) 843 29 (26 to 32) 

Slovakia 5.7 (5.4 to 6.1) 1193 31 (28 to 34) 

Romania 6.1 (5.6 to 6.6) 719 33 (29 to 37) 

Ireland 6.1 (5.6 to 6.7) 415 29 (25 to 34) 

South Africa 6.4 (5.9 to 7.0) 573 31 (27 to 36) 

Japan 7.3 (6.7 to 7.9) 427 41 (35 to 46) 

Korea 7.5 (7.1 to 7.9) 708 45 (41 to 49) 

Taiwan 7.6 (6.9 to 8.3) 351 42 (36 to 47) 
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Table 2 

Mean Depression Ratings (BDI-II) within 23 countries for men 

 

Men 

 Mean  %BDI ≥ 8 

Country (95% CI) N (95% CI) 

Netherlands 2.7 (2.1 to 3.3) 687 7 (3 to 12) 

Belgium 2.8 (2.2 to 3.4) 515 8 (3 to 13) 

Venezuela 3.0 (2.5 to 3.5) 644 9 (5 to 13) 

Germany 3.2 (2.7 to 3.7) 690 11 (6 to 15) 

USA 3.4 (3.0 to 3.8) 1599 14 (11 to 18) 

Hungary 3.5 (2.9 to 4.2) 554 14 (8 to 19) 

Portugal 3.6 (3.1 to 4.0) 883 16 (13 to 20) 

Poland 3.8 (3.3 to 4.4) 707 14 (10 to 19) 

Italy 3.8 (3.4 to 4.1) 1767 16 (13 to 19) 

Bulgaria 3.9 (3.4 to 4.4) 730 17 (13 to 21) 

Colombia 3.9 (3.4 to 4.5) 732 14 (10 to 18) 

Spain 4.3 (3.6 to 4.9) 483 19 (14 to 24) 

Greece 4.4 (3.9 to 4.9) 755 17 (13 to 21) 

England 4.5 (4.0 to 4.9) 704 18 (14 to 22) 

Romania 4.5 (4.0 to 5.0) 719 18 (14 to 22) 

France 4.8 (4.3 to 5.3) 669 18 (14 to 22) 

Slovakia 5.3 (4.9 to 5.7) 1193 24 (21 to 28) 

Ireland 5.7 (4.7 to 6.6) 415 32 (24 to 40) 

Thailand 6.0 (5.5 to 6.5) 843 34 (30 to 38) 

Japan 7.3 (6.6 to 7.9) 427 36 (31 to 42) 

Korea 7.4 (6.8 to 8.1) 708 43 (38 to 48) 

South Africa 7.4 (6.8 to 7.9) 573 36 (31 to 41) 

Taiwan 7.9 (7.1 to 8.6) 351 45 (39 to 51) 
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Stressful Life Events  

 

Stressful life event may contribute directly to depression. Studies have examined the 

interaction between the exposure to a variety of levels of life events and previous depressive episodes 

and whether these factors lead to prediction of the onset of major depression (Brown & Harris, 1978; 

Kendler, Thornton & Gardner, 2000; Horesh, Klomek, & Apter, 2008; You & Conner, 2009; Allam, 

2011). Kendler et al. (2000) interviewed a sample of female twin pairs drawn from a population of 

2,395 of females over a 9 year period of time. The findings suggested that the number of previous 

depressive episodes strongly affects the relationship between stressful life events and depressive 

onsets. However, additional episodes –more than 10- do not influence the association between 

stressful life events and major depression. Apparently, the association declines with the increasing 

number of episodes (Kendler et al., 2000). Horesh et al. ( 2008) indicated that stressful life events such 

as loss, separation, and other uncontrolled events, play an important role in being depressed, thus the 

proportion of stressful life events were significantly higher in the depressed group, particularly in the 

year preceding the first episode (Horesh et al., 2008). Allam, (2011) investigated how stressful life 

events such as social, political and economic changes, change of residence, financial problems, and 

housing problems contribute to depression. The overall scores of depression of males and females in 

their student sample were significantly different. The BDI-IV mean scores for males and females were 

18.67 and 25.08 with SD 8.01 and 9.23 respectively. Stressful life events that may be associated with a 

stressor are culturally constructed, particularly the individual’s evaluation of whether specific factors 

are threatening or not.  The individual’s own definition of factors that contribute to depression can be 

problematic (Horesh et al., 2008). I believe that a better evaluation of stressful events is to be found in 

the social context in which that event occurs. Qualitative inductive study may thus specify exactly 

what kind of events contribute to depression if sensitively interpreted with knowledge of the social 

context. 

           

Self-esteem and Depression  
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A person who has high self-esteem, has self-respect, and considers himself or herself as a 

person of worth, appreciating his or her own merits while recognizing his or her faults. On the other 

hand, a person with low self-esteem is an individual who lacks respect for him or herself and considers 

himself or herself unworthy, inadequate, or otherwise seriously deficient as a person (Rosenberg, 

1979, p. 54). Self-esteem may be assessed by a number of scales, including the Rosenberg self-esteem 

scale (RSE, Rosenberg, 1979), which shows strong validity and reliability as a measure of global self-

esteem, and is used widely in cross cultural studies for different ethnic groups. 

   

Cognitive theory (Beck & Alford, 2009) proposes that the activated internal structures most 

relevant to the depressive experience refer exclusively to the concept of self. The depressive person is 

consistently viewing themselves in terms of deficiency, trying to fit their negative ideas about the self to 

negative conclusions that they made, and automatically making inappropriate interpretation of 

situations. Patients dislike themselves because of self-rejection (Beck & Alford, 2009). A depressed 

individual may be able to generate reasonable information, if it is related to others, but he or she is not 

able to process information in a positive way if that related to him or herself, because of the negative 

self-referent schemas. A depressed person may be expected to have tightly negative self-referent beliefs 

(Clark et al., 1999). According to the cognitive theory of depression (Beck), individuals who score low 

on self-esteem are considered to be vulnerable to depression. Scott (2006) examined the role of 

automatic self-evaluation, and negative self-schemata in depression. Positive automatic self-evaluation 

was weaker in depressed individuals than non-depressed individuals; this result gives support to the 

view that negative self-esteem may be implicated in vulnerability to depression. Therefore, having 

negative self-esteem has an important influence on exposure to depression.  

 

Based on cognitive theory, many studies have addressed the effect of self-esteem on 

vulnerability to depression (Brown, Andrews, Harris, Adler, & Bridge, 1986; Hayes, Harris, & Carver, 

2004; Luxton, & Wenzlaff, 2005).  Brown, Andrews, Harris, Adler, & Bridge (1986) examined the 

prediction of depression from social support and self-esteem in the UK, with a total number of 400 

women, in the following year after being exposed to a stressor, Low self-esteem was associated with a 
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greatly increased risk of depression once a stressor occurred (Brown et., 1986). Hayes et al. (2004) 

examined why variability in the relationship of self-esteem to depression occurs. Their findings 

suggest that possible therapeutic progress can be made and depressive symptoms may be reduced by 

identifying the specific contributing factors to low self-esteem that might occur and helping depressed 

patients to understand the interpersonal bases of their self-esteem and to help them to minimize 

negative generalization. Luxton and Wenzlaff (2005) examined the uncertainty surrounding the causal 

role of self-esteem in vulnerability to depression. Luxton and Wenzlaff argue that it is unclear whether 

negative self-esteem contributes to depression or whether negative self-esteem is simply a result of 

depression, as most previous studies assessed self-esteem during the depressed state. They used BDI 

to assess depression and the Rosenberg scale was used to asses self-esteem. With 228 total participants 

the results indicated that there were no significant differences in the self-esteem level between the at-

risk group and the never depressed group, however, the at-risk group were more uncertain about their 

responses, took longer to respond, and were liable to change their answers. This uncertainty in 

thinking about the self was accompanied by increased seeking for reassurance and thought suppression 

(Luxton & Wenzlaff, 2005). 

 

Cultural Studies in Self-esteem  

 

Markus and Kitayama (1991) suggested that people view themselves as separate or connected 

in regard to others, and that different cultures might hold different shared assumptions about the 

separation or connectedness between the self and others. The concept of self as independent is based 

on a Western view which might be not universally valid. Markus and Kitayama characterised these 

construals of the self, others, and relationship with others, as an independent view of the self and an 

interdependent view, and proposed that these different views of self can influence cognition, emotion, 

and motivation (Markus, & Kitayama, 1991). Accordingly, culture might influence the content and 

structure of the inner self. In an interdependent view, in comparison to an independent view, others are 

critically important, and influence one’s behavior, and a person may have the same knowledge about 

some others as they have about themselves. Those interdependent selves are more motivated by the 
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expectations of others, rather than their personal wishes, to maintain a harmonious social interaction. 

The interdependent view requires awareness of other’s needs, sharing of other’s feelings, the ability to 

think what others think, be sensitive to what others want, and help them to reach their goals (Markus 

& Kitayama,1991). 

 

Beck and Alford (2009) mentioned that a necessary precondition for depression is the 

formation of permanent concepts. Cognitive learning takes place early in life; people develop their 

concepts including their values through the interactions with the surrounding environment. The 

structured concept of self as an independent view or an interdependent view becomes a cognitive 

structure based on different experiences, and the view of the self might be considered as central in the 

pathogenesis of depression (Beck & Alford (2009). In nations where a child has learned to include 

others even when they think of themselves, this might constitute more pressure, and these values of 

interdependent view of self can influence subsequent judgments, and subsequent experiences might be 

interpreted according to the negative or positive perceptions of the family group or nation, not 

according to the perceptions of the independent self. 

 

Cultural values thus might play a significant role in the evolution of the self (Lehman, Chiu, & 

Schaller, 2004).  Three studies by Hetts, Sakuma, and Pelham (1999) examined the implicit and 

explicit self-evaluations of recent Asian immigrants, Asian Americans, and European Americans in 

the USA as they were variably exposed to individualistic cultures. The first two studies found clear 

differences in the self-concepts between the three groups in implicit measures, but the implicit self-

evaluations became increasingly individualistic over time whereas explicit measures showed a 

positive self-concept, within the three groups.  

 

Some studies have addressed the effect of self-esteem on mood in different national groups. 

For instance, Abe (2004) examined the importance of self-esteem, family cohesion, and support from 

friends in predicting depressed mood in Japanese and American students, and they indicated that self-

esteem was the strongest predictor of emotional distress in both groups. Furthermore, they found that 
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self-esteem mediated the relation between support from friends and emotional distress across cultures 

(Abe, 2004). 

 

 

Libya as a collectivistic country may be expected to represent an interdependent view of self. 

Collectivists define the self through the groups a person belongs to, such as the position within the 

family. We might therefore expect that in a Libyan context, it is a person’s relationship with family 

and that defines their level of self-esteem and therefore their vulnerability to depression. Conversely, 

individualists define themselves as independent of specific collectives, and this can emphasize high 

self-esteem, which might lead to narcissism (Triandis, 1995). The concept of self as independent 

might be not a valid view for Libyan nationals.  

 

Social Support and Depression 

 

I shall first consider two definitions of social support. There is considerable agreement about 

its essential characteristics  

“an exchange of resources between at least two individuals perceived by the provider or recipient to 

be intended to enhanced the well being of recipient” (as cited in Shumaker & Brownell 1984; 

Morrissey & Callaghan, 1993). 

“Social support is defined as the existence or availability of people on whom we can rely, 

people who let us know that they care about, value and love us” (Sarason, Sarason & Lindner, 1983, 

p.128) 

 

The existence of people who provide unconditional emotional support and assistance, in both 

desirable and undesirable situations, can significantly reduce stress, give us the assistance that we need 

in order to cope with the situation, assure us that they are there for help, and make us feel comfortable 

and relaxed. Perceived social support is more relevant to theoretical explanations of depression than 
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received social support. According to cognitive theories such as Beck’s, because of cognitive biases, 

people tend to interpret other people’s behaviour in an inappropriate way. Depressed patients show 

negative long and short-term expectations that play a significant role in perception of social activities 

and social support. I am primarily interested in informal social support attempts by: family, friends, 

and special persons. A widely used and reliable scale for measuring perceptions of social support is 

The Multidimensional Scale of Perceived Social Support (MSPSS; Zimet, Dahlem, Zimet, & Farley, 

1988), and this has been chosen for the present study because it measures informal social support.  

 

Beck, Rush, Shaw, and Emery (1987) and Clark et al. (1999) highlighted the important role 

played by: cognitive biases; negative self-esteem; negative view about the world; negative 

expectations, and negative effect. All of these factors basically, play as indirect factors to affect the 

perception of the social environment, in order to maintain major depression. If a depressed patient 

devalues him/her self, and does not do as expected, they might feel socially undesirable, and that 

everybody hates him/her. He/she interprets their experiences with others in a detracting way, and 

might regard others’ behaviour as a rejection. Because of cognitive biases he/she tends to interpret 

other people’s behaviour in an inappropriate way. Schemas involved in misinterpreting these stimuli 

are activated, and condense the stimuli into cognitions. Cognitions refer to any verbal and mental 

activity including self-instruction and self-criticism. In such a case, the schema provides the 

conceptual framework to this particular external stimulus (Beck, & Alford, 2009).  

 

A patient’s reaction towards others would be affected by his negative impressions, and 

surrounding people’s response in turn, would be a response to his/her reaction. Such cases would 

eventually lead to the formation of an endless scenario of recycling of dramatic events. Just the 

unconditional offer of support, from significant others can stop this cycle, and make him/her think 

again about his conceptual framework.  

 

According to Beck and Alford (2009), depressed patients show negative long and short-term 

expectations that play a significant role in perception of social activities and preserved support. These 
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expectations include, engaging in any social movement, and making relationships with others. 

Depressed patients anticipate that every experience or relationship will face difficulty, and 

automatically assume they will not enjoy their time, also that any relationship will end in failure. Beck 

& Alford (2009) propose that the way patients structure their experience determines the way they feel, 

a patient who thought he/she was rejected, would experience consistently negative affect. He/she is 

less able to accept the fact that his pessimistic judgments which are driven by such idiosyncratic 

schemas are mistaken. In such cases, patients imprison themselves inside their constantly inattentive 

negative thoughts, in such a way that they cannot engage mentally in any external activities (Beck et 

al., 1987). 

 

Another way to think about the role of social support in depression is that social environment 

could play a role in either generating depression, or act as protection for the individual from depression 

(Beck et al., 1987). Avoidance of people surrounding a person might result in him developing clinical 

depression, ultimately pushing the patient into further isolation. This performance could go on to such 

an extent that the patient would resist any form of external help or sympathetic support by family, 

friends, or relatives (Beck et al., 1987). It is also possible that a positive interpersonal approach, and 

support provided from others surrounding, could prevent the development of a deep depression. The 

case would be similar when a person receives powerful support from his close society, which increases 

his self –esteem, value, and respect, and keeps him away from self-underestimation. Consequently, in 

some cases a close social supporter can be used to cure someone from depression via providing a 

positive assessment and counteracting one’s self-criticism. There are various forms of powerful social 

links that can be applied which are known to be beneficial to treat depression, for instance; those 

developed in couples therapy, marriage counselling, or family therapy (Beck et al., 1987). 

 

Studies have found that low levels of social support are associated with greater depression. 

Brown, Andrews, Harris, Adler, and Bridge (1986) showed that in the follow-up period, social support 

from husband, lover, or a very close contact is essential to make mobilization, and lack of support was 

highly associated with depressive symptoms (Brown et al.1986). According to Moore (1987) little 
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attention has been paid to the psychological processes by which support is derived from environmental 

events. Moore (1987) examined the importance of social support in the aetiology of depression, and the 

nature of depressive insufficiency in perceived support. Strong relationships between support and 

symptoms of depression were found, in cross-sectional analyses, but evidence from longitudinal 

analyses was unclear. Depression was consistently associated with a discrepancy between needed 

support and the support thought to be provided. Schematic memory processes found to play roles in 

social judgements of support (Moore, 1987). The influence of social support on the outcome of major 

depression was investigated by George, Blazer, Hughes, and Fowler (1989) 150 in-patients were 

diagnosed with major depression; they were interviewed, and re-interviewed 6-32 months later. It was 

found that both the size of social network and subjective social support were significantly predictors of 

depression (George et al., 1989). 

 

Studies have addressed the function of family and its relation to major depression. Miller and 

Keitner (1990) gave evidence that family plays significant roles in the development of major 

depression, and the course of depressive episodes is affected by family functioning. The investigators 

examined changes in family functioning over a 1-year course of major depression. Assessments of 

family function were collected, initially and 6-12 months after discharge. 45 in-patients were 

examined by subjective and objective perspectives. Miller and Keitner found that family functioning 

was associated significantly with recovery from major depression. Nasser and Overholser (2005) also 

carried out a study to identify factors associated with recovery from depression, specifically, support 

from family, friends, and spiritual beliefs. 62 in-patients diagnosed with major depression were 

interviewed and re-interviewed three months later. Analyses tested the relationship between support 

factors and depression. Support from family and a composite measure of emotional support were both 

significantly predictors of depression (Nasser, & Overholser, 2005). These results indicate that low 

social support, may be associated with vulnerability to depression. Therefore, having low social 

support from family, friends, and significant others, may have an important influence on exposure to 

depression.  
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Triandis (1989) suggested that the size of in-groups in complex societies tends to be bigger, as 

everyone who meets the characteristics of “I” would be an in-group member. In individualist cultures, 

people can have large social networks, as for example people who agree with me on attitudes can be in 

my in-group. Also in individualist societies people are more independent, so that if the in-group makes 

excessive demands, the individual can leave it. In contrast, in collectivist societies people prioritize 

smaller social networks, such as family (Triandis, 1989). 

  

Wang (2004) investigated the relationships between familial and psycho-social variables and 

depressive symptoms in Taiwan and Northern Ireland. Wang found that the Taiwanese sample was 

higher in depression than the Irish sample. The two samples were significantly different in the 

perception of social support. In the Taiwanese sample, family functioning, and problem-focused 

coping had a stronger impact in depression, while, in the Irish sample, parental care and emotion 

focused coping had a higher impact on depression. 

 

Contrary to the idea that collectivist societies provide a strong social support, it is often found 

that people in individualistic societies, have a wider social support network, and are less exposed to 

depression.  
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Chapter 3 

Depression In Relation To Cultural Values and Gender Differences  

 

The contents of this chapter are as follows: (a) definition of culture. (b) A review of 

depression in relation to cultural values. (c) Gender differences in prevalence of depression and the 

related theories. (d) Gender differences in depression in Arabic countries. Cultural factors risk of 

depression and Libyan and British samples.  

  

Definitions of Culture 

 

Kashima (2000) defined culture as “a property of humans that transmits information 

symbolically between and within generations, and provides material and symbolic tools of the people 

in their social environment, with which they construct and build their own images of their world and 

themselves” (pp. 19, 20). More specifically, Kleinman provides a short definition of culture as 

consisting of shared value orientations, including beliefs about the body, the self, illness, and treatment 

(Kleinman, 1996, p .16). Hofstede (2001) sees culture as a “system of communally shared values 

collective programming of the human mind that distinguishes the members of one group or category 

of people from another “(Hofstede, 2001, p. 9). In this study I primarily refer to culture according to 

Hofstede’s definition (2001). Another term that has been identified in this study is nationality, which 

is defined by Smith, Bond, and Kağıtçıbaşı, (2006) as a social system: “It is evident that nations are 

social systems because they comprise extensive interconnected networks of people. Social systems 

define the patterns of behaviour whose meaning is provided by their cultural context.” (Smith, Bond, 

& Kağıtçıbaşı, 2006. P. 32). Hofstede (1997) on the other hand, mentioned that in cross-cultural 

research, nationality (that is, the passport they hold) is used very often for classification. He defines 

nations as “political units into which the entire world is divided, and to one of which every human 

being is supposed to belong” (Hofstede, 1997, p. 11). The Libyan nation is very homogenous in the 

ethnicity of their population.  
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Cultural Values in Relation to Depression 

 

Many psychological phenomena are thought to be universal, however the way people express 

themselves appears to be cultural specific (Triandis, 2004). One benefit from cultural studies is 

possibility to differentiate between the universal and the culture-specific aspects of the psychological 

phenomenon in question. In other words, the goal is to identify what is universal and what is due to 

cultural influences, also showing how various dimensions of culture influence psychological 

phenomena (Triandis, 2004). Culture matters because in different societies, people are likely to go 

through different experiences, so different cultural perspectives also provide new approaches to 

psychological development (Oyserman & Lee, 2008). Apparently, in order to interpret the way culture 

works to shape psychological phenomena, we must begin by determining and measuring the main 

dimensions of cultural values (Triandis, 2004). 

 

Many different kind of comparisons between different types of society have been carried out, 

and in many of these comparisons the observed differences correspond to the constructs of 

individualism and collectivism (Gaines et al., 1997; Hofstede, 2001; Oyserman, Coon, & 

Kemmelmeier, 2002; Fiske, 2002, Taras, Steel, & Kirkman, 2012). Hofstede (2001) demonstrated 

over a long period of time that there are national cultural patterns that reflect the values system of the 

population. He gathered extensive data of 50 countries and three regions with different questions about 

IBM employee values. According to correlation and factor analyses based on matched employee 

samples across countries, Hofstede identified five independent cultural dimensions, power distance, 

uncertainty avoidance, individualism, masculinity, and long-term orientations. The most important 

dimension that emerged is individualism / collectivism (Triandis, 2004). Individualism may be 

considered as the opposite of collectivism, and the IBM database offered the computation for each 

country and regions of an Individualism Index, which however did not allow distinctions according to 

occupations, gender, age, and other individual characteristics. Hofstede’s (2001) study showed that 
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Individualism correlated negatively with power Distance, and in European countries, individualism 

was negatively correlated with uncertainty avoidance.   

 

According to Hofstede (2001) these cultural dimensions have many implications. Cultural 

dimensions affect people’s mental programming, and the structure of many institutions of the 

societies. For example, in education and politics the concept of collectivism is explained as putting the 

interest of the group goal above the interest of the individual. In most collectivist societies, children 

grow up in an extended family learn to think of themselves as a “we” or “in-group” distinct from 

others of a “they” group, the in-group people in these societies are a source of security and identity, 

therefore they feel loyalty towards the in-group, whereas, for individualistic societies, people consider 

the interest of the individual above the interest of the group. In these societies, children grow up in a 

nuclear family, and they learn to think of themselves as “I”. This I represents a personal identity, 

distinct from others “I”s, whom they may classify according to individual characteristics (Hofstede, 

1997). 

 

 “Individualism pertains to societies in which the ties between individuals are loose: everyone 

is expected to look after himself or herself and his or her immediate family. Collectivism as its 

opposite pertains to societies in which people from birth onwards are integrated into strong, cohesive 

in-groups, which throughout people’s lifetime continue to protect them in exchange for unquestioning 

loyalty” (Hofstede, 2001, p. 225) 

 

Individualism characterizes those who see themselves as having a relatively separate identity, 

whereas, collectivism characterizes those whose identity is more strongly defined by long-lasting 

group memberships (Smith, Bond, & Kagitcibasi, 2006). Triandis (1989) suggested that people in 

individualist cultures, tend to sample with elements of the personal self (e.g., “I am busy, I am kind”). 

People from collectivist cultures, tend to sample elements of the collective self (e.g., “my family 

thinks I am too busy, my co-workers think I am kind”). 
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Despite the impact of Hofstede’s study, and the large national studies using Hofstede’s 

approach, many researchers have indicated its limitations and provided a critique.  

 

First, Hofstede (1980) measured only individualism-collectivism as a single dimension, and 

indicated that individualism is opposed to collectivism. Indeed we find some people who score high 

on collectivism in individualistic societies, also some people might score high on both or low on both 

dimensions, and perhaps only a minority of people who are clearly individualistic or collectivistic 

(Gaines et al., 1997; Triandis, 2004). This assumption may reflect the bias in the United States to 

regard individualism / collectivism as a psychological construct (Gaines et al., 1997). Hofstede 

however mentioned that, these dimensions are anthropological not psychological concepts, they refer 

to societies, and should not have been measured on the individual level and then interpreted in terms 

of societies, nor should the country level of analysis be expected to explain individual behaviour. 

Second, Individualism, as Hofstede explained, is seen as blessing in some cultures and 

collectivism as not a good thing. Even though he considered the country level of individualism not as 

a stable but as a dynamic procedure of cultural development (Hofstede, 2001), each dimension or 

stage has its own advantages and disadvantages. 

Third, using different languages can be problematic; the same word can have different meaning 

in different countries. Hofstede used questions to get to the findings; also response choice has its 

limitation when it is used across cultures. The meaning of the scale response must be the same across 

countries, but choices such as “very much agree” can have different meanings (Oyserman et al., 2002).  

Forth, Kitayama (2002) argued that measurements of cultural values using attitudinal surveys 

can be problematic. These measurements face validity problems, as they are dealing with culture in 

different contexts. 

 

 Familism 

 
The relationship of familism to individualism and collectivism is not straightforward. 
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Hofstede (1991) argued that familism is a fundamental aspect of individualist societies, 

whereas Triandis (2004) claimed that familism values are stronger in collectivist societies. Complex 

cultures are more related to nuclear families, and it has also become common in North America that 

many families consist of only one parent and children. These kinds of structured nuclear families are 

said to encourage exploration and creativity, while in extended families we find more obedience and 

more organized rules (Triandis, 2004). Oyserman et al. (2002) however came up with the result that 

family orientation did not appear to be closely linked to collectivism. Americans, as representing 

highly individualistic values, are close to their family; however they are not obligated to them. On the 

other hand Gaines et al. (1997) argue against the idea of relating familism to collectivism, by stating 

that individualism and collectivism do not exhaust the possibilities regarding culture value 

orientations, and that an individual’s orientations toward family and community are qualitatively 

different.  

 

Gaines et al. (1997) examined the internal validity and internal consistency of the separate 

individualism, collectivism, and familism scales developed by Gaines et al. (1997), and tested whether 

the scales represent distinct cultural values predicted by race / ethnicity. Gaines et al. define 

individualism as “orientation toward one's own welfare”, collectivism “orientation toward the welfare 

of one's larger community”, and familism as “orientation toward the welfare of one's immediate and 

extended family”. Using the above definitions, and removing forced-choice from the scale, individuals 

can score high or low in either dimension. 

 

Gaines et al. (1997) examined the three cultural values among Anglos, African Americans, 

Latinas / Latinos, and Asian Americans. It was proved that the three culture value orientations 

(Individualism, Collectivism and Familism) were empirically and conceptually distinct. However, 

Collectivism and familism were positively correlated (Gaines et al., 1997, p. 1461). On all three 

cultural value orientations, individuals' racial/ethnic identity mediated the impact of race/ethnicity, and 

racial/ethnic identity was positively related to individualism, collectivism, and familism. Persons of 

color were found to be higher on collectivism and familism than Anglos. The reliability coefficient 
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across the four groups studied (Anglos, African Americans, Latinas/Latinos, and Asian Americans) for 

individualism, collectivism, and familism, were respectively (.57, .76, .88). 

 

Measures of family dimensions might make an important contribution to understanding 

psychological factors within individuals and cultures. Campos et al. (2008) examined Familism as a 

function of perceived social support, stress, pregnancy anxiety, and infant birth weight. In total of 31 

Foreign-born Latina, 68 U.S.-born Latina, and 166 European American women, Latinas reported 

significantly higher levels of familism (M - 3.25, SD -0.46) than European Americans (M - 3.20, SD -

0.45). Latinas relative to European Americans showed a greater association of familism with social 

support. Latinas were higher on familism and familism was positively associated with perceived social 

support, and with less stress. This study indicated that cultural values highlighting positive social 

relationships may be associated with psychological benefits. 

 

In the current study, Individualism, collectivism, and familism, will be assessed by the scales 

of Gaines et al. (1997) that represent familism, collectivism, and individualism as distinct scales. I 

focus on the constructs of individualism, collectivism, and familism because the literature reviewed 

above about cultural dimension indicates that these three factors make important contributions to 

psychological processes. The methods I adopt will allow people to score high or low on each scale, 

considering the evidence that these three cultural values are distinct (Gaines et al., 1997). 

 

Cultural Values and Depression 

 

Although the majority of people live in non-Western cultures, the theories of contemporary 

psychology are built on data from Western populations which may not be applicable to non-Western 

cultures, and to make a universal psychology, we need data from the majority of humans. Triandis, 

(1996) and Kleinman (1977) argue that there are differences in the features of depression across 

cultures. Psychological theories need to be investigated in non-Western populations to decide whether 

these theories apply to non-Western populations or need to be modified. Cultural syndromes such as 
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individualism and collectivism can be used as objective parameters to identify how people from 

different cultures see the world. Living in the context of individualistic culture which is emphasised in 

the Western countries, is different from living in the collective culture which is emphasised in non-

Western cultures (Triandis, 1996). Oyserman and Lee (2008) argue that cross-national studies are 

unable to give evidence for a causal process, but literature focused on collectivism/individualism has 

provided important contributions to psychological processes. But it is not clear whether the effects of 

the variables are because of the cultural orientations collectivism/individualism, or because of other 

aspects of those cultures. Using meta-analysis the authors came up with the conclusion that the cross-

national studies addressing the effects of individualism and collectivism in psychological phenomena 

give evidence that these values have psychological consequences for people, and demonstrate 

differences between different groups (Oyserman and Lee, 2008). 

 

Studies on individualism and collectivism may provide an appropriate exploration of culture 

and depression, since cultural values of individualism and collectivism are believed to influence the 

psychological health of people (Caldwell-Harris, & Ayçiçeği, 2006; Scott, Ciarrochi, & Deane, 2004). 

Caldwell-Harris, & Ayçiçeği, (2006) suggested that idiocentrics (self-centred) (Triandis, Leung, 

Villareal, & Clack, (1985) had the lowest report of depression, whereas extreme collectivism is the 

strongest indication of poor mental health. The authors suggested that people who are very 

independent are less likely to have social anxiety because such individuals care little about the 

surrounding people. Scott et al. (2004) examined psychological factors in individualism in a sample of 

276 Australian university students of whom 222 were female, and 54 were male. Using the BDI-II to 

assess depression, the findings suggested that higher levels of individualism in an individualistic 

country were associated with psychological disadvantages including hopelessness and suicidal 

ideation, but not with depression (Scott et al., 2004). 

 

Researchers have speculated that the match between personality and the values of the society is 

an important factor for psychological adjustment, particularly in the case of Allocentrics who are more 

sensitive to social rejection (Triandis, Leung, Villareal, Clack, & Leung, 1985, Caldwell-Harris, & 
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Ayçiçeği, 2006). Caldwell-Harris and Ayçiçeği (2006) have discussed cultural influences on 

depression and investigated the effects of personality–culture clash on psychological distress using 

many scales including individualism–collectivism, personality scales and BDI. With an American 

sample of Boston University students (n=131) and a Turkish sample of Istanbul University students 

(96), findings suggested a significant negative correlation between individualism and depression (–

.28**), and a significant positive correlation between collectivism and depression (.27**) for the 

American sample. Individuals who were high in Idiocentrism in an allocentric society gave rise to the 

highest number of significant correlations with clinical scales in the Turkish sample. And allocentrism 

in an idiocentric society gave rise to the highest number of significant correlations in the American 

sample, which supports the conclusion that personality cultural clash is a risk factor of depression 

(Caldwell-Harris & Ayçiçeği, 2006). Countercultural individuals usually feel they are subjugated by 

their society and they may leave their own countries to find another that may match the individual’s 

values (Triandis, 1996). 

 

      In assessing individualism/collectivism, Hofstede (2001) treated Arabic-speaking 

countries, including Libya, Egypt, Lebanon, Kuwait, Iraq, Saudi Arabia, and United Arab Republic as 

one region, in which the total number of respondents was 141. Hofstede admitted that the group was 

less homogeneous than it should be (Hofstede, 2001). The Arabic world emerged in this study as one 

composed of collectivist societies. In Hofstede’s (2001) ranking of individualism across cultures, the 

Arabic world was ranked 26th out of the 53 countries and regions assessed, with score of 38.  

 

Gender differences in prevalence of depression 

 

Established literature suggests that women are at significantly greater risk than men of 

depression, with greater differences in prevalence in depression found in women in studies in the 

United States and Europe (DSM.IV.TR, 2000; WHO, 2001). Also, epidemiological studies in Arabic 

countries have consistently shown the greater risk of depression for women than men (Daradkeh, 

Ghubash, & Abou-Saleh, 2002; Alansari, 2006; Hamdan, 2009). The higher depression rates in 
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women first appear in adolescence and may begin with puberty (DSM.IV.TR, 2000). While gender 

differences in biological factors may be important, most of the gender difference in prevalence of 

depression may originate from culturally constructed differences in the roles and experiences of 

women and men (Bussey, & Bandura, 1999). 

 

Research studies have consistently indicated that women show higher rates of lifetime 

depression than men (Weissman et al., 1996; Angst et al., 2002; Moskvina et al., 2008; Moskvina et 

al, 2008; Velde, Bracke, Levecque, and Meuleman, 2010; Winkler et al; 2004). Weissman et al.’s 

review reported a significant gender effect in all 10 countries that were studied, and the rates of major 

depression were always higher for women than men (Weissman et al., 1996). A comprehensive study 

carried out by Angst et al. (2002) investigated gender differences in the symptoms, causes, help-

seeking, and coping strategy in depression in representative population samples selected from six 

European countries: Belgium; France; Germany; the Netherlands; Spain; and the United Kingdom (see 

U.K. Department of Health, 2000). In the original study carried out in 1995, the total sample was 

38,434 men and 40,024 women who were analyzed for gender differences in depression. The second 

wave was conducted 6-12 months later, including specifically those treated for depression (N=1884). 

The participants were interviewed in their households, using a specially designed depression 

questionnaire. Findings from wave I found that depressive symptoms among females were higher 

(22.4%) than males (13.9) and females also reported twice as often feeling sad, depressed, down, and 

loss of interest/joy (15.8 %) for females and (8.7 %) for males. A total of 5,343 males (6.4 %) and 

8,966 females (12.9 %) of wave I sought help and treatment. The gender differences for major 

depression were consistent across all age groups. In wave II of the study (563 males and 1,321 

females) men reported fewer symptoms than women (Angst et al., 2002).   

 

Moskvina et al. (2008) studied a total of 878 individuals, 270 men and 608 women, including 

475 sibling pairs. Findings suggested that there were some sex differences in frequency and severity of 

depressed mood, thus women showed significant earlier onset of depression, greater frequency of 

several features of depression, and longer duration of episodes. In sib-pair data there was a 
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significantly greater frequency of fatigability, appetite gain, weight gain, and hypersomnia. In siblings 

data five symptoms accounted for the sex differences including: phobia, hypersomnia, appetite loss 

and appetite gain though women reported more weight gain. Also women were higher than men in 

tearfulness, loss of self-esteem, pathological guilt, morning depression, and loss of reactivity 

(Moskvina et al., 2008). 

 

A study by Velde et al. (2010) covered 25 European countries (2006-2007) with participants 

aged 15 and over, and the greatest gender differences were found in Southern European countries and 

the former Soviet countries. Across nearly all countries females reported significantly higher level of 

depression than males, but this was not the case for Ireland and Finland. The highest levels of 

depression were reported in Ukrainian females and Hungarian males, whereas the lowest depression 

levels were reported in Norwegian females and Norwegian males (Velde et al., 2010). 

 

Winkler et al. (2004) examined gender differences in the psychopathology of depressed 

inpatients, comprising 104 female and 113 male depressed patients in Vienna, but no gender 

differences were reported regarding the severity of depression. On admission into the hospital, women 

showed more affective lability than men, while males were higher in affective rigidity, also, men were 

significantly higher in decreased libido, hypochondriasis and hypochondriac delusions, on discharge 

from the hospital, and women were significantly higher in dysphoria while men were higher in 

compulsive impulses. The findings suggested differences in the core symptoms of depression whereas 

the severity of illness was equal for both sexes (Winkler et al., 2004).  

 

In order to present a background for the analysis of gender differences in depression, I will 

introduce major features of some theories of gender typing that have been proposed to explain gender 

differentiation. These theories influenced the psychological literature: social learning theory, cognitive 

developmental theory, gender schema theory, and response styles theory.  
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According to social learning theory (Bandura, 1977) people learn repertoires of behaviour by 

either direct experience or observation. Actions that people make produce negative and positive 

effects, and people learn from the results of those effects: they select successful responses of 

behaviour and discard ineffectual once (Bandura, 1977). People learn also through modelling by 

observing others, thus modelling gives an example of how the learned behaviours are performed, a 

guide for performing any behaviour, and errors that might be made (Bandura, 1977). Social learning 

theory is based on forms of learning such as respondent conditioning, operant conditioning, and rule-

Governed Behaviour (Thyer, & Myers 2006). Observational learning is stressed to account for gender-

typed behaviours that are learned without necessarily engaging in such behaviours: in this way 

children could absorb the same sex models and integrate rich information about gender roles from 

those people around them (Bussey & Bandura, 1999; Martin, Ruble, & Szkrybalo, 2002). 

 

 The experience of the modelling influences is determined by social context, thus people are 

more likely to adopt modelled behaviour around them. Social roles are learned, through individuals 

who have been exposed to the significant people around, and observations of how others behave 

provide a standard of what is an appropriate or not for being a man or a woman. If the family is 

oriented to treat each sex unequally, individuals who have grown up in this environment will tend to 

behave according to this expectation. Since 1999, social learning theory has been changed toward a 

more cognitive orientation, as reflected in its current title which is social–cognitive theory (Bussey & 

Bandura, 1999; Martin et al., 2002). Social cognitive theory focuses on the ability of children to 

symbolize the environment, in order to make it more comprehensible. The advanced ability for 

modelling influences observational learning and allows those children to expand their skills without 

having to make direct responses and experience the consequences (Bussey & Bandura, 1999). Self-

efficacy beliefs are proposed to play a crucial role in children’s development underlying children’s 

gender-typed behaviours (Bussey & Bandura, 1999; Martin et al., 2002) 

 

Cognitive-Developmental Theory 
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Children achieve gender constancy about themselves from what they are exposed to around 

them, and this information about their gender identity is essential to guide their behaviour: they value 

their gender identity, and behave in accordance with that stereotype (Bussey & Bandura, 1999). 

Individuals go through cognitive processes that maintain consistency about their self-conception 

because this is rewarded by those around them (Bussey & Bandura, 1999). Cognitive-Drevelopmental 

theory stresses that gender development includes an active comprehension of the meaning of gender 

categories initiated by internal factors rather than by external socialization factors (Martin et al., 

2002).   

 

Gender Schema Theory 

 

The gender schema is most likely created from interactions between the individuals and their 

environment, as well as response to situational changes (Bussey & Bandura, 1999).  Like cognitive 

developmental theory children are guided by gender-label matching of stereotypes of their own sex. 

Gender schema theory would rely more on common knowledge structure about gender-linked 

preferences than cognitive-developmental theory (Bussey & Bandura, 1999; Martin et al., 2002). 

Gender-typed behaviours are a production of interaction of environmental events, personal aspects, 

and behaviour patterns (Martin et al., 2002). 

  

The cognitive perspective of these theories to understand gender typing leads to stress on the 

importance of the cultural determinants of gender development (Martin et al., 2002).  In the above 

theoretical perspective, the concept of gender and its roles are the result of a broad social network of 

social operations that influence a person on a daily basis, and gender differences add important 

influences operating interdependently because many of the roles in males and females tend to be 

differentially valued (Bussey & Bandura, 1999). People live in different status groups, such as those 

defined by social context, educational level, and socioeconomic status, so that people of different 

status are not expected to behave the same way (Bussey & Bandura, 1999). The environmental 
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background and observational learning conditions may influence the differences between females and 

males evident in different cultural practices.    

 

Response Styles Theory  

   

Nolen-Hoeksema (1987) proposed this theory to explain females’ greater vulnerability to 

depression than males. Nolen-Hoeksema argued that most people experience depressive symptoms, 

but the way people respond to or cope with the mild or moderate depressive episode can make the 

difference between an episode lasting for few days, and a more severe depression persisting to the 

point where they acknowledge it and seek professional help (Nolen-Hoeksema, 1987). Thus, 

regardless to the initial causes, people may recover fast by engaging in activities that distract them 

from depressive mood, or else may tend to ruminate about the symptoms and causes of their depressed 

feeling (Beck, Rush, Shaw, & Emery, 1979; Nolen-Hoeksema, 1987). Nolen-Hoeksema (2008) argued 

that a ruminative response for depression may increase depression in several ways. Rumination makes 

it more likely that people use negative memories to understand their status, makes thinking more 

pessimistic, and leads to increasing stressful circumstances (Nolen-Hoeksema, 2008, Nolen-

Hoeksema, & Larson, 1999).  

 

 Particularly, women’s responses tend to be more ruminative, they show less distracting 

responses, and rumination amplifies during depressive episodes, while men’s responses tend to be 

more behavioural and active (Nolen-Hoeksema,1987). Hoeksema, Morrow, and Fredrickson (1993) 

addressed these questions and found that women were more likely than men to engage in ruminative 

thinking. Also regardless of gender, people who ruminate more about their depressed moods they are 

depressed for a longer time (Hoeksema, Morrow, & Fredrickson, 1993). Rumination is defined by 

Nolen-Hoeksema (2008) as process of thinking rather than by the specific content of thinking. 

Rumination involves repetitive and passive thinking of the possible causes and symptoms instead of 

taking action to solve the problems or change circumstances (Nolen-Hoeksema, 2008). Nolen-

Hoeksema (2008) linked the content of ruminative thought to the cognitive styles that have been 
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studied by cognitive theorists (pp. 00) (Beck, 1967, Nolen-Hoeksema, 2008). In contrast to the 

ruminative response there is the distracting response which has been defined as thoughts or behaviours 

that may absorb depressed mood and twist it towards a pleasant mood (Nolen-Hoeksema, 2008). 

Nolen-Hoeksema, and Larson (1999) findings mentioned the effects of chronic strains and burdens 

that women carry which are a greater load than for men, also women feel lower in status and less 

appreciated than men. Chronic strain is found to be a contributor to the gender differences in 

depression, which, it emerges, is mediated through rumination; chronic strain leading to more 

rumination in women than men, maybe because some women feel that they have little control over 

their circumstances (Nolen-Hoeksema & Larson, 1999).     

 

Another factor that has been suggested to contribute to the gender differences in depression 

according to Nolen-Hoeksema (2002) is interpersonal orientation. Women tend to sacrifice their needs 

greatly to keep positive relationships with others, they show more care and concern about others, and 

about negative events, and that may lead her to develop depression. Also, women are more inclined 

than men to enhance negative thinking through rumination when sad or when engaged with problem 

solving, which makes it even more difficult for her to solve problems that may be related to depression 

(Nolen-Hoeksema, 2002). People with a ruminative response style repetitively think of the reasons for 

and symptoms of their depression without taking action to solve the problems that are related to their 

depression in a positive way, and they think excessively before they decide (Nolen-Hoeksema, 2000).  

 

Based on the response style theory and gender typing theories, men may tend to respond 

effectively by positively making an action such as avoiding negative incidents or by getting angry, and 

may function according to the means of an appropriately masculine response in particular social 

context. According to Addis (2008) the ways that men and women respond is according to culturally 

approved gender norms, particularly parents’ response to emotions associated with decrease or 

increase over time (Addis, 2008). Addis (2008), Parker and Heather (2010) argue that women are 

more likely to admit to depression than men, and the true rates of major depression in men may be 

underestimated as a result of masked depression in men. Thus, the prevalence of depression might be 
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the same in men and women but social cultural pressures lead men to behave in a gender appropriate 

schema; men perhaps hide the disorder from others and even from themselves (Addis, 2008; Parker & 

Heather, 2010). In view of that possibility, Borooah (2009) examined gender differences in the rates of 

depression in the United States between 2001 and 2003, in terms of exposure and response to 

depression. Borooah found that the difference was largely explained by differences between men and 

women in their response to the depression (Borooah, 2009). 

 

Parker and Heather (2010) argued that biological factors lead women from puberty to be at 

greater risk but these factors are modified by socio-cultural factors. Also, some artefactual factors may 

be seen contribute to the gender difference, if we accept that women respond differently when asked to 

fill in depression rating measures, and are more likely to seek help (Parker & Heather, 2010). Women 

often experience depressions during their periods and some investigators have mentioned that the 

activation of gonadal hormone systems can contribute to depression. However, women whose 

depression may be attributed to hormonal changes at puberty, in the premenstrual period, in the 

postpartum period, or at menopause are a minority: the mass of evidence does not support this view 

(Nolen-Hoeksema, 2002). Many studies have offered different explanation to gender differences in 

depression however no one variable can explain these differences individually (Nolen-Hoeksema, 

2001). Women are more exposed than men to specific severe stressful events such as sexual, physical, 

and psychological abuse and these events may make women feeling helpless and more sensitive to 

stress (Nolen-Hoeksema, 2001). Women continually face constant burdens due to her status relative to 

men, women are more likely to be sexually under pressure on her job, looking after children, elderly 

family members and domestic house work, all the general distress of these factors could contribute 

(Nolen-Hoeksema, 2001).  

 

According to some established literature, studies examining risk factors of depression that 

might differentially affect females and males indicated that women are more likely to experience 

chronic negative circumstances such as battering and suicidality (Golding, 1999; Pico-Alfonso et al., 

2006). In a Meta-Analysis Golding (1999) addressed the effect of intimate partner violence (IPV) by 
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men against women in increasing the risk of mental disorders, among women with a history of 

intimate partner violence, domestic violence, and battering. Across 18 studies, the mean prevalence of 

depression among battered women was 47.6%. Golding also found that among thirteen studies of 

suicidality the prevalence rates ranged from 4.6% to 77% among battered women with mean of 17.9% 

(Golding, 1999). In Spain, Pico-Alfonso et al., (2006) used structured interviews with 

physically/psychologically abused women (75) and psychologically abused women (55), and those 

women were compared with nonabused women (52). This study indicated that psychological intimate 

partner violence was an independent and stronger predictor of depression than physical IPV. Sexual, 

with both physical/psychological and psychological IPV increases the severity of depressive 

symptoms (Pico-Alfonso et al., 2006).   

 

You and Conner’s (2009) study suggests that severe life events were significantly associated 

with current depression in women however these roles did not apply for women with history of 

depression. It is noticeable that severe life events in men were associated with depression with no 

consideration of depression history (You & Conner, 2009). A cross cultural study has been done by 

Colla, Buka, Harrington and Murphy (2006) among participants from West Africa and North America 

to examine the hypothesis that depression is higher in modern societies compared with traditional 

societies. The authors came up with the findings that the prevalence of depression was highest among 

urban residents in the United States and lowest among rural Nigerians, particularly those under 45 

years and who had living children. This study suggested that traditional way of life may protect those 

women from stresses associated with modern societies (Colla et al., 2006). 

 

 Gender Differences in Depression in Arabic Countries (Cultural Practice, and Depression) 

 
According to a study by Daradkeh, Ghubash, and Abou-Saleh (2002), the greatest gender 

differences in depression in the literature were recorded in Al-Ain in the United Arab Emirates. With 

total participants N=1394 the lifetime rates in males and females were 2.8 and 10.3%, respectively. It 

is interesting to find that the prevalence of depression fell after the age of 55. The authors explained 

that by socio-cultural roles as older people enjoy respectful treatment and receive more financial and 
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moral support (Daradkeh et al., 2002). Alansari (2006) examined gender differences in depression 

from 17 Islamic countries namely: Saudi Arabia, Qatar; Syria; Egypt; Algeria; Oman; Iraq; Yemen; 

Lebanon; Palestine; Kuwait; Morocco; Jordan; Sudan; UAE; Tunisia; Pakistan. Among 8,538 

undergraduate students aged between 18 and 25. Alansari found significant gender differences in 9 

countries, females tended to report higher level of depression on BDI-II than males. Specifically in: 

Iraq; Syria; Egypt; Pakistan; Algeria; Oman; Qatar; Morocco; and Kuwait. However, males tended to 

be higher in depression scores than females in Saudi Arabia, and there were no significant differences 

in depression in Lebanon, Tunisia, Palestine, U.A. Emirates, Yemen, Jordan, and Sudan (Alansari, 

2006).  

 

Future studies may account for the contribution of the relevant cultural differences affecting 

men and women, as potential risk factors for depression as well (Hamdan, 2009). Based on Arabic and 

Islamic culture there are many relevant factors that may increase the chance of developing depression 

in women. Given that particularly in women severe stressful life events are established as significantly 

associated with depression (You & Conner, 2009), looking closely at the culture may give evidence of 

what kinds of stressful life events contribute to developing depression in women in this particular 

culture.  

 

In Libya as in most Islamic countries, religion is seen as a strong cultural feature, and plays a 

crucial role in determining women’s rights. During Jahiliya (the pre-Islamic period) 1400 years ago, 

women were treated like slaves and could be inherited as goods also; the practice of mistreating 

female children was uncontrolled; they were even denied the right to live. The birth of a daughter in a 

family was regarded with shame, fear of economic burdens and the humiliation frequently caused by 

girls being arrested by a hostile people. Moreover, in times of war, women were treated as part of the 

prize (Engineer, 1996). The killing of female new born, in the pre Islamic period, was a widespread 

practice, and the Koran has clearly described those people 
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“When the news of (the birth of) a female (child) is brought to any of them, his face becomes 

dark, and he is filled with inward grief! He hides himself from the people because of the evil of that 

whereof he has been informed. Shall he keep her with dishonor or bury her in the earth; Verily evil is 

their judgment? (An-Nahl, 16:58-59) 

 

Despite the methodological biases and the limited research in the Arabic countries addressing 

women’s conditions (Douki, Ben Zineb, Nacef, & Ghashem, 2007; Hamdan, 2009) some studies are 

available suggesting that specific cultural aspects may contribute to the risk to an Arab woman of 

developing major depressive disorder, regardless of the huge variation between those countries. These 

aspects may include marriage, family structure, treatment, abuse, and attitudes toward violence. 

 

Cultural Risk Factors of Depression 

 
The major aim for women in the Arabic culture is to get married; parents let their daughters be 

educated just enough to be good housewives and mothers. Thus, girls may withdraw from schools in 

very early ages (Douki et al., 2007). An arranged marriage remains common in many Islamic 

countries, and marriage is considered as a societal affair. In the Arabic world where the taboo of 

women’s sexuality is still controlled (Douki et al, 2007) honour killing is still the only way for some 

families to clean the family name in front of society (WHO, 2000). And as a result illegitimate 

pregnancies are significantly associated with several social and psychological problems such as 

running from home and suicidal behaviour (Douki et al., 2007).   

 

In terms of family structure, Haj-Yahia (2000) mentioned that despite women becoming 

stronger in terms of work outside the home and being financially more independent, Arabic families 

are still influenced by the patriarchal power structure that believes in inequality between men and 

women. The relationships between the sexes thus may reflect general patriarchal power relations (Haj-

Yahia 2000), and considerable power is based on the men’s position in the family; thus men have 
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power in relation to their wives, sisters, and daughters. From childhood, boys are expected to dominate 

and girls are supposed to be weak and passive. It is the commonly accepted role that women are 

caretakers, who should look after family members, particularly those who suffer from physical or 

mental illnesses, and women’s health is lower in priority compared with the other family members 

(Douki et al 2007; WHO, 2000).  

 

From birth, women receive an inferior position in Arabic culture and a lower standard of health 

care than men, because of the favouritism towards male children. This may be due in part to inability 

of women to transmit the family name (Douki et al., 2007). Women in the Arabic world have less 

chance of medical treatment and are less likely than men to have access to mental health services, and 

mentally ill women may not get the same benefits as men (Douki et al., 2007). Many studies have 

reported delays in care seeking among women, poor compliance and under-representation among 

psychiatric inpatients. In Libya, the majority of hospital population is male; women represented 38% 

of the 1009 patients admitted to a psychiatric hospital during a calendar year (Avasthi, Khan, & 

Elroey, 1991) and were 30% of the total inpatient population at the single psychiatric hospital in 

Tunisia. The authors suggested that women may be encouraged to seek traditional help (Avasthi et al., 

1991). The other reason may be that women are more stigmatized than men, also stigma may damage 

women’s marriage by being more likely to be separated or divorced, or for single women to reduce the 

likelihood of marriage (Al-Krenawi, 2000). 

 

Beside the cultural aspects discussed above, violence against women is thought to be high but 

hidden in the Arabic context (Douki et al., 2007). Women are the main victims of domestic abuse, but 

this is hidden by police; law, and victims themselves, and reports of abuse may be ignored or 

misinterpreted by professionals (Douki et al., 2007). Furthermore, despite its increasing frequency, 

domestic abuse is not considered as a major issue. Relative to this, these issues are widely addressed 

and policies formulated to deal with them in the Western countries (Douki, 2003, Al-Nsour, Khawaja 

& Al-Kayyali, 2009). 
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Studies in Arabic countries have consistently highlighted a series of culture-related factors that 

may contribute to vulnerability to depression in women, and studies of women subjected to domestic 

violence during their marital life, studies are discussed below. A recent study in Jordan based on 356 

participants, (Al-Nsour et al., 2009) found that intimate partner violence was prevalent, indeed 87% of 

women reported many kinds of abuse during the past year including emotional abuse, wife beating, 

and neglect. The most prevalent form of abuse was emotional abuse such as shouting insults at 47.5%. 

The next most prevalent was wife beating at 19.6%, then, neglect which was reported at 12.3%.  

 

In addition, two studies have been conducted in West Bank and the Gaza Strip by Haj-Yahia 

(1999). In (1999) the first Palestinian National Survey was conducted, with a random sample of 2,410 

women, indicating that Palestinian women during the 12 months prior to the study had experienced 

high levels of: psychological abuse (52% of the women indicated that their husbands had variably 

abused them); physical violence (23% of the women indicated that their husbands had pushed them, 

kicked or tried to knock them at least once); sexual abuse (37.6% of the Palestinian women reported 

that their husbands had sex with them without their consent); and economic abuse (about 45% of the 

they had been economically abused by their husbands on one or more occasions). The second 

Palestinian national survey on violence against women (Haj-Yahia, 2000) sampled 1,334 participants 

and the findings also referred to high levels of abuse by their husbands, at least once during the 12 

months preceding the survey. Of these women 87.2% reported that they have been psychologically 

abused, 54% physically abused, 40% sexually abused, and 44% economically abused.  

 

In view of perceptions and attitudes toward abuse of wives, cultural factors and religion play 

an important role in determining the rates of violence and attitudes towards its acceptability in the 

Arabic region (Douki, Nacef, Belhadj, Bouasker, & Ghachem, 2003). Domestic violence can be 

interpreted as being influenced both by religion and by patriarchal ideologies. In Islamic countries, 

religion is used to rationalize this matter, even while women are being denied the rights that were 

given to them by God from Islamic perspective. It is not Islamic religion’s ideology but rather the 
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misconception of the ideology in Islamic societies that leads to the oppression of women (Douki et al., 

2003). 

 

“. . . He created mates for you from yourselves that you may find rest, peace of mind in them, 

and He ordained between you love and mercy. Lo, herein indeed are signs for people who reflect.” 

(Koran 30:21). 

 

According to Douki et al. (2003) in Arab societies, violence against women is considered as a 

private matter rather than criminal problem (Douki et al., 2003). These considerations make the wife 

suffer in silence, and keep the problem in secret. The wife may face social exclusion if she takes action 

to remove the violence and she may disapproved of by her community, because family stability is 

considered pre-eminent and the family comes first even at the expense of a wife’s suffering ( Douki et 

al., 2003; Haj-Yahia, 2000).  

 

According to Haj-Yahia (2000) parents are supposed to maintain the family unit, and mothers 

especially are expected to ensure her children’s stability so that the failure of the marriage is always 

the female’s fault. The blood related family of a battered woman may provide some support but this is 

limited and for short time and conditional on the woman remaining loyal to her own family, and 

refraining from tarnishing the family’s reputation. These women while receiving some support know 

they will be pressured to return to the husband, as the unity of the nuclear family is so important. The 

temporary family’s support may reduce husband’s violence, but the pressure to go back to her husband 

may increase the feeling of helplessness, lack of confidence, and weakness (Haj-Yahia, 2000). 

Furthermore, abused women are likely to lose the conditional support from her family if her husband 

convinced them that she does not meet the expectations as a wife and mother (Haj-Yahia, 2000). 

These societies lead individuals to sacrifice personal aspirations for the family welfare, reputation and 

honour (Haj-Yahia, 2000). And women are supposed to make accommodations in their relationships 

with men, which reflect excessive self-sacrifice (Haj-Yahia, 2003).  
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Studies that addressed perceptions and attitudes toward wives abuse include: Haj-Yahia, 2003; 

Al-Nsour, Khawaja & Al-Kayyali, 2009; Haj-Yahia, 2010. In a study by Haj-Yahia (2003), a 

considerable proportion of the Arab men justified wife beating, and furthermore blamed abused 

women for being victimized, and reported that the violent husband is not responsible for his behaviour 

(Haj-Yahia, 2003). In addition, men tend to blame the wife for provoking violence against her, 33% of 

the Arab men participating agreed that in most cases it is the wife’s mistake for being abused, 

particularly, 43% of participants gave strong support for blaming the wife for being abused if she 

“treats her husband inappropriately” and 39% if she “takes care of her children inadequately” (Haj-

Yahia 2003). Al-Nsour et al. (2009) also indicated that about a third of the women participants accept 

the use of violence from husbands against themselves, and justified wife beating as a means to 

discipline or punishment of the women. Among Palestinian physicians Haj-Yahia’s study (2010) 

mentioned that considerable percentages of the Palestinian physicians believed that women are to 

blame for violence directed against her. Wife abuse could be justified as due to the wife’s lack of 

belief in God, or to the wife’s failure to understand her husband’s life conditions, or lack of support for 

her husband. Some Palestinian physicians tend to justify wife abuse, “because of the abnormal way 

they treat their husbands,” These findings were interpreted by the author as reflecting the 

characterization of women in patriarchal contexts and to the sex role-stereotyped expectations of 

marriage in particular, where women are understood to be the source of anarchy and dishonesty (Haj-

Yahia, 2010). 

 

Studies in the Arabic context indicated that women with experiences of abuse are more likely 

to have depression than non-abused women (Haj Yahia, 1999; Haj Yahia, 2000). Haj Yahia (1999) 

examined wife abuse and its psychological consequences (distress, anger, and fear) as revealed by the 

first Palestinian National Survey on violence against women. The author found that the more 

Palestinian women experienced physical violence, sexual abuse, psychological abuse and economic 

abuse by their husbands, the greater their psychological distress. Also, battered women expressed 

higher level of anger than women who had not been abused by their husbands. In the second study, 

Haj Yahia (2000) examined the implications of wife abuse on self-esteem, depression, and anxiety as 
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revealed by the second Palestinian National Survey on violence against women. The result showed 

that, women’s experiences with abuse significantly explained levels of depression, low self-esteem, 

and anxiety. In comparisons, women who were abused or beaten by their husbands revealed a higher 

level of depression. Also, regression analysis indicated that, the more women experienced physical 

violence, psychological abuse, physical violence, sexual abuse, and economic abuse the higher their 

level of depression (Haj Yahia, 2000).  

 

To sum up, the specific risk factors for higher rates of depression in women than men in both 

the UK and Libya include hormonal changes; specific severe stressful events; and sensitivity to stress 

(Nolen-Hoeksema, 2001). Also, Arabic women may be at greater risk of developing depression, and 

under greater pressure because of many cultural factors (Haj Yahia, 1999; Haj Yahia, 2000; Haj-

Yahia, 2003; Douki et al., 2003; Douki et al., 2007; Daradkeh, Ghubash, & Abou-Saleh, 2002). Also, 

women are more stigmatized than men, and have less chance of treatment (Douki et al., 2007).  
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Chapter 4 

Study 1 

  
The contents of this chapter are as follows: (a) Hypotheses. (b) Participants. (c) Procedure. (d) 

Measures. (e) Reliability of the scales of both samples. (f) Findings. (g) Discussion. 

 

In this study I introduced the main hypotheses within Libyan sample. The primary objective of 

this study is to test the prediction that individualism, familism, social support, and self-esteem are 

significant negative predictors of depression; while collectivism is a significant positive predictor of 

depression. A further objective is to explore whether female and male groups differ on measures of 

depression, and whether this difference is because of variation in cultural values; social support; and 

self-esteem.  

 

 

Libyan and British Samples 

 
For both samples, I set out to use stratified sampling (in which a population is divided into a 

number of pre-determined sub-groups on the basis of existing groupings or strata, or according to 

some pre-determined design characteristic. According to McQueen and Knussen (2006, p. 94) “this is 

a useful development of simple random sampling in that it ensure that important sub-groups within the 

population are fairly represented”. The specified subsets were nationality, gender, age, ethnicity and 

(for the British sample) different religion. The Libyan sample is from a homogenous society not 

culturally or racially diverse, so I was just asking for Libyan citizens, female, male, aged 18 and over, 

and from different educational category. But I found difficulty collecting stratified data from a British 

sample, and as a result I gained small quantity so I actually used a snowball sampling method. For this 

reason it was not possible to obtain a British sample matched on demographic variables so the main 

data analysis will be applied to the Libyan sample.  
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ANCOVA Analysis 

 

According to Howitt and Cramer (2008) analysis of covariance (ANCOVA) allows researchers 

to control for the effect of the covariates, so the remaining variation cannot be because of the 

covariates. One of the data conditions for ANCOVA is that these covariates should be correlated with 

dependent variables, and poorly correlated with each other. ANCOVA is an alternate form of ANOVA 

(Howitt & Cramer, 2008, p. 204-205). ANCOVA is suitable both for measuring to what extent the 

covariates can predict depression in each gender, and to what extent, that the level of depression is 

different for Libyan males and females after controlling of covariates. Regression can then be used to 

show the prediction of depression from the IVs for Libyan males and females separately. In the current 

study, some of IVs are continuous such as individualism; collectivism; familism; social support; and 

self-esteem, and one is categorical that is, gender. In ANCOVA I can achieve the aim of study and 

preserve data, with no need to force gender to be continuous (regression) or the other IVs to be 

categorical (ANOVA). Thus there is no need to reduce data and I can look at wide range of scores and 

separately to each category (Huitema, 1980). 

 

Hypotheses 

 

Psychological and somatic Differences in the Symptoms of Depression 

      

Many authors have argued that psychological definitions and theories of depression including (DSM-

IV) have only reflected Western culture (Good, & Kleinman, 1985; Fabrega, 1996; Triandis, 1996; 

Kleinman, 1977; Thakker, Ward, & Strongman, 1999; Dell & Diefenbach, 2008). Others maintain that 

major depressive disorder presents in some cultures in terms of somatic complaints, rather than 

psychological complaints, For instance, Chinese were more likely to report somatic symptom (Ryder 

et al., 2008; Parker, Cheah & Roy, 2001; Lu, Bond, Friedman, & Chan, 2010). 31% of the symptoms 

were explained by somatic distress scores in a Japanese sample, but in contrast, only 1% of the 

symptoms were explained by those scores in American sample (Arnault, Sakamoto & Moriwaki, 
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2006). The DSM-IV mentioned that Mediterranean cultures give emphases to somatic complaints 

rather than psychological complaints (DSM-IV, p. 324). Contrary to all the above demonstrations, 

Simon et al., (1999) concluded that the reporting of somatic symptoms of depression may reflect the 

characteristics of health care systems (pp. 39) and the study found that somatizations were a core 

component of depressive disorder found in all 14 of the (Western and non-Western) countries they 

studied. Also, Ryder et al., (2008) demonstrated that somatizations on depression disappeared when 

the sample used self-report scale. Due to the interest of the topic and the ongoing debates in the 

literature, it is proposed to assess the levels of reporting of somatic and psychological symptoms in a 

Libyan sample, and compare these with published data in other national groups using similar methods.  

 (H1) there is a significant difference between somatic and psychological symptoms in Libyan sample.  

  

Cultural Values as Predictors of Depression 

 

There is to date no full account of how cultural differences might give rise to differences in 

national rates of depression. One possible variable that has not previously been considered in this 

context is familism and no study has been found that examines familism as a cultural value and its 

relationship with depression. In many of the studies cited in the previous chapter, collectivism was 

more associated with depression than individualism. Therefore, I would expect cultural values such as 

familism and individualism / collectivism to play a significant role in determining vulnerability to 

depression. I predicted that 

(H2) Individualism is a significant negative predictor of depression.  

(H3) Collectivism is a significant positive predictor of depression.  

(H4) Familism is a negative predictor of depression.  

 

 

Social Support as Predictor of Depression 

 
According to the Beck theory of depression (Beck & Alford, 2009; Beck et al, 1987) social 

support is an important factor in depression (pp. 52, 54). Negative expectations may play a significant 
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role in perception of social activities and preserved support and depressed people may automatically 

assume they will not enjoy their time with others, also that any relationship they make will end in 

failure (Beck & Alford, 2009). Studies have found that low levels of social support are associated with 

greater depression. Keitner and Miller (1990) found that supportive family functioning was associated 

significantly with recovery from major depression (pp.54). Nasser and Overholser (2005) found that 

support from family was significantly predictive of depression (Nasser & Overholser, 2005) As 

reviewed in the previous chapter, studies have found that low levels of social support are associated 

with greater depression. I hypothesise that (H5) Social support is a negative predictor of depression. 

 
  

 

 

Self-esteem as Predictor of Depression 

 

Low self-esteem is one of the components of Beck’s cognitive triad, and consists of a negative 

view of self as unworthy (Beck & Alford, 2009, pp. 48) Individuals who score low on self-esteem are 

considered to be more vulnerable to depression, and because the activated internal structures that are 

relevant to depression refer exclusively to the concept of self (pp.48) the depressed person has tightly 

negative self-referent beliefs (Clark, et al., 1999, Beck, et al, 1987; Clark, et al., 1999; Beck & Alford, 

2009). Studies give support to the view that negative self-esteem is implicated in vulnerability to 

depression. Thus, positive automatic self-evaluation was weaker in depressed individuals than non-

depressed individuals in Scott (2006). Low self-esteem was associated with a greatly increased level 

of depression (Brown, Andrews, Harris, Adler, & Bridge, 1986). However, Luxton and Wenzlaff 

(2005) argued that it is not clear whether negative self-esteem is a cause or an effect of depression, 

these authors suggested that significant lower self-esteem is only found in dysphoric group. Findings 

from other studies showed positive automatic self-evaluation was weaker in depressed individuals than 

non-depressed individuals Scott (2006) pp. 00. Also, Orth, Robins, Trzesniewski, Maes, and Schmitt 

(2009) suggested that self-esteem is a risk factor for depression. Also, in Abe’s (2004) study, self-

esteem was the strongest predictor of distress in Japanese and American groups. Studies reviewed in 
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the previous chapter give support to the view that negative self-esteem may be implicated in 

vulnerability to depression:  

(H6) Self-esteem is a negative predictor of depression. 

 

 

Gender Differences in Depression 

  

Many studies have recorded that females have higher rates of depression than males (Weissman et al., 

1996; Angst et al., 2002; Winkler et al; 2004; Moskvina et al., 2008; Velde, Bracke, Levecque, & 

Meuleman, 2010). Reviews of the literature show some progress in understanding gender differences 

in terms of different risk factors that lead to depressive symptoms in males and females, and 

differences in symptoms, treatment, and help seeking. 

 

Theories of gender typing have been used to explain social risk factors of depression in females 

(Bandura, 1977; Thyer, & Myers, 2006; Bussey & Bandura, 1999; Martin, Ruble, & Szkrybalo, 2002). 

Different cultural roles of women and men may explain gender differences in depression in each 

culture and gender differences across cultures. Also, ruminative coping styles may be responsible for 

the rising rate of depression in women Nolen-Hoeksema (1987). Gender differences can be explained 

also by such factors that put women in specific conditions such as more frequent stressful life events, 

sexual, physical, and psychological abuse, greater burdens, and negative circumstances (Golding, 

1999; Haj-Yahia, 1999; Nolen-Hoeksema, 2001; Haj-Yahia, 2000; Douki, 2003; Haj-Yahia, 2003; 

Pico-Alfonso et al., 2006; Al-Nsour, Khawaja & Al-Kayyali, 2009; Al-Nsour, Khawaja & Al-Kayyali, 

2009; Haj-Yahia, 2010).  

 

Some risk factors perhaps are greater in the Arabic women, such as withdrawing girls from schools at 

very early ages, honour-related problems such as honour killing or violence, and suicidal behaviour 

(Douki et al., 2007). The influence of the patriarchal power structure (Haj-Yahia 2000) means that 

women have less chance of medical treatment, and are more stigmatized than men (Avasthi et al., 
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1991; Al-Krenawi, 2000). Women lack job opportunities, and lack the freedom to express their 

feelings (Alansari, 2006). There is widespread hidden violence against women but this is not 

considered as a major issue (Douki et al., 2007; Douki et al., 2003). Therefore, from the literature 

reviewed earlier in this chapter, it could be argued that gender roles play an important role in 

contributing to depression, and women in Libya are expected to be higher in overall BDI-II score than 

men. I hypothesized that females would show higher overall depression scores than men. 

(H7) females are significantly higher in depression than males in Libyan sample. 

 

 

Gender Differences in the Symptoms of Depression 

 

Another question is whether there are gender differences in the symptoms of depression. There 

are many studies regarding differences between males and females in the rates of major depressive 

disorder, though there is less data in regard to the differences in symptoms of depression in terms of 

gender. Differences have been found in fatigability, appetite gain, hypersomnia, phobia, hypersomnia, 

appetite loss, tearfulness, and loss of self-esteem, pathological guilt, morning depression, and loss of 

reactivity (Moskvina et al., 2008). Females also reported as twice as in feeling sad, depressed, down, 

and loss of interest/joy (Angst et al., 2002). Women were more liable to dysphoria, whereas men 

showed more affective rigidity, decreased libido, hypochondriasis, hypochondriac delusions, and 

compulsive impulses (Winkler et al., 2004).  

On the basis of the evidence reviewed above and in the previous chapter, I predict there are 

differences in the symptoms of depression between men and women in both samples.  

 (H8) There are significant differences between women and men in the symptoms of depression in the 

Libyan sample 
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Methods 

Participants 

Participants were recruited by different methods in Libya and Britain. Because of structural 

differences in the Libyan and UK populations, matched samples would not be representative, and 

representative samples would not be matched. Because of the diverse and non-representative nature of 

the British sample which is not comparable with the more uniform Libyan sample they will not be 

used as a control sample for the Libyan data. However, to confirm the validity and reliability of the 

questionnaire scales, alpha reliability and construct validity data from the two samples will be 

presented.  

 

British sample 

     

The sample consisted of 83 participants all of whom identified themselves as British, and had been 

living in the UK for at least 5 years. They were all from London, and 57 (68.7%), were born in the 

UK, followed by 19 (22.9%) were living in the UK more than 10 years and 7 (8.4%) for 5 to 10 years;  

41 (49.4%) were males, and 42 (50.6%) were females. Of these 83 participants, 49 (59.0%) were aged 

between 18 and 30; 22 (26.5%) were between 31 and 40; 7 (8.4%) were between 41 and 50; 4 (4.8%) 

were between 51 to 60; and 1 (1.2%) was over 60. Of the total British sample, 46.8% had acquired a 

high educational level, whereas 53.2% of them had a middle educational level; 11.4 % of the 

participants had a high socioeconomic level, 82.3% were in the middle level, and 6.3% were in the 

lower socioeconomic level. The majority of respondents were Muslim (46), 13 were Christian, and 

there was minor representation from other groups; 6 Hindu, 2 Buddhist, 12 Non-Believers, and 2 

Unknown. Ethnic backgrounds were 43% Arabic, 33.7% White British, 14.5% Asian, 3.6% Black 

African and 1.2% Bosnian.  
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Table 3 

British Sample 

 

Residence 
UK born: 57 (68%), Resident >10 years: 19 (22.9%), Resident 5-10 years: 

7 (8.4%) 

Gender Males: 41(49.4%), Females: 42(50.6%) 

Age 18-30: 49 (59.0%), 31-40: 22 (26.5%), 41-50: 7(8.4%), 51-60: 1(1.2%) 

Education High level: 46.8%, medium level: 53.2%,  

Socioeconomic High level: 11.4%, medium level: 82.3%, low level: 6.3% 

Religion 
Muslim: 46, Christian: 13, Hindu: 6, Buddhist: 2, Non-believer: 12; 

Unknown: 2 

Ethnic background 
Arabic: 43%, White British: 33.7%, Asian: 14.5%, African: 3.6%, 

Bosnian: 1.2% 
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Libyan Sample 

 

In a sample of 169 participants, 77 (45.6%) were male and 92 (54.4%) were female. The 

majority, 109 (64.5%); of the Libyan sample were aged between 18 and 30: 44 (26%) were between 

31and 40: 11 (6.5%) between 41 and 50; 1 (.6%) was between 51 and 60; and 1 (.6%) over 60: 2 ages 

were missing 1.2%. The majority of the total Libyan sample (62.7%) had acquired a high educational 

level, 31.4% of them had a middle educational level and 5.9% had a low educational level. 6.1% of the 

participants had a high socioeconomic level, 92.1% were in the middle level, and 1.8% were in the 

lower socioeconomic level. The entire Libyan sample is Muslim, born in Libya and had been living in 

Libya all their life, the whole sample was recruited from Tripoli, this is thus an urban population but is 

otherwise representative of the country as a whole because Libyan society is not culturally diverse. 
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Table 4 

Libyan Sample 

 

Residence Libyan born (100%) 

Gender Males: 77 (45.6%), Females: 92 (54.4%) 

Age 
18-30: 109 (64.5%), 31-40: 44 (26.0%), 41-50: 11(6.5%), 51-60: 1(0.6%), 

>60: 1 (0.6%). 

Education High level: 62.7%, medium level: 31.4%, low level: 5.9% 

Socioeconomic High level: 6.1%, medium level: 92.1%, low level: 1.8% 

Religion Muslim: 100% 

Ethnic background Arabic: 100%,  
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Procedure 

Ethical approval was obtained before starting collecting data (Appendix 1, pp. 209-218) English 

language instructions and materials were used for the British sample, and the Libyan sample 

responded to Arabic version of the questionnaires. For the Libyan sample, Arabic language 

instructions and materials were used. The question items, (English and Arabic versions) are shown in 

Appendix 2-11 (pp. 213 -227). All questionnaires used were self-administered, paper-and-pencil-type 

questionnaires. Each participant had to read and sign an informed consent form as shown in Appendix 

12-13 (pp.228-231) before answering the questions. Clear instructions were written at the beginning of 

each questionnaire, giving some information about the current research. Oral explanations about the 

right to leave the study at any time, were given as well, and all participation was voluntary. For the 

British sample, participants who preferred to delay their response, were given a self-addressed 

stamped envelope, to post back the questionnaires to be collected by the investigator. 

 

 

Libyan sample materials 

Arabic versions of the scales were used to measure the variables of interest in the Libyan 

sample. For the Beck Depression Inventory (BDI-II) the Arabic version of Ghareeb (2000) was 

adopted to measure depression in the Libyan sample. For the rest of the scales, the first task was to 

translate these questionnaires from English to Arabic language. Translation and back translation was 

conducted in order to confirm accuracy and appropriateness of wording, the Individualism (IND), 

Collectivism (COL), and Familism (FAM) scales; the Multidimensional Scale of Perceived Social 

Support (MSPSS); and the Rosenberg Self-Esteem (RSE) scale questionnaires were translated by a 

bilingual doctoral student of English Literature. These questionnaires were then back translated into 

English by a bilingual proof reader in psychology. The back translation was conducted with no prior 

exposure to the English-language version of the questionnaires. Then, the questionnaires were 

modified based on the discussions among the principal investigator and translators. To avoid any 

limitation of the applicability of these versions of the scales, the final translations were in classic 
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Arabic, which can be used in other Arab countries with different dialects. The Arabic versions of the 

questionnaires are shown in Appendix 7-11 (pp. 221-225). 

 

Validity and reliability of Measures used 

Beck Depression Inventory (BDI-II; Beck, Steer, & Brown, 1996) was administered to assess 

depression; the 21-item BDI-II assesses aspects of depression that have occurred in the past 2 weeks. 

The BDI-II items assess the following symptoms: Sadness; Pessimism; Past failure; Loss of pleasure; 

Guilty feeling; Punishment feeling; Self-dislike; Self criticalness; Suicidal wishes; Crying; Agitation; 

Loss of interest; Indecisiveness; Worthless; Loss of energy; Change in sleeping pattern; Irritability; 

Changes in appetite; Concentration difficulty; Tiredness; and Loss of interest in sex. Each category is 

rated with four possible responses ranging from 0 normal to 3 severe and the total score can range 

between 0 and 63, higher scores being representative of more severe depression. Respondents are 

asked to indicate which statements best characterize the way they have been feeling during the past 

two weeks. The cut-off scores for the BDI suggested in the 1993 version are as follows: Scores of 0-9 

are considered as “Minimal”; scores of 10-16 are described as mild depression; scores of 17-29 are 

referred to the moderate range, and scores of 30-63 indicate severe depression (Beck & Steer, 1993). 

The validity of BDI-II has been supported in Arabic samples (West, 1985; Abdel-Kalek, 1998; Al-

Musawi, 2001; Alansari, 2005). The Arabic version of the BDI-II, developed by Ghareeb (2000) was 

therefore adopted for the Libyan sample. In the current study, the internal reliability of the scale was 

satisfactory, for both British and Libyan samples: Cronbach’s alpha was .81 and .91 respectively. 

Following a principal axis factoring, inspection of the unrotated factor matrix shown in Table 5 and 

examination of the scree plot shown in Appendix 14-15 (pp. 218, 232) indicated that all of the items 

loaded positively and achieved loadings greater than .30 for British and .24 for Libyan samples. 

Therefore, the depression scale was shown to be valid both for British and Libyan samples. 
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Table 5 

Factor Matrix of Depression Items for British and Libyan Samples 

 

Item  
Factor Loading For British 

Sample  

Factor Loading For Libyan 

Sample 

Sadness .75 .46 

Pessimism .72 .43 

Past Failure .61 .45 

Loss of Pleasure .57 .52 

Guilty Feeling .51 .42 

Punishment Feeling .54 .34 

Self-dislike .62 .25 

Self-Criticalness .45 .39 

Suicidal Wishes .31 .38 

Crying .52 .47 

Agitation .66 .36 

Loss of Interest .58 .29 

Indecisiveness .37 .48 

Worthless .37 .46 

Loss of energy .65 .51 

Change in sleeping pattern .68 .48 

Irritability .65 .34 

Changes in appetite .52 .42 

Concentration difficulty  .66 .52 

Tiredness .69 .53 

Loss of interest in sex .58 .34 
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The Individualism, Collectivism, and Familism Scales (Gaines et al., 1997) were used to 

obtain subjective reports of IND, COL and FAM. These scales consist of 10 items for each subscale. 

Each item is rated using a scale from 1 (strongly disagree) to 5 (strongly agree). Sample items for 

Individualism; collectivism; and familism are, respectively, “I am the master of my own fate “; “I 

don’t feel that I am a success unless I’ve helped other succeed as well “; and “When it comes to social 

responsibility, blood really is thicker than water”. Higher scores are representative of greater 

adherence to the relevant values. In the present study, Cronbach’s alpha for the Individualism, 

Collectivism, and Familism Scale, for the British sample, was found to be .75; .75; .88 respectively. 

And for Libyan sample, alpha was found to be .57; .75; .86 respectively. The highest alphas were 

found for familism for both British and Libyan samples .88; and .86 respectively. Following principal 

axis factoring, inspection of the unrotated factor Matrix shown in Table 6 and examination of the 

scree plot shown in Appendix 16, 17(pp. 234 , 235) indicates that all of the items loaded positively 

and achieved loadings greater than .16 for the British and .14 for the Libyan sample. Therefore, the 

individualism scale was shown to be valid for the British and the Libyan sample. 
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Table 6 

Factor Matrix of Individualism Items for British and Libyan Sample 

 

Item 

Factor Loading 

for British 

sample 

Factor Loading 

for Libyan 

sample 

I am not to blame for other’s misfortunes. .16 .15 

I feel that I am the master of my own fate. .55 .25 

I really feel that “ pull-yourself-up-by-

bootstraps” philosophy makes a lot of sense 
.70 .33 

These days, the only person you can depend 

upon is yourself. 
.48 .36 

I take great pride in accomplishing what no one 

else can accomplish. 
.69 .53 

I actively resist other people’s efforts to mould 

me. 
.41 .39 

Before I can feel comfortable with anyone else, I 

must feel comfortable with myself. 
.56 .31 

I place personal freedom above all other values. .44 .37 

I know myself better than anyone else possibly 

could know me. 
.21 .35 

I see nothing wrong with self-promotion. .67 .53 

 

Note. Loadings greater than or equal to .30 are shown in boldface 
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Collectivism 

Following principal axis factoring, inspection of the unrotated factor matrix shown in Table 7 

and examination of the scree plot shown in Appendix 18-19 (pp. 236, 237) indicates that all of the 

items loaded positively and achieved loadings greater than .21 for the British sample and .29 for the 

Libyan sample. Therefore, the collectivism scale was shown to be valid for the British and the Libyan 

sample. 
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Table 7 

Factor Matrix of collectivism items for British and Libyan Samples 

 

 

Item 

Loading For 
British Sample 

Loading For 
Libyan Sample 

I don’t feel that I am a success unless I’ve helped other 

succeed as well. 
.21 .37 

I want the opportunity to give back to my community. .59 .43 

I’m the type of person who lends a helping hand 

whenever possible. 
.60 .71 

I consider myself a team player. .37 .59 

My major mission in life is striving for social justice 

for all. 
.51 .56 

My heart reaches out to those who are less fortunate 

than myself. 
.65 .52 

If another person can learn from my mistakes, I’m 

willing to share my ups and downs with that person so 

that he or she can do better. 

.59 .66 

It feels great to know that others can count on me. .61 .29 

I have an important role to play in bringing together the 

people of the world. 
.36 .41 

I believe in the motto, “united We Stand, Divided We 

Fall.” 
.46 .41 

 

Note. Loadings greater than or equal to .30 are shown in boldface 
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Familism 

Following principal axis factoring, the unrotated factor Matrix shown in Table 8 and 

examination of the scree plot shown in Appendix 20, 21 (pp. 238 , 239) indicates that all of the items 

loaded positively and achieved loadings greater than .43 for the British, and .35 for the Libyan sample. 

Therefore, the familism scale was shown to be valid for British and Libyan sample. 
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Table 8 

Factor Matrix of Familism Items for British and Libyan Samples 

 

Item 

Loading 

for British 

Sample 

Loading 

for Libyan 

Sample 

When it comes to social responsibility, blood really is 

thicker than water. 
.43 .36 

My family always is there for me in times of need. .72 .59 

I owe it to my parents to do well in life. .68 .69 

I know that my family has my best interests in mind. .68 .77 

I cherish the time that I spend with relatives. .65 .55 

I will do all that I can to keep alive the traditions passed 

on to me by my parents and grandparents. 
.58 .43 

Even when I’m far away from home, my family ties 

keep me feeling safe and secure. 
.73 .72 

To this day, my parents’ teachings serve as my best 

guide to behaviour. 
.74 .74 

In my opinion, the family is the most important social 

institution of all. 
.72 .67 

I cannot imagine what I would do without my family. .66 .69 

 

Note. Loadings greater than or equal to .30 are shown in boldface 

  



98 
The Multidimensional Scale of Perceived Social Support (MSPSS) (Zimet et al., 1988) is a 

brief measure that was used to obtain subjective reports of social support. 12 items were selected to 

reflect support from family, friends, and significant others. A typical item is “There is a special person 

who is around when I am in need”. Each item is rated using a scale from 1 (strongly disagree) to 5 

(strongly agree). In current study this scale has shown good reliability, and Cronbach’s alpha of the 

total scale in British and Libyan sample was .93; and .69 respectively. Inspection of the unrotated 

factor matrix shown in Table 9 and examination of the scree plot shown in Appendix 22, 23 (pp. 240, 

241) indicates that all of the items loaded positively and achieved loadings greater than .56 for the 

British and .17 for the Libyan sample. Therefore, the social support scale was shown to be valid for 

British and Libyan sample. 
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Table 9 

Factor Matrix of Social Support Items for British and Libyan Samples 

 

 Item 
Loading for 

British sample 

Loading for 

Libyan sample 

There is a special person who is around when I 

am in need. 
.77 .58 

There is a special person with whom I can share 

my joys and sorrows. 
.85 .17 

My family really tries to help me. .72 .47 

I get the emotional help and support I need from 

my family. 
.76 .50 

I have a special person who is real source of 

comfort to me. 
.81 .68 

My friends really try to help me. .71 .76 

I can count on my friends when things go 

wrong. 
.73 .73 

I can talk about my problems with my family. .63 .48 

I have friends with whom I can share my joys 

and sorrows. 
.79 .74 

There is a special person in my life who cares 

about my feelings. 
.78 .56 

My family is willing to help me make decisions. .56 .60 

I can talk about my problems with my friends. .76 .59 
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The Rosenberg Self-Esteem scale (RSE, Rosenberg, 1965). This scale consists of 10 items; 

some of these items assess positive self-esteem: “On the whole I am satisfied with myself”, “I feel that 

I have a number of good qualities”, “I am able to do things as well as most other people”, “I feel that 

I’m a person of worth at least on an equal plane with others”, “I take a positive attitude toward 

myself”, and others assess negative self-esteem: “At times I think I am no good at all”, “I feel I do not 

have much to be proud of”, “I certainly feel useless at times”, “I wish I could have more respect for 

myself”, “All in all I am inclined to feel that I am a failure”. Each item is typically administered using 

a Likert-type response format, from 1 (strongly disagree) to 4 (strongly agree) and it can be 

administered in a few minutes (Rosenberg, 1965). In the current study, Items are scored from 4 to 1 

for items assessing positive self-esteem, and from 1 to 4 for items assessing negative self-esteem. High 

scores thus indicate high self-esteem. In the present study, Cronbach’s alphas for the self-esteem scale 

for British and Libyan samples were.84; and .47 respectively, which is not adequate for the Libyan 

sample. 

 

Inspection of the unrotated factor Matrix shown in table v-ii and examination of the scree plot 

shown in Appendix 24, 25 (pp. 242, 243) indicates that all of the items loaded positively and achieved 

loadings greater than .50 for the British and .22 for the Libyan sample, except item 3 which has an 

exceptionally low loading (-.068): I feel that I have a number of good qualities. After excluding item 3 

from both samples, Cronbach α for British and Libyan samples was respectively .77 and .73. 

Therefore, this item has to be excluded from both samples. 
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Table 10 

Factor Matrix of Self-esteem Items for British and Libyan Samples 

 

Item 

Loading 

for 

British 

sample 

Loading 

for 

Libyan 

sample 

On the whole, I am satisfied with myself. .67 .49 

At times, I think I am no good at all. .55 .59 

I feel that I have a number of good qualities. .62 -.07 

I am able to do things as well as most other 

people. 
.53 .49 

I feel I do not have much to be proud of. .50 .45 

I certainly feel useless at times. .59 .68 

I feel that I’m a person of worth, at least on an 

equal plane with others. 
.55 .40 

I wish I could have more respect for myself. .62 .23 

All in all, I am inclined to feel that I am a failure. .59 .63 

I take a positive attitude toward myself. .69 .51 

 

Note. Loadings greater than or equal to .30 are shown in boldface 
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Although self-esteem was shown to be sufficiently reliable for the British sample, item 3 was 

excluded for both samples as its alpha reliability was not sufficient for the Libyan sample. Inspection 

of the unrotated factor Matrix shown in table 11 and examination of the scree plot shown in Appendix 

26, 27 (pp. 244, 245) indicates that all of the items loaded positively and achieved loadings greater 

than .51 for the British sample and .22 for the Libyan sample. Therefore, the revised self-esteem scale 

was shown to be valid for British and Libyan sample. 
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Table 11 

Factor Matrix of Self-esteem Items for British and Libyan Samples after Excluding Item 3 

 

Item 

Loading 

For 

British 

Sample 

Loading 

For 

Libyan 

Sample 

On the whole, I am satisfied with myself. .69 .49 

At times, I think I am no good at all. .62 .59 

I am able to do things as well as most other 

people. 
.44 .49 

I feel I do not have much to be proud of. .51 .44 

I certainly feel useless at times. .65 .67 

I feel that I’m a person of worth, at least on an 

equal plane with others. 
.47 .40 

I wish I could have more respect for myself. .62 .22 

All in all, I am inclined to feel that I am a failure. .61 .63 

I take a positive attitude toward myself. .67 .51 

 

Note. Loadings greater than or equal to .30 are shown in boldface 
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Exploratory Factor Analysis 

To assess construct validity, principal axis factor analysis using the unrotated factor matrix 

method was used on all items of each scale used in this study, Examination of the scree plot of 

eigenvalues revealed in each scale that the curve levelled off after one factor, so that one factor was 

sufficient to account for substantial variance across both cultures, and that correlations of factor 1 with 

scale items were substantial and positive, confirming validity of all scales for both samples (see Table 

12) . The only exception was for item 3 in the self-esteem scale which was excluded from both 

samples because it was not correlated positively with Factor 1 for the Libyan sample.  
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Table 12 

Factor Analysis for Substantial Variances Across Libyan and British Samples 

 

  British sample Libyan sample 

Scale 
Eigenvalue 

Factor 1. 

% Variance 

Explained 

Eigenvalue 

Factor 1. 

% Variance 

Explained 

Depression 7.766 36.979 4.639 22.091 

Individualism 3.344 33.439 2.209 22.086 

Collectivism 3.319 33.186 3.291 32.909 

Familism 4.948 49.484 4.571 45.712 

Social Support 7.082 59.019 4.783 39.856 

Self esteem 4.168 41.68% 3.070 33.76 
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Results 

 

The main purpose of this chapter is to examine and report the tests of the hypotheses. First, 

differences were tested between Libyan males and females on all scales, that is, depression; 

individualism; collectivism; familism; social support and self-esteem. Second, correlational analyses 

are reported for the Libyan sample. Third, the prediction of depression scores from gender, 

individualism; collectivism; familism; social support; and self-esteem were examined in an ANCOVA 

model (H2, H3, H4, H5, and H6). And finally, the differences in the symptoms of depression in regard 

to gender were tested in the Libyan sample (H8). 

 

Tests of differences between males and females in the Libyan sample 

 

Depression 

The following analysis tests hypotheses concerning the influence of gender on Libyan sample on 

depression. First, for the depression variable, the BDI-II score was examined using univariate analysis 

of variance (ANOVA) with Libyan males and females. The independent variable was gender and the 

dependent variable was the overall score of the BDI-II scale. Descriptive statistics including mean and 

standard deviations of the BDI-II are shown in Table 13. There was a significant effect of gender on 

depression, F(1, 203) = 12.4, p<0.001. Libyan females reported much more depression than Libyan 

males. According to BDI norms, of the females, 12 (16%) had scores indicating minimal depression, 

30 (40%) mild depression, 30 (40%) were moderately depressed, and 3 (4%) of this non-clinical 

sample were classified as severely depressed. Of the males, the BDI scores of 20 (33.9%) indicated 

minimal depression, 27 (45.8%) were mildly depressed, 10 (16.9%) were moderately depressed, and 2 

(3%) scored in the severely depressed range. This supports hypothesis [7], that Libyan females have 

significantly higher depression scores than Libyan males.  
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Table 13 

Depression by Gender in Libyan Sample 

 

 Sex  Mean Std. Deviation N 

 Male  11.53 7.83 59 

 Female  16.04 7.33 75 

 Total  14.05 7.86 134 
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Individualism 

To examine the differences between Libyan males and females on overall scores in 

individualism, ANOVA is carried out, with individualism as dependent variable and gender as 

independent variable. The descriptive statistics are summarized in Table 15, no significant difference 

was found between males and females, F (1, 223) = .001; p = .978.  
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Table 14 

Individualism by Gender in Libyan Sample 

  

Sex  Mean 
Std. 

Deviation 
N 

 Male  39.07 4.15 70 

Female  37.57 4.99 84 

 Total  38.25 4.68 154 
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Collectivism 

Collectivism scores were compared between Libyan males and females. Gender emerged with 

a significant effect F(1,228) = 4.694, p< .05, females scored higher than males. The descriptive 

statistics are shown in Table 15. 
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Table 15 

Collectivism Scores by Gender in the Libyan Sample 

 

Sex  Mean 
Std. 

Deviation 
N 

 Male  38.44 5.13 71 

Female  39.54 4.39 83 

 Total  39.03 4.76 154 
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Familism 

In ANOVA there was a significant effect of gender on familism, F(1,227) = 15.348. p< .0001. 

Libyan females reported more familism than Libyan males. The descriptive statistics are shown in 

Table 16.  
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Table 16 

Familism Scores by Gender in the Libyan Sample 

 

Sex  Mean 
Std. 

Deviation 
N 

 Male  40.94 6.16 67 

Female  43.01 4.99 83 

 Total  42.09 5.62 150 
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Social Support 

Social support scores were compared between Libyan males and females. The differences were 

not significant. The descriptive statistics are summarized in Table 17. 
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Table 17 

Social Support Scores by Gender among Libyan Sample  

 

Sex  Mean Std. Deviation N 

 Male  65.76 14.39 71 

 Female  66.29 10.68 81 

 Total  66.05 12.51 152 
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Self-esteem 

Descriptive statistics including mean and standard deviations of the self-esteem measure are 

shown in Tables 18. ANOVA showed there were no significant differences in self-esteem between 

Libyan males and females, F(1,222) = .683, p = .409.  
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Table 18 

Self-esteem by Gender in the Libyan Sample 

 

Sex Mean Std. Deviation N 

Male 27.53 3.55 68 

Female 28.57 3.98 84 

Total 28.11 3.82 152 
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Correlational analysis 

In order to investigate hypothesis 1, bivariate correlations between all pairs of variables were 

considered (Pearson r). The correlations for the Libyan sample are presented in Table, 19. 

Correlational analysis for the Libyan sample shows that individualism, (p< .05) social support (p< .05) 

and self-esteem (p< .01) were each significantly negatively correlated with depression. This indicates 

support for hypothesis [2]; individualism is a negative predictor of depression, hypothesis [5]: social 

support is a negative predictor of depression, and hypothesis [6]; self-esteem is a negative predictor of 

depression. Additionally, Individualism was significantly correlated with collectivism, p< .05; and 

self-esteem, p< .05. Collectivism was significantly correlated with individualism and social support at 

p< .05; and familism and self-esteem p< .01. Familism was significantly positively correlated with 

collectivism, social support, and self-esteem, all at p< .01. Social support was significantly negatively 

correlated with depression p< .05, and significantly positively correlated with collectivism familism 

and social support all at p< .01. Self-esteem is negatively correlated with depression p< .01; and 

positively correlated with individualism and familism, at p< .05, and collectivism, and social support 

all at p< .01. 
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Table 19 

Bivariate Pearson Correlations amongst Variables Studied for the Libyan Sample 

 

* p<0.05 ** p<0.01 

 

  Depression Individualism  Collectivism Familism 
Social 

support 

Self-

esteem 

Depression 1 -.202* -.023 .091 -.213* -.291** 

Individualis

m  
-.202* 1 .234* .128 .121 .242* 

Collectivism -.023 .234* 1 .362** .342** .303** 

Familism .091 .128 .362** 1 .402** .194* 

Social 

support 
-.213* .121 .342** .402** 1 .272** 

Self-esteem -.291** .242* .303** .194* .272** 1 
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ANCOVA Analysis 

In this step, I tested to what extent, that the level of depression is different for male and 

females in the Libyan sample after controlling of covariates. One way ANCOVA analysis was carried 

out with depression as the dependent variable, sex as a fixed factor, and individualism, collectivism, 

familism, social support and self-esteem as covariates. The ANCOVA allows us to test a model into 

which all the predictors are entered simultaneously. Sex continued to have an effect on depression 

after controlling for all covariates, F(1,96) = 10.243, p<0.005. Of the covariates, the only one having a 

significant effect on the dependent variable in the ANCOVA model was self-esteem, F (1, 96) =8.279, 

p<0.005.  

 

It was expected that self-esteem would be a significant negative predictor of depression 

(hypothesis [6]), and this was confirmed. It was expected that collectivism would be a positive 

predictor of depression, but, neither individualism nor collectivism emerged as a significant predictor 

for depression. Also, social support did not emerge to be a predictor of depression in the ANCOVA 

model. Table 21 shows the ANCOVA analysis for predicting depression in Libyan sample.  
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Table 20 

 

The Means of Depression for Libyan Samples 

 

sex Mean Std. Deviation 

Male 10.41 8.13 

Female 16.02 7.73 

Total 13.51 8.36 
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Table 21 

 

ANCOVA Analysis for Predicting DV from IVs, With Gender as Fixed Factor in Libya  

 

Dependent Variable: Depression 

 

Source 
Type III Sum of 

Squares 
df Mean Square F Sig. 

Corrected Model 1699.009
a
 6 283.168 5.01 .000 

Intercept 638.047 1 638.047 11.29 .001 

Selfest2 467.680 1 467.680 8.27 .005 

Individualism 105.417 1 105.417 1.86 .175 

Collectivism 17.105 1 17.105 .30 .583 

Familism 72.516 1 72.516 1.28 .260 

Social support 135.580 1 135.580 2.40 .125 

Sex 578.611 1 578.611 10.24 .002 

Error 5422.719 96 56.487   

Total 25934.000 103    

Corrected Total 7121.728 102    
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Self-esteem and sex emerged as significant factors in depression. The ANCOVA shows the 

same mean score for depression in Libyan sample even after all the measured scales are partialled out. 

Even after controlling IVs the adjusted mean value of depression scale is substantially unchanged from 

the unadjusted value. The unadjusted and adjusted means on depression in Libyan sample reported in 

Table 22. 
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Table 22 

 

The Unadjusted Means and Adjusted Means of Depression for Libyan Samples 

 

Mean 
Std.  

Deviation 
N 

13.676 8.413 105 

Mean Std. Error 

95% Confidence Interval 

Lower Bound Upper Bound 

13.545 .697 12.169 14.921 
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Emerging from the ANCOVA model, we have one demographic predictor of depression 

(gender) and one personality score predictor of depression (self-esteem). The demographic and 

personality score predictors are independent, as shown by ANCOVA.  

 

MANOVA Analysis of BDI-II items and subscales 

The next data analysis assessed the differences in the scores for different symptoms of 

depression in the Libyan sample and investigated whether gender differences influence the experience 

and expression of depression in terms of symptoms, and furthermore whether Libyan sample report 

more somatic symptoms than psychological symptoms, also, whether the females in the Libyan 

sample emphasized more somatic symptoms than the males. The BDI-II was analysed at item level 

using multivariate analysis of variance (MANOVA). The independent variable was gender, and the 

dependent variables were items of the BDI-II scale. Self-esteem was entered as a covariate. In regard 

to the psychological symptoms, the mean score ranged from self-criticalness (M=1.13) to suicide 

wishes (M=0.07), while somatic symptoms ranged from changing in sleeping pattern (M= 0.81) to 

agitation (M= 0.47).The female sample reported higher scores across all of the symptoms of 

depression. Descriptive statistics including mean and standard deviations of the BDI-II item scores are 

shown in Table 24. It can be seen that female scores were higher than male scores on every item. 

Multivariate tests (Pillai’s trace) confirmed that the effects of sex, F(21, 166) = 1.819, p<.05; and self-

esteem, F(21,166) = 3.144, p<.0005 were significant in the overall model. Significant differences were 

found between males and females for: sadness; guilty feeling; crying; indecisiveness; worthless;  

suicide wishes; concentration difficulty; and loss of interest in sex at p< .01.and for: Past failure; self-

critical; and tiredness at p< .05. In general, the study found that the females reported both more 

psychological and more somatic symptoms on the BDI-II questionnaire as compared with the male 

sample. Thus hypothesis [8] was confirmed in that significant gender difference arose on specific 

items, but no gender difference in somatization was found. Note also, that self-esteem accounts for 

significant differences on many BDI-II items, but that there were no significant gender differences in 

self-esteem. 
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Table 23 

 

MANOVA Analysis of BDI-II Items and Subscales of Libyan Male and Female Samples 

 

 Sex Mean Std. Deviation 

Sadness 

Male .34 .60 

Female .59 .51 

Total .48 .57 

Pessimism 

Male .34 .69 

Female .51 .78 

Total .43 .75 

Past failure 

Male .17 .46 

Female .33 .65 

Total .25 .57 

Loss of pleasure 

Male .61 .72 

Female .73 .85 

Total .68 .79 

Guilty feeling 

Male .66 .71 

Female .93 .62 

Total .80 .67 

Punishment 

feeling 

Male .55 .71 

Female .85 .97 

Total .71 .87 

Self-dislike 

Male .15 .52 

Female .22 .48 

Total .18 .49 
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 Self-criticalness 

Male .92 1.16 

Female 1.32 1.09 

Total 1.13 1.14 

Suicide wishes 

Male .02 .15 

Female .12 .33 

Total .07 .26 

Crying 

Male .62 1.18 

Female 1.18 1.28 

Total .92 1.26 

Agitation 

Male .41 .78 

Female .52 .84 

Total .47 .82 

Loss of interest 

Male .51 .82 

Female .62 .89 

Total .57 .86 

Indecisiveness 

Male .49 .77 

Female .84 .94 

Total .68 .88 

Worthless 

Male .17 .43 

Female .33 .63 

Total .25 .55 

Psychological 
Male .39  

Female .65  

Loss of energy 

Male .58 .62 

Female .68 .76 

Total .63 .69 
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Sleeping pattern  

Male .74 .84 

Female .88 .82 

Total .81 .83 

Irritability 

Male .39 .65 

Female .59 .76 

Total .49 .72 

Changes in 

appetite 

Male .68 .81 

Female .89 .93 

Total .79 .88 

Concentration 

difficulty  

Male .48 .71 

Female .77 .77 

Total .63 .76 

Tiredness 

Male .63 .76 

Female .87 .97 

Total .76 .88 

Loss of interest 

in sex 

Male .15 .54 

Female .41 .79 

Total .29 .69 

Somatic 
Male .50  

Female .72  
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Table 24 

Tests of Between-Subjects Effects 

 

pcrit = 0.05/22 = 0.00227. * Significant at p < .05, Bonferroni-corrected. 

 

Source Dependent Variable 
Type III Sum of 

Squares 
Mean Square F Sig. 

Corrected Model 

Sadness 3.53 1.76 5.70 0.004 

Pessimism 4.82 2.41 4.50 0.012 

Past failure 3.59 1.79 5.74 0.004 

Loss of pleasure  2.42 1.21 1.96 0.144 

Guilty feeling 3.81 1.90 4.33 0.014 

Punishment feeling 10.42 5.21 7.31* 0.001 

Self-dislike 4.16 2.08 9.14* 0.000 

Self criticalness  8.02 4.01 3.16 0.044 

Suicide wishes 1.35 .67 10.84* 0.000 

Crying 19.44 9.72 6.49* 0.002 

agitation 1.78 .89 1.34 0.263 

Loss of interest 6.07 3.03 4.27 0.015 

Indecisiveness  14.81 7.40 10.55* 0.000 

Worthless 7.72 3.86 14.34* 0.000 

Loss of energy 3.26 1.63 3.42 0.035 

Sleeping pattern 6.60 3.30 5.03 0.007 

Irritability 4.53 2.26 4.54 0.012 

Changes in appetite 2.79 1.39 1.82 0.164 

Concentration 

difficulty  
10.27 5.14 9.80* 0.000 

Tiredness 7.05 3.52 4.69 0.010 

Loss of interest in sex 5.22 2.61 5.66 0.004 

Intercept 

Sadness 3.59 3.59 11.61 0.001 

Pessimism 8.41 8.41 15.70 0.000 

Past failure 4.70 4.70 15.02 0.000 

Loss of pleasure 9.08 9.08 14.70 0.000 

Guilty feeling 6.77 6.76 15.36 0.000 

Punishment feeling 17.53 17.52 24.59 0.000 

Self-dislike 5.83 5.82 25.58 0.000 

Self-critical 13.15 13.14 10.37 0.002 

Suicide wishes 1.26 1.26 20.18 0.000 
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Crying 20.26 20.25 13.53 0.000 

Agitation 5.03 5.03 7.58 0.006 

Loss interest 14.007 14.00 19.70 0.000 

Indecisiveness 21.46 21.45 30.58 0.000 

Worthless 9.94 9.93 36.90 0.000 

Loss of energy 10.46 10.47 22.00 0.000 

Sleeping pattern 19.31 19.31 29.46 0.000 

Irritability 7.85 7.84 15.74 0.000 

Changes in appetite 8.07 8.07 10.55 0.001 

Concentration- 

Difficulty 
16.26 16.26 31.01 0.000 

Tiredness 15.34 15.34 20.41 0.000 

Loss of interest in sex 4.20 4.20 9.11 0.003 

Selfest 

Sadness 0.52 0.52 1.67 0.197 

Pessimism 3.40 3.40 6.35 0.013 

Past failure 2.44 2.44 7.81 0.006 

Loss of pleasure 1.75 1.75 2.84 0.094 

Guilty feeling 0.34 0.34 0.79 0.375 

Punishment feeling 6.01 6.01 8.44 0.004 

Self-dislike 3.93 3.93 17.27* 0.000 

Self-critical 0.63 0.63 0.49 0.481 

Suicide wishes 0.92 0.92 14.74* 0.000 

Crying 5.04 5.04 3.37 0.068 

Agitation 1.15 1.15 1.74 0.189 

Loss interest 5.48 5.47 7.70 0.006 

Indecisiveness 8.96 8.95 12.76* 0.000 

Worthless 6.58 6.57 24.43* 0.000 

Loss of energy 2.76 2.75 5.79 0.017 

Sleeping pattern 5.65 5.64 8.61 0.004 

Irritability 2.50 2.50 5.02 0.026 

Changes in appetite 0.73 0.73 0.95 0.329 

Concentration- 

Difficulty  
6.19 6.18 11.79* 0.001 

Tiredness 4.20 4.20 5.59 0.019 

Loss of interest in sex 1.84 1.84 3.99 0.047 

Sex 

Sadness 3.23 3.22 10.41* 0.001 

Pessimism 1.85 1.85 3.45 0.065 

Past failure 1.47 1.47 4.70 0.031 

Loss of pleasure 0.88 0.87 1.42 0.235 

Guilty feeling 3.65 3.64 8.27 0.004 

Punishment feeling 5.38 5.37 7.54 0.007 
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Self dislike 0.44 0.44 1.93 0.166 

Self-critical 7.73 7.73 6.10 0.014 

Suicide wishes 0.56 0.55 8.91 0.003 

Crying 15.89 15.89 10.62* 0.001 

Agitation 0.79 0.79 1.19 0.276 

Loss interest 0.97 0.97 1.36 0.244 

Indecisiveness 7.23 7.23 10.31* 0.002 

Worthless 1.71 1.70 6.34 0.013 

Loss of energy 0.74 0.74 1.56 0.213 

Sleeping pattern  1.43 1.42 2.18 0.141 

Irritability 2.45 2.45 4.92 0.028 

Changes in appetite 2.28 2.27 2.97 0.086 

Concentration- 

difficulty 
5.05 5.04 9.62* 0.002 

Tiredness 3.51 3.50 4.67 0.032 

Loss of interest in sex 3.83 3.83 8.30 0.004 

 
  



132 
The items that were significantly accounted for by both sex and self-esteem (separately) were 

indecisiveness and concentration difficulties. The items that were significantly accounted for by sex 

alone were sadness and crying. For these items females scored higher than males. The items that were 

significantly accounted for by self-esteem alone were suicide wishes and worthlessness.  

 

In the original BDI, items 1-14 are counted as psychological, and items 15-21 as somatic (Thombs, et 

al., 2010). However, this does not necessarily apply for BDI-II. To assess whether, in a Libyan 

sample, there was a greater tendency to self-report somatic as compared with cognitive symptoms, 

items within the BDI-II were assigned to cognitive and somatic subscales. BDI-II items were therefore 

classified according to a recommendation by Vanheule, Desmet, Groenvynck, Rosseel, & Fontaine 

(2006). This was based on confirmatory factor analysis in which Venheule, et al. compared 10 

alternative factor models for BDI-II on a sample of 404 clinical and 695 nonclinical Dutch adults. The 

best-fitting model, that of Buckley, Parker and Heggie (2001), had unidimensional subscales which 

assess a somatic, an affective, and a cognitive dimension. The six items in their study which loaded on 

the cognitive factor were Item 2: pessimism; Item 3: past failure; Item 6: punishment feelings; Item 8: 

self-criticalness; Item 9: suicidal thoughts; and Item 14: worthlessness. The six items loading on the 

somatic factor were: Item 16: changes in sleeping pattern, Item 17: irritability; Item 18: changes in 

appetite; Item 19: concentration difficulty; Item 20: tiredness or fatigue; and item 21: loss of interest in 

sex. 

 

Mean scores were therefore calculated for these two sets of six items for the Libyan sample, and 

entered as a within-participant factor, subscale (cognitive, somatic), into a 2 x 2 mixed ANOVA, with 

gender (male, female) as the between participant variable.  

 

Results confirmed a significant main effect of gender, as was found with the overall BDI-II score, 

F(1,167) = 15.51, p < .0005, with females scoring higher than males (males M = .483, females M = 

.753). Also, there was a significant main effect of subscale, F(1,167) = 10.5, p < .005, with scores on 
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the somatic items higher than scores on the cognitive items (somatic M = .698, cognitive M = .577). 

The Subscale x Gender interaction was non-significant, F(1,167) = 1.3, n.s. 

These results give support to hypothesis [1] that somatic symptoms are more pronounced than 

cognitive symptoms in a nonclinical Libyan sample, and suggest a way in which BDI-II can be used to 

assess somatization. There was no significant subscale x gender interaction, therefore no significant 

difference in the tendency of males and females to somatise.  

 

Discussion 

 

Summary and discussion of the study 

The present study examined a number of psychological and demographic predictors thought 

likely to contribute to depression among a Libyan non-clinical sample. The covariates tested were 

personal and demographic: individualism; collectivism; familism; social support, self-esteem, and 

gender. These covariates have been statistically taken into account in ANCOVA analysis, which has 

shown that the differences between the depression scores of males and females in the Libyan sample 

are independent of the covariates. The single covariate that was a significant predictor of depression 

was self-esteem.  

 

 

Comparisons have been made to determine whether the current result of the overall mean of 

the BDI-II scale for the Libyan sample is statistically different from the mean data that has been 

published for a wide range of other countries. In the present study, the Libyan sample showed similar 

scores to a Turkish sample on the BDI-II (Canel-Çınarbas et al., 2011) and obtained a mean score of 

the BDI-II higher than the scores obtained on American samples by Beck et al. (1996); and in the UK 

by Hill et al (1986), Nuevo et al (2009), and Veerman et al., (2009). Current findings also contradict 

the claim of Colla, Buka, Harrington and Murphy (2006) that depression is higher in modern societies 

than traditional societies. 
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Considering the scores on the BDI-II in Arabic studies, findings in the present study were 

within the range reported by Al-Musawi (2001), and Alansari (2004) in non-clinical samples. 

However, the present Libyan sample scored lower than the score reported by West (1985) in a Saudi 

Arabian clinical sample (see table 25).  

   

Gender differences in the overall BDI and the item-level symptoms of depression were investigated in 

the current study. As expected gender was found to be a predictor of depression in the current study, 

being female was a predictor of depression. This finding has been reported in many countries 

(Weissman et al., 1996; DSM.IV.TR, 2000; WHO, 2001; Daradkeh, et al, 2002; Angst et al, 2002; 

Winkler et al; 2004; Alansari, 2006; Stepoe et al, 2007; Hamdan, 2009; Moskvina et al., 2008; Velde, 

et al, 2010) and the current study extends this conclusion to Libyan females.  

The present findings also suggest that Libyan females report higher levels of depression 

compared with American and Japanese female samples (Arnault, Sakamoto, & Moriwaki, 2006). The 

difference between Libyan and American females is substantial: Libyan females’ scores were double 

those from a study of American females (Arnault et al., 2006). Also, Libyan males and females 

reported more depression than British males and females in Veerman, Dowrick, Ayuso-Mateos, 

Dunn, & Barendregt (2009). However, Libyan females and males reported lower BDI score than 

Pakistani sample (Alansari, 2006). 

 

Table 25 compares the present study with the Arabic samples of (Alansari, 2006). In regard to 

both the national and gender differences. Libyan females reported lower BDI score than all females 

from the Arabic countries, but higher than all the Arabic males. The BDI score was similar for Libyan 

males, Moroccan, and Yemeni males. Libyan males reported slightly higher scores than males from 

Kuwait; Saudi Arabia; Qatar; Lebanon; and Sudan, and slightly lower BDI scores than males from 

Algeria, Oman, and Jordan. But the males from Iraq, Syria, Egypt, and Tunisia were much more 

depressed than Libyan males (see table 25). Note that the present study had a broader sample in 

demographic terms than the student samples of Alansari (2006). 
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Table 25 

 

The Mean and Standard Division in Libyan, Arabic, and UK Samples  

 

Study Country Sample  

BDI score 

 males  

(mean, SD) 

BDI score  

females  

(mean, SD) 

BDI score  

 (mean, SD) 

Hill, Kemp-

Wheeler, and 

Jones. 2006 

UK 

Students   

M=6.81 

(SD, 5.52) 

Patients    

M=21.57 

(SD= 8.39) 

Veerman et al. 

2009 
UK    M=10.7 

Nuevo et al. 2009 UK    

 M=8.30 

(SD= 8.30) 

West, 1985 Saudi Arabia Out-patients   

M=25.24 

(SD=14.163) 

Ghareeb (2000)   Egypt Students 
M=20.2 

SD=8.56 

M=18.79 

SD=7.84 

 

Ghareeb (2000) Egypt Patients 
M=22.58 

SD=13.04 

M=25.13 

SD=46.27 

 

Al-Musawi 

(2001) 
Bahrain  Students   

M= 13.44  

SD= 6.74 

Alansari.2006 Kuwait 

Students 

Smokers-

non-smokers 

  

Smokers 

M=15.85 

SD=11.75 
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Non-smokers 

M=14.70 

SD=11.95 

Alansari.2004 Kuwait  Students 
M=14.44 

SD=10.45 

M=15.12 

SD=9.42 

 

Alansari, 2006 

Iraq students 
M=15.4 

SD= 9.37 

M=20.2 

SD= 10.68 

 

Syria Students 
M=21.6 

SD= 10.3 

M=27.4 

SD= 8.43 

 

Saudi Arabia Students 
M=18.1 

SD= 11.4 

M=14.2 

SD= 10.1 

 

Egypt Students 
M=16.8 

SD= 9.09 

M=19.7 

SD= 9.12 

 

Algeria Students 
M=14.2 

SD= 8.20 

M=17.5 

SD= 8.76 

 

Oman Students 
M=14.3 

SD= 14.3 

M=18.3 

SD=.963 

 

Morocco Students 
M=14.0 

SD= 9.17 

M=16.0 

SD= 10.1 

 

Kuwait Students 
M=13.0 

SD= 9.73 

M=15.0 

SD= 9.17 

 

Qatar Students 
M=12.3 

SD= 8.24 

M=15.1 

SD= 9.05 

 

Pakistan Students 
M=21.1 

SD= 13.3 

M=23.8 

SD= 14.0 

 

Lebanon Students 
M=14.1 

SD= 8.32 

M=15.8 

SD= 7.87 

 

Tunisia Students 
M=17.8 

SD= 9.65 

M=19.9 

SD= 8.81 

 

Palestine Students 
M=17.7 

SD= 

M=18.6 

SD= 9.51 
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10.0 

U.A. 

Emirates 
Students 

M=19.3 

SD= 

13.0 

M=17.8 

SD= 11.2 

 

Yemen Students 

M=15.8 

SD= 

9.20 

M=16.3 

 SD= 10.5 

 

Jordan 

 

Students 

 

M=17.3 

SD= 

10.5 

 

M=17.7 

SD= 9.91 

 

Sudan 

 

Students 

 

M=14.6 

SD= 

9.62 

M=15.2 

SD= 10.2 

 

 

Abuhajar, 

2013 

Libya 

 

Non-clinical  

 

M=11.53 

SD=7.83 

M=16.0 

SD=7.33 

M=14.05 

SD=7.86 
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Many factors may contribute to depression for women; however no single individual factor may 

explain the reason behind the consistent difference observed between males and females (Nolen-

Hoeksema, 2001). The response style theory (Nolen- Hoeksema, 1987) explains it in terms of a 

general female response bias towards ruminative thinking instead of distracting behaviour (Nolen-

Hoeksema, 1987) but it does not explain why women should ruminate more than men. A further 

explanation is the great load that women are carrying (Nolen-Hoeksema & Larson, 1999) though 

adopting an interpersonal orientation, that entails more caring for others, and a tendency to sacrifice 

their personal needs in order to maintain their relationships with others (Nolen-Hoeksema, 2002), and 

this places the explanation firmly in the sociocultural context. Biological factors are also significant 

according to Parker and Heather (2010). In addition, there is evidence that women are more exposed to 

specific severe stressful events (Nolen-Hoeksema, 2001; Golding, 1999; Pico-Alfonso et al., 2006). 

Severe life events were significantly associated with depression particularly in women (You & 

Conners, 2009). The prevalence of depression in men may however be underestimated because of a 

greater tendency for hiding depression in men (Addis, 2008; Parker & Heather, 2010). 

 

The Libyan females reported higher overall depression than the Libyan males. The different 

social networks and cultural practices may have an effect on gender roles according to the culture 

where the individual is living (Bussey, & Bandura, 1999). Arabic culture may cause women to be at 

greater risk than men in the same culture, (1999 Haj-Yahia, 2000; Haj-Yahia, 2003; Douki et al., 

2003; Douki et al., 2007; Daradkeh et al., 2002). Women are expected to look after all the family 

members, including children, old family members, and disabled ones, also violence against women is 

hidden by police, law, family members, victims themselves, and even professionals, and most of these 

factors may be interpreted as resulting from patriarchal ideologies (Douki, 2003, Al-Nsour, Khawaja 

& Al-Kayyali, 2009; Douki et al, 2007; WHO, 2000; Haj-Yahia, 2000). Psychological, physical, and 

sexual abuse also may be found in the sample (Haj-Yahia, 1999; 2000; 2003; 2010). Cultural practices 

may include also attitudes that justify wife abuse, even blaming women for being beaten, and 

considering that violence against women is a private matter in the family rather than criminal issue 

(Haj-Yahia, 2003; Al-Nsour, et al., 2009; Haj-Yahia, 2010; Douki, 2003). These cultural orientations 
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may lead women to keep silence, as a wife is expected to maintain the family unit rather than it being 

the responsibility of men, and divorced women are always the ones to blame from the people around 

(Douki et al., 2003; Haj-Yahia, 2000).  

 

In regard to the differences between reporting psychological symptoms and somatic symptoms, 

the results broadly confirmed Simon et al., 1999, in that both psychological and somatic symptoms 

were reported. However, in support of the somatization hypothesis (Hypothesis 1), a significantly 

higher score was found on key somatic items in comparison with cognitive items, as defined by 

Buckley et al. (2001) and Vanheule, et al. (2006).  

 

The results of the current study also highlight the importance of self-esteem as negative 

predictors of depression. Concerning Beck’s theory, support is found for the hypothesis presented that 

is predictor of depression. These findings are consistent with previous studies that have examined each 

of these variables in different contexts (pp. 49) but little previous information is available for the 

Libyan sample, as the current study is the first to examine these particular variables in a Libyan 

context.  

 

All of the items of the questionnaires that have been used in the present study have the same 

meaning in the Libyan and the British sample. The failure of item 3 “I feel that I have a number of 

good qualities” which was deleted from the list, to load on factor of Rosenberg scale for the Libyan 

sample might have been due to cultural differences in the meaning of good qualities. Given that 

individuals who score low on self-esteem may be at risk of depression (Beck & Alford, 2009), there 

must be other factors involved since the effect of gender are independent from the influence of self-

esteem. The self-esteem finding is supported by Scott, (2006); Brown et al., (1986); Hayes, Harris, and 

Carver, (2004); and Luxton, and Wenzlaff, (2005). The fact that self-esteem and gender emerged as 

predictors of depression in Libyan is a matter of substantial theoretical interest.  
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Strengths and limitations of the present study 

 
The main limitation for the research was the small size, relative to the diverse nature of the 

British sample. Unfortunately, the disproportionately small numbers for certain cultural subgroups in 

the British sample means that it does not detect real differences in depression in different sectors of the 

population and for that reason comparison between Libyan sample and British sample cannot be made, 

this study could be improved by using representative data from British sample, also, by using exactly 

the same method of collecting data from both samples. To my knowledge, this study is the first to 

address cultural value orientations in Libyan society, and the first to study relationships between these 

variables and depression. It is important to understand depression in different societies. The present 

study does not specify what exactly in gender is responsible for the difference in level of depression as 

the covariates did not account for differences in depression between males and females. Another 

limitation of the study is that it is based on self-report questionnaires administered to a non-clinical 

sample and may not give a clear indication of the causes of depression in Libya.  

 

The finding of gender differences of depression scores therefore raises further questions about 

the role of social structure in the Libyan context. Inductive qualitative study in the Libyan context may 

discover answers to the following question: What is the unique experience of depression in individuals 

who have been diagnosed as clinically depressed, and is there anything in that experience that can be 

identified as related to risk of depression, particularly in women? Additional factors that have been 

identified in previous research as depression risk factors can be looked for in the accounts of clinically 

depressed patients, such as the impact of stressful life events. Also, such accounts may reveal the 

influence of specific cultural practices that may act as risk factors of depression, and give an indication 

of the levels of received (as well as perceived) social support. Because the first study did not lead 

directly to further hypotheses about the causes of the gender differences in depression scores I decided 

that a qualitative study of depressed Libyan females was required, in order to understand their 

experiences and attributions.  

 



141 
Chapter 5 

Study 2 

 

Perceptions of depression in a sample of outpatients in Libya 

  

The contents of this chapter are as follows: (a) Background of study 2. (b) Previous related 

qualitative studies. (c) Semi-structured interviews. (d) Assessing reliability and validity in 

qualitative research. (e) Method. (f) Research participants. (g) Characteristics of the research 

participants. (h) Interview schedule. (i) Data collection. (j) Transcription, translation and back-

translation. (k) Data analysis. (l) Findings. (m) Discussion. 

 

Background 

Study 1, a quantitative investigation of research participants in Libya and Britain, yielded for 

main conclusions. First, the study highlighted the importance of self-esteem as a personal negative 

predictor of depression and gender as a demographic predictor of depression in a non-clinical Libyan 

sample. Second, Libyan females tended to record higher scores of depression on the BDI-II scale than 

Libyan males. In a third regard, females in Libyan sample reported significantly higher scores than 

males in a number of areas that included sadness; guilty feeling; crying; indecisiveness; worthless; 

suicide wishes; concentration difficulty; loss of interest in sex; past failure; self-critical; and tiredness. 

In a fourth respect, the effect of gender on depression remained higher in Libyan sample even after 

three cultural dimensions (collectivism, individualism, familism) and social support and self-esteem 

were controlled out. Thus, the indication of high scores among the Libyan sample on the BDI-II scale 

could not be explained fully by the predictor variables. There was thus a need to engage directly with 

the lived experience of depression, and to adopt a more flexible and nuanced qualitative approach that 

might identify less quantifiable cultural perceptions and factors with regard to the experience of 

depression in Libya. Accordingly, this second study employed qualitative methods of data collection 

and analysis to address the perceptions and interpretations of a clinical sample of depressed Libyan 
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informants in three broad respects – their understanding of the symptoms and causes of depression, 

how they cope with the symptoms, and help-seeking behaviour. But, before turning to these findings I 

will further contextualise the research with reference to previous apposite research and then describe 

the qualitative methodology in more detail. 

 

Previous related qualitative studies. 

There are relatively few studies that have used qualitative methods of research to investigate 

depression in an Arabic context. For example Sulaiman, Bhujra, and Silva (2001) conducted a 

qualitative study in Dubai with the aim of identifying the concept of depression of the native Dubai 

population. A series of four focus groups were conducted with 53 participants. All individuals had 

experienced a close relative or friend’s depression. Subjects who themselves had experienced a 

psychiatric disorder were excluded. For various reasons, 13 from the sample were unable to 

participate, so only 20 females and 20 males contributed to the study. This study identified various 

symptoms of depression. These included social withdrawal, fear, and irritability, loss of sleep and loss 

of interest in sex. This provided partial support for an emphasis on somatic symptoms of depression in 

an Arab culture, but most of the key concepts overlapped with those described in DSM-IV. Causes of 

depression that were identified included marital problems, relationships, and problems as a result of 

polygamous marriages and, for females, passing the conventional age of marriage. To cope with 

depression participants talked about reading the Koran and praying, asking God for help and being 

open with friends and family. Stigma about depression was also mentioned and people often did not 

distinguish between serious illness and depression. Indeed, participants sometimes used the term 

general ill-health to describe depression (Sulaiman et al., 2001).  

 

In another study, semi-structured interviews were conducted with Arabs in Negev, Israel, by 

Al-Krenawi (1999) in order to investigate the symptoms of mental illness and views on the causes of 

mental illness. A total of 60 patients, 36 females, and 24 males, were interviewed in a clinic and re-
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interviewed two weeks later by the authors. An emic approach (foregrounding the individual’s 

perceptions and his/her perceptions of context) was used to interpret the data collected in the study. 

Al-Krenawi found that all the participants explained their symptoms as caused by supernatural power 

such as God’s will, evil-spirits, or sorcery (regardless of educational level, social class and diagnosis). 

Indeed, none of the patients or family members involved in their care referred to orthodox medical 

explanations. There was however gender differences in the perception of the causes of their symptoms. 

Nearly 30% of males viewed the causes as God’s will or as punishment for some sin that the patient 

had committed (this group had up to ten years of schooling). Two-thirds of the men in the sample 

attributed depression to evil-spirits – this group tended to be less educated than the first. But over 97% 

of the female informants - typically without any formal education - attributed their symptoms to 

sorcery. But the author also adds that patriarchal Bedouin-Arab culture traditions and rigid gender 

roles influenced the perceptions and experiences of women with regard to depression. Girls are, 

typically, closely watched by families, may be violently punished for infractions, and their non-

familial relationships are highly prescribed. This, again, speaks to the importance of culture in shaping 

and mediating perceptions and interpretations related to depression. Indeed, Al-Issa (1990) 

investigation of depression in Algeria reinforces the importance of cultural context. He notes that 

although diagnosed mood disorders appear rare this might be due to the fact that patients tend not to 

verbalise symptoms in a cultural milieu that frowns on the expression of strong feelings. 

 

Cultural-specific perspectives on the causes of depression have been reported in other ethnic 

groups. In a comparative study, Lavender, Khondoker, and Jones (2006) investigated the perception of 

depression among distinct ethnic groups in south London between 2002 and 2004 a total of 20 Yoruba 

(Nigerian), 20 Bangladeshi and 20 white British people who ranged between 18 and 80 years in age 

(with an equal number of men and women in each group). All the Bangladeshi people were Muslim 

while most of Yoruba and about half of the white British were Christian. Views on the causes of 

depression varied substantially across the three ethnic groups. Curses, black magic, evil spirits and the 

devil were mentioned more frequently by Yoruba informants than Bangladeshis but not at all by the 
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white British informants. And only Yoruba informants explained mental illness with reference to the 

misdeeds of their ancestors. Indeed, in terms of whether depressed person can be considered as “ill”, 

two Yoruba argued that in Nigeria he would not be considered ill but that he would be seen as ill in 

Britain. But the Bangladeshi informants placed more emphasis upon family pressures (particularly 

financial demands from Bangladesh) than either of the two other groups. Family problems were also 

among the cited causes of depression among the white British and Yoruba informants but problems 

with friends and partners were also mentioned as causes of depression. Yoruba and white British 

informants in particular also noted that some individuals are more vulnerable to depression than 

others. There was however more variation with regard to stigma, No Bangladeshi informants and only 

two white British people mentioned feelings of stigma – it was mentioned more frequently by those of 

Yoruba origin or descent. With reference to support, among all three groups family and friends were 

perceived to be the main source of support - recourse to a doctor considered as the next choice. And all 

three groups were unconvinced about the use of antidepressants. 

 

Semi-structured interviews 

In light of these qualitative studies, semi-structured interviews appeared to be the most 

appropriate means of data collection in the second study. Interviews allow researchers to obtain a 

comprehensive picture about the topic being studied but also provide flexibility for researchers and 

interviewees. Researchers can follow up interesting conversation topics that emerge in the interview 

and the interviewees can expound on responses at length (Smith, 1995). Clearly though, the approach 

to data analysis can be crucial in this respect. As Braun and Clarke (2006) observe, rigorous 

qualitative analysis can yield rich detail about the phenomena under study. Such analysis can help to 

make meaningful an individual’s experience of observable phenomena - an approach that draws upon 

the individual’s perception of reality and thus allows the researcher to move beyond and beneath 

empirical description. And, in relation to the research described here, qualitative exploration and 

analysis is particularly attuned to gauging the manner in which social and cultural contexts shape and 

mediate subjective interpretations and meanings (Braun & Clarke, 2006). The credibility of such 
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insights rests, however, on the rigour and transparency employed in the coding of data and in the 

generation of themes. Such codes and attendant themes can be generated deductively on the basis of 

insights from previous research, inductively or – as in this research – reflect a mixture of the two 

approaches (Boyatzis, 1998).  

 

Assessing reliability and validity in qualitative research 

Reliability is “consistency of judgment of observation, labelling, or interpretation, among 

various viewers; and over time, events, and settings” (Boyatzis, 1998, p.144, p.147). Consistency of 

judgment among multiple viewers seems to be a suitable approach to establishing reliability for this 

study. With regard to validity, Smith, Flowers and Larkin (2009) observe that qualitative studies can 

meet the particular criteria described by Yardley (2000), among others. Yardley suggests, first, that  a 

qualitative study should provide sensitivity to context and that can be found by exploring thoroughly, 

for example, “the socio-cultural milieu in which the study is situated, the existing literature on the 

topic, and the material obtained from the participants” (Smith et al., 2009, p.180). Yardley also argues 

that the researcher should be able to demonstrate rigour but also an awareness of the manner in which 

interaction between the researcher and the researched helps to shape attendant data. Consideration has 

to be given to ensuring that participants express themselves as freely as possible without being “led” 

by the researcher. The researcher must also be reflective and self-critical in analysing such data. And, 

in a related respect, the investigator should adhere to the principle of transparency and coherence. 

These refer to how the researcher writes up the research process. Finally, Yardley refers to the impact 

and importance of the study - the extent to which the research adds something to the reader’s 

understanding, to the academic community, to the people or social groups who are studied or to those 

who are concerned with their welfare (Smith et al., 2009; Yardley, 2000).  

 



146 
Method 

Research participants 

Subjects (research participants) were identified from psychiatric clinics and general medical 

practice (a Tripoli hospital). Initially I sifted the relevant details of all individuals who contacted 

Tripoli hospital for medical treatment in relation to depression in the period between (19/05/2010; 

01/06/2010) and (28/06/2010 -03/08/2010). I visited the hospital on 19/05/2010; I introduced myself 

to the director of the hospital, and had a meeting with psychiatrists in the hospital, I gave them some 

information about my study and description of the sample required, and let them know that I am 

coming back on July for interviews, to give them some time to contact with the out-patients. Although 

this could be characterised as a pragmatic sample, the fact that participants were drawn from the 

country’s largest population centre and beyond makes it very likely that their experiences and 

responses with regard to depression might reasonably be applicable to Libyan people more generally. 

Each eventual research participant received a diagnosis of depression (with no psychotic features) 

according to the DSM-IV criteria. Symptoms of severe depression, evident for more than two weeks, 

were evident in all the patients who acted as research participants. 

 

Characteristics of the research participants 

The research participants encompassed 22 Libyan out-patients who had been diagnosed by 

psychiatrists as moderately or severely depressed according to the criteria of DSM-IV: 15 were female 

and 7 male. The mean age of the female research participants was 34 years (ranging between18 and 55 

years). The mean educational level was 11 years (5 patients were between 16 and 14 years of 

education, 5 patients were between 12 and 11 years, 4 patients were between 8 and 6 years, and only 

one patient was illiterate). Eight of these participants were single, four were married and three were 

divorced. Six were housewives, one was unemployed; one worked in a nursery; four were full-time 

students; one a teacher; one worked in communications and the other was also employed. The mean 

age of the male participants was 38 years, with a range between 25 and 48 years. The mean 

educational level was 13 years (4 of the patients were between 17 and 14 years, 3 patients were 
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between 12 and 9 years). Four patients were single, and three were married. In terms of occupation 

there was one teacher; two businessmen; a project manager; a full-time student; a mechanic and 

another salaried employee. Demographic details of the participants are summarized in Appendix 28 

(PP. 246). 

 

Interview schedule 

I used a semi-structured interview schedule, which was prepared to answer the general 

question: how does culture affect the experience of depression in the Libyan context?  Also the 

schedule was designed to explore outstanding questions arising from study 1, in which the Libyan 

female sample reported a higher mean score in BDI-II than the Libyan male sample, and this could not 

be explained by the various predictor variables that were measured (individualism, collectivism, 

familism, social support, self-esteem). The schedule guidelines were designed to focus on the 

phenomenon of depression individually, to gain a comprehensive picture of how the depression 

experience is described by Libyan people from emic point of view, and in order to explore the factors 

identified as causes of depression by individuals themselves in a depressive Libyan sample. The 

schedule guidelines were refined in discussions with a professional psychiatrist doctor to identify the 

general areas that the interview should cover. The guidelines included: the concept of depression; the 

symptoms of depression; the causes of depression; Dealing with depression; the Kinds of treatment 

people seek for help; and evaluation or appraisal of her/his own worth. I also recorded the gender, age, 

marital status, and social economic level, educational level, and occupation. The framework for the 

interviews is given in Appendix 29, pp. 247,248. 

 

Data collection 

Research ethics approval was obtained before starting the fieldwork (Appendix 30, pp. 

249,255). Through a meeting with psychiatrists arranged by the Psychiatrists of Tripoli hospital, I 
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asked for volunteers to take a part in the study by displaying some information about the study, the 

aim of study, and the character of participants required, that is, Libyan patients, aged 18 or older, born 

in Libya and have been living in Libya for all their lives. All the out-patients who met the inclusion 

criteria were referred to the investigator by the psychiatrist after giving brief information about the 

study.  

 

I introduced myself to participants as a researcher doing a study on the effects of culture in 

depression. Each potential participant was invited to read and sign an informed consent form as a pre-

requisite for inclusion in the research interview. Some information was given about the current 

research and it was made clear to the participants that their involvement was voluntary and that they 

had the right to terminate the interview at any time. As the meetings took place, some of the 

participants were not interested to continue for any longer so that the meetings were widely varied in 

length. The duration of some meetings was for about 90 minutes and others showed no interest in 

continuing after about 15 minutes. All the interviews were conducted by the investigator, in a room 

specified by the director of the hospital, and all the interviews took place within 2 months. The 

interviews were conducted in the hospital within normal working hours but at the convenience of the 

participants. The interviews were tape-recorded accordingly with the participants’ permission. 

 

Transcription, translation and back-translation 

I personally transcribed the interviews (in Arabic) and then reviewed the transcripts against the 

recordings for accuracy (Braun & Clarke, 2006). Translation and back translation was then conducted 

in order to further bolster accuracy and the appropriateness of wording for analysis in the English 

language medium. I translated the interviews from Arabic to English. These interviews were then 

back-translated into Arabic by a bilingual proof reader (this back-translation was conducted with no 

prior exposure to the Arabic language version of the interviews). Any remaining ambiguities were 

then resolved on the basis of the discussion between the investigator and the back-translator. 
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Data analysis 

A thematic analysis was used to develop iteratively a coding frame through which to identify 

appropriate themes within the data (Braun & Clarke, 2006). The themes obviously reflected initial 

interview prompts in many cases but were also based on the detailed responses from participants 

(particularly with regard to the effect of culture on depression in the Libyan context). The first step in 

the analysis was to read each transcript several times and begin to highlight relevant ideas, words, and 

phrases. These initial codes were refined or changed iteratively in the light of new insights from 

reading subsequent transcripts. This process resulted in an initial set of codes for the data set. These 

were then examined for emergent themes and relationships between themes in order to further 

elaborate the coding frame. As these themes began to solidify they were given mutually exclusive 

labels (itself an iterative process). Emergent themes were then checked again against the original 

transcripts and revised, as necessary, to ensure that all themes could be applied to the data without 

ambiguities. The themes were then organized and grouped together - where applicable - under broader 

categories so that the relationship between higher order themes and sub-themes could be identified. 

And, in order to enhance validity, another Doctoral candidate cooperated in the coding process and 

discussed the iterative development of the themes (Boyatzis, 1998). 

 

Findings 

 

Six major themes emerged from an iterative inductive analysis of the interview data – 

symptoms that would come to be associated with depression; recognition of depression; treatment 

choices; perceptions of stigma; views on sources of support and factors seen to lead to depression from 

the patients’ perspective. The interrelationships of these themes, as identified in a sample of out-

patients in Libya, are shown in Figure 1.  
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Figure 1 

Perceptions of depression in a sample of outpatients in Libya 
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1 Symptoms. 

 

The word depression has an equivalent in the Arabic language which is (Ekteab) but this word 

is used mostly in formal Arabic language; the Libyan word (Katry dayg) which stands for heart 

tightness is used very often by the patients. Out-patients identified a myriad of symptoms that included 

loss of control of feelings, social disengagement, sadness and social withdrawal. One female 

participant, for example, described how her quality of life, happiness and sense of self were 

undermined by depression: 

 

I think depression is something that takes you out of real life; I wanted to be invisible, feeling 

deep inside that I wanted to go out of myself, from my home… I didn’t think of committing 

suicide, but when I was walking on the street, sometimes I wished I would be killed by 

accident, or something very bad would happen to me and I would lose my life…I lost the taste 

of life, the taste of pleasure. I couldn't feel happy, whatever happened. I found no joy in 

meeting friends, buying new clothes…A sadness that I couldn't control, feeling I am different 

from the people around me. Even if I was with others I feel alone and I did not feel that I was 

attached to anyone…I have been in situations that I couldn’t cry, I was very depressed but no 

crying, that was the worst. I do not feel secure when I am alone…I was suffering from pain in 

my stomach; maybe because I was barely eating, I lost considerable weight; I was 37kg…I felt 

as if I was on the battlefield, fighting constant feelings of pessimism. I was afraid about what 

was going to happen tomorrow, and the end of every day I say to myself, thank God, nothing 

happened today… sometimes I feel I desperately need a cuddle.  (Female patient 2) 

 

In the same vein, a male patient isolated himself for a year, felt unable to talk to his colleagues 

and friends, unable to go back to work and lonely:  

 

I feel worried and afraid of people even who were in a lesser position than me, and I can’t stop 

in front of them and talk. I am weak, because my self-esteem is becoming lower as I am a 



152 
failure. I feel my friends don’t want to work with me. I am a failure because I made the wrong 

plan. Why didn’t I make a good future for my kids without all of this failure? My kids will be 

affected by all of this failure... I am a failure because my plan was wrong…I know people may 

complain for physical reasons as well as for psychological reasons, but it is so difficult to get 

over the whole situation, I tried hard to be as I used to be, but I couldn’t... I feel I should give 

up, and stop trying…Even if I start working, I cannot achieve anything; I already have many 

projects, but I need money, and if I get my confidence back I will work in private business…I 

have no motivation to start my day. (Male patient 5)  

 

Typical symptoms were also evinced by a woman who had lost weight, slept excessively and 

felt perpetually weak:  

 

Sometimes I feel too weak and fell down… I feel I am ill. I cannot do anything in the whole 

day, even study. I feel miserable. Once I come back from the university, I go to the bed until the 

next day. I am not sure I am sleeping all the time, I don’t do anything I have no energy. I 

cannot concentrate. I don’t eat. I lost about 9 KG…When things get to the worst I totally 

stopped talking … I prefer not to sit and talk with anyone… I feel that I am so weak, 

suspicious. Even when I do my exams, I double check whether I wrote the word or not…lose of 

interest, just sleeping…I have been serious all of the time, either doing something or sleeping. 

I was helping with the housework, but after becoming ill I have stopped doing that. 

(Female patient 8) 

 

And an indication of how depression impedes routine daily activities was described by many 

of the interviews:  

 

I don’t want to select my own clothes as before, and feel exhausted, so that I avoid doing 

anything, whereas before I was active … I am fighting myself to cope with these daily 

requirements, and if I could do as I like, I would not even touch the water. I sleep wherever I 
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find myself, whereas before I was concerned to sleep in my own bed...I have got pins and 

needles and headache. I don’t cook, I don’t eat, I eat when I go to my friends, but when I go 

back to my room, I become ill again…I am crying a lot, sometimes I feel like I want to cry but I 

cannot, and I wish that I were able to cry to get some relief. Recently I’ve been continually 

crying, but after getting medicines I get better... I’m afraid of everything; before I used to sleep 

in the dark, but recently I’ve been sleeping in the light, and I’ve avoided taking a shower or 

cooking something to eat…I hate my room, I prefer to stay out of it, and just sleep. I used to 

love my room, but as it is something in it has really made me depressed. You know, I tear the 

clothes I am wearing, because I think that might give me some relief. I cry till I get to sleep, 

then wake up crying, then sleep again. I cry loudly, continually, and my life is like a circle. I’m 

living in hell. (Female patient 10)  

 

Informants also spoke of feelings of guilt and somatic symptoms (including shaking, bad 

temper, tiredness and loss of weight). Indecision and a lack of concentration were also discussed:   

 

I open my wardrobe to wear something. I look for it for a long time. I don’t know what I am 

going to choose. I don’t know what I want. I sit with the computer. I know that I have to work. I 

just watch it...When my mum asks for something I look at her, but I don’t recognize what she is 

saying… My mind thinks, and doesn’t think, I think a lot, but what exactly I want, I don’t know. 

(Female patient 11) 

 

Another common refrain from interviewees was that they were losing what they regarded as 

their old self and a sense of normal life. One patient, who described himself as well educated and, 

usually, concerned to improve himself gave an account of this perception:  

 

Now I cannot get started on any project, and I am hesitant about starting any 

project...Everyone I know can be a witness to the fact that I am a successful man, and that 

because of that I have been selected to run several companies…I can’t make any decision to go 
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ahead, and for about one year I’ve isolated myself, in my farmhouse, and I escape even from 

my kids. (Male patient 5) 

 

A lack of confidence was discussed by several interviewees. In one case, a divorced woman 

compared herself unfavourably to an animal:   

 

As a result of my circumstances, I feel a cat is more important than me; even animals can be 

respected, but even when I say ‘Hi!’ my family doesn’t reply. (Female patient10) 

 

Many interviewees also referred repeatedly to feeling unnecessary guilt about past behaviour:    

 

 I feel very upset. Before getting depressed, I would respond to anyone who said something bad 

or criticised me, but lately... yesterday I was with someone and he said something which upset 

me. I couldn’t defend myself, but later, I critiqued myself; why I didn’t say this and that, why I 

remained silent and didn’t defend myself. (Male patient 19) 

 

In the face of such symptoms, how did the patients come to recognise themselves as 

depressed?  

 

2 Recognition of depression 

 

As some of the symptoms discussed above indicate, many patients did not, initially, recognise 

their condition as depression:  

  

I didn’t know that I am depressed; it was the doctor who told me that. In the first place I came 

for my daughter, since she needs psychological help. I’m neglecting myself, but my condition is 

dramatically increasing. (Female patient 10) 
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Indeed, the term “depression” was avoided by most of the interviewees in the course of my 

discussions with them – frequent reference was instead made to being unwell or ill. A female 

informant was typical in this respect:  

 

I became ill for two months…I was becoming ill from time to time… …but whenever I do go I become 

ill…I faced hardship for 10 years before I became ill…I became ill, with a pain in my heart…When I 

take medicine I am fine, but if I stop I become ill…Before my illness… when I am not well… My illness 

and the stress that I’m living with, make me more vulnerable to be depressed. (Female patient12) 

 

Three patients did, however, effectively diagnose themselves as depressed. A female patient, 

for example, knew that she was suffering from a psychological problem, she told her family but felt 

that no one was listening: 

  

I went to a doctor for my stomach and told him I was afraid that the pain was caused by a 

psychological reason and nothing to do with my stomach, I felt that the illness I was suffering 

was because of the condition I was living with in my family but he gave me a lot of medicine. I 

told my family that I need to see a doctor in Gergarsh [hospital], I knew that I was depressed, 

but they did not believe me. My mum said that I was exaggerating the things I had been 

through. (Female patient 2) 

 

This last interview excerpt points to some of the uncertainties and differences evident with 

regard to the treatments sought and accepted by the patients within the study. These motivations and 

decisions are discussed below. 

 

3 Treatment choices 
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The theme of treatment choices adduced from the findings encompassed two broad emphases 

within the interviews - accounts of help-seeking behaviour and thoughts on how cultural and social 

context mediated attitudes towards types of treatment.       

 

Help-seeking behaviour 

Help-seeking behaviours among the patients fell into three categories - people who did not ask 

for any help, people who sought only professional help and those who sought both traditional and 

orthodox medical assistance. Mixed help-seeking behaviour, combining traditional and professional, 

help was not untypical. Patients sometimes sought a mixture of such help directly but, more usually, 

they sought one kind of assistance initially and then switched to another:  

 

At the beginning I went to a Sheik [traditional healer]. But I didn’t feel any better, then I went 

to a doctor…My sister is studying psychology. She told me about it, and later the doctor 

diagnosed me as depressed. (Male patient 19) 

 

My family took me to a clinic in Tunisia. All of the clinical investigations came up normal. I 

spent two nights in the clinic. Later I went to a psychiatrist. He told me that I was depressed 

and gave me anti-depressant medicine. I took the medicine for two days. Then my family [took 

me to a Sheikh] who threw all of the anti-depressants away, and gave me traditional medicine. 

It did not work for me, so I went back to my doctor, and he re-described anti-depressant 

medicine, which makes me feel much better. (Female patient 3) 

 

Such references to traditional, folk, sources of help were indicative of the importance many 

informants placed on religion – an issue that I explore in more detail below.  
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Religion, culture and types of treatment used 

Several patients spoke of recourse to religion when attempting to cope with their depression. It 

is though important to note that only two interviewees (a female teacher and a housewife) framed their 

understanding of the causes of depression in supernatural terms (and even then, only tentatively): 

 

I think some people did magic. I know who did it. (Female patient 9) 

 

I was becoming ill from time to time, especially when I went to parties. I have been told that 

was because of the magic, I don’t know, it might be. (Female patient 12) 

 

More generally, religion was seen as a source of help in difficult times and the informants 

tended to be quite positive about the immediate impact of such belief. Practices discussed in positive 

terms included reading the Koran, Du’aa (invocation and supplication to God) and wudhoo (ritual 

cleansing of parts of the body):  

 

After that I tried to treat myself by praying and reading Quran…Sometimes it happens to me, 

that I see the entire world as a very dark place. But I read the Koran to feel better I feel there 

is hope, and I feel I am stronger than before. I think mental illnesses are really worse than 

physical illnesses, because people do not know how to deal with this kind of problems. (Male 

patient 1) 

 

 I woke up in another world, and home is very small for me. I just start praying,  

making du’aa, and I’m treating myself with medicines and through my religion, feeling fine 

afterwards and getting relief. (Female patient 12)  

 

 My relationship with Allah is very strong, when I feel I am not fine, I make wudhoo, and pray. 

That makes me feel comfort and security. I went through counseling, I read many books about 

how to treat yourself, they are really beneficial. (Female patient 2) 
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The influence of Islamic beliefs and culture also, maybe not surprisingly, influenced attitudes 

towards alcohol as a coping mechanism in the face of depression among some interviewees. This male 

patient typified the attitudes of the few informants who spoke about the issue:  

   

I smoke to feel better, travel, go to parties, but I haven’t drunk alcohol, only the last two times, 

and I feel I will drink again as I feel better…Lately I have been thinking of drinking alcohol, 

but I didn’t find friends to drink with: I couldn’t make new friends, while at the same time I 

couldn’t drink with my existing friends, because of my reputation as a good-mannered person. 

I used to advise them not to drink, so I can’t come along now and drink with them. I cannot - 

after all, I am afraid that my brothers will find out, so that they will feel upset, and as a result, 

I destroy everything I’ve built up. (Male patient 5) 

 

But did the invocation of such cultural mores and broader religious culture also reflect any 

particular, perhaps culturally mediated, attitude towards orthodox medical treatment among the Libyan 

interviewees? There emerged no obvious relationship between attitudes towards conventional 

treatment and religious beliefs and practices with regard to depression. Several informants did 

however exhibit scepticism towards biomedical interventions (particularly with regard to the 

possibility of addiction):  

  

 I started taking medicine, but I did not take the drugs regularly as the doctor asked. I took the 

drugs for two weeks, sometimes more, sometimes less, and stopped after that. I do not like 

taking medicine as it makes me feel sore in my throat. I did not take the medicine as required. 

(Male patient1) 

 

 I am afraid of being addicted to drugs, of taking drugs all of my life, or one day my state 

becoming worse. (Female patient 3) 
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This last observation is indicative of a fourth theme to emerge from the interviews with regard 

to understanding depression in the context of Libyan society - stigma. 

 

4 Stigma and depression. 

 

The theme of stigma reflected three constitutive emphases within the interview data. These 

encompassed (i) a view that Libyan society as a whole often failed to distinguish between serious 

mental illness and depression; (ii) concerns about the location of treatment for depression; impact on 

perceptions of where treatment was administered and (iii) worries about perceptions on the part of 

others.  

  

Societal ignorance about depression 

There was a feeling among some interviewees that wider society often failed to distinguish 

between serious mental illnesses and less serious conditions, such as depression. A male interviewee 

encapsulated this sentiment:  

  

Libyan people treat anyone who has a psychological state as crazy, despite the fact that this 

depressed one could be appearing a normal person. (Male patient 1)  

 

This concern was reflected in thoughts concerning the location of treatment. 

 

The location of treatment 

Patients mentioned the location of treatment as a source of discomfort. The stigma and 

discrimination surrounding depression could, it was argued, make it difficult for people to seek help 

through hospitals (at the time of writing there are only two hospitals in Libya that offer free treatment 

in this regard). Patients indicated that stigma prevents depressed people from accessing medical 
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services and seeking professional help. This patient, for example, was desperate for treatment but was 

averse to the reputation of the hospital:  

 

I wish if I could find a better place (hospital). People disapprove of this place, wish I could go 

to another place, I mean this hospital. I wish it was different… I hate coming to this hospital. I 

came because I feel my mind will explode. I cannot accept being here. I wish there was a free 

clinic in another place…Some people do not seek help until their state becomes very bad, and 

they are forced by their relatives to come to the hospital, because of a critical condition they 

are going through. Some depressed people are committing suicide instead of asking for help. 

(Male patient1) 

 

This last comment reflected a more general concern with the potentially negative views of 

other people. 

 

Perceptions on the part of others 

One patient, typically, observed that people do not ask for help from the hospital because the 

institution’s reputation is poor and treatment there might generate negative talk among friends, 

colleagues and relatives. This patient suggested it was vital to build general hospitals that include 

mental health services unit in order to mask treatment for depression and other mental health 

problems:  

 

It should be a general hospital, a hospital for different illnesses, not only for mental illnesses; 

so that people think that you come for different reasons. Gergarish has a bad reputation, and 

people view it as a place for mad and psychotic patients. People who have depression are 

afraid to come to seek professional help. (Male patient 1) 

 

Another patient asked her friend not to tell anyone that she was receiving professional help 

from a psychiatrist because of the anticipated perceptions of others:  
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When I went to Gergarsh [hospital] for the first time, I called my friend, and told her that I am 

getting professional treatment. She talked to me in a strict voice and told me do not tell anyone 

that you went [to the hospital]. (Female patient 2) 

 

Because of stigma, some patients hid the fact that they were depressed, even from their close 

relatives.  

 

 I cannot tell my family that I am depressed. I feel it is a very big issue. They will think that I 

have a problem in my mind. I know it should be fine, but from their perspective, they will treat 

me like a crazy man…No-one knows that I am depressed, even my wife. (Male patient 1) 

  

Worries about the views of others, societal ignorance about depression and concerns about the 

location of treatment all contributed to negative self-evaluations on the part of some patients. The most 

extreme consequences of such influences were perhaps best illustrated by the observations of one 

patient:  

 

Most [depressed people seeking help] go to the Sheik [traditional healer]. Some go to the 

hospital, and some just commit suicide…In my area, from time to time, we hear that someone 

has committed suicide. People are wondering why these people are hanging themselves. I 

know that they did that because they had been depressed. They did not consider their state, and 

thought that there was no solution for such a problem. They came to such a state that they 

brought a rope and hung themselves in a tree. People in our area do not know why that 

happened. I understand why those people did that, because of their conditions. (Male patient 1)  

 

More positively, what types of social support were available to the patients suffering from 

depression? 
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5 Social support 

 

The theme of social support reflected three emphases that emerged from analysis of the data. 

The first encompassed thoughts on support from families and a second centred on help from friends. A 

third emphasis revolved around more general impediments to social support.  

 

Support from families 

A minority of interviewees indicated that they received very useful support from their families:   

  

My family really stood with me. They supported me by taking me to clinics, providing 

medicines, offering money, hugging me most of the time. My mum, all my brothers and sisters 

tried to help, and they were there for me. (Female patient 3) 

 

My husband is really supportive. My boys and daughters are always there for me.  

(Female patient 21) 

 

Some aspects of such support reflected a cultural specificity. In this case, a woman 

commended her husband for not taking a second wife in response to her illness:  

 

Anyone in [my husband’s] position might get a second marriage, but he was patient with me, 

(Female patient 12) 

 

Indeed, there was some evidence of gendered behaviour. All three of married men who were 

interviewed were more reticent about disclosing the full extent of their medical condition to their 

wives 

  

I don’t talk to [my wife] about problems I am facing in my work. She doesn’t even know how 

much I have in my bank account, she is just a great housewife, and all she has in mind is me, 
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the kids, and home. She’s very kind, clean, and does everything to make me happy. (Male 

patient 5) 

 

I have got a really good wife. She helps me when things go worst. I wish that she could forgive 

me… she is a very patient wife…No-one knows that I am depressed, even my wife. She is not 

well educated. She does not know what it means to be depressed. She thinks that everyone feels 

sad sometimes, and it is a normal state. (Male patient 1) 

 

More generally, however, patients indicated that – for a variety of reasons - they lacked 

support from family. One, for example, blamed a lack of family cohesion for the limited degree of 

support from relatives:  

  

They are helpful if anyone from the family has an obvious problem that others can see, for 

example financial issues, or health problems. No-one came to me to ask how I am really doing, 

how I am feeling. I think if I had really strong relationship with my brothers, sisters, and my 

wife, that might help me to deal with my state. If I received good support from them, I am sure 

that would make the experience of depression much easier. They see me every day and think 

that I am 100% well, while I am suffering every single day. No-one asks me how am I. They 

cannot imagine how hard my life is. (Male patient 1)  

 

In a more extreme case a divorced woman discussed her brother’s refusal to let her live in the 

family home after her divorce:   

 

My brother kicked me out of the home; he said I don’t have the right to stay at home with my 

daughter. (Female patient 10) 

 

Other negative family reactions included a feeling of constant surveillance and a perception of 

lost respect:   
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They are watching me all the time. I feel guilty. And they put me under heavy pressures at the 

same time. I cannot face them because of what I have done. They should help me to be a better 

person not to pay attention to me all the time, even when I sit in my room my dad says, come 

and sit with us. (Female patient 11)  

 

They don’t understand me. I know they love me and care about me. I knew that I made a huge mistake. 

They are saying that if I am in another family, they have killed me. Even my sisters don’t consider me. 

My brother doesn’t reply when I talk to him. (Female patient 16) 

 

Conversely, another informant consciously chose to maintain a distance from his brothers – a 

conscious attempt to retain their respect at the expense of foregoing their active support:  

  

They love me, respect me, and see me as a VIP. But there is distance between us. I am the one, 

who is responsible for them, and so I give them advice, but I cannot talk to them about my 

problems or they will lose respect for me. (Male patient 5) 

 

The mixed experiences of support from families were paralleled by those in relation to friends. 

 

Support from friends 

Many patients were positive about the support received from friends and, in some cases, 

neighbours. This woman was typical:  

 

I and my daughter have been in very difficult circumstances, but friends, neighbors and people 

I know give me great support. A friend of mine told me, “You have the right to get support 

from us, since we all might be in the same situation, and if you want money, we will give you 

money, and if you want us to buy everything for you, we will bring you everything at home”. 

She provided me with all my furniture, food, water supply, and money, while another friend 
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offered me a nice flat, and everything I need. But my brother refused, saying, “What are 

people going to say?” I don’t work, but I’ve never been short of money…People I know are 

very helpful, they have brought me everything I needed, and my auntie helped me more than 

my sister. (Female patient 10) 

 

The experiences of a minority of patients were not so positive:   

 

I had [a close friend] before I got married, but he mixed with people I don’t accept, so I just let 

him do what he wanted. His attitudes had changed, he was not the person I had known. (Male 

patient 5) 

 

Beyond these individual experiences, two other, more general, impediments to support were 

identified by the interviewees. 

 

General impediments to social support 

The first such obstacle was a perceived lack of knowledge about depression on the part of other 

people. A patient mentioned that her family made the experience of depression more difficult, 

because, after a physical medical examination indicated no problems, they thought she was pretending 

to be ill: 

  

What makes things worse is my family, they don’t understand what I have gone through, don’t 

understand me and my state. They treat me as if I pretend to be ill, as a doctor told them that I 

have no health problems, to the point that I left home to my granny’s home. (Female patient 8) 

 

However, the same patient believed that her family changed their view of her when they 

realised her true condition:  
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When things get to the worst I totally stopped talking. At that time, they believed that I wasn’t 

acting, and they treated me very nicely…And they becoming more supportive… At the present 

stage, my parents were very supportive. They took me to the doctor, and provided all of my 

requirements. They were very worried when I was in a very bad condition. But in the 

beginning, my dad thought that I had problem dealing with boys. He said “you have problems 

in your college, and you are escaping from something” as if I had done something wrong. That 

really hurt me. I don’t deal with boys. (Female patient 8) 

 

The second broad factor that prevented people from obtaining professional support was 

ignorance about the services available. Indeed, some patients discovered sources of help almost by 

chance:  

  

A friend of mine, her husband was depressed and her sister as well, said that she knew this 

condition from her own experience. She told me that her husband was treated by professionals 

and he was getting better, so I went to a psychiatrist. (Female patient 2) 

 

These lengthy reflections on support, or its absence, for patients with depression were matched 

by thoughts on the possible causes of depression. 

 

6 Patient views on the causes of depression 

 

Nine potential causes of depression were identified by the interviewees. These included very 

specific individual circumstances but also factors such as bereavement and estrangement; the impact 

of others upon self-esteem; family relationships; problems in the workplace; lack of protection against 

violence and the limited rights available to women. Further iterative analysis of the data suggested, 

however, that such factors were enveloped by two core categories - individual biographies (life 

experiences) and gendered cultural hierarchies practices. Clearly, the two core categories are not 

mutually exclusive. It became clear, however, that the experiences reported by some individual 
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women had, for heuristic reasons, to be framed in terms of patriarchal hierarchies and control if they 

were to be fully understood.     

 

6.1 Individual biographies 

 

Many different life events were reported by patients when explaining their depression.  

 

Personal circumstances 

A male patient, for example, recalled his early responsibilities:  

  

I brought up my brothers, was father and mother to them, and I was financially responsible for 

them till they graduated from universities. I was working for them for years, so I can’t just 

destroy everything in a minute...My father passed away when I was 7 years old, my mother 

remarried when I was 10 years old. I am the oldest child, and I have taken on family 

responsibilities since then. I brought up my brothers, got a flat for them when I was 18, and a 

good salary, and they really appreciate that I was working to offer them a good education. 

(Male patient 5) 

 

Another interviewee was scarred by a previous relationship that had been curtailed by the 

family of her prospective family:  

 

 I was engaged for a year, and preparing for the wedding, but his family changed his mind, 

and everything was cancelled. He told me that he is not leaving me, but his purpose was 

another thing. He wanted to take advantage of me, then go back to his family, and leave me, as 

I was not suited to them. I am the one who should be blamed. We were together for a year. He 

stopped loving me and left me scarred. For the time being, I broke with him. I knew that he 

was playing and using me. Everyone was saying that, my family and friends. My family know 
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what’s happened between me and him. At the beginning my family stood with me, and took me 

to a doctor. But they don’t trust me anymore. (Female patient 16) 

 

Such specific worries were accompanied and paralleled by factors more generally associated 

with depression - bereavement, estrangement and despair.  

 

Bereavement, estrangement and loss of hope 

This female patient, for example, mentioned the death of her father: 

  

I still remember everything about him. I was really attached to him, more than anyone in the 

family. I was shocked when he passed away. I was asking about him (crying). He was spoiling 

me, and suddenly he disappeared. (Female patient 7) 

 

Other interviewees also mentioned distancing from friends and family as triggers for 

depression:  

 

I felt bad when my sister got married and left home. Also dealing with problems, stress 

because of studying. I don’t see my sister very often. (Female patient 18) 

 

My friends started avoiding me…I am always afraid that I will lose people I love. (Male patient 

6) 

 

Loss of hope as a cause of depression was related to a number of issues by the research 

participants. These included factors such as childlessness and the state of marital relationships:  

 

The problem is I got married nine years ago. The doctor told me that there is a quite little hope 

for me of giving birth. I am always thinking of having children, and I am unable to have them. 

(Female patient 14) 
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As time goes on, I am convinced that this is [my husband’s] nature, and there’s no way to 

make him change, but year after year, I feel that he is doing things more than I can take.  

(Female patient 12) 

 

A significant proportion of such biographical accounts also centred on how the patients might 

be perceived by other people and the consequences for self-esteem. 

 

Self-esteem and perceptions attributed to other people. 

One interviewee spoke, for example, of the efforts she made to retain a facade of sociability 

while another highlighted the stress caused by attempts to conceal aspects of her private life from 

relatives:   

  

The next day I became ill, with a pain in my heart, and I didn’t want to see anyone, because I 

didn’t want people to think of me as though there is something is going on with me. (Female 

patient 12) 

  

My self-esteem is always very low…I am an unworthy person. I feel guilty because I am 

dealing with men. I am talking to them, wishing that I can convince someone to marry me. But 

I have no luck. All the boys I know, they talk with me, take advantage of me, try to get what 

they want and leave me afterwards. I feel guilty because I do not respect myself. I have no 

dignity. I want to escape from my family and myself. (Female patient 3) 

 

Beyond this private sphere, reference was also made to employment as a perceived cause or 

trigger for depression. 

 



170 
The workplace and depression 

In one case, an interviewee described how the nature of his work (in close proximity to 

colleagues in the desert) made it difficult to avoid contacts that upset him:  

 

In any other workplaces place, you can just leave everything behind as you change the 

location, but in the desert I cannot avoid people upsetting me. We are all in the same place. 

Wherever you go you will face someone you have a problem with. If you leave people alone, 

you will feel lose your mind. If you deal with them, you find yourself in big trouble. Working in 

a desert negatively affected me, but the salary I got made me carry on. (Male patient 17)  

 

In two other cases a patient described how her duties had undermined relationships with work 

colleagues and someone who had worked as a project manager complained of unfairness and injustice 

in the workplace:  

  

My best friends left me. They thought that I was reporting them to our manager. They stopped 

talking to me and having lunch with me as we used to do. They were avoiding me…I stopped 

working because my manager excluded me. (Female patient 3) 

 

I have been selected to run several companies, but I found myself in a nasty kind of 

competition with individuals who wanted to use the advantages of being in power to make 

money for themselves, and then those people bought the company. I had successfully managed 

to make it the best in terms of management, but they bought it very, very cheap, so that makes 

me hate working, especially in the public sector. At the same time I want to help, to help my 

country and people… I thought people who steal millions would get punished and everything 

would be sorted out, but surprisingly those people became managers. (Male patient 5) 

 



171 
Family relationships 

The impact of family relationships was reflected in the thoughts of two interviewees in relation 

to their mothers and one woman’s views on her relationship with her husband:  

 

 My mother is very kind, but she cannot understand me. When I talk to her, she is just a passive 

listener; she does not give her opinion, suggestion, advice. I feel like I am talking to no one. 

(Female patient 2) 

  

I want my mum to be happy with me I am really upset when she is angry with me. When she 

misunderstands me I apologize. She doesn’t accept that…I am a student in the university, and 

normally I face lots of problems…When I talk to my mum about these problems, she just listens 

and…says ok, she does not show me that she cares about me…I escaped to my uncle’s home. I 

am really missing my mum, even if she doesn’t want to listen to me; I would like to talk to her. 

(Female patient 7) 

  

Strains within marriages and the behaviour of spouses were also mentioned by some of the 

informants: 

 

The other stressful thing is that my father is very rich and very generous… 

My father was bringing everything for my kids and for me, and my husband started  

to be dependent on my father. My illness and the stress that I’m living with, make me more 

volunteer to be depressed…I buy everything for the family, he is generous only when it comes 

to paying for food, or courses for his sons or daughters. Even if you have animals you will feed 

them. My daughter said that all of her friends were saying that their fathers bought this and 

that, while only she had to say that her mother bought her goods: I usually respond to this by 

asking, “What is the difference between Mum and Dad?”, but when I’m stressed, I say what is 

really on my mind. I am exhausted from being responsible for everything…He has become 

rich, but he doesn’t like to pay for anything. (Female patient 12) 
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The last thing that makes me ill is that my husband bought a piece of land close to his family, 

and built a house. I made it clear that to think that I am going to live in it was impossible. I 

cannot; it is OK to go to the farm, and stay for weekends, but living there - don’t even think of 

it. Really I feel sorry that he is living away from me, but if anyone tells me that I have to stay, I 

become another person. I turn into a depressed person and don’t want to see anyone, or talk to 

anyone… You love to be there, OK, but I deserve to make an effort for myself. My kids said to 

me that I was the one who should make an effort, not he - that wives should follow husbands, 

not the opposite. (Female patient12) 

 

In this latter regard, it was increasingly clear as I focused on the interview data pertaining to 

female research participants that family relationships were often shaped and mediated by patriarchal 

cultural practices and expectations. Given the nature of the investigation as a whole I thus explored 

these phenomena in more depth with regard to factors associated with depression by the interviewees.  

 

6.2 Patriarchal hierarchies and cultural practices 

An initial indication of patriarchal cultural orientations was evident in the thoughts of two 

women about the impact of being single on their status – a status not automatically framed in terms of 

autonomy:  

 

 Another problem is that I am 38 and still single; all of the people I know view this as a 

problem…I want to get married but no one proposed to me and I am afraid of being with 

someone who might not be suitable. (Female patient 2) 

 

My father and brothers made it difficult for me to get my driving license. My father upsets me 

whenever I had an exam or I needed to do some documents. At that time I felt that it was 

essential to have a husband. It looks like they (my father and brothers) are not happy to take 
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any responsibility. I am a female and therefore a problem and must have a husband to get rid 

of me. (Female patient 2) 

 

But it was also clear from several accounts that marriage in Libyan culture was often not an 

oasis of gender equality and that this had implications for feelings of well-being for a number of 

female informants. 

 

Marriage  

Limits to the choice and influence of women were mentioned in the course of discussions 

about marriage: 

 

I got married when I was 15, and at that time I attempted suicide because of the stress I faced 

about getting married. I wanted to complete my studies, my sister was happy to marry her 

cousin but as for me, there was no one in my mind. My cousin wanted to marry me, but I was 

too young to decide who was the one who could be suitable for me…I remember that I got 

medicine to commit suicide, but later my husband announced that he would let me carry on 

studying. But people lie…After I got married, on the second day, I became ill for two months. 

(Female patient 12) 

 

I thought that by getting married I could escape from my brother, and be happy with a normal 

husband….If I left him (her husband) I would go back to the hell with my brother, my mum 

being unable to stand with me. I stayed with my husband five years just because I cannot live 

with my brother. (Female patient10) 

 

Such restrictions even extended to mature women, as this female divorcee attested:  

 

I got divorced nine years ago and I really still need to be with a man, despite all the hardship I 

lived through with my ex-husband. Two men have proposed to me. One of them is single, and 
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has not been married, but my brother refused, saying: “What would people say, you are 

divorced and he is single, a shame on you!” And the other one is a very nice guy, with a 

brilliant job, but my brother and my sister refused him too. My brother told me if I married him 

he would kill me. They both don’t feel my needs, and they refused because he is black. (Female 

patient 10) 

 

But male control over women, with subsequent implications for feelings of self-efficacy and 

control were not restricted to marital relationships. 

 

Social control 

Issues such as male influence over continuation in education and a lack of involvement in 

important family decisions were also cited by female interviewees: 

  

My brother has made me stop studying since I was 12 years old, after my Dad passed away. 

(Female patient10) 

 

I was abroad with my family, when my son called me and told me that his father had started 

building the house. But [why couldn’t we] sit down together and discuss the plan? I’m 

concerned about every detail in the home - so why didn’t we do the planning of the building 

together? (Female patient12) 

 

Several female informants also drew attention to the violence they had experienced and, more 

particularly, the lack of appropriate protection and recourse.  

 

Violence 

This interviewee was typical with regard to the instances of violence discussed in the 

interviews: 
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Her sister also hates my uncles. My (mother’s sister) always insult my uncles and her son is 

always hitting me for silly reasons. One day he came home and gave me an order to serve food 

to them all. I obeyed him and did what he asked. After we all finished eating he said to me as 

order to clean everything. I was so angry and I refused to do what he asked. I went to my 

room. He followed me and hit me on the head, until I was bleeding. None of them treat me 

nicely. I hate my life. (Female patient 7) 

 

Another patient had been driven to several suicide attempts in the face of repeated violence and 

sexual assaults by her brother and the apparent indifference of their father:  

 

Even when I told my Dad, I explained it in a letter. I couldn’t say that face to face. I have told 

him that I am depressed, and [my brother] is doing such a thing, he is beating and sexually 

abusing me. I have told him I am thinking of committing suicide, and you know that I have 

tried more than once. And I will try until God takes me. He told me not to think again of this, 

and I will talk to him. And he did. But he didn’t say to him, stop abusing your sister. He said to 

him not to talk to me, and not to ask me to serve him anything. He stopped abusing me for 

some time, and then it went back to the same story. The problem is my mum knows. I told 

everyone (crying). No-one did anything for me. They ask me not to go out of the room, and not 

to tell my Dad, but when he didn’t stop I told him…I remain silent, even when he abuses me. I 

am weak because there is no solution. I talked in the hospital just because I hope that someone 

will help me. (Female patient 13)  

 

Discussion 

 

Summary and discussion of results 

The aim of this study was to investigate culturally distinctive representations of depression 

within the Libyan population. Seven super-ordinate themes were identified from the data: symptoms; 
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stigma; social support; recognition of depression; coping with depression, perception of depression 

from a cultural perspective, and causes of depression. Physical and psychological symptoms emerged 

as symptoms of depression, and participants reported a variety of somatic features such as: lump in the 

throat; constipation; shaking feet and speech; losing weight; refusing to talk; losing interest in sex; and 

bad temper. Also, participants in this study included descriptions of the common pattern of depression 

as based on psychological symptoms, for example, losing one’s old self was identified by many 

patients. Even though patients were aware of their psychological problems, they tended to report more 

somatic symptoms, and this extends and supports findings by Sulaiman et al. (2001). And that in turn 

may indicate the great cultural stigma of depression (Okasha, 2003; Al-Krenawi, 2005; Tylee & 

Gandhi, 2005; Ryder et al., 2008) rather than inability to distinguish between bodily and psychological 

symptoms (Leff, 1973). Thus it may be that physical symptoms of depression are considered more 

curable, and less stigmatized, while psychological ones are more stigmatized (Okasha, 2003; Al-

Krenawi, 1999). Physical illnesses are more acceptable from others, as psychological problems are 

considered as indication of low religious faith (El-Islam, 2008). Psychological help may mean 

releasing details about the family like private problems and family activities to the therapist (El-Islam, 

2008). The current findings in a Libyan context give further evidence in support of the view that 

depression is a cultural universal, with both psychological and somatic aspects, but that the way that 

depression is represented varies strongly between cultures. Similar views of the cultural variation of 

depression as a phenomenon differently represented across cultures have been expressed by (Parker et 

al., 2001; Arnault et al., 2006; Steptoe et al., 2007; Rong et al., 2009; Lu et al., 2010; Selim, 2010; 

Leff, 1973). 

 

With no distinction being made between depression and other serious mental health problems, 

stigmatizing attitudes are highly associated with depression to the same extent as with all mental 

health problems in Libya, (Sulaiman et al., 2001; Al-Krenawi, 2005). It emerged clearly in the 

accounts of patients that stigma is linked with the location of treatment, because there are only 2 

mental health hospitals in Libya, one in the east (Benghazi) and one in the West (Tripoli); and people 
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think that everyone in the hospital is critically mentally ill, to the point that the name of the hospital 

has been changed several times. The current data also indicated that for people with mental health 

problems, stigma prevents them from going to the hospital, and seeking professional help, to the 

extent that some of them have attempted suicide. It emerged that people tend to deny that they have 

been suffering from depression; refuse to seek early help, and refuse contact with the mental health 

services provided from the hospital, until depression has become severe, and their state is getting 

worse. Then, they are either forced to contact the mental health services by their relatives, or they 

attempt suicide. That means many people with depression receive no treatment, or contact with 

professional help. Also seeking help in a severe stage means that recovery from depression can be 

difficult. People with depression often hide their crisis from others because they fear that family 

members, friends, and neighbours will treat them as mad, and they will be ignored or misunderstood 

(Al-Krenawi, 2005). People do not ask for help from the hospital because the reputation of the hospital 

is so bad, and people consider the judgment of others above their own needs, and they even do not 

want to be seen in the hospital, so to avoid social disgrace, Libyan people may travel to outside Libya 

for treatment (El-Badri, 1995). Particularly for women, having depression reduces the chance of 

getting married (WHO, 2000; Al-Krenawi, 2000). The negative impact of stigma in present study was 

revealed also in the patients’ own responses towards dealing with doctors. 

 

In this study, it is highly interesting to find that there are gender differences in accounts of 

social support. All wives in their accounts perceived sufficient social support while all husbands did 

not perceive social support, and that may be due to cultural factors: Females tended to talk more 

openly and were thereby getting support, and in any case they are dependent on men to reach medical 

help. Conversely men reported that they prefer not to talk about personal problems, and anticipated 

that they will not get adequate support because of lack of knowledge about depression (Al-Krenawi, 

2005), or that they want to keep their wives happy, or that they are afraid of being blamed for being 

weak. This gender difference may be understood from the theoretical perspective of social learning 

theories, in that the roles of female and male are determined according to the social network, and those 
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roles are different for each gender (Bandura (1977, Bussey, & Bandura, 1999; Martin et al., 2002). 

Also, this result give evidence to the argument that the gender differences in prevalence of depression 

may arise from it being underestimated for men, because of masked depression in men, because men 

tend to behave according to their roles in the social cultures (Addis, 2008; Parker & Heather, 2010). 

The present study also suggests that positive and close attachment is essential for receiving good 

support. 

 

Among some patients with depression, good social support was perceived from family, friends, 

and neighbours, however some patients reported that lack of family cohesion, and distances between 

family members can be factors in not getting good support. Also, whilst in a depressed state, female 

patients reported becoming watched or disrespected by their families, especially when it comes to 

honour mistakes. In taking a closer look, lack of knowledge about depression may be the most 

significant problem that prevents family members, friends or neighbours from giving the support that 

is needed by patients, and this lack of knowledge negatively affects getting support in many ways. 

First: when depression is not recognised by others around the patient, a patient may face the difficulty 

of how to convince them that he/she is really in crisis. Second, people do not know how to give 

support in such a disorder, as there is a culturally specific way of giving support, that is, by visiting the 

patient’s family and staying with them for long times, which may disturb the patient, specially the 

amount of visitors could be large number for example 10 to 15 person, some of them with kid. It is 

evident that people do not know about the help that can be provided, and have no idea about the 

support they may be able to get from professionals; some patients were under professionals care just 

by coming across it by chance, and this suggests there are many people who do not seek help just 

because they do not know where to go for help.       

 

Depression was self-recognised by some patients, and not self-recognized by others, 

suggesting that many people are not likely to receive treatment for their problems. It is interesting to 
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find that females in the present sample insisted on using the word ill, to complain about depression, 

and this included those who had been told by a doctor in the past that they were depressed. According 

to Simon et al., (1999) reporting only physical symptoms are common on centres where patients have 

no personal physicians. For the Libyan context, the present results therefore favour the view of Douki 

et al. (2007) that physical complaint is characteristic of women rather than the view of Sulaiman et al., 

(2001) that gender differences are not expected to influence preferences in expressing depression as 

general-illness (Sulaiman et al., 2001).  

From the interview data, three kinds of help-seeking were identified. First, people who do not 

seek any help, and are at high risk of committing suicide. Second, people who seek only professional 

help and were guided by well educated relatives. Third, people who seek both professional and 

traditional help by first going to a traditional healer or El-Sheikh, (Sayed, 2003; Al-Issa, 1999; El-

Islam, 2008). El-Sheikh is widely available as an unofficial intervention in health care in Libya 

(Okasha, 2003), particularly, in rural areas of Libya where there is a lack of availability of professional 

help (Al-Issa, 1990), and because there are only two hospitals serving the whole country (Avasthi, 

Khan & Elroey, 1991). Usually they switch to a qualified doctor only when they do not feel any better. 

It is possible that people seek traditional help because they have been strongly influenced by the 

majority community rather than their own choice. This is not exceptional; for example a doctor was 

considered as the next best choice after family and friends among Nigerians, Bangladeshis and White 

British (Lavender, et al. 2006).  

 

 Many patients reported practising religious treatment to get relief; both males and females 

view religion as a key factor in the management of depression, and this conclusion was supported also 

by Sulaiman et al., (2001). Libyan out-patients use religious observances such as reading the Koran 

and praying, and they all reported that this helps to get relief, and this evidently functions as an 

effective distracting response technique to cope with depression (Nolen-Hoeksma, 2008). In order for 

anyone to pray they must make sure that their clothes and the place of prayer is clean; and they must 

make make Wuduh (cleaning some parts of the body). Using water may assist their mood change, and 
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reading from Koran citations helps them to divert their attention away from their depressed thoughts to 

pleasant thoughts (Nolen-Hoeksema, 2008). Also being mentally engaged with something other than 

their current problem may relieve unpleasant feelings of sadness. On the other hand, negative attitudes 

towards medicine were commonly reported by the patients. Some patients do not take medicine as 

prescribed; they complain of fear of addiction, with no belief in the effectiveness of treatments, and 

drinking alcohol also was reported as a kind of treatment.  

 

Specific stressful life event may contribute to depression (Kendler, Thornton & Gardner, 2000; 

Horesh, Klomek, & Apter, 2008; You & Conner, 2009; Allam, 2011) and this is also apparent in the 

Libyan context. Culture and social systems may have an amplifying effect on the pattern of depression 

among individuals in Libya. The complex of social interrelations and interactions surrounding life 

events may influence people’s depression. Many such factors were reported by out-patients as risk 

factors for depression in Libyan context, and many of those factors applied specifically to females, in 

that Families are strongly influenced by the patriarchal power structure in Libyan (Haj-Yahia, 2000). 

Men have power over wives, sisters, and daughters (Douki et al., 2007) and violence against women 

(Douki et al., 2007) and intimate partner violence (Golding, 1999; Pico-Alfonso et al., 2006) were 

identified in these accounts. Women are expected to make excessive self-sacrifice in their 

relationships with husbands (Haj-Yahia, 2003). Happiness is not one of the marital expectations of 

Libyan people, more important is what others think about marriage, and social relationships between 

the families, and it is a woman’s responsibility to maintain the marriage (Haj-Yahia, 2000) and as 

shown in the accounts of Libyan out-patients, she may be trapped between her family’s interest and 

her violent husband.  In addition, poor relationships between the patient and family members were 

typical in the accounts of depressed out-patients. Relationships with mother, sisters, and brothers, 

featured as problematic relationships, and a lack of warmth and lack of expression of emotion was 

often mentioned. The impact of family in developing depression showed itself through a problematic 

family environment and resulting psychological distress, such as conflict between parents and 

inappropriate treatment from family members, poor daily communication a lack of time spent 



181 
together, and a lack of entertainment. In addition, married women have expressed a communication 

gap between themselves and their husbands, with a lack of communication of feelings and thoughts, 

and an unmet need to openly talk about current concerns. Also, the cultural expectation that women 

should obey men even at the expense of their own interests puts additional pressure on women. Both 

females and males mentioned discrimination or unfair of treatment due to the gender or colour; low 

cohesion of family relationships; and lack of sensitivity to feelings between family members.  

 

In this study, I have found further strong, culturally specific gender differences in causes of 

depression. Females are of lower social status and power than men among Libyan culture, and this has 

negative consequences for women. Women have less control over very important decisions of their 

lives, and in the present sample, many basic rights were ignored by the community, such as decisions 

to marry, to study, to move, and to be independent. Libyan women lack control over their 

environment, and have lower social power compared with men. Consequently, that may lead to the 

tendency to engage in ruminative thinking when distressed, by repetitively and passively thinking of 

the symptoms and the consequences of the depressive mood instead of being active, and solving the 

sources of their difficulties (Nolen-Hoeksema, 1987, Nolen-Hoeksema, & Larson (1999). Generally, 

as Nolen-Hoeksema suggested, women may be stuck in rumination because they try to find a way to 

control their circumstances but they fail to do so (Nolen-Hoeksema, 2008).  

 

In the current study, negative life events, and difficult circumstances have been identified in 

patient accounts as risk factors in the vulnerability to depression. For females: negative life events 

identified as causes of depression included rape, and being repeatedly, physically, emotionally, and 

sexually abused by family members with no protection against abuse. However, less extreme negative 

events, such as living in bad facilities in university accommodation were also mentioned as causes of 

depression. Also, being a single female and passing the age of marriage, or getting divorced can be a 

major life event leading to depression. For both male and female: loss of some kind such as loss of a 
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family member or friend was considered as a stressful event that can cause depression. According to 

participants in this study, one of the factors that can lead to depression is problems in the workplace, 

such as the working environment, social relations in the workplace, and corruption.  

 

In this study, the importance accorded to the perceptions of others, may put people under 

pressure and place them under an obligation to others. In regard to the causes of depression from the 

patients’ perspective, supernatural influence through sorcery was mentioned by only one patient as a 

potential cause of depression. This has been reported as being more widely prevalent in some previous 

studies such as Al-Krenawi (1999) and Al-Issa (1999) El-Islam (2008), and sub-cultural studies 

(comparing different groups within Libya) may be needed to explore this specific perception of 

depression.  

 

In contrast to all of the previous factors that were reported by females as causes of depression 

in this study, it is interesting to find only two themes emerged as specific to males; taking on family 

responsibilities, and shortage of money. These findings reflect the fact that it is men’s obligation to 

take on financial commitments in Libyan culture, and perhaps that these are socially acceptable 

pressures for males to talk about.  

Strengths and limitations of the present study 

This study has several strengths; the sample was varied: thus the inclusion of females with 

differing marital status (single, married, and divorced) gave rich detailed backgrounds to such 

experiences among depressed women. Also the sample of interviewees included people of different 

educational level, occupation, and age. It was a clinical sample, that is, it consisted of people who had 

been diagnosed in clinical interviews as suffering from depression rather than a self-report 

questionnaire study of a non-clinical sample. Although the out-patient participants came from a single 

general practice, and the sample is small, the findings of the present study are likely to be 

generalizable, and to have wider applicability, because people come to the hospital from the entire 

country. I believe that this exploratory study, yielded useful data about the model of depression in 
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Libyan culture, and illuminated the possible reasons for the higher depression scores in females in 

Study 1. Despite these strengths, the study has some limitations including; I did not ask about the city 

of residence of participants, which may have revealed further regional cultural influences that affect 

the participants’ views. Data from males did not include divorced men and that would have been a 

good chance to compare the difficulties facing divorced men with those of divorced women. Data 

from both males and females does not include people of low socioeconomic status, so many of the 

difficulties may have been related to the particular social and economic level may be not reported in 

the current study. Data does not for example include married worker women and I expect those would 

suffer from different difficulties from housewives. 

 

Conclusion 

To sum up, findings from this study of Libyan out-patients provide an important record of the 

individual experience of depression, placing a spotlight on the cultural construction of depression. 

These findings have major implications for individuals who deal with patients with mood disorder, 

and for those who are involved in planning mental health services in Libya. The accounts of the 

women in this sample of the experience of depression in Libya reflected a considerable degree of 

female suffering and stresses from the social environment in Libyan society, and awareness of these 

issues should be remembered   

The accounts of the informants in this study revealed a difficult journey to receiving help, and 

a considerable lack of understanding of depression among individuals, family members and the wider 

society. This suggests that more progress is needed with regards to increasing community awareness 

of depression. If people have poor knowledge, or stigmatizing attitudes towards common depression, 

then they may be even less likely to seek help. Work is thus needed to address the problems of stigma 

and discrimination associated with depression, also an increase of public awareness of mental illness is 

needed.  
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The identification of culturally distinctive features of depression has a practical value, 

specifying some of the culturally sensitive issues that may affect the delivery of psychotherapy for the 

Libyan population. The present study focused on Libyan culture-specific experiences of depression, 

and the identification of different cultural beliefs, considerations, and understandings of depression 

should be taken into account in the preparation, guidance and training of practice staff. Depression can 

be better understood in the context of a population’s own perspectives.  
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Chapter 6 

Overall Discussion 

 

This final chapter contains an overall discussion of both study 1 and study 2; Future research; 

implications; and brief conclusions.       

 

Summary of the Studies 

 

The purpose of both studies was to investigate depression; the first study found that self-

esteem emerged as a negative significant predictor of depression, and females were significantly more 

depressed than males among most of the BDI-II items, (gender differences in psychological and 

somatic symptoms) (pp. 103-99). Although this study was with a non-clinical population, studies in 

UK and other countries have shown that BDI scores in representative samples correlate with 

population prevalence of clinical depression (Chapter 2). However, Study 1 did not identify cultural 

risk factors that may lead to depression, nor did it identify causes of the higher BDI scores in females. 

Study 2 provided a possible set of answers: There are considered to be differences in males’ and 

females’ experiences of patriarchal hierarchies; cultural practices which affect marriage; and of social 

control, and these emerged as causal themes in individual accounts of depression in the Libyan female 

depressed sample. Also, levels of violence, bereavement, estrangement, loss of hope, perceptions 

attributed to other people, problems in the workplace and family relationships all emerged as 

perceived causes of depression, and the way these events and stresses showed themselves in the 

accounts of depressed patients is culturally specific. Study 2 thus identified the characteristic 

symptoms, and revealed a delayed recognition of depression, a specific pattern of treatment choices, 

strong perceptions of stigma, and typical sources of support as constituting a Libyan cultural model of 

depression (Chapter 5). 

 

The Libyan non-clinical sample reported low overall subscale scores in suicide wishes, when 

they were asked to reply directly in study 1. However, the clinical sample reported many cases of 
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attempting suicide in study 2. Previous studies have explained the low reporting of suicidal wishes as 

due to the Islamic religion which condemns suicide (Al-Musawi, 2001). 

 

Sex differences were found to be a powerful factor in two ways, in affecting depression scores 

and the overall symptoms of depression in Study 1, and in determining the ways of seeking help in the 

Libyan sample in study 2. Both studies found consistent evidence of gender differences in depression, 

study 1 found that Libyan females in a non-clinical sample were significantly more depressed than 

males. Study 2 revealed some possible reasons for gender differences in causes of depression that may 

also account for differences in the overall BDI-II scores of males and females in the non-clinical 

sample. However, contrary to the overall pattern of adverse life events and persecution in women, in 

Study 2, all females reported good perceptions of social support, whereas no males reported good 

perceptions of social support; also, men were found not to disclose depression to family members, and 

to hide depression from others. Thus differences in the BDI scores between men and women in the 

Libyan sample may also be influenced by under reporting due to social cultural factors that can be 

explained by Gender Schema Theory (Chapter 3). Thus, cultural factors may play a significant role in 

the gender differences in reporting of depression; but also the differences in depression scores may be 

explained by the differences in the exposure to stressful life events that apply to women more than 

men. Cultural conditions can put women under such stress that it leads to depression, and the findings 

of the current study thus are consistent with the account of social learning theory to explain the 

differences between women and men in depression in Libyan context ( pp. 67, 68).  

 

Qualitative evidence indicated that stigma against mental disorders remains severe in the 

Libyan nation; the stigmatisation of depression is one of the major problems that is facing people in 

Libya, and it can lead to delay in obtaining appropriate help, an added burden of shame, poorer 

individual functioning at best, and at worst, devastating consequences such as suicide. 

 

As a quantitative self-report method was used to measure depression in the first study, and 

although this resulted in high depression scores in a non-clinical sample, it is essential to bear in mind 
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that stigma and the concealment of depression, as reported by the participants in the second study, may 

influence self-report. Therefore, it could be possible that many participants, and not only men, were 

unwilling to acknowledge their symptoms, and that the true extent of depression in the non-clinical 

Libyan sample was underestimated. Because of the influence of the negative attitudes, lack of 

knowledge, and the negative view of mental illness to the extent of a taboo on mentioning the location 

of a hospital where mental health services are available, individuals living in this society are less likely 

to recommend seeking help from a mental health specialist. Furthermore, the problem of accessing 

effective treatment is compounded by the lack of resources, and given the high workload of the mental 

health services, a psychiatrist may not able to allocate sufficient time in assessing and treating an 

individual patient as psychiatrist have to diagnose many patients within such a short time. 

  

 

Although two participants who were forced to marry were identified in the present study, 

forced marriage is uncommon in the current Libyan culture, and in this study the reports of forced 

marriage and withdrawal from education were reported from women who were 40 and 37 years old, 

which means that it relates to the situation about 25 years ago. However, one participant, who was 25 

years old, reported that she was forced to withdraw from education after only 5 years. Also, I should 

point out that most parents in Libya encourage their daughters to enter further education as people 

believe that the only insurance that can protect their daughters from remaining single or becoming 

divorced is a high level of education. However, Honour matters are still powerful and these factors are 

clearly identified in individual life stories leading to depression by younger as well as older women in 

the present study. Also, I should point out that poverty did not emerge in this study as a stress factor 

that leads to depression in Libyan context (in both genders) and these findings disagree with Steptoe et 

al., (2007) and Allam, (2011). Females in Libya get the same salary as men and this has been the case 

for many years, and for this sample it has never been otherwise. 
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Future research 

According to the results of both studies I include in the following section of what I consider to 

be essential areas of future research. 

 

First, in regard to the Libyan context, it would be important to replicate this study of 

depression in the Libyan context after the war of 17 February 2011 in order to do a comparison 

between the levels of depression before this date, by which I mean the present study, and after. Also 

replicating the qualitative study may reflect the influence of some political factors, or trauma arising 

from the conflict, that may contribute to depression. Also, it would be interesting to study depression 

in the current period of political and economic changes and explore how this change may contribute 

either to higher or lower levels of depression. Secondly, some cultural beliefs about causes and 

treatments may vary between different areas of Libya, and these beliefs should be more widely 

studied. More studies are also needed to address the cultural factors that lead to vulnerability to 

depression with females in Libya particularly in divorced women.  

 

Further studies are needed regarding the development of cultural competency practice, which 

means knowledge of cultural practices, beliefs, and values in mental health services in relation to 

depression, and what are the appropriate kinds of interventions. Libya also needs to work out how to 

extend mental health services to apply to an entire country; this will require decisions on how mental 

health services should deal with issues like the social position of women with the extended and 

traditional roles of society (as reflected in the accounts of participants in study 2).  

 

There is also a need to conduct longitudinal studies that would study depression with relation 

to some of the social and psychological related factors, such as emotional distance between family 

members; warmth; comfort, and love; that emerged in study 2, and to identify the right kind of support 

that is needed in such mood disorders. Also, more studies are essential to address the kinds of abuse 

that occur, and what kinds of solution can be found in the Libyan context. 
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Implications  

These findings have implications for individuals who deal with patients with mood disorder 

around the world, and for those who are involved in planning mental health services in Libya. The 

experiences of depressed women in Libya and the higher depression scores in the non-clinical female 

sample appear to reflect a significant degree of female suffering and stresses from the social 

environment in Libyan society, and awareness of these issues should be remembered. 

 

Because considerable lack of understanding of the experience of depression was identified in 

study 2, more progress is needed with regards to increasing community awareness. If people have poor 

knowledge, or stigmatizing attitudes towards common depression, then they are unlikely to seek 

appropriate help. Work is also needed to address the problems of stigma and discrimination associated 

with depression; also an increase of public awareness of mental illness is needed. It is essential 

therefore to understand why depression is widely stigmatized in many countries and in the Libyan 

context in particular, and to reduce the problems caused by stigmatization.  

 

The results of the present study suggest a considerable lack of help-seeking for depression 

particularly by men and it may be beneficial therefore to improve general knowledge about mood 

disorders. Increasing public awareness of related mental illness problems using local media, school 

curricula, public lectures, needs to be accepted as a priority. Stigma in the Libyan context prevents 

many from seeking help from professionals and family, and stigmatisation was identified in Study 2 as 

perhaps the main problem facing patients with depression. Libyan people need some degree of 

knowledge about depression, and people need to be educated not to use insulting language for 

depressed people.  
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It is important to increase the knowledge through social networks about the support that can be 

provided both by family members, and professionals. Findings of Study 2 show a lack of awareness 

regarding mental health services, leading to delays in obtaining professional help. I suggest mental 

health services should be also improved by providing more qualified people such as psychiatrist, 

psychologist, nurses, and social workers. Also, because mental health services are so limited, there is a 

need to provide hostels and rehabilitation services in different areas in Libya, to provide manuals for 

doctors and to improve psychotherapy through training. The tendency to somatization as seen in the 

questionnaire study, may lead depressed individuals to seek help from a medical doctor for treatment 

of a perceived physical illness before reaching the right professional help. Traditional help providers 

are sought out as they are more available, and because of beliefs concerning social supernatural and 

religious causes. This should be taken to consideration in the design of mental health services and in 

the design of public education campaigns about depression. 

  

 

It is a critical step to formulate a committed mental health policy that is sensitive to gender and the 

needs of women in particular, and this commitment should be recognised throughout the mental health 

system. Domestic violence was identified in the current study in the accounts of depressed women, 

and together with other evidence reviewed this indicates that women are at a great risk of substantial 

violence and abuse in Libya. Mental health regulation and policy should ensure women’s safety, 

privacy, dignity, and provide protection for female victims. The law must provide appropriate 

penalties for domestic violence and perpetrators of abuse must be prosecuted. Religious leaders must 

condemn domestic violence and oppression against women.  

 

 

The Government should have a role in developing and employing defensive strategies to reduce 

domestic violence and repeated victimisation. Goals should be set for reducing violence, providing a 

better environment for a healthy family life and improving the health care system to support women 
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who experience violence. Also, researches should be carried out to provide information and guidance 

on preventing violence against women.  

  

 

Conclusion 

 

To sum up, the field of cross-national studies is area of study which can contribute to better 

understanding of depression as a universal phenomenon that manifests differently in different cultures. 

This study has provided quantitative statistical analysis of the extent that collectivism, individualism, 

familism, social support, and self-esteem do or do not contribute to depression, and indicates that these 

variables cannot account for the differences in depression scores between females and males in a 

Libyan sample. Also this study draws attention to gender differences in depression and shows that 

they are at least as powerful in Libya as in other countries. Finally, the study has explored the 

experience of depression in Libyan women and men, and their understanding of its symptoms causes 

and treatment from their own point of view. It is hoped that this study can shine a spotlight on the 

understanding of depression in the Libyan context. 



192 
References 

 

Abe, J. (2004). Self-esteem perception of relationships and emotional distress: A cross-cultural study. 

Personal Relationships, 11, 231-247. 

Abdel-Khalek, A. M. (1998). Internal consistency of an Arabic adaptation of the Beck Depression 

Inventory in four Arab countries. Psychological Reports, 82(1), 264-266. 

Abu-Kaf, S., & Priel, B. (2008). Dependent and self-critical vulnerabilities to depression in two 

different cultural contexts. Personality and Individual Differences, 44, 689-700. 

Addis, M. E. (2008). Gender and Depression in Men. American Psychological Association. Wiley 

Periodicals, Inc, Clark University. 

Addis, M. E., & Mahalik, J. R. (2003). Men, masculinity, and the contexts of help-seeking. American 

Psychologist, 58, 5–14. 

Alansari, B. (2006). Gender Differences in Depression among Undergraduates from Seventeen Islamic  

Countries. Social Behaviour and Personality, 34(6), 729-738. 

Alansari, B. (2005). Beck depression inventory (BDI-II) items characteristics among undergraduate 

students of nineteen Islamic countries. Social Behaviour and Personality, 33(7), 675-684. 

Al-Nsour, M., Khawaja, M., & Al-Kayyali, G. (2009). Domestic Violence against Women in Jordan: 

Evidence from Health Clinics. Journal of Family Violence, 24(8), 569-575.  

Al-Issa, I. (1990). Culture and mental illness in Algeria. International Journal of Social Psychiatry, 

36(3), 230-240. 

Al-Krenawi, A. (1999). Explanations of Mental Health Symptoms by the Bedouin-Arabs of the Negev. 

International Journal of Social Psychiatry, 45(1), 56-64. 

Allam, Z. (2011). Stressful Life Events, Vulnerable to Stress and Depression among Eritrean High 

School Students. Ife Center for Psychological Studies & Services, 19(2), 380-393. 

Al-Musawi, N. M. (2001). Psychometric Properties of the Beck Depression Invententory–II with 

University Students in Bahrain. Journal of Personality Assessment, 77, 568-579. 



193 
American Psychiatric Association. (1994). Diagnostic and Statistical Manual of Mental Disorders 

(DSM-IV) (4th ed.). Washington, DC, APA. 

American Psychiatric Association. (2000). Diagnostic and Statistical Manual of Mental Disorders 

(DSM-IV) (4
th

 ed., textual revision). Washington, DC, APA. 

Amin, S. (1978). The Arab Nation. (Tr: Michael Pallis). Zed Press Ltd, London. 

Angst, J., Gamma, A., Gastpar, M., Lépine. J.P., Mendlewicz, j., & Tylee, A. (2002).Gender 

differences in depression Epidemiological findings from the European DEPRES I and II 

studies. European Archives of Psychiatry and Clinical Neuroscience, 252, 201-209. 

Arnarson, Þ. O., O´ Lason, D, Þ., Smari, J., & Sigurdsson, J. (2008). The Beck Depression Inventory 

Second Edition (BDI-II): Psychometric properties in Icelandic student and patient populations. 

Nord J Psychiatry, 62-5. 

Arnault, D. S., Sakamoto, S., & Moriwaki. A. (2006).Somatic and Depressive Symptoms in Female 

Japanese and American Students: A Preliminary Investigation. Transcultural Psychiatry, 43, 

275. 

Avasthi, A., Khan, M, K., & Elroey, A. M. (1991). Inpatient sociodemographic and diagnostic study 

from a psychiatric hospital in Libya. International Journal of Social Psychiatry, 37(4), 267-

279. 

Bandura, A. (1977). Social Learning Theory, Englewood Cliffs, N.: Prentice-Hall, New Jersey. United 

States of America. 

Barry, H., Bacon, M. K., & Child, I. L. (1957). Across-cultural survey of some sex differences in 

socialization. Journal of Abnormal and Social Psychology, 55, 327-332. 

Beck, A. T. (1967). Depression: causes and treatment. Philadelphia. PA: University of Pennsylvania 

Press. 

Beck, A. T. & Alford, B, A. (2009). Depression: Causes and Treatment (2nd Ed.). Pennsylvania: 

University of Pennsylvania Press. 



194 
Beck, A. T., Rush, A. J., Shaw, B. F., & Emery, G. (1979). Cognitive Therapy of Depression. New 

York: Guilford press. 

Beck, A. T., Rush, A., Shaw, B., & Emery. G. (1987). Cognitive Therapy of Depression. New York: 

Guilford press. 

Beck, A. T., & Steer, R. A. (1993). Manual for the Beck Depression Inventory TX: San Antonio: 

Psychological Corporation. 

Beck, A. T. (1996). Beck Depression Inventory. Psychological Corporation, USA.  

Bem, S. L. (1981). Gender Schema Theory: A Cognitive account of Sex Typing, Psychological 

Review, 88, 354-364.  

Borooah, V. K. (2009). Gender Differences in the Incidence of Depression and Anxiety: Econometric 

Evidence from the USA. Journal of Happiness Studies, 11(6), 663-682.  

Boyatzis, R. E. (1998). Transforming qualitative information: Thematic analysis and code 

development. United States of America: Sage. 

Brown, G.W. & Harris, T.O. (eds) 1978: Social origins of depression: a study of psychiatric disorder 

in women. London; Tavistock. 

Brown, G. W., Andrews, B., Harris,T ., Adler, Z., & Bridge. L. (1986). Social support, Self-esteem and 

Depression, Psychological Medicine, 16, 813-831, Great Britain.   

Braun, V., & Clarke. V. (2006). Using thematic analysis in Psychology. Qualitative Research in 

Psychology, 3, 77-101. 

Buckley, T.C., Parker, J.D., & Heggie, J. (2001). A psychometric evaluation of the BDI-II in treatment 

seeking substance abusers. Journal of Substance Abuse Treatment, 20, 197-204. 

Bussey, K., & Bandura, A. (1999). Social cognitive theory of gender development and differentiation. 

Psychology Review, 106, 676-713. 



195 
Caldwell-Harris, C. l., & Aycicegi, A. (2006). When Personality and Culture Clash: Psychological 

Distress of Allocentrics in an Individualist Culture and Idiocentrics in a Collectivist Culture. 

Transcultural Psychiatry, 43, 331-361. 

Campos, B., Schetter, C. D., Abdou, C. M., Hobel, C. J., Glynn, L. M., & Sandman, C. A. (2008). 

Familialism, social support, and stress: Positive implications for pregnant Latinas. Cultural 

Diversity and Ethnic Minority Psychology, 14(2), 155-162. 

Canel-Çınarbas, D., Ying, C, Y., & Lauridsen. E. (2011). Cross-Cultural Validation of the Beck 

Depression Inventory–II across U.S. and Turkish Samples. Measurement and Evaluation in 

Counseling and Development, 44(2), 77-91.  

Castillo, R, J. (1997). Culture and Mental Illness a Client-Centered Approach, California, United 

States of America: International Thomson Publishing. 

Carolyn, A., &Greenberger, E. (1987). Cultural Differences in the Predictors of Depression. American 

Journal of Community Psychology, 15(6), 789-813.  

Clark, D.A., Beck, A.T., & Alford, B.A. (1999). Scientific Foundation of Cognitive Theory and 

Therapy of Depression. New York: Wiley. 

Collins (2009). Collins World Atlas; Harper Collins Publishers, London, United Kingdom. 

Colla, J., Buka, S., Harrington, D., & Murphy, J., M . (2006). Depression and modernization: a cross-

cultural study of women. Social Psychiatry and Psychiatric Epidemiology. 41(4), 271-9.  

Dell, K. & Diefenbach , M. A. ( 2008). Current issues and new directions in psychology and health: 

Culture and health psychology. Why health psychologists should care about culture. 

Psychology and Health, 23(4), 387-390. 

Daradkeh, T. K., Ghubash, R., & Abou-Saleh, M. T. (2002). Al-Ain community survey of psychiatric 

morbidity: II. Sex differences in the prevalence of depressive disorders. Journal of Affective 

Disorders, 72, 167-177. 

Douki, S., Nacef, F., Belhadj, A., Bouasker, A., & Ghachem, R. (2003). Violence against women in 

Arab and Islamic countries. Archive of Women’s Mental Health, 6, 165-171. 



196 
Douki, S., Ben Zineb, S.B., Nacef, F., & Halbreich, U. (2007). Women's mental health in the Muslim 

world: cultural, religious and social issues. Journal of Affective Disorders, 102, 177-189. 

Draguns, J.G. (1995). Cultural influences upon psychology: Clinical and practical implications. 

Journal of Social Distress and the Homeless, 4, 79-103. 

Echeburua, E., & Martinez, M. (2006). The Impact of Physical, Psychological, and Sexual Intimate 

Male Partner Violence on Women’s Mental Health: Depressive Symptoms, Posttraumatic 

Stress Disorder, State Anxiety, and Suicide. Journal of Women’s Health, 15, (5) Mary Ann 

Liebert, Inc. 

El-Badri, S. M. (1995). Psychiatry in Libya: eastern region, Psychiatric Bulletin, 19, 48-49. 

Engineer, A. (1996): The Rights of Women in Islam; New Dawn Press, New Delhi, India. 

El-Islam, M. (2008). Arab Culture and Mental Health Care. Transcultural Psychiatry, 45, 671-682.  

Gaines, S. O.,Jr., Marelich, W. D., Bledsoe, K.L., Barajas, L.,Hicks, D., Lyde, M., Rios, D., Garcia, B., 

Farris, K., & Page, M. (1997). Links between Race / Ethnicity and Cultural Values as Mediated 

by Racial / Ethnic Identity and Moderated by Gender. Journal of Personality and Social 

Psychology, 72(6), 1460-1476. 

George, L. K., Blazer, D. G., Hughes, D.C., & Fowler, N. (1989). Social support and the outcome of 

major depression. British Journal of Psychiatry, 154, 478-485. 

Ghareeb, A. G. (2000). Manual of Arabic BDI-II. The author's twenty-five years of evaluation. Alongo 

Press, Cairo inventory, Clinical Psychology Review, 8, 77-100. In Alansari, B. (2005). Beck 

depression inventory (BDI-II) items characteristics among undergraduate students of nineteen 

Islamic countries. Social Behaviour and Personality, 33(7), 675-684. 

Ghassemzadeh, H., Mojtabai, R., Karamghadiri, N., & Ebrahimkhani, N. (2005). Psychometric 

Properties of a Persian-Language Version of the Beck Depression Inventory Second Edition: 

BDI-II-PERSIAN. Depression and Anxiety, 21, 185-192. 

Gilbert, P. (1992). Counselling for Depression. London: Sage Publications Ltd. 



197 
Good, B., & Kleinman, A. (1985). Culture and depression: studies in the anthropology and cross-

cultural psychiatry of affect and disorder. Berkeley: University of California Press. 

Goodwin, G. M. (2008). Editorial. Journal of Psychopharmacology, SAGE. Los Angeles, London, 

New Delhi and Singapore.  

Green, A, R., Betancourt, J, R., & Carillo.  J.E. (2000). Correspondence: The Relation between 

Somatic Symptoms and Depression. The New England Journal of Medicine, 2, 658. 

Guindon, M. H., Sobhany, M. S. (2001). Toward cultural competency in diagnosis. International 

Journal for the Advancement of Counselling, 23, 269-282. 

Fabrega, H. (1996). Cultural and Historical foundations of Psychiatric Diagnosis. In Culture and 

Psychiatric Diagnosis: A DSM -IV Perspective. Mezzich, J. E., Fabrega, H., Kleinman, A., 

Perron, D. L (eds.) American Psychiatric Press, Washington, United States of America. 

Fiske, A. P. (2002). Using individualism and collectivism to compare cultures- A critique of the 

validity and measurement of the constructs: Comment on Oyserman et al. Psychological 

Bulletin, 128(1), 78-88. 

Fry, A. J., & Nguyen,T. (1996). Culture and the Self: Implications for the Perception of Depression by 

Australian and Vietnamese Nursing Students. Journal of Advanced Nursing, 23, 1147-1154. 

Furnham, A., & Malik. R. (1994). Cross-cultural Beliefs about “Depression”. International Journal of 

Social Psychiatry, 40, 106. 

Hadzi-Pavlovic, D. (2009). Power and sample size: I. The success of others is a recipe for your failure. 

Acta Neuropsychiatrica, 21, 202-204. 

Haj-Yahia, M. M. (1999). Wife Abuse and Its Psychological Consequences as Revealed by the First 

Palestinian National Survey on Violence against Women. Journal of Family Psychology, 

13(4), 642-662. 

Haj-Yahia, M. M. (2000). Wife Abuse and Battering in the Sociocultural Context of Arab Society. 

Family Process, 39(2), 237-255. 



198 
Haj-Yahia. M.M. (2003). Beliefs about Wife Beating Among Arab Men from Israel: The Influence of 

Their Patriarchal Ideology. Journal of Family Violence, 18(4), 193-206.  

Haj-Yahia. M. M. (2010). Palestinian Physicians’ Misconceptions About and Approval of Wife 

Abuse.  Journal of Interpersonal Violence, 25(3), 416-442. 

Hamdan, A. (2009). Mental Health Needs of Arab Women. Health Care for Women International, 30, 

593-611. 

Hayes, A M., Harris, M. S & Carver, C. S. (2004). Predictors of Self-Esteem Variability. Cognitive 

Therapy and Research, 28, 3. 

Hetts, J. J., Sakuma, M., & Pelham, B. W. (1999). Two roads to positive regard: Implicit and explicit 

self-evaluation and culture. Journal Experimental Social Psychology, 35, 512-559. 

Hill, A, B., Kemp-Wheeler, S, M., & Jones, S, A., (1986).What does the Beck Depression Inventory 

Measure in Students? Personality and Individual Differences, 7, 39-47. 

Hofstede, G. (1980). Culture’s consequences: International differences in work-related values. Beverly 

Hills, CA: Sage. 

Hofstede, G. (1997). Cultures and Organizations: Software of the Mind Intercultural Cooperation and 

its Importance for Survival (2nd ed.), United States of America: McGraw-Hill Companies.  

Hofstede, G. (2001). Culture’s consequences: Comparing values, behaviors, institutions, and 

organizations across cultures (2nd ed.). Thousand Oaks, CA: Sage. 

Horesh, N  Klomek A B  Apter. A . (2008). Stressful life events and major depressive disorders. 

Psychiatry Research, 160, 192-199. 

Howitt, D., Cramer, D. (2008). Introduction to Research Methods in Psychology (2nd Ed), England: 

Pearson Education Limited.   

Huitema, B, E. (1980). The analysis of covariance and alternatives. Canada, Wiley & Sons, Inc.  

Jacqueline, M. Golding, J. M. (1999). Intimate Partner Violence as a Risk Factor for Mental Disorders: 

A Meta-Analysis, Journal of Family Violence, 14, 2.  



199 
Jadhav, S. (1996).The Cultural Origins Western Depression. International Journal of Social 

Psychiatry. 42, 42-269 

Jo, S. A., Park, M., Jo, I., Ryu, S. H., & Han, C. (2007). Usefulness of Beck Depression Inventory 

(BDI) in the Korean elderly population. International Journal of Geriatric Psychiatry, 22, 218-

223. 

Kalibatseva, Z, T. L., & Leong, F. (2011). Depression among Asian Americans: Review 

andRecommendations for Depression; Research and Treatment. Hindawi Publishing 

Corporation. Article ID 320902, 9 pages. 

Kashima, Y. (2000). Conceptions of Culture and Person for Psychology. Journal of Cross-Cultural 

Psychology, 31, 14-32. 

Keitner, & Miller. (1990). Family functioning and major depression: an overview. American Journal 

of Psychiatry, 149, 1128-1137. 

Kendler, K. S., Thornton, L. M., Gardner, C. O. (2000) .Stressful life events previous episodes in the 

etiology of major depression in women: An evaluation of the “Kindling Hypothesis”. American 

Journal of Psychiatry, 157, 1245-1251.  

Kessler, D., Lloyd, K., Lewis, G., Gray. D. P. (1999).Cross sectional study of symptom attribution and 

recognition of depression and anxiety in primary care. British Medical Journal, 318, 436-439. 

Kessler, D., Lloyd, K., Lewis, G., & Gray, D. P., (1999, 13 February). Cross sectional study of 

symptom attribution and recognition of depression and anxiety in primary care. General 

Practice. Retrieved March 2012 from http://www.bmj.com/content/318/7181/436 

Kirmayer, L. J. (2001). Cultural Variation in the Clinical Presentation of Depression and Anxiety: 

Implications for Diagnosis and Treatment. Journal of Clinical Psychiatry, 62(13), 22-28. 

Kitayama, S. (2002). Culture and Basic Psychological Processes—Toward a System View of Culture: 

Comment on Oyserman et al., (2002). Psychological Bulletin, 128(1), 89-96. 

Kleinman, A. M. (1977) Depression, Somatization and the “New Cross-Cultural Psychiatry”.  Social 

Science and Medicine, 11, 3-10. 



200 
Kleinman, A., & Good, B. (1985): Culture and Depression. California, United States of America: 

University of California Press. 

Lai, D. W. L., & Surood. S. (2008). Predictors of Depression in Aging South Asian Canadians. Journal 

of Cross-Cultural Gerontology, 23, 57-75. 

Laurence J. & Kirmayer, L.J. (2001). Cultural Variations in the Clinical Presentation of Depression 

and Anxiety: Implications for Diagnosis and Treatment. Journal of Clinical Psychiatry, 62(13), 

22-28. 

Lavender, H., Khondoker, A., & Jones, R. (2006). Understanding of depression: an interview study of 

Yoruba, Bangladeshi and White British people. Family Practice, 23, 651-658. 

Lehman,D.R., Chiu, C. Y., & Schaller. M. (2004). Psychology and Culture. Annual Review of 

Psychology, 55, 689-714. 

Leff, J. P. (1973). Culture and the Differentiation of Emotional States. British Journal of Psychiatry, 

123, 299-306. 

Lin, N. Ye, X., & Ensel, W. (1999). Social support and Depressed Mood: A structural Analysis. 

Journal of Health and Social Behavior, 40, 344-359. 

Littelwood, R. (1992). Current themes DSM-IV and culture: is the classification internationally valid? 

Psychiatric Bulletin, 16, 257-261. 

Lu, A., Bond, M. H., Friedman, M., & Chan, C. (2010).Understanding Cultural Influences on 

Depression by Analyzing a Measure of Its Constituent Symptoms. International Journal of 

Psychological Studies, 2(1), 55-70. 

Luxton, D., & Wenzlaff. R. (2005): Self-esteem uncertainty and depression vulnerability. Cognition & 

Emotion, 19(4), 611-622. 

Markus, H. R., & Kitayama, S. (1991). Culture and the self: Implication for cognition, emotion, and 

motivations. Psychological Review, 98, 224-253. 



201 
Marsella, A.J. (1980). Depressive Experience and Disorder across Cultures, in Handbook of Cross-

Cultural Psychology: Psychopathology, H. Triandis & J. Draguns, Eds. 1980,Volume ( 6) 

Allyn and Bacon, INC,: p. 237-289. 

Martin, C. L., Ruble, D. N., & Szkrybalo. J. (2002). Cognitive Theories of Early Gender 

Development, Psychiatric Bulletin, 128(6), 903-933.  

McQueen, R. A., & Knussen, C. (2006). Introduction to Research Methods and Statistics in 

Psychology. England, Essex: Person Education.  

Moore, R.G. (1987). Cognitive processing of social support in depression. Unpublished Ph.D. thesis, 

Cambridge, U.K. 

Moskvina, V., Farmer, A., Jones, I. R., Brewster, S., Ferrero, F., Gill, M., Jones, L. A., Maier, W., 

Mors, O., Owen, M. J., Perry,J., Preisig, M., Rietschel, M., McGuffin, P., Craddock, N., & 

Korszun, A. (2008). Sex Differences in Symptom Patterns of Recurrent Major Depression in 

Siblings. Depression and Anxiety, 25(6), 527-534.  

Morrissey, P., Callaghan. M. (1993). Social support and health: a review. Journal of Advanced 

Nursing, 18, 203-210. 

Nasser, E. H., & Overholser, J. C. (2005). Recovery from major depression: the role of support from 

family, friends, and spiritual beliefs. Acta Psychiatrica Scandinavica, 111, 125-132.  

Nolen-Hoeksema, S. (1987). Sex Differences in Unipolar Depression: Evidence and Theory. 

Psychological Bulletin, 101(2), 259-282. 

Nolen-Hoeksema, S. (2000). Further Evidence for the Role of Psychosocial Factors in    Depression 

Chronicity. Clinical Psychology Science and Practice, 7, 224-227. 

Nolen-Hoeksema, S. (2001). Gender Differences in Depression. American Psychological Society, 

10(5), 173-176. 

Nolen-Hoeksema, S. (2002). Gender Differences in Depression. Pp 492-509. In Handbook of 

Depression. Gotlib, I., Hammen, C, L. Guilford Press, New York, London. 



202 
Nolen-Hoeksema, S., Wisco, B.E., & Lyubomirsky, S. (2008).Rethinking Rumination. Perspectives 

on Psychological Science, 3(5), 400-424.  

Nolen-Hoeksema, S., Larson, J., & Grayson, C. (1999). Explaining the gender difference in depressive 

symptoms. Journal of Personality and Social Psychology, 77, 1061-1072. 

Nolen-Hoeksema, S., Morrow, J., & Fredrickson, B.L. (1993). Response styles and the duration of 

episodes of depressed mood. Journal of Abnormal Psychology, 102, 20-28. 

Nuevo, R., Dunn, G., Dowrick, C., Vázquez-Barquero, J, L., Casey, P., Dalgard, O, S., Lehtinen, V., & 

Ayuso-Mateos, J. L. (2009). Cross-cultural equivalence of the Beck Depression Inventory: A 

five-country analysis from the ODIN study. Journal of Affective Disorders, 114, 156-162. 

Nunnally, J, C., & Bernstein, I., H. (1994). Psychometric Theory; 3th Edition, United States of 

America, Mc Graw-Hill, Inc. 

Okasha, A. (2003). Mental health services in the Arab world. Arab Studies Quarterly, 25(4), 39-52. 

Okasha, A., Karam, E., Okasha, T. (2012). Mental health services in the Arab world, mental health 

policy paper, World Psychiatry, 11, 52-54. 

Okulate, G. T., Olayinka, M. O., & Jones, O. B. E. (2007). Somatic symptoms in depression: 

evaluation of their diagnostic weight in an African setting. British Journal of Psychiatry, 184, 

422-427. 

Oliver, J.M., & Simmons, M.E. (1984). Depression as measured by the DSM-II and the Beck 

Depression Inventory in an unselected adult population. Journal of Consulting and Clinical 

Psychology, 52, 892-898. 

Orth, U., Robins, R. W., Trzesniewski, K. H., Maes, J., & Schmitt , M. (2009). Low Self-Esteem Is a 

Risk Factor for Depressive Symptoms From Young Adulthood to Old Age. Journal of 

Abnormal Psychology, 118(3), 472-478. 

Oyserman, D., Coon, H, M., & Kemmelmeier, M. (2002). Rethinking individualism and collectivism: 

Evaluation of theoretical assumptions and meta-analyses. Psychological Bulletin, 128, 3-73. 



203 
Oyserman, D., & Lee, S. W. (2008). Does culture influence what and how we think? Effects of 

priming individualism and collectivism. Psychological Bulletin, 134, 311-342. 

Parker, G., Cheah Y. C., &. Roy. K. (2001). Do the Chinese somatize depression? A cross cultural 

study. Social Psychiatry and Psychiatric Epidemiology,  36(6), 287-293. 

Parker, G., Cheah, C., Roy. K. (2001). Do the Chinese somatize depression? A cross-cultural study. 

Social Psychiatry and Psychiatric Epidemiology, 36, 287-293.  

Parker, G., & Heather, B. (2010). Gender differences in depression. International Review of 

Psychiatry, 22(5), 429-436. 

Piccinelli, M., Wilkinson, G. (2000). Gender differences in depression-critical review. British Journal 

of Psychiatry, 177, 486-492. 

Pico-Alfonso, M. A., Garcia-Linares, I., Celda-Navarro, N., Blasco-Ros, C., Echeburúa E, Martinez 

M. (2006) The impact of physical, psychological, and sexual intimate male partner violence on 

women's mental health: depressive symptoms, posttraumatic stress disorder, state anxiety, and 

suicide. Journal of Women’s Health, 15(5), 599-611. 

Pornoppodol, C. (2000). Correspondence: The Relation between Somatic Symptoms and Depression. 

The New England Journal of Medicine, 342(9), 658-659.  

Porter, M, E., & Yergin, D. (2006). National Economic Strategy/ an Assessment of the Competitiveness 

of the Libyan Arab Jamahiriya. United Kingdom, CERA. 

Quilty, L. C., Zhang, K. A., & Bagby. R. M. (2010). The Latent Symptom Structure of the Beck 

Depression Inventory-II in Outpatients with Major Depression. Psychological Assessment, 

22(3), 603-608. 

Rong, Y., Luscombe, G, M., Davenport, T, A., Huang, Y., Glozier, N., & Hickie, I, B. (2009). 

Recognition and treatment of depression: A comparison of Australian and Chinese medical 

students. Social Psychiatry and Psychiatric Epidemiology, 44, 636-642. 

Rosenberg, M. (1989). Society and the Adolescent Self-Image. Middletown, CT: Wesleyan University 

Press. 



204 
Rosenberg, M. (1979). Conceiving the Self. New York: Basic Books. 

Rosenberg, M. (1965). The Rosenberg Self Esteem Scale. The Morris Rosenberg Foundation, 

Department of Sociology. University of Maryland. Accessed online at 

http://www.bsos.umd.edu/socy/research/rosenberg.htm 11/07/2012. 

Ryder, A. G., Yang, J., Zhu, X., Yao, S., Yi, J., Heine, S. J., & Bagby, R. (2008). The Cultural Shaping 

of Depression: Somatic Symptoms in China, Psychological Symptoms in North America?. 

Journal of Abnormal Psychology, 117, 300-313. 

Sanz, J., Garcia-Vera, M., Espinsa, R., Fortun, M., & Vazquez, C. (2005). Spanish adaptation of the 

Beck Depression Inventory-II (BDI-II): 3. Psychometric features in patients with psychological 

disorders. Clinical and health, 16, 121-142. 

Sarason, I.G., Sarason B.R. & Lindner, K.C.. (1983). Assessed and experimentally provided social 

support (Technical Report). Seattle, University of Washington, Department of Psychology.  

Sayed, M. A. (2003). Conceptualization of mental illness within Arab cultures: Meeting challenges in 

cross-cultural settings. Social Behavior and Personality, 31(4), 333-342. 

Schieffelin, E. L. (1985) the cultural analysis of depression affect: an example from New Guinea. In A. 

Kleinman & B. Good (Eds.), Culture and depression: studies in the anthropology and cross-

cultural psychiatry of affect and disorder, pp. 101–133. Berkeley: University of California 

Press. 

Schwartz, R, D. (1971). Operational Techniques of a factor Analysis Model. The American 

Statistician, 25, 38-42. 

Scott, B. (2006). Negative self-schemata in depression: the role of automatic self-evaluation. 

Unpublished Ph.D thesis, University of Southampton. 

Scott, G., Ciarrochi , J., & Deane, F.P. (2004). Disadvantages of being an individualist in an 

individualistic culture: Idiocentrism, emotional competence, stress, and mental health. 

Australian Psychologist, 39(2), 143-153. 

Selim, N. (2010). Cultural dimensions of depression in Bangladesh: a qualitative study in two villages 

of Matlab. Journal of Health, Population, and Nutrition, 28(1), 95-106. 



205 
Simon, G., Goldberg, D., Van Koff, M., & Üstün, B. (2002).Understanding cross national differences 

in depression prevalence. Psychological Medicine, 32, 585-94. 

Simon, G. E., Vonkorff, M., Piccinelli. M., Fullerton. C., and Ormel, J. (1999). An International Study 

of the Relation between Somatic Symptoms and Depression. The New England Journal of 

Medicine, 341(18) 1329-1335. 

Simon, G, E & VonKorff. M. (2000). Correspondence: The Relation between Somatic Symptoms and 

Depression. The New England Journal of Medicine, 342(9), 659. 

Singleton, N., Bumpstead, R., O’Brien, M., Lee, M., & Meltzer, H. (2001). Psychiatric morbidity 

among adults living in private households 2000. U.K: HMSO. 

Smith, J.A. (1995). Semi-structured interviewing and qualitative analysis. In Smith, J.A. Harre, R. & 

Langenhove, L. V. (Eds.) Rethinking methods in psychology. London: Sage (pp. 9-26). 

Smith, J.A., Flowers, P., & Larkin, M. (2009). Interpretative Phenomenological Analysis. London: 

Sage. 

Smith, P. S., Bond, M. H., & Kagitcibasi, C. (2006). Understanding social psychology across cultures, 

London: Sage Publications. 

Steer, R.A., Beck, A.T., & Garrison, B. (1985). Applications of the Beck Depression, (pp. 121-142). 

New York, NY: Springer-Verlag. In Beck, A & Steer, R. (1993). 

Steptoe, A., Tsuda, A., Tanaka, Y., & Wardle. J. (2007). Depressive Symptoms, Socio-Economic 

Background, Sense of Control, and Cultural Factors in University Students from 23 Countries. 

International Journal of Behavioral Medicine Copyright, 14(2), 97-107. 

Sulaiman, S. O., Bhugra, D., & Silva. D. (2001). Perceptions of Depression in a Community Sample 

in Dubai, Transcultural Psychiatry, 38, 201-218. 

Taras, V., Steel, P., & Kirkman, B. L. (2012). Improving national cultural indices using a longitudinal 

meta-analysis of Hofstede’s dimensions. Journal of World Business, 47, 329-341.  

Thakker, J., & Ward, T. (1998). Culture and Classification: The Cross-Cultural Application of the 

DSM-IV. Clinical Psychology Review, 18(5), 501-529. 



206 
Thakker, J., Ward, T., & Strongman,T. (1999). Mental Disorder and Cross-Cultural Psychology: A 

Constructivist Perspective. Clinical Psychology Review, 19(7), 843-874. 

Thombs, et al., (2010) British Journal of Psychiatry, 197, 61-66. 

Thyer, B., Myers. L. (2006). Social Learning Theory: An Empirically-Based Approach to 

Understanding Human Behavior in the Social Environment. Journal of Human Behavior in the 

Social Environment, 1(1), 33-52. 

Triandis, H. C. (1989). The self and social behavior in differing cultural contexts. Psychological 

Review. 96, 506-20. 

Triandis, H. C. (1996). The psychological measurement of cultural syndromes. American 

Psychologist, 51, 407-415. 

Triandis, H. C. (2004). The many dimensions of culture. Academy of Management Executive, 18(1), 

88-93. 

 Triandis, H. C., Leung, K., Villareal, M. J., & Clack, F. L. (1985). Allocentric versus idiocentric 

tendencies: Convergent and discriminant validation. Journal of Research in Personality, 19, 

395-415. 

Tylee, A., Gandhi. P. (2005). The Important of Somatic Symptoms in Depression in Primary Care. 

Journal of Clinical Psychiatry, Primary Care Companion, 7, 167-176.  

Ulusahin, A., Basoglu, M., & Paykel, E. S. (1994). A cross-cultural comparative study of depressive 

symptoms in British and Turkish clinical samples. Social Psychiatry and Psychiatric 

Epidemiology, 29, 31-39. 

Vanheule, S., Desmet, M., Groenvynck, H., Rosseel, Y., & Fontaine, J. (2008). The factor structure of 

the Beck Depression Inventory-II: An evaluation. Assessment, 15, 177-187. 

Veerman, J. L., Dowrick, C., Ayuso-Mateos, J. L., Dunn, G., & Barendregt, J. J. (2009). Population 

prevalence of depression and mean Beck Depression Inventory score. British Journal of 

Psychiatry, 195, 516-519. 



207 
Velde, S. V., Bracke, P., Levecque, K., & Meuleman. B. (2010). Gender differences in depression in 25 

European countries after eliminating measurement bias in the CES-D 8. Social Science 

Research, 39, 396-404.  

Wang, J. F. (2004). The relationships between familial and psycho-social variables and depressive 

symptoms in university students in Taiwan and Northern Ireland. Unpublished Ph.D thesis, 

University of Ulster. 

Weissman, M. M., Bland, R. C., Canino, G. J., Faravelli, C. Greenwald, S. Hwu, H. –G., Joyce, P. R., 

Karam, E. G., Lee, C. K., Lellouch, J., Lepine, J.-P., Newman, S. C., Rubio-Stipec, M., Wells, 

E., Wickramaratne, P. J., Wittchen, H.-U., & Yeh. E.-K. (1996). Cross-national epidemiology 

of major depression and bipolar disorder. Journal of the American Medical Association, 276, 

293-299. 

Ward, L. C. (2006). Comparison of Factor Structure Models for the Beck Depression Inventory—II. 

Psychological Assessment, 18(1), 81-88.  

West, J. (1985). An Arabic Validation of a Depression Inventory. International Journal of Social 

Psychiatry, 31-282. 

Winkler, D., Pjrek, E., Heiden, A., Wiesegger, G., Klein, N., Konstantinidis, A., Kasper. S. (2004). 

Gender differences in the psychopathology of depressed inpatients. European Archives of 

Psychiatry and Clinical Neuroscience, 254, 209-214. 

World Health Organization (WHO) (1984). WHO definition of Health. Retrieved January 1, 2011, 

from http://www.who.int/about/definition/en/print.html 

World Bank. (1993). World Development Report 1993: investing In Health. New York: Oxford 

University Press. 

World Health Organization, (2000). Women's Mental Health: An Evidence Based-Review. WHO, 

Geneva, Retrieved January 1, 2011, from 

http://whqlibdoc.who.int/hq/2000/WHO_MSD_MDP_00.1.pdf 



208 
World Health Organization. (2002). World Report on Violence and Health; World Health Report, 

WHO, Geneva. Retrieved March 5, 2011, from 

http://www.who.int/violence_injury_prevention/violence/world_report/en/summary_en.pdf 

World Health Organization. (2005). Mental health ATLAS, Libyan Arab Jamahiriya. Retrieved 

January 20, 2011, from 

http://apps.who.int/globalatlas/predefinedReports/MentalHealth/Files/LY_Mental_Health_Prof

ile.pdf 

World Health Organization. (2006). Mental health in the Eastern Mediterranean Region. Reaching the 

unreached. Cairo: WHO Regional office of the Eastern Mediterranean. Retrieved March 19, 

2011, from http://applications.emro.who.int/dsaf/dsa702.pdf 

Yardley, L. (2000). Dilemmas in qualitative health research. Psychology and Health, 15, 215-228. 

You, S., & Conner, K. R. (2009) Stressful Life Events and Depressive Symptoms Influences of 

Gender, Event Severity, and depression History. Journal of Nervous and Mental Disease, 

197(11), 829-833. 

Yu, S. C., & Yu, M, N. (2007). Fuzzy Partial Credit Scaling: a Valid Approach for Scoring the Beck 

Depression Inventory. Social Behavior and Personality, 35(9), 1163-1172. 

Zimet, G. D., Dahlem, N. W., Zimet, S. G., & Farley, G. K. (1988). The Multidimensional Scale of 

Perceived Social Support. Journal of Personality Assessment, 52, 30-41. 

 
 
 
 
  



209 
Appendices 

 

Appendix 1 

 

Ethical Approval Form for study 1 
 

EXPEDITED REVIEW Checklist, School Of Social Sciences, Brunel University 

 

Effective 1 October 2007 
 
This checklist, based on the Research Ethics Review Checklist from the ESRC Research Ethics Framework, was designed to help 
determine the level of risk of harm to participants’ welfare entailed in a proposed study within the School of Social Sciences at Brunel 
University.  
 
This checklist should be completed for every empirical research project in the School by students and staff (see note below regarding 
staff funding applications), that involves human participants. It is used to identify whether a full application for ethics approval needs to 
be submitted. If a full application is required, then the University Research Ethics Committee’s full Application Form for Research 

Ethics Approval must be used. A Word version of the full Application Form for Research Ethics Approval can be downloaded from: 
http://intranet.brunel.ac.uk/registry/minutes/researchethics/home.shtml. 
  
Before completing this form, please refer to the university General Ethical Guidelines and Procedures, as well as the Code of Research 
Ethics (both documents can be downloaded from http://intranet.brunel.ac.uk/registry/minutes/researchethics/home.shtml). The principal 
investigator at Brunel University (and, when the student is the principal investigator, the student’s immediate supervisor at Brunel 
University) is responsible for exercising appropriate professional judgement in this review.  
 
This checklist must be completed and approved before potential participants are approached to take part in any research.  
 
Having completed this form, it is possible that we may need further information from you, and in some instances you may be required to 
submit your plans for addressing the ethical issues raised by your proposal using the University Research Ethics Committee’s full 
Application Form. This does not mean that you cannot do the research, only that your proposal may need to be considered further and 
approved by the School Research Ethics Committee. Please note that answering 'Yes' or ‘No’ to any of questions does not in itself give 
rise to the possibility of having to provide a fuller description.  
 
If you answered ‘Yes’ to question 11, and the research falls outside of NHS audit procedures, then you will have to submit an 
application to the appropriate external health authority ethics committee after you have received provisional approval from the School 
Research Ethics committee (please see instructions on School Ethics webpage).  
 
It is your responsibility to follow the Code of Research Ethics, developed by the University Research Ethics Committee, as well as any 
relevant academic or professional guidelines in the conduct of your study. This includes providing appropriate documentation, and 
ensuring confidentiality in the storage and use of data. Any significant change in the question, design or conduct over the course of the 
research should be notified to the School Research Ethics Officer and may require a new application for ethics approval.  
 
Assessed work requiring research ethics approval 
Undergraduate and Masters students must retain a copy of the approved form and submit it with their research report or dissertation 
(bound in the Appendix); MPhil/PhD students must retain a copy of the form and submit it to the Research Degrees Board with their 
application for Registration. For class exercises, lecturers who have set research projects on behalf of the students will be responsible for 
obtaining ethics approval; in such instances, students must enclose a copy of their lecturers’ approved ethics forms with their work. All 
undergraduate and postgraduate work that is submitted without an approved ethics form may be subject to penalties; students must 
consult the appropriate module convenors for penalties regarding failure to submit approved ethics forms as part of research-based work 
in specific modules.  
 
Staff research 
Please note that all members of staff who are the primary researchers at Brunel University, whether collecting data with or without the 
aid of students, must submit ethics forms to the School Research Ethics Committee. If the ethics submission relates to staff research for 
which an application to an external funding agency will be/has been made, then please complete and submit the full University ethics 
submission form (see notes on School Ethics Webpage). 
 

Submission instructions 

Please submit two copies of this form completed and signed, to Devinder Saggi via the drop box outside MJ157 for review. 
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Appendix 2 

 

 

 

Socio Demographic Data Sheet 
 
1. Sex:                � Male         � Female 
 
2. Age:     � 18-30   � 31-40     � 41-50       � 51-60   � Over 61 
 

3. Religion:            �Believer   Please state………….     � Non Believer 

 
4. Marital Status:        � Single        � with Spouse 
 
5. Social Economic:     � High      � Middle      � Low 
 
6. Educational Level:    � High      � Middle      � Low 
 
7. Occupation……………………………… 
 
8. How long have you been in Britain?   ……………… 
 
9. Ethnic background…………………….. 
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Appendix 3 

 
Beck Depression Inventory 
 
Instruction:  
 
This questionnaire consists of 21 groups of statements. Please read each group of statements carefully, 
and then pick out the one statement in each group that best describes the way you have been feeling 
during the past two weeks, including today. Circle the number beside the statement you have picked. 
If several statements in the group seem to apply equally well, circle the highest number for that group. 
Be sure that you do not choose more than one statement for any group, including Item 16 (Changes in 
Sleeping Pattern) or Item 18 (Changes in Appetite). 
 
 
 

No.      Statement 
1 

Sadness 
0  I do not feel sad. 
1  I feel sad much of the time. 
2  I am sad all the time. 
3  I am so sad or unhappy that I can’t stand it 

2 
Pessimism 

0  I am not discouraged about my future. 
1  I feel more discouraged about my future than I used to be. 
2  I do not expect things to work out for me. 
3  I feel my future is hopeless and will only get worse. 

3 
Past failure 

0  I do not feel like a failure. 
1  I have failed more than I should have. 
2  As I look back, I see a lot of failures. 
3  I feel I am total failure as a person. 

4  
Loss of pleasure 

 

0  I get as much pleasure as I ever did from the things I enjoy. 
1  I don’t enjoy things as much as I used to. 
2  I get very little pleasure from the things I used to enjoy. 
3  I can’t get any pleasure from the things I used to enjoy. 

5 
Guilty feeling 

0  I don’t feel particularly guilty. 
1  I feel guilty over many things I have done or should have done. 
2  I feel quite guilty most of the time. 
3  I feel guilty all of the time. 

6 
Punishment feeling 

0  I don’t feel I am being punished. 
1  I feel I may be punished. 
2  I expect to be punished. 
3  I feel I am being punished. 

No.  Statement 
7 

Self-dislike 
0  I feel the same about myself as ever. 
1  I have lost confidence in myself. 
2  I am disappointed in myself. 
3  I dislike myself. 

8 
Self-criticalness 

0  I don’t criticize or blame myself more than usual. 
1  I am more critical of myself than I used to be. 
2  I criticize myself for all of my faults. 
3  I blame myself for everything bad that happens. 

9 
Suicidal thoughts 

or wishes 

0  I don’t have any thoughts of killing myself. 
1  I have thoughts of killing myself, but I would not carry them out. 
2  I would like to kill myself. 
3  I would kill myself if I had the chance. 
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10 

Crying 
0  I don’t cry anymore than I used to. 
1  I cry more than I used to. 
2  I cry every little thing. 
3  I feel like crying, but I can’t. 

11 
Agitation 

0  I am no more restless or wound than usual. 
1  I feel more restless or wound up than usual. 
2  I am so restless or agitated that it’s hard to stay still. 
3  I am so restless or agitated that I have to keep moving or doing 

something. 
12 

Loss of interest 
0  I have not lost interest in other people or activities. 
1  I am less interested in other people or things than before. 
2  I have lost most of my interest in other people or things. 
3  It’s hard to get interested in anything. 

13 
Indecisiveness 

0  I make decisions about as well as ever. 
1  I find it more difficult to make decisions than usual. 
2  I have much greater difficulty in making decisions than I used to. 
3  I have trouble making any decisions. 

14 
Worthlessness 

0  I do not feel I am worthless. 
1  I don’t consider myself as worthwhile and useful as I used to. 
2  I feel more worthless as compared to other people. 
3  I feel utterly worthless. 

15 
Loss of energy 

0  I have as much energy as ever. 
1  I have less energy than I used to have. 
2  I don’t have enough energy to do very much. 
3  I don’t have enough energy to do anything. 

16 
Change in sleeping 

pattern 

0  I have not experienced any change in my sleeping pattern. 
1  
 

a- I sleep somewhat more than usual. 
b- I sleep somewhat less than usual. 

2  
 

a- I sleep a lot more than usual. 
b- I sleep a lot less than usual. 

3  
 

a- I sleep most of the day. 
b- I wake up 1-2 hours early and can’t get back to sleep. 

17 
Irritability 

0  I am no more irritable than usual. 
1  I am more irritable than usual. 
2  I am much more irritable than usual. 
3  I am irritable all the time.  

No.  Statement 
18 

Changes in 
appetite 

0  I have not experienced any change in my appetite. 
1  a- My appetite is somewhat less than usual. 

b- My appetite is somewhat greater than usual. 
2  a- My appetite is much less than before. 

b- My appetite is much greater than usual. 
3  a- I have no appetite at all. 

b- I crave food all the time. 
19 

Concentration 
0  I can concentrate as well as ever. 
1  I can’t concentrate as well as usual. 

difficulty 2  It’s hard to keep my mind on anything for very long. 
3  It find I can’t concentrate on anything. 

20 
Tiredness or 

fatigue 

0  I am no more tired or fatigued than usual. 
1  I get more tired or fatigued to do a lot of the things I used to do. 
2  I am too tired or fatigued to do a lot of the things I used to do. 
3  I am too tired or fatigued to do most of the things I used to do. 
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21 

Loss of interest in 
sex 

0  I have not noticed any recent change in my interest in sex. 
1  I am less interested in sex than I used to be. 
2  I am much less interested in sex now. 
3  I have lost interest in sex completely. 
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Appendix 4 

 
The Individualism, Collectivism, and Familism Scales 

 
Instructions:  
 
    Below is a list of statements dealing with your general feelings about yourself.  
 

- If you strongly disagree, tick SD.  

- If you disagree, tick D. 

- If you are neutral, tick N.  

- If you agree, tick A. 

- If you strongly agree, tick SA. 

 
No Statement: SD D N A SA 

1 I am not to blame for other’s misfortunes.      

2 I feel that I am the master of my own fate.      

3 
I really feel that the “pull-yourself-up-by-bootstraps” 
philosophy makes a lot of sense.      

4 
These days, the only person you can depend upon is 
yourself.      

5 
I take great pride in accomplishing what no one else 
can accomplish.      

6 I actively resist other people’s efforts to mould me.      

7 
Before I can feel comfortable with anyone else, I 
must feel comfortable with myself.      

8 I place personal freedom above all other values.      

9 
I know myself better than anyone else possibly could 
know me.      

10 I see nothing wrong with self-promotion. 
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No Statement: SD D N A SA 

1 
I don’t feel that I am a success unless I’ve helped 
other succeed as well. 

     

2 
I want the opportunity to give back to my 

community.      

3 
I’m the type of person who lends a helping hand 
whenever possible. 

     

4 I consider myself a team player.      

5 
My major mission in life is striving for social justice 

for all.      

6 
My heart reaches out to those who are less fortunate 
than myself. 

     

7 
If another person can learn from my mistakes, I’m 
willing to share my ups and downs with that person 
so that he or she can do better. 

     

8 It feels great to know that others can count on me.      

9 
I have an important role to play in bringing together 
the people of the world. 

     

10 
I believe in the motto, “united We Stand, Divided 
We Fall.” 

     

 
 
 

No Statement SD D N A SA 

1 
When it comes to social responsibility, blood really 
is thicker than water. 

     

2 My family always is there for me in times of need.      

3 I owe it to my parents to do well in life.      

4 I know that my family has my best interests in mind.      

5 I cherish the time that I spend with relatives.      

6 
I will do all that I can to keep alive the traditions 
passed on to me by my parents and grandparents. 

     

7 
Even when I’m far away from home, my family ties 
keep me feeling safe and secure. 

     

8 
To this day, my parents’ teachings serve as my best 
guide to behaviour. 

     

9 
In my opinion, the family is the most important 
social institution of all. 

     

10 I cannot imagine what I would do without my family.      
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The Multidimensional Scale of Perceived Social Support 

 
Instructions:  
 
    Below is a list of statements dealing with your general feelings about yourself.  
 
   -   If you are very strongly disagree, tick VSD. 

- If you are strongly disagree, tick SD.  
- If you are disagree, tick D. 
- If you are neutral, tick N.  
- If you are agree, tick A. 
- If you are strongly agreed, tick SA.  
- If you are very strongly agreed, tick VSA.                          
             

 
VS

A 

S

A A N D 

S

D 

VS

D Statement: No 

       

There is a special person who is around when 

I am in need. 1 

       

There is a special person with whom I can 

share my joys and sorrows. 2 

       My family really tries to help me. 3 

       

I get the emotional help and support I need 

from my family. 4 

       

I have a special person who is real source of 

comfort to me.  
5 

       My friends really try to help me. 6 

       

I can count on my friends when things go 

wrong. 7 

       I can talk about my problems with my family. 8 

       

I have friends with whom I can share my joys 

and sorrows. 9 

 
  

    
There is a special person in my life who cares 

about my feelings. 10 

 
  

    
My family is willing to help me make 

decisions. 11 

 
  

    
I can talk about my problems with my 

friends. 12 
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The Rosenberg Self-Esteem Scale 

 
Instructions:  
 
    Below is a list of statements dealing with your general feelings about yourself.  

 

- If you strongly agree, circle SA.  

- If you agree, circle A.  

- If you disagree, circle D.  

- If you strongly disagree, circle SA.  

 
 

No Statement: SA A D SD 

1  On the whole, I am satisfied with myself.      

2  At times, I think I am no good at all.      

3 I feel that I have a number of good qualities.      

4 I am able to do things as well as most other people.      

5  I feel I do not have much to be proud of.      

6  I certainly feel useless at times.      

7  I feel that I’m a person of worth, at least on an equal plane with others.      

8  I wish I could have more respect for myself.      

9  All in all, I am inclined to feel that I am a failure.      

10  I take a positive attitude toward myself.      
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Appendix 7 

 
Socio Demographic Data for Arabic Version 
 
 

 
 

��� ا�������� 
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 ���0�    89*3�� :;�'�            �   �. <�       :ا�@��> ا?<�3�د

 ���0�    89*3�� :;�'�            �       :ا���
	�� ا����وى. 5   

A,ا�<':    ..................................................................  

 

 

 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
  



222 
Appendix 8 

 

Beck Depression Inventory (Arabic Version)  

 

 ا��4-3,�ت:
�$أ % K� <0*,(�H,I3J21  H ھFه ا�*ر<> J ء أن�N$رات، ا��P-ا� H� Q0*,(� ةSTرة وا�P0 <0*,(� K% H� ر�3Uا VW ،<��'-X رات�P-ا�

�رة P-ار ا�*N V>$ل ا�*T ذ�\ ا��*م. 67 دا5$ة �+ �,X H�$�U]ا H�0*P9]ل ا^U �AX $-�J �3ا� <���> أ+KI ا�_$�$_X `�J �3وا�
67 ،<��وa3� <��$_X \�40 bP_'J رات�P-),*0> ا��رة +� �P0 H� $!%ا �\ أSX *و� .�AJ$3Uه  ا��3 اFھ �+ V>ر $P%ل أ*T دا5$ة

 V>ذ�\ ا�,),*0> ر �+ �,X <0*,(� رة +� أي�P0 H� $!%ر أ�3�J ? \"أ S%dJأو ا�,),*0>  16ا�,),*0> و (ات +� ",8 ا�'*م$�fJ)18 
.(<�Aات +� ",8 ا��$�fJ) 

 
 
 

        )0(  

�رة ا�$<V ا�,)�لP-ا� 
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��@/ن. 0X $-hا ? 
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2 .k>*ط*ل ا� H�/T � أ"
3 .�A4,@J 6�_39أ ? QNرS� S�-9 $�j أو H�/T � أ"

2 
 ا�
	�ؤم

0 .�4P�3a,X b4-3� � �J V;3$ ھ,�3 +�,
� اS30ت. 1,� $P%أ Q��$_X �4P�3a,X b4-3� �,�+ <,A3*ر ا�;X $-hأ 
2 .�� <Pa'��X S�N Km�X *ر�ا[ $�aJ 6 أن>*Jأ ? 
3  �'"dX $-hداد 9*ءا.أ/�3�KP وا"Q 9*ف a,ا� �+ �� K�أ ?  

3 
���
 ا��	� ا�

0 .Kh�+ o�h �'"dX $-hأ ? 
1 .�fP'� ��k4�+ S أ%!$ �,� 
2 K�;ا� H� $�!mت إ�  ا�*راء أرى ا�$r" �,4%.  
3 .���,J Kh�+ o�h �'"dX $-hأ 

4 

���ان 

�ع�
 ا��

0 .KP> H� �AX �0��ء X';� ا3,39�h]�X 63,39ا 
1 .Q�40 تS30ي اFر ا�S��ء X';� ا��hdX 63,39ا ? 
�. اS>  40 K�Tر <SN K�4ا 2AX ع��ء ا��3 اS30ت ا?3,39�h]ا H� ع��H ا?3,39  
�ء 3�h]ا H� ع��. ? أ39_�6 ا�@�*ل 40  أي ا3,39AX ع�ا��3 اS30ت ا?3,39  

5 

�� ا��� �	�
 ($#"�! ا� ���)

0  i�"dJ) VWt�X $-hأ ?.($�,Iا�  
1  �AX أن أ<*م i(��ء %�ن �hأو أ �AX k,> �3ء ا���h]ا H� S�S-ا� H0 $�,Iا� i�"d3X $-hا

.�AX V>أ Vو� 
2 .k>*ا� i4jأ ($�,Iا� i�"dJ) VWt�X $-hأ 
3 .k>*ط*ل ا� ($�,Iا� i�"dJ) VWt�X $-hأ 

6 

�� ا�'��ب�	� 
�ب. 0�0  40 6�� Q"dX $-hأ ? 
1 �,Xر Q"dX $-hب. ا���6 �40 ا�-�  
�ب. 2�0 �40 6�� أJ*<6 أن 
�ب. 3�0 �40 6�� Q"dX $-hأ 

7 

��م *! ا�(ات 
� ھ*. 0,% �a;" *@" ري*-h 
ا�!�> +� ";�a. ���ت 1  
2 .�a;" �+ �5�Nب ر�U 
3 .�a;" iTا ? 

8 

 "�� ا�(ات
 ? أ"�S أو أ�*م ";�a أ%!$ �H ا�,-3�د. 0
1  �اS30ت.أ"��a;" S أ%!$ �,  
2 .�5�_Uأ K%  40 �a;" S� أ"
3 .Qu�9 ء��hأ H� ثS@� �� K%  40 �a;" أ�*م 

9 
ا/�.�ر أو 
ا���01ت 
 ا�"
��ر23

�ر �^"3@�ر. 0m+ي أي أS� ��� 
1 .��,F�;'J �''mھ ? Hm� ر��ر �^"3@m+ي أS� 
 أر�S أن ا"3@$. 2
3 .<w$;ا� �� k@,9 *� $@3"ا S> 

10 

 ا�0.�ء
ا�mX أ%!$ �,� اS30ت.?  0  
 أ�mX أ%!$ �,� اS30ت. 1
2 .8�aX ء�h أي H� $!%أ �mXأ 
3 �_3aJأ ? �'mء و��mPا� �+ <Pj$��X $-h6أ.  

11 

 5�6
ا�
� أو ا39!�رة H0 ا�,-3�د. 0(�AJ $!%أ ka� 
��x�A3 وا?39!�رة ا%!$ �H ا�,-3�د. 1X $-hأ 
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�ء SXون T$%>.اھ3�ج وا39!�ر �SرN> أ"Q  2 وا��
�8رة�P�40 ا� i-ا�� H�  

3 .� اھ3�ج أو ا39!�ر �SرSJ <N+-'� �4@$%> أو +-�h Kء �
12 

 ���ان ا�ھ
��م
0 .<_�"]�X أو H�$Uy�X م� �V ا+�S ا?ھ3,
1 .KP> H� K>ر ا*�]�X أو H�$Uy�X V3اھ 
�H وا[�*ر ا[U$ى. 2$Uy�X ����Sت اi4j اھ3,+ 
3  V3أن اھ i-ا�� H�.ء�h يdX  

13 

 ا�
�دد
�ء�J ا�,-3�دة. 0;% �;'X ارات$� اF�J ا�
�ذ ا��$ارات. 1�Jد +� ا� أX*-w SN> ا%!$ �H ا�,-3
�ذ ا��$ارات. 2�Jت +� اS30ا �,� $�!mX $!%ا <X*-w يS� 
�ذ أي <$ارات. 3�Jا Q4m�� يS� 

14 

 ا"'�ام ا����2
0 .<,���V ا�S0 �'"dX $-hا ? 
1 �a;" $P30ت أن أ%*ن. ? أS30ا �ذو <�,Q وذو ";6 %,  
2 .H�$Uy�X <"ر��,��X <,���V ا�S0 �'"dX $-hا 
3 .���,J <,���V ا�S0 �'"dX $-hأ 

15 

 ���ان ا�>�;2
3�د. 0-,��% <>� �Sي ";� ا��Sر �H ا�_
� اS30ت. 1,� K>أ <>� �Sي <Sر �H ا�_
�ء. 2�h]ا H� S�S-ا� K,-� Q�+�% <>� ��� �Sي ط
�+�K,-� Q أي �hء. 3% Q>� ��� �Sي ط

16 
$?��ات �< "�= 

 ا�A@م

�م) "*��. 0r") 8," �+ $�fJ ث �� أيS@� V� 
�. - أ 1� ST د إ���أ"�م ا%!$ �H ا�,-3  

�. - ب� ST  د إ��أ"�م أ< K�H ا�,-3  
أ"�م أ%!$ �H ا�,-3�د �P% Km�X$. - أ 2  

أ"�م ا< K�H ا�,-3�د �P% Km�X$. - ب  
أ"�م أi4j ا��*م. - أ 3  

30�ن و? أ39_� - ب�ا�-*دة �4'*م �$ه أU$ى. 6أ�39�} �*" H�� �mP$ا 9�0> آو 9  
17 

 ! ?B� 2�B�ا���
 وا�"���ج

�iIf4� �3�4X أو ا?"/0�ج �H0 $�f3J V ا�,-3�د. 0> 
�iIf4� �3�4X أو ا?"/0�ج ا% $P�H ا�,-3�د. 1> 
2  $P%ج ا� $�!mX�H ا�,-3�د.<�iIf4� �3�4X أو ا?"/0  
3 .k>*ج ط*ل ا�� �Sي <�iIf4� Q�4X أو ا?"/0

18 

$?��ات �< 
 ا�	6�2

0 .�3�Ah �+ $��fJ ث أيS@� V� 
�. - أ 1� ST  د إ���3�Ah أ< K�H ا�,-3  

�. - ب� ST  د إ���3�Ah أ% $P�H ا�,-3  
�3�Ah أ< $�!mX K�H ا�,-3�د. - أ 2  

ا�,-3�د.�3�Ah أ%!$  $�!mX�H  - ب  
���Ah �� ka> �40 اtط^ق. - أ 3  

�م ط*ل ا�*<k. - ب-_4� Q�*> QPjي رS�  
19 

��D�
 E'@�2 ا�
�ء�J ا�,-3�دة. 0;mX /�%$3أ39_�6 ا� 
�ءة ا�,-3�دة. 6? أ39_� 1;mا� �;'X /�%$3ا�  
2 .<4� �H ا��-i �40 أن أر%/ 0��4 40  أي �hء �,Sه ط*
�در 40  3> $�j �a;" SNء. أ�h ا�3$%�/ 40  أي  

20 

اtرھ�ق أو 
�دANtا 

�دا �H ا�,-3�د. 0ANأو إ �>� �ka أ%!$ إرھ
1 .�A4,0 تS30ء ا��3 ا��h]ا H� $�!mا� K,0 H0 د�ANtق أو ا��tرھX ب�wأ 
2 .�A4,0 تS30ء ا��3 ا��h]ا H� $�!mا� K,0 H0 د�ANtق أو ا��-*<'� اtرھ 
�.أ"� �$ھb أو �)SN SAا  3A�40 تS30ء ا��3 ا��h]ا i4jا K,-�  

21 

���ان ا�ھ
��م 
FAG��� 

0 .�!�ST �'(��X ��� �V أ?T} أي �fJ$ +� اھ3,
1 .Q�40 تS30ا �,� �'(��X ��� أ"� ا<K اھ3,
��)'� اyن �Sر�P% QN$ه. 2X ��� أ"� أ<K اھ3,
3 .���,J �'(��X م��Sت ا?ھ3,+ 
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Appendix 9 

 
 
The Individualism, Collectivism, and Familism Scales 

(أ)     

 b+ا*�
 S�Xة

b+ا*� S��را�H  را+: �@
 �	�ة

�رةP-ا� V>$ا� 

     {T م 40  9*ء^� ka� .H�$Uyا  1 

 2 اh-$ أ"  أVm@J +� ���$ي.     

      \a;'X \a;" ن*% <;a4+ أن ^-+ $-hا H� $�!mا� K,@J

 ا�,-' .

3 

     Q�40 د�ھ* أ"k ، ا���o ا�*S�T ا�Fي 3aJ_�6 ا?30,   �+

�م.� ھFه ا[

4 

�')/ه �j$ي.      V� � 5 ا+X $�P% Km�X $�3|"� أ")/ت �

�و�*ن ��aJ$ي. مأ<�و     @� H�Fس ا��ا�'  6 

     $Uآ o�h 6 أي�ح �Jأن ار KP>  <Tا$��X $-hأن ا i(�

.�a;" 6� 

7 

 8 أ67 ا�@$�> ا�����> +*ق %K ا���V ا[U$ى.     

     .$Uآ o�h أي H� $!%ا �a;" ا0$ف � 9 أ"

     .�Jرا�A� 0$ض �+ �P�0 10 ? أرى 

 
 

 b+ا*�
 S�Xة

b+ا*� S��را�H  را+: �@
 �	�ة

�رةP-ا� V>$ا� 

��b ا�')�ح.      @J �+ H�$Uyا S0��ح �� �V أ9('��X $-h1 ? ا 

      /A3"ا�,)6,3.ا �� �A�S> �3ات ا�S0�a,د ا�$� <w$;ا�  2 

      .�'m,� \ن ذ�� 3 أ<Sم �S ا�-*ن �3  %

     .�0�,N i0? �a;" $P304 ا 

     .<�0�,3N?ا�> اS-ا� b��@3� Sھ�Nة أن أ���3 +� ا�@��j 5 

     .�'� �rT K>ا Vھ H�Sا� H�$Uy40  ا b;h6 أ 

      �Jا$PU ء�_0�X iT3-4,*ار��,Hm أن  H�Sا� H�$Uا�� 

.�5�_Uأ H� 

7 

     ��$U]أن ا $-hر را65 أن ا*-hH .�40 ونS,3-�  8 

      �AI-X 6� V���� دور أ9�h 6�,(J �+ �9-*ب ا�-

.:-Pا� 

9 

�د <*ة و+� ا�3;$ق 7-`.      @J?أن +� ا H�أؤ � 10 أ"
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�*ا
 b+
S�X

 ة

�*ا
b+ 

�@�
S� 

را+
 ض

 Hرا�
 �	�ة

�رةP-ا� V>$ا� 

�ء.     � �P����0> ا�Sم ? ,3N?ت ا���,�aو��X $�]ا b4-3� ��S'0 1 

     .<N�2 0��345 دا5,� ھ'�ك S'0 ا�@ 

     .�T�(" KI+ يSا�*� H� 3 أ"� أد

�"> +� �m;J$ي.     m� Vأھ VA� �345�0 4 

     .�Xر� 5 ا<Sس ا�*<k ا�Fي ا<Q�I �6 أ<

      .<Wا�,3*ار S����� أ39_�6 �4@;�ظ 40  ا�-�دات و ا�3� K% K-+d9 6 

� أ%*ن S�-Xا     �S'0  3T  �"$-�J <�H0 ا�k�P ا�$وا8X ا[$9

 .<'�"d,_ن وا���]�X 

7 

�*د"�.      � �� KI+ي ھ� اSت وا��,�4-J 3  ا��*مT 8 

      .<�0�,3Nا Qa9�� Vا[9$ة أھ �� 9 +� رأ

�J*ر ا�-�� SXون 0��345. 6? أ39_�       10 
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Appendix 10 

 
 
 The Multidimensional Scale of Perceived Social Support 
 
 

 b+ا*�
��4%  b+ا*� 

b+ا*� 
��Pa" S�� را+: �@

��Pa" :+را  Hرا�
��BD 

�رةP-ا� V>$ا� 

        .<N�0�دة S'0 ��*T ا�@ H�-� o�h ك� 1 ھ'

�ر%       hأ H�-� o�h ك�أ+$ا�T وأT/ا"�.  Qھ'  2 

       ��T ول�@J �345�0 .�JS0�a�  3 

        .�345�0 H� ي*'-� V040  د K�T4 ا 

        .�� <���*+$ ا�$اT> ا�3 H�-� o�h ك� 5 ھ'

��JS0 %!�$ا.       a� �5�>Swول أ�@� 6 

       .<N��S'0 �5 ا�@>Swد 40  أ� 7 أ39_�6 ا?30,

�� 6أ39_�       S@ا�  .<w��%�4 ا���� H0 �J$96 أ�  8 

�ر%VA أ+$ا�T وأT/ا"�.       hء أ�>Swي أS� 9 

        .�4%��,X V3A� �J��T �+ H�-� o�h ك� 10 ھ'

�ذ ا��$ارات.       �J40  ا �JS0�a� �345��ول 0@J 11 

��5. 6أ39_�       >Sw6 أ��4 %��� <�>�'�  12 
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Appendix 11 

 
 
The Rosenberg Self-Esteem Scale 
 
 
 

 را+:
��@ا�� �*ا+b را+: �4% 

� ا�'�0رة �4%
V>$ا� 

     .�a;" H0 �7را �� أ"�*,1 0 

    .��+6 إط^<" $�j o�h �"أ $-hت ا� X �+ 2-: ا[و<

�ت S�Nه.    ;w ةS0 يS'0 �"dX $-h3 أ 

�*م  QX�Vr- ا�'�س.    ��ء �X*رة S�Nه X';� ا�,3a*ى ا�Fي �h]در 40  أداء ا�> � 4 أ"

    .QX $�3+] $�!mي ا�S� ��� Q"ا $-h5 ا 

�V ا�;�S5ة +� X-: ا[و<�ت.     S0 �"أ S� 6 ا30

     H�$Uy6 ا� ST3*ى واa� �+ K>]وأ"� أ<` 40  ا QJارSN Q� o�h �"dX $-h7 أ 

    *�  ',Jأ .�a;'� �أ"� %'k ا%3$ ا3T$ا�  8 

     .Kh�+ �"�X �4-*ر� K��أ � K%  40 9 أ"

    .<�X�(��ھ��a;" *@" �J إ(J10 ا 
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Appendix 12 

 

 
Informed Consent and Debriefing forms for Study One (English Version)  
 

INFORMED CONSENT SHEET: 

 

Depression, Social Support, Self-esteem, and culture values orientation in Libya and Britain 

       The School of Social Sciences and Law at Brunel University requires that all persons who 
participate in psychology studies give their written consent to do so. Please read the following and 
sign it if you agree with what it says. 
       I freely and voluntarily consent to be a participant in the research project entitled "Depression, 
Social Support, Self-Esteem, and Culture Values Orientation in Libya and Britain" to be conducted at 
Brunel University, with Aisha Abuhajar as supervisor or principal investigator. The broad goal of this 
research program is to explore culture deference and similarities in depression. Specifically, I have 
been told that I will be asked to complete a questionnaire in which answer several pages of questions 
about themselves. The session should take no longer than 30 min to complete. 
 I have been told that my responses will be kept strictly confidential. I also understand that if at 
any time during the session I feel unable or unwilling to continue, I am free to leave without negative 
consequences. That is, my participation in this study is completely voluntary, and I may withdraw 
from this study at any time. My withdrawal would not result in any penalty, academic or otherwise. 
My name will not be linked with the research materials, as the researchers are interested in 
relationships in general - not any particular individual's relationship in particular.  
 I have been given the opportunity to ask questions regarding the procedure, and my questions 
have been answered to my satisfaction. I have been informed that if I have any general questions about 
this project, or ethical issues relating to the project, I should feel free to contact Aisha at 
Aisha.Abuhajar@brunel.ac.uk.  
 I have read and understand the above and consent to participate in this study. My signature is 
not a waiver of any legal rights. Furthermore, I understand that I will be able to keep a copy of the 
informed consent form for my records. 
 
 
____________________________    ____________________________    _______________ 
Participant’s Signature     Please Print                      Date  
 
---------------------------------------------------------------------------------------------------------------- 
 
I have explained and defined in detail the research procedure in which the above-named has consented 
to participate. Furthermore, I will retain one copy of the informed consent form for my records. 
 
 
____________________________    __________________________    ______________ 
Principal Investigator Signature       Please Print               Da 
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DEBRIEFING FORM 
 

Depression, Social Support, Self-esteem, and culture values orientation in Libya and Britain 
 The purpose of this study is to investigate a cross-cultural similarities and differences in 
depression, self-esteem, social support, among Libyan, British, public, samples, and whether these 
similarities and differences hold across age, gender, marital status, social class, and religion. 
Furthermore, explore whether there is significant interaction in predicting depression from social 
support and self-esteem and culture values orientation.  
 
       Moreover, we are inserted in (A) Culture differences and similarities in the symptoms depression 
(21) as tested by (BDI, II). In Libyan and British samples (B) Determine whether self-esteem mediates 
the relationship between social support and depression.  
   
        The following studies might be of interest to you: 

 
- Kleinman, and Good (1985): Culture and Depression; University of California Press, California, 
United States of America. 
- Clark, Beck AND Alford (1999): Cognitive Theory and Therapy of Depression; John Wiley and 
Sons Ltd, New York, United States of America 
- Oyserman and Lee (2008): Does Culture Influence What and How We Think? Effects of Priming 

Individualism and Collectivism, Psychological Bulletin, vol 134, no 2, pp 311-342. 
 
 
  

 
 Thank you for taking part in this study.  

 

 

 

 
 
 
 

\ 
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Appendix 13 

 

 
 
Informed Consent and Debriefing forms for the Study  
 
Arabic version: 

 

ودج (���د)� 

 

ھ
� �� ا����
ب�
 ا��وا
ل ا�

أيأن 	&�رط �
" $ل �ن ا�دار�	ن و ا���!#	ن �" !��� إ�راء  ،ا����ون �� ����� �رو�	لأ���د ��م �
م ا�����ع و   
 
 

ا��وا���  ا/�رارا ذ!	ث 	�.�ن ھ ،ا ا��!ثذ	ن ���م �&�ر$�-م �" ھذإ�رارا �ن ا��&�ر$	ن ا� ،�� ا�درا��ت ا��(�	� �	دا���!ث 

�راءة ا��ص ا���� (.ل��ر�و ��$م ا� ذا،� .ا�$���	� $�&�رك� .��" و �ن #م ا��و�	4 �" !��� ا��وا�  

وان ا���رف �
" ا��وا�ل ا����ھ�� �" ��� ،�و !�رأ��6&�  ،ا��!ث ا���دم �ن ��ل ا�ط���� �ا��&�ر$� � ����4 � أي�	س �دى 

ھم �ن ��أ-� �ن &=� �وا�� ،�ن :>�; 	�$ن �
��!#� �ن ا���رف �
" ا��وا�ل ا��:�
(� ذي����� �رو�	ل وا� �وا��ط�ق � ،ا�$��6ب

.د�	�� 30و�ت � 	��دى  ��ك �ذو ،ب���
	� ا�6�$ ��  

 �I���>، واJ <�$aX K��-39 <4u9?ه اFان ردودي 40  ھ �� K�> S�� ،<!T�Pا� H� <4u9?ا :-X  40 <X�N?ا �+ K!,3J S> �3%ر�وأن ��
�ب دون اي 0*ا<i وھFا �-'� ان ���ر%�3 ط*�0> @a"?ا �+ Q���5� وان �� ا�@$�> ا�3�A" �,9رة ا�  ا�h?ا V3� H� Q"وا ،K��m��X

� 39-_  �� ا�;$w> �-$ض أ�34u9 وا�@�*ل I�0�م و��� H�X ا+$اد �-�'�H، أ Km�X ب�u3%?ا K�0*ا H�X ت�>^-��X �@Pم ا��اھ3,
� اذا %�ن �SيI�0��5> اT *X)$، ا <!T�Pا� KP> H� 40  ردود 

 Aisha.Abuhajar@brunel.ac.uk 4u9اي ا.b��H0 <!T ط$P6 ا�� Kwا�3*ا �''m,�> اU$ى   
 <�"*"��S�3aم [ي اj$اض < H� �-�>*J را9>، وأنSه ا�Fر%> +� ھ��ذ%$ ا0^ه وا<$ �*ا+��3 40  ا�,�� k,A+أت و$> S�� 

.<w��ض  <�a'X�H ھFا ا?<$ار +� �J^(9 ا��;3T?ا �''m,� 0^وة 40  ذ�\ 
 
 

V9?ا�3*<�6                                  ا                          ��ا�3�ر  
..........................                   .................................              .......................  

 
 
 

�''m,� �I��ر%> +� ا�P@�، أ�,��X $>ي أFر ا0^ه ا�*%F,4� <9راSا� <-�Pض وط$j K��;3��X kT$h S��ض  <�a'X�H ھFا  �;3T?ا
.<w� ا?<$ار +� �J^(9 ا��

 
 

V9?ا�3*<�6                                  ا                          ��ا�3�ر  
..........................                   .................................              .......................  
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2EIJ 
 

�ن &��-�  ا���ا�����ر ا��وا�ل ا�-���  �� آ:ذاا�$��6ب.  ���ن ا�:�>��ت ا�#���	�  قھو ا��!��ن ھده ا�درا��  ا<���� ا�-دف

 �ك �ن :>لذو ا�روح ا�(رد	� وا�روح ا�����	� وا���6
	� . و  ا�ذاتو �(-وم  ا��������ن .��-� ا�د�م  وا���!داث ا�$��6ب إ


(� �ن ا������	ن " ��6ت�	�� �&وا6	� �ن  ذأ:�:�� ��	
ه ا�:�>��ت ��=#ر �����ر وا���س ذ$��ت ھ إذا". و��ر�� �� وا/��
	زي

����6 "�	ك"  ���>��ت ا�$��6ب, $�� �ر.ت  ��درا�� ا�:�>��ت ا�#���	�  إ�" ��/.���	ن. دوا�!��� ا������	� وا����Dد	� وا�

 �>$��6ب. 

 

: �ن ا���
و��ت 	�$�ك ا�ط>ع �
" ا�درا��ت ا����	� و��ز	د  

- Kleinman, and Good (1985): Culture and Depression; University of California Press, 
California, United States of America. 

- Clark, Beck AND Alford (1999): Cognitive Theory and Therapy of Depression; John 
Wiley and Sons Ltd, New York, United States of America 

- Oyserman and Lee (2008): Does Culture Influence What and How We Think? Effects 

of Priming Individualism and Collectivism, Psychological Bulletin, vol 134, no 2, pp 
311-342. 
 
 
 
Vm"و�-J  40 ا$mh 
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Appendix 14 

 
 

Figure (1)  

Scree Plot of depression items for British Sample 
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Appendix 15 

 

 

Figure (8)  

Scree Plot of Depression Items for Libyan Sample 
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Appendix 16 

 

 

Figure (2) 

Scree Plot of Individualism items for British Sample 
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Appendix 17 

 

 

Figure (9)  

Scree Plot of Individualism Items for Libyan Sample  
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Appendix 18 

 

 

Figure (3)  

Scree Plot of collectivism items for British Sample  
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Appendix 19 

 

 

Figure (10)  

Scree Plot of Collectivism items for Libyan Sample 
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Appendix 20 

 

 

Figure (4)  

Scree Plot of familism Items for British Sample 
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Appendix 21 

 

 

Figure (11)  

Scree Plot of Familism items for Libyan Sample 
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Appendix 22 

 

 

Figure (5)  

Scree Plot of Social support for British Sample 

 

 
 
 
 
 

 

 

 

 

 

 

 
  

Factor Number

121110987654321

E
ig

e
n

v
a
lu

e

8

6

4

2

0

Scree Plot



241 
Appendix 23 

 

Figure (12)  

Scree Plot of Social support items for Libyan Sample  
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Appendix 24 

 

 

Figure (6)  

Scree Plot of self-esteem items for British Sample 
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Appendix 25 

 

 

Figure (13)  

Scree Plot of Self-esteem items for Libyan Sample 
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Appendix 26 

 

 

Figure (7)  

Scree Plot of self-esteem items for British Sample after excluding item 3 
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Appendix 27 

 

 

Figure (14) 

Scree Plot of Self-esteem items for Libyan Sample after item 3 was excluded  
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Appendix 28 

 
 

Demographic Details of the Participants 

S.N 
Sex 

Ag

e 
Marital Status 

Years of 

Education 

Socio-economic  

status Occupation 

M F  Single Married Divorced High Middle 

J1 M  48  /  14yers  / Teacher 

N2  F 38 /   16y  / Unemployed 

F3  F 34 /   12y  / Nursery 

A4 M  41  /  15 /  Businessman 

A5 M  43  /  17 /  Project Manger 

K6 M  25 /   11  / Full time student 

R7  F 20 /   11 /  Full time student 

H8  F 20 /   11  / Full time student 

K9  F 43   / 16  / Teacher 

N10  F 40   / 6  / housewife 

S11  F 27   / 13  / Communication 

W12  F 37  /  8 /  Housewife 

K13  F 27 /   5   Housewife 

A14  F 31  /  14  / Employee 

M15 M  37 /   14  / Receiving salary 

H16  F 25 /   16   Teacher 

F17 M  40 /   9  / Mechanic 

A18  F 18 /   14  / Full time student 

M19 M  31 /   12  / Businessman 

W20  F 38 /   11   Housewife 

K21  F 51  /  8  / Housewife 

M22  F 55  /  Illiterate  / Housewife 
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Appendix 29 

 

 

 
Frame Work for the Interviews 

• Demographics 

� Gender  

� Age   

� Marital Status 

� Socio-economic status             

� Educational Level 

�  Occupation     

 

o Questions 

 

• The general question. How does culture affect the experience of depression in Libyan 

context?  

 

• The concept of depression. What does depression mean to you? 

 

How do you define it in your own words? 

 

• The symptoms of depression. Do you see yourself as depressed? How do you feel  

 

When you get depressed?  

 

• The causes of depression. What do you think are the causes of depression? 

 

Prompt: social support, self-esteem, social life, work, finance issues, 

 

• Dealing with depression. How do you deal with depression? What do you do to get  
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relief?  

 

• The Kinds of treatment people seek for help. What kind of treatment do you  

 
 seek for treatment?  

 
 Prompt: Professional help, traditional help, informal help, formal help. 

 

Evaluation or appraisal of her/his own worth. How do you feel about yourself?  
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Appendix 30 

Informed Consent and Debriefing Forms (Study 2) 
 

EXPEDITED REVIEW CHECKLlST,  

Department of Psychology, Brunel University 
Effective November 2009 

 
This checklist, based on the Research Ethics Review Checklist from the ESRC Research Ethics 
Framework, was designed to help determine the level of risk or harm to participants’ welfare entailed 
in a proposed study in the Department of Psychology at Brunel University.  
 
This checklist should be completed for every research project by Psychology students or staff (see 
note below regarding staff funding applications), that involves human participants. It is used to identify 
whether a full application for ethics approval needs to be submitted. If a full application is required, 
then the University Research Ethics Committee’s full Application Form for Research Ethics 
Approval must be used. A Word version of the full Application Form for Research Ethics Approval 
can be downloaded from: http://intranet.brunel.ac.uk/registry/minutes/researchethics/home.shtml. 
  
Before completing this form, please refer to the University General Ethical Guidelines and 
Procedures, as well as the Code of Research Ethics (both documents can be downloaded from 
http://intranet.brunel.ac.uk/registry/minutes/researchethics/home.shtml). The principal investigator at 
Brunel University, or student supervisor, is responsible for exercising appropriate professional 
judgement in this review, and ensuring that correct ethics procedures are followed. 
 
This checklist must be completed and approved before any participants are approached to take part 
in any research. Having completed this form, it is possible that we may need further information from 
you, and in some instances you may be required to submit your plans for addressing the ethical 
issues raised by your proposal using the University Research Ethics Committee’s full Application 
Form.  
 
If you answered ‘Yes’ to question 11, and the research falls outside of NHS audit procedures, then 
you will have to submit an application to the appropriate external health authority ethics committee 
after you have received provisional approval from the PsyREC (please see further instructions on the 
PsyREC webpage).  
 
It is your responsibility to follow the Code of Research Ethics, developed by the University Research 
Ethics Committee, as well as any relevant academic or professional guidelines in the conduct of your 
study. This includes providing appropriate documentation, and ensuring confidentiality in the storage 
and use of data. Any significant change in the question, design, or conduct over the course of the 
research should be notified to PsyREC, and may require a new application for ethics approval.  
 
Assessed work requiring research ethics approval 
Undergraduate and Masters students must retain a copy of the approved form and submit it with their 
research report or dissertation (bound in the Appendix); MPhil/PhD students must retain a copy of the 
form and submit it to the Research Degrees Board with their application for Registration. For class 
exercises, lecturers who have set research projects on behalf of the students will be responsible for 
obtaining ethics approval. All undergraduate and postgraduate work that is submitted without an 
approved ethics form may be subject to penalties; students must consult the appropriate module 
convenors for penalties regarding failure to submit approved ethics forms as part of research-based 
work in specific modules.  
 
Staff research 
Please note that all Psychology staff leading a project at Brunel University, whether collecting data 
with or without the aid of students, must submit ethics forms to PsyREC. If the ethics submission 
relates to staff research for which an application to an external funding agency will be/has been made, 
then please complete and submit the full University ethics submission form (see notes on PsyREC 
Webpage). 
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Risk Assessment and Criminal Record Bureau Checks (CRB) 
A Risk Assessment (RA) may be necessary for your proposed research. See PsyREC website for 
further details, and attach the RA to this submission if applicable. 
 
If your research involves vulnerable persons in any way, you are required to follow University 
guidelines for CRB checks. 
 
Submission instructions 
Please submit two copies of this form completed and signed, and one copy of any necessary 
supporting material to Devinder Saggi via the drop box outside MJ157 for review.  
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Section IV: Research Checklist 
 
Please answer each question by ticking the appropriate box:  
 

 YES NO 

1. Does the study involve participants who may be particularly vulnerable and/or unable to give 
informed consent, thus requiring the consent of parents or guardians? (e.g. children 
under the age of 16; people with certain learning disabilities)  

� √ 

2. Will all participants be age 18 and over? √ � 

3a. Will the study require the co-operation of a gatekeeper for initial access to the groups or 
individuals to be recruited?  

√ � 

3b. If the answer to Question 2a is Yes, then will the study involve people who could be 
deemed in any way to be vulnerable by virtue of their status within particular institutional 
settings? (e.g. students at school; disabled people; members of a self-help group; 
residents of a nursing home, prison, or any other institution where individuals cannot 
come and go freely) 

� √ 

4. Does the research involve observational/ethnographic methods?  � √ 

5. Will the study involve discussion by or with respondents or behaviour or drug use, where 
they have not given prior consent to such discussion?  � √ 

6. Are drugs, placebos or other substances (e.g. food substances, vitamins) to  be 
administered to the study participants or will the study involve invasive, intrusive or 
potentially harmful procedures of any kind?  

� √ 

7.    Will blood or tissue samples be obtained from participants?  � √ 

8.    Is pain or more than mild discomfort likely to result from the study?  � √ 

9.    Could the study induce psychological stress or anxiety or cause harm or negative 
consequences beyond the risks encountered in normal life? 

� √ 

10.   Will the study involve prolonged or repetitive testing?  � √ 

11.   Will financial inducements (other than reasonable expenses and  compensation for time) 
be offered to participants?  

� √ 

12.    Will the study involve recruitment of patients or staff through the NHS?  � √ 

13a. Have you undertaken this study as part of your work placement?  � √ 

 13b. If your answer to Question 12a is Yes, then have the employers at your work 
placement conducted their own research ethics review? 

� √ 

14.    Does the research involve MRI, MEG, or EEG methods? � √ 
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(SA-J) ذج*," 
 

�P�4ب +� ا�,)6,3 ا��u3%?م ا*A;� H0 <�0*" <9درا 
 

 H,I3� ��T �X��ص ا�,��ر%�H +� ا�Sرا9�ت ا�';�a> ا<$ار 3%�h?6 ا�,N H� i4_3���-> X$و"�K، ان N �+ �;'ا� V40 Va> د�ا30
�رك.ھFا �,% <�X�3mا� <�ا?<$ار ا�,*ا+  

.<���> ا�,*ا+T �+ 6�>*3ا� VW H�و ����$اءة ا�'o ا�3X KI;3ا� Vm'� *N$" اF� 
�ب +� ا�,)6,3 u3%?م ا*A;� ان*'-X ،$(T *X�5> ا�0 <!T�Pاف ا�$hا k@J مS�ا<$ أ"S� ��� Qي اي ��"6 +� ا�,��ر%> +� ا�P@� ا�,

 K�"و$X <-��N �+ bP_,وا� �P�4ا� <+���ب �U H^ل ا�!u3%?ب ا�P9ت وا��T!> ا�3-$ف   40�A;*م و0^�P4� Hm,� Q�^U H� يFوا�
 H�X��X^ت <3J S$اوح ���K�> S �� أن ھFه ا�,� .�@Pا� �+ H�%ر��X^ت �6 ا�,��ا�   30ا�,@�4> �4,)6,3 ا��P�4 وذ�\ �U H^ل اN$اء �

60 -X  40 <X�N?ا �+ K!,3J S> �3%ر��K�> S �� ان ردودي 40  ھFه د<��> وأن ��� ،<!T�P6 ا��ت ^X��: ا? <4u9�U H^ل ا�,
�ب دون اي 0*ا<i ا%�د�,�> او �j$ھ�، وھFا �-'� ان ���ر�3% @a"?ا �+ Q��� �� ا�@$�> ا�3I���>، واJ <�$aX K��-39 <4u9?ا

-� <w$;39-_  �� ا� �I�5� أ�A" �,9رة ا�  ا�h?ا V3� H� Q"وا ،K��m��X <�0*ط <!T�Pا� KP> H� �34 وا�@�*ل 40  ردودu9ض أ$
� اذا %�ن �Sي I�0��5> اT *X)$، اAisha.Abuhajar@brunel.ac.uk .b��H0 <!T ط$P6 ا�� Kwا�3*ا �''m,� اي ا4u9> اU$ى 

�>^Uا <'(� $�S� i3m,X ل��J?ا �''m,� �@Pاء ا�$Nإ �AX V3��> ا��3 ��وي d�Xن ا�_$mh وف أو��ت ا�P@� +� إذا %�ن �Sي اي ��
 V40(Taeko Wydell) ا�';� 

taeko.wydell@brunel.ac.uk �S ا?�3m$و"�  $Pا� $P0  
�S�3aم [ي اj$اض <�"*"�> 0^وة 40   H� �-�>*J را9>، وأنSه ا�Fر%> +� ھ��ذ%$ ا0^ه وا<$ �*ا+��3 40  ا�,�� k,A+أت و$> S��

�ض  <�a'X�H ھFا ا?<$ار +� �J^(9 ا;3T?ا �''m,��w>.ذ�\ ��   
 
 
 

V9?ا�3*<�6                                  ا                          ��ا�3�ر  
..........................                   .................................              .......................  

 
 
 

��j K��;3$ض وط�P-> ا�SراF,4� <9%*ر اX kT$h S��ض  <�a'X�H ھFا �;3T?ا �''m,� �I��ر%> +� ا�P@�، أ�,��X $>ي أF0^ه ا�
.<w� ا?<$ار +� �J^(9 ا��

 
 

V9?ا�3*<�6                                  ا                          ��ا�3�ر  
..........................                   .................................              ......................  
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(���� ا����رة ا��:>ص ا���
و��ت (ا�$��6ب وا�#
 

ا��راض. ان ا�Jرض �ن ھذه ا�درا�� ھو ا���رف �
" �(-وم ا�$��6ب �ن :>ل ا�����4 ا�
	�� و�-م ا��راض وا����ب و$	(	� ����ل ا�����4 �4 ھذه  
��� ا��ر�	� ا�
	�	� ��� �� ا�درا��ت ا������، ان ���		ر ا�$��6ب ا����:د�; �� ا����م ا��ر�� ھ� ���		ر Kر�	� وان ھذه ا����		ر ا�Jر�	� �د � ��وا�ف �4 #���ا����دا ا�" 

	ل �(-وم وا�راض وا���ب ا�$��6ب وا	.� ذ�ك ا���ر	ر ا��&:	�D ا���وي ا��ر	$� (ا���:� ا�را��� وا�:����) �ن �$ل #���� :DوD	� ��	�� �د �ؤ#ر �� �&$
 $	(	� ا������ ا��راد �-ذه ا��راض.

���J ا���� درا��ت ��	ن ا�:�>��ت ���ءا �
" ذ�ك 	�$��� ا��ول ا�; 	�$��� ���ب ا��&:	ص ا�:�طM �>$��6ب اذا ا:ذ�� ��	ن ا�����ر ا�#���� ا��!
	� �$ل �����4، �ذ�ك 	
.ن ھذا ا��!ث 	-دف ا�" درا�� ا�$��6ب �ن :>ل ا�����4 ا�
	�� ا��!
�، ا	.� $	ف �ؤ#ر ا�#���� �� ا�$��6ب �� ا��!	ط ا�#���� ا�
	��ا�#���	� �� ا�$��6ب. ا  

��و.وع ا��!ث 	�$�ك درا�� ا��را�4 ا����	�  اذا $�ن �د	ك اي اھ���م  

Beck, A. T. & Alford, B, A. (2009). Depression: Causes and Treatment; Edition 2, Pennsylvania: 
University of Pennsylvania Press. 

Kleinman, A., & Good, B. (1985): Culture and Depression. California, United States of America: 
University of California Press. 

Thakker, J., Ward, T., & Strongman,T. (1999). Mental Disorder and Cross-Cultural Psychology: A 
Constructivist Perspective. Clinical Psychology Review, 19, 7, 843-874. 

 
�@Pا ا�Fر%> +� ھ��,��X KI;340  ا� V%$m�" 

 
 
 
 
 
 
 
 
 
 
 


