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Abstract

Contextual factors such as ethnicity, gender, place, and their intersections determine the social condition that populations and individuals live in.
As a result, environmental stressors that shape exposures, and also resilience and vulnerabilities are specific to the population. This emphasizes the
role of the intersection of such contextual factors in studying psychosocial causes of depression. The aim of this case study is to review the role of
war related stress as a unique environmental cause of depression among Kurdish women who live in the Middle East. First, we reviewed the literature
on the direct effects of ethnicity, gender, place, and their intersections on depression. Then we discussed the contextual (indirect) effects of these
factors in modifying the effect of (resilience and vulnerability to) risk factors of depression. Then we reviewed the evidence highlighting the role of
war related stress as a unique social cause of depression among Kurd women. We hope this paper provides an example of how social causes of
depression depend on intersections of ethnicity, gender, and place. We argue that depression should be seen as a condition, with population specific
causes and consequences. We also believe that ethnicity, gender, and place help clinicians and public health officials to better approach depression
within populations. Contextual factors should not be undermined in approaching depression across population groups. In this view, context not
only determines the exposure to the risk and protective factors, it also changes the vulnerability and resilience to them. Thus we need to better
understand how ethnicity, gender, place, and their intersections modify separate, additive, and multiplicative effects of risk and protective factors

on depression.
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Gender and Depression

Epidemiologic data from diverse regions and cultures has
consistently indicated that the lifetime prevalence of major
depression is higher in women compared to men [1-4].
Cross-country studies have also confirmed that women have
higher prevalence of depression than men in all countries [3,
5].

Social factors have shown to be responsible at least for some
of the gender differences in rate of depression, as the gender
gap in depression is larger in countries with higher gender
inequalities [6]. Cross-country comparisons have also shown
that socioeconomic and family-related factors moderate
magnitude of the gender disparities in depression. Thus, not
only do social factors predict depression, they also - at least
partially - explain why women have a higher rate of depres-
sion than men [3].

Social Causes of Depression

The social environment that each population lives in has
unique characteristics, each with a unique impact on the cau-
sation, chronicity, and recurrence of depression [7]. Social

environment influences the risk of depression as it deter-
mines frequency and severity of exposure to events and pro-
cesses that can potentially interfere with individuals' effort to
fulfill life goals. Thus, both the number (quantity) and the
character (quality) of the undesired and disruptive events
and processes contribute to the likelihood of developing de-
pression [8]. Unfortunately, less is known about the effect of
higher level factor (i.e. social environment attributes) on de-
pression compared to the effect of individual factors on de-
pression. Over the past few years, there has been an increas-
ing interest in contribution of higher order factors on de-
pression. Most of this research has shown that poor physical
and social environment increases risk of depression [9-10].

Gender and Psychosocial Causes of Depression

Based on psychosocial theories of depression, predominance
of lifetime depression in women is at least in part due to the
higher exposure and/or vulnerability of women to a wide
range of social stressors, both during childhood and adult-
hood [11-12].

In addition to the biological mechanisms [13-14], gender dif-
ferences in unemployment, stressful life events, child-care
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responsibilities, domestic violence, and social isolation may
partially explain the higher rate of depression among women
compared with men [15]. While mechanisms of higher prev-
alence of depression among women are not fully understood,
main hypotheses highlight the role of different responses to
stressful life events, genetic predisposition, and hormonal
differences [16].

While men and women are both sensitive to the effects of
stressful life events on depression, gender may determine
psychological response to each type of stressor. While men
are more likely to have depressive episodes following work
difficulties, divorce, and separation, women are more sensi-
tive to stressful life events such as conflict, serious illness, or
death happening in their proximal social network [17-18].
These findings suggest that psychosocial causes of depres-
sion may be at least partially gender-specific [19].

Some evidence suggests that stressors and factors that ex-
plain higher vulnerability of women to major depression
tend to be of interpersonal nature [11, 20]. In this view, social
stressors that cause depression among women tend to more
frequently happen in an interpersonal context. Most of the
stressful events that cause depression among women are re-
lated to their close social network, such as romantic and mar-
ital relationships, childrearing, and parenting [20]. Research
has also suggested that parental warmth, divorce, social sup-
port, and marital satisfaction may have a larger impact on
depression of women, compared to men [21].

In a study by Kelly et al., in 2008, although cortisol reactivity
and the magnitude of autonomic responding failed to relia-
bly discriminate between women and men, women reported
more fear, irritability, confusion and less happiness immedi-
ately following the stress test compared to men [22]. The
findings reported by Kelly et al., and others suggest that some
of the gender differences in depression may be explained by
the gender differences in stress sensitivity [22].

Higher rumination of stressors and negative thoughts among
women may explain higher levels of depression among
women [23-29]. A Meta analysis has shown that women
score higher than men in rumination, brooding, and reflec-
tion, which all contribute to depression following exposure
to stress [30]. In a study, higher rumination, chronic strain,
and low mastery were more common in women than in men
and mediated the gender difference in depressive symptoms
[31].

Place and Depression

Cross-national studies have shown that (lifetime and
past year) prevalence and course of depression vary
substantially across countries and regions [32-33].
For instance, the lifetime rate for major depression
was 15 times higher in Beirut (19%) than in Taiwan
(1.5%), and the annual rate of depression was 15
times higher in New Zealand (0.8) than Taiwan (5.8)
[32]. Another cross-national comparison included 10
population-based studies that had wused the WHO

Composite International Diagnostic Interview (CIDI
and showed that the lifetime prevalence estimates of
MDD ranged from 1.0% (Czech Republic) to 16.9%
(US), and the 12-month prevalence estimates ranged
from 0.3% (Czech Republic) to 10% (US) [34]. Mous-
savi et al. also showed cross-country differences in
rates of depression in the WHO World Health Survey
across 60 countries [35]. Place also influences preva-
lence of depression within countries [70]. Kessler et
al, has also shown that some psychosocial correlates
of depression vary across countries [33].

Place, Social Environment and Depression

There is a growing literature suggesting that the effect of
place on risk of depression among populations and individ-
uals may be through social and physical attributes of the en-
vironment [9]. In a study in the United States, compared to
the respondents living in neighborhoods characterized by
better features of the built environment, persons living in
neighborhoods with poorer features of the built environ-
ment were 29%-58% and 36%-64% more likely to report de-
pression during the past six months and lifetime, respectively
[9].

A systematic review evaluated 45 English-language cross-
sectional and longitudinal studies that had tested the effect
of neighbourhood-level factors on either depression or de-
pressive symptoms. In 82% of studies (n =37) associations
were found between neighborhood characteristics and de-
pression or depressive symptoms. 70% of longitudinal stud-
ies reported that neighborhood characteristics predict inci-
dent depression over time. In these studies, social environ-
ment was a stronger predictor of depressive symptoms and
depression than built environment and structural features
such as socioeconomic and racial composition of the neigh-
borhood [36].

Neighborhood poverty level moderates the effects of ethnic-
ity on mental health service access and use, as disparities in
using emergency and inpatient services are more evident in
low-poverty than in high-poverty areas. Neighborhood pov-
erty is a key to understanding racial/ethnic disparities in the
use of mental health services [37].

Although social environment shapes individual life
experiences that contribute to the causation, chronici-
ty, and recurrence of depression [7], the effect of so-
cial environment may be stronger for women com-
pared to men [11, 20]. Some evidence suggests that
men and women may differ in how their physical and
social environment increases their risk of depression
[38]. For instance, one study showed that poverty is
linked to depression, particularly in women, and
availability of support from friends significantly mod-
erated the poverty- depression link among older
women [39]. This suggests that social support may be
a protective factor that may be leveraged to increase
resilience to depression for women in particular.
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Ethnicity and Depression

Ethnicity influences risk, presentation, and chronicity of de-
pression [40-43]. Ethnicity also modifies demographic cor-
relates of depression [44]. Ethnicity also changes health care
use associated with mental health problems [45-46]. The
conceptualization of illness, as well as the manifestation of its
symptoms, responses to the illness, and methods of treat-
ment is largely determined by the society’s culture in differ-
ent ethnic groups [17-18].

Ethnicity influences the source of distress, attribution of
stress, the interpretation of symptoms and the psychosocial
response to distress [17-18]. A study that compared Koreans
and Europeans for predictors of depression showed ethnicity
and culture moderate the risk factors. For Korean youth, per-
ceived parental traditionalism, and perceived parental
modernism were predictors of depression while for Cauca-
sian youth, predictors were academic stress and respondents'
own modern values [47].

Culture also modifies causal beliefs about depression [48].
Thus each cultural and ethnic group of women may have its
own social causes of depression [17-18, 49]. For instance,
there is some evidence suggesting that Kurd women are dif-
ferent in social origin of depression. That is, social stressors
outside interpersonal environment may have a large contri-
bution to the causation, chronicity, and recurrence of de-
pression among Kurd women [50].

Social stressors are believed to be a function of context and
are specific to environmental situation. So, social stressors
(as causes of depression) have correlation to existing situa-
tion and events that each ethnic group is experiencing [51-
54].

Gender, Ethnicity, and Depression

In a series of studies, Assari has shown that race, ethnicity,
gender, and their intersections change psychosocial corre-
lates of depression and depressive symptoms [37-38, 55-62].
In a longitudinal study of Blacks who were transitioning to
young adulthood, gender moderated if an increase in fear of
neighborhood violence predicted subsequent increase in de-
pressive symptoms over time [38]. In another study among
Blacks in the U.S,, ethnicity and gender interacted in shaping
the effect of need for mental health care on inpatient mental
health care utilization [55].

Gender, ethnicity, place, and resilient factors

It is also important to note that gender, ethnicity, and place
influence access and use of assets and resources that protect
individuals against depression. Research has consistently
shown that self-esteem [63], sense of control over life [64],
religiosity [65], and social support [66-68] have strong pro-
tective effects against depression. However, these resources
and assets are differently available for different social groups.
In addition to access and use, vulnerability to these personal
factors also differs across groups.

Self-esteem determines risk of development of subsequent
depression over time [69]. Individuals with high self-esteem
also have higher chance of recovery from depression and
may better respond to cognitive behavioral therapies for de-
pression [70]. Religiosity decreases risk of depression [71-
72], helps individuals recover from depression [73] and low-
ers negative consequences of depression such as cognitive
decline [74] and suicide [75]. High social support also re-
duces severity [76] and chronicity [77] of depression and in-
creases chance of early recovery from depression [78]. The
effect of these protective factors, however, overlap, and social
support may mediate some of the effect of religion [59, 79].
A well-known overlap also exists between social support and
sense of control, as social support enhances perceived con-
trol over life [80].

There is a gender gap in the sense of personal control over
life [81]. A number of studies have shown that women feel
less in control of their own lives than men [82-84]. Gender
differences in the quantity and quality of exchange of social
support with friends, neighbors, and co-workers are well
known [85]. Women tend to use more social support than
men [86]. Finally, women consistently report more religious
and spiritual beliefs and public and private religious practices
[87-88].

Cross-country comparisons have shown that structure and
function of social networks are under influence of race, and
ethnicity, and place [89]. Observed differences in the struc-
tural bases and functional elements of social support across
communities have been attributed to their different cultural
and historical characteristics [89]. Higher use of social sup-
port in ethnic minority groups is well documented [90]. For
instance, in the United States, the church is a well-docu-
mented source of support for African Americans [91-92] and
African American children develop self-worth, comfort and
hope from religion [93].

Among older adults, researchers have shown that religious
service attendance may help decrease cognitive decline in
older women but not men with depression [74]. Social sup-
port may also differ in their effects on mental health across
racial and ethnic populations. For whites, negative interac-
tion was an overall stronger predictor of distress and contrib-
uted to the impact of financial strain and traumatic events on
psychological distress. Among African Americans, social
support was a stronger predictor of distress [94]. In a study,
church-based social support mediated the effect of church at-
tendance on overall mental health and life satisfaction
among African Americans but not Caribbean Blacks, or
Whites [59]. In a study, for White elderly, high social sup-
port and large social network reduced the effect of stress on
depressive symptoms, while for black elderly, having more
network members and receiving support from them was as-
sociated with a stronger link between stress and depressive
symptomatology [95]. This may be because need for social
support among Blacks may be a proxy of greater financial
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difficulty [95]. In another study, high instrumental support
was associated with higher disability risk, with a greater ad-
verse effect for Whites than Blacks [96]. Religious and spir-
itual beliefs are particularly a source of resiliency among ra-
cial and ethnic minority groups [97-99] to deal with environ-
mental stressors [93,100].

Thus although self-esteem, sense of control, social support,
religiosity, and other resilient factors are important factors
that protect against depression, their effects depend on con-
textual factors including but not limited to ethnicity, gen-
der, and place. A deeper understanding about population-
specific relevance and implication of resilient factors for de-
pression of various groups is required. Such a better under-
standing may have clinical and public health implications
for prevention, detection, and treatment of depression, par-
ticularly among minority groups.

Case Study

War and Depression

Although non-mood psychiatric disorders such as post-trau-
matic stress disorder, anxiety, and increased alcohol and
smoking develop following war, depression also requires at-
tention among civilians who have experienced war [101-
105]. The WHO has emphasized the mental health impact of
war and other armed conflicts throughout the world by men-
tioning: "10% of the people who experience traumatic events
will have serious mental health problems and another 10%
will develop behavior that will hinder their ability to function
effectively” [106]. Most of the research on the psychological
effects of war, however, has traditionally focused on the ef-
fect of war on PTSD among veterans [107], and less is known
about the role of war in increasing the risk of depression
among civilians, particularly women [108].

It is noteworthy that WHO lists depression first and before
other conditions such as anxiety, psychosomatic problems,
insomnia, and pain, as major mental health consequences of
war [106]. In a study published in JAMA in 2004 on mental
health effects of war on general population in Afghanistan,
43.7% of respondents had experienced between 8 and 10
traumatic events and 14.1% of responded had experienced 11
or more events during the past 10 years. High depressive
symptoms were reported by 38.5%; which was more com-
mon than PTSD (20.4%). High symptoms of depression were
more prevalent in women than in men (odds ratio = 7.3)
[109]. Karam and colleagues conducted studies of lifetime
prevalence, age of onset, and treatment delay for mental dis-
orders on a nationally representative population in Lebanon.
The studies have shown that nearly 70% of the population
was exposed to one or more war events (such as being a ci-
vilian in a war zone) and about 38% of the population had
been war refugees. Almost half of the Lebanese population
was exposed to one or two war events; and 22% were exposed
to three or more war events. These studies have shown that
war exposure (individual and cumulative risk) is a very

strong risk factor for the development of mental disorders
such as depression [108, 110].

Most civilians who are exposed to war survive and many
leave their cities and villages, becoming refugees. Refugees of
armed conflicts leave most of their wealth and assets behind
and many live in extremely difficult humanitarian condi-
tions. In addition, in most cases, refugees will become reli-
gious and ethnic minorities, regardless of which country they
go to. All these harsh conditions place them at great risk of
depression [111]. These difficult situations are being com-
pounded by the lack of electricity, shortage of water, medical
supplies and expertise. Civilians also suffer from fears of spo-
radic aerial attacks [112]. According to the UN, following
civil war in Syria, the scarcity of food forced religious clerics
to issue edicts allowing people to eat cats and dogs in order
to survive [112].

Kurds in Middle East

Kurdish people are the largest stateless nation in the world.
As a result, Kurds are ethnic minorities in all countries that
they live in [113]. Kurds mostly live in the Middle East, in-
habiting a contiguous area spanning adjacent parts of south-
eastern Turkey (Northern Kurdistan), western Iran (Eastern
Kurdistan), northern Iraq (Southern Kurdistan), and north-
ern Syria (Western Kurdistan). About 28 million Kurds live
in the Middle East, 14.5 million in Turkey, 6 million in Iran,
6 million in Iraq, and about 2 million in Syria [114].

War and other Stressors among Kurdish People

In Iran, Kurds are concentrated in the western, mountainous
areas of the country, in the provinces such as Kurdistan
which were heavily involved in the Irag-Iran war [115]. Dur-
ing the Iran-Iraq war, Kurdistan was heavily bombarded by
Iraq. In addition to the Irag-Iran war, Iranian Kurdish peo-
ple have been engaged in civil war for years [116]. During
years of war, trauma and loss were a daily life experience for
Kurdish people. These stressors are above other social prob-
lems and long-term stressors (i.e. low income and unem-
ployment) that they encounter [117].

In Iraq, Kurds have lived through decades of political oppres-
sion, particularly under Saddam Hussein whose government
conducted a campaign of persecution and genocide (‘the
Anafal’) against Iraqi Kurdistan. The campaign included
bombing, chemical warfare, and forced dislocations
[112,118]. Between 1986-9, 50 to 100 thousand Kurds were
killed and 4,000 villages were destroyed [119-121]. Iraq bom-
barded Iraq’s Kurdistan with chemical weapons towards the
end of the Iran-Iraq War, which was considered genocide
[122]. The chemical attack on Halabja city killed 5,000 civil-
ians [112,119,121]. Arbitrary imprisonment, torture, and
mass killings were also commonly applied against Kurds in
Iraq [123-124].

Depression among Kurds
Very few studies have been conducted on depression among
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Kurds. Cummings et al., conducted a study on 70 older
Kurdish refugees who had immigrated from war-torn areas
in the Middle East and were living in one city in the United
States. The majority of participants had very low incomes;
had no education; were illiterate in their own language; and
had little to no ability to speak, read, or write English. Ele-
vated levels of depression (scoring above the clinical cutoff)
were found in 67%, with 26% scoring in the severe depres-
sion range. In addition to demographic (age), stressor (mi-
gratory grief, death of spouse, number of medical conditions,
functional disability, and income), and coping (English pro-
ficiency and social support), health conditions, and social
support, migratory grief was a significant predictor of de-
pression [125].

Suicide among Kurdish Women

Surging suicide rates have been reported among women in
the Kurd regions of Turkey, Iraq and Iran [126-127]. High
levels of suicide deaths are particularly important because
women have consistently shown to less frequently commit
suicide, despite higher levels of ideation [128].

Although women tend to use less lethal means for suicidal
attempt [129-130], fatal self-burnings are very common
among Kurd women in Iran and Iraq [126,131]. Some of the
known stressors that influence risk of depression and suicide
among Kurds include discrimination, honor killings, and
migration [50].

High suicide rate among Iranian Kurd women who live in
Ilam has been frequently reported [127, 132-134]. In another
study in Sannadaj, another place that Kurds live, 6.3% of the
investigated group reported a suicide attempt lifetime. 19.5
% of subjects who reported a suicide attempt during the last
year reported also that they had experienced suicide related
thoughts in the last year [49].

War as a Cause of Depression among Kurd Women

A high number of Kurd women have witnessed sexual tor-
ture and rape by security forces in wars [50]. A report on
mental health effect of war and related stressors among Kurd
women suggested there are very complex patterns and forms
of patriarchal violence that Kurd women are confronted with
that do not match the “traditional” social structures. Such vi-
olence can be life threatening for Kurd women and for
women in other societies [50].

It is extremely important to understand the very stressful
conditions of being exposed to severe forms of violence that
threaten the lives of Kurd women [50]. We argue that it is
not only PTSD or anxiety disorders, but also depression, as
an important, prevalent, chronic, and disabling, and costly
consequence of war for Kurd women.

Kurd ethnic groups have reported different social causes for
depression [135]. It has been suggested that traumatic life
events and losses are two common phenomena for the Kurds
[115]. In a study by Dejman et al., war (Iraq-Iran was from
1980 to 1988) and its consequences was mentioned as a social

cause of depression by the majority of the Kurd participants.
Fear and anxiety during that time, and the war’s conse-
quences, such as the city’s underdevelopment and lack of fa-
cilities, were seen as major external factors contributing to
depression for women in that region [135].

Context and Depression Therapy for Kurds

A successful example for detection and treatment of depres-
sion and other mental health problems among Kurds is the
Trauma Rehabilitation and Training Center (TRTC) in
Sulaymaniyah, Iraq. The center was founded in 2006 collab-
oratively by local doctors, John Hopkins University, and the
Heartland Alliance (a Chicago-based NGO). Since 2006, the
center has treated over six hundred patients, mostly for de-
pression or PTSD related to war. Patients™ histories have
shown high levels of war related trauma [112]. The center has
provided comprehensive services for trauma survivors and
training for mental health workers, which is ideal for such
resource limited contexts. The TRTC assists approximately
250 torture survivors annually, most of whom are Kurds. In
2011, the TRTC became an independent organization under
the auspices of a newly-formed local NGO, Wchan for Vic-
tims of Human Rights Violations [112].

The following case is one example of the many success stories
of the center: A 47-year-old Iraqi Kurd man with severe de-
pression and PTSD is treated by the TRTC. After full recov-
ery, he states: "l compare myself to a wild injured animal
that couldn't see any assistance and had no hope of getting
help, but all of a sudden a helicopter came and provided
medical aid, food, and cured my wounds. The helicopter | am

describing is the Trauma Rehabilitation and Training Cen-
ter." [136].

There are also innovative interventions that consider the
context and specific cause of depression in the treatment of
depression. Some of these efforts have shown very promising
results for treatment of war related depression in such envi-
ronments. In 2014, Bolton et al., published a study to com-
pare two psychotherapeutic interventions, Behavioral Acti-
vation Treatment for Depression (BATD) and Cognitive
Processing Therapy (CPT), in reducing depression symp-
toms using a locally adapted and validated scales. The study
demonstrated that effective context-specific interventions
can be designed and implemented that matches the needs of
context, in this case, using mental health workers with lim-
ited prior experience [137].

Implications

Extreme severe environmental conditions and social stress-
ors related to war provides an explanation for high levels of
depression and suicide among Kurd women [126-127, 135].
Although psychological difficulties can also result in resili-
ence [138-139], high levels of prolonged exposure to envi-
ronmental stressors increases risk of depression and distress
[140-141]. Although war has been historically a cause of de-
pression among Kudish people, war - as a unique cause of
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depression among civilians and specially Kurd women - has
not received scholarly attention [50].

Particularly in the geographic regions with high density of
Kurds, national and international public mental health re-
sponse to the ongoing large-scale catastrophic wars is re-
quired [101-105].

Unfortunately extremely high levels of fatal suicide among
Kurd women have received trivial attention by researchers,
and also women’s rights organizations and the media [50].
There is also a need for future research on mental health ef-
fects of war and threats by unique environmental stressors in
the region.

The mental health consequences of the emerging threats that
increase risk of war in the Middle East should not be under-
mined. One recent example is the radical Islamist groups
such as Islamic State of Iraq and the Levant (ISIL), also called
Islamic State of Iraq and Syria or the Islamic State of Iraq and
ash-Sham (ISIS) or Islamic State. The mental health effect of
evolvements of such crises may be very high among Kurds in
Iraq and Syria [105]. This is also important for other reli-
gious and ethnic minorities in the regions which can be a tar-
get for such terrorist, extremist, and "jihadist" groups.

The additive and synergistic effects of wars, national and eth-
nic discrimination, disadvantaged living conditions, blocked
opportunities, migration and forced displacement, and mas-
sacres and oppression all collectively contribute to the risk of
depression in the geographic regions that Kurd people live.
These factors should be considered as an area of research, in-
tervention, and policy for mental health practice and policy
regarding Kurd women’s mental health [50].

Similar to other minority groups [142] who report high levels
of discrimination and social stress [143], and if depressed,
they less frequently have access to mental health care ser-
vices, experience higher levels of stigma and mistrust [144],
Kurdish women with depression may require specific inter-
ventions for promotion of mental health care use. Thus, they
require specific programs for screening, diagnosis, and treat-
ment of depression.

Interventions to the mental health of Kurdish women may
not be simple and may require a thorough understanding of
and consideration of their life values, discrimination, reli-
gion, national and ethnic identity, and exposure to war and
other stressors. Studies in the intersection of social epidemi-
ology, gender/sex studies, sex differences, and cultural psy-
chology/psychiatry are required, to better understand ethnic
and gender specific causes of depression among Kurdish
women [113, 135, 145-146].

War has been and still is a unique and important social cause
of depression among Kurds and Kurd women in the Middle
East. This may partially explain why depression and suicide
are common among Kurd women. This is important because
in many countries Kurds are an ethnic minority group who
experience political suppression, which increases the risk of
adversity and hinders access to social power and mental
health care if needed [144, 146].

Although literature has suggested that inter-personal stress-
ors may have a more prominent role for depression among
women, in the case of Kurd women, war may be a unique
social stressor. This case study emphasizes the role of con-
textual factors such as ethnicity, gender, place, and their in-
tersections in determining what types of stressors cause de-
pression. This again highlights the role of context and social
conditions that populations live in.

Risk of depression cannot be understood among Kurdish
people without understanding their culture, and also na-
tional, economic and political oppressions that they experi-
ence in Turkey, Iran, Iraq, and Syria [50].

Conclusion

This case study highlighted the role of war as a population
specific stressor that has caused depression among Kurd
women. We hope this can serve as an example on how social
causes of depression are under the influence of the intersec-
tion of ethnicity, gender, and place.

There are enough accumulated scientific evidence confirm-
ing that in addition to their direct effects, ethnicity, gender,
and place have contextual (indirect) effects on depression in
populations. In this view, context not only determines the
exposure to the risk and protective factors, it also changes the
vulnerability and resilience to them. This emphasized the
need for understanding group-differences in the separate,
additive, and multiplicative effects of risk and protective fac-
tors on depression. We argue that the intersection of ethnic-
ity, gender, and place captures some of the heterogeneity of
depression across populations, and can be used for tailored
programs for screening, detection, prevention, and treat-
ment of depression.
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