Soc Psychiatry Psychiatr Epidemiol (2008)

DOI 10.1007/s00127-008-0426-x

ORIGINAL PAPER

Richard Gater Æ Barbara Tomenson Æ Carol Percival Æ Nasim Chaudhry Æ Waquas Waheed
Graham Dunn Æ Gary Macfarlane Æ Francis Creed

Persistent depressive disorders and social stress in people
of Pakistani origin and white Europeans in UK

Received: 3 April 2008 / Accepted: 24 July 2008 / Published online: 23 August 2008

j Abstract Introduction We compared depression,
social stress and treatment in people of Pakistani
origin and white Europeans living in an UK city.
Method In a population-based two-phase sample of
1,856 adults we interviewed 651 (77%) of eligible
participants, using the schedule for clinical assessment in neuropsychiatry and life events and difficulties schedule. We identified 216 people with
depressive and 208 with subthreshold disorder; after
6-months we re-interviewed 398 (94% response).
Results Depressive disorder was more common in
Pakistani women only (31.1% [24.1–38.0] vs.19.3%
[14.1–24.5]) and persisted more often in Pakistanis
over 50 years of age (90 vs.66%, P = 0.023). New
episodes of depressive disorder occurred in 17% of
participants who had subthreshold disorder at baseline in each ethnic group. Persistent depression in the
Pakistani group was associated with continuing
problems of disabling physical illness and close relationships. Treatment was limited and not associated
with persistent depression. Conclusions Persistent
depressive disorder in older people of Pakistani origin
is associated with potentially remediable factors.
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Introduction
Population surveys have yielded conflicting results
concerning the prevalence of depressive disorders in
ethnic minority groups in Western countries [15, 23,
40, 41], but most European studies indicate a higher
prevalence of depression in ethnic minority groups
compared to White Europeans [2, 6, 37, 40, 41, 44].
The existing studies provide a wide variety of correlates of depression in ethnic minority groups but
more detailed information about the prevalence and
causes of depression in ethnic minorities is essential if
we are to improve treatment.
In the nation-wide UK EMPIRIC study a higher
prevalence of common mental disorders, but not ICD10 depressive disorders, was found in middle aged
men and older women of Pakistani origin compared to
white Europeans but the reasons for this were unclear
[41]. Adjusting for differences in socio-economic status, housing tenure and employment did not alter this
result. Among British South Asians living in Scotland
higher levels of distress than the general population
have been associated with low work satisfaction, poor
social support, the experience of being mugged and
limited use of English [44]. Among primary care
attenders in London higher rates of depression among
Punjabi women compared to English women were
associated with physical disability but not duration of
time spent in UK [6]. Racism might be a factor but it is
not clear why this does not affect all ethnic groups in a
similar fashion [22].
Increased rates of suicide and self-harm in women
of South Asian origin living in UK appear to be closely associated with life events concerning problems
in close relationships [4, 5, 28, 29, 36].
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Nearly all the research to date has been crosssectional and longitudinal studies are required to assess causality [34]. The two relevant prospective
studies in USA found that depressive disorder was
more likely to persist in people of ethnic minority
status compared to the indigenous white population
[8, 42], suggesting that perpetuation of depression in
this group might be due to social or other environmental factors that could, potentially, be overcome by
improved treatment [8]. No previous study has tested
this idea in an ethnic minority group in UK.
We used a cross-sectional, two-phase screening
survey to test whether depressive disorder is more
prevalent in people of Pakistani family origin living in
an UK city compared with white Europeans. We then
used a six-month prospective cohort design to assess
whether, compared to white Europeans, depressive
disorder is more likely to persist and new episodes of
depression are more likely to develop in people of
Pakistani origin. We then compared the relationship
between depression and social stress, social support
and the extent of treatment experienced by depressed
people of the two ethnic groups.

Methods
j Design issues
We performed this study in an inner city area in order to gain sufficient people with persistent depressive disorder. Our Pakistani
participants were interviewed by researchers of their own culture in
either English or Urdu so we could be sure that all participants
understood fully the questions regarding psychiatric symptoms.
Since depression rates have been shown to differ between ethnic
groups when a low threshold of disorder is used [41, 44], we followedup people who had subthreshold disorders as well as those with
depressive disorders. As treatment for depressive disorder is less
satisfactory in people of ethnic minorities [13, 27, 32, 35], we assessed
treatment at primary care for the depressed participants of our study.

j Study sample
We included people aged 18 to 65 years, registered with four general
practices (GP) in an inner city area where many people of Pakistani
family origin live. We identified from the practice registers people with
recognisable Pakistani or European names, and selected at random
one person from each household address. Between August 2001 and
September 2003, an explanatory letter and screening questionnaire in
English and Urdu were sent to each potential participant. Those who
did not respond within three weeks were visited at home up to five
times, at different times on different days, or until it was confirmed that
they had moved to another residence. In order to increase awareness of
the study and, hopefully recruitment, we publicised the study in general practice surgeries, shops, community centres and at Mosques and
on local Pakistani radio. We excluded people with learning disability,
psychotic illness, dementia or alcohol dependence if this became
apparent either at the outset or during the SCAN interview.

j Study assessments
In order to screen for potential depressive disorder we administered
the 20-item self-reporting questionnaire (SRQ), which has satisfactory psychometric properties in the relevant populations [17, 20].

We also collected socio-demographic data (age, sex and marital
status, years of education, employment status and socio-economic
status) at this stage. All participants who scored ‡7 on the questionnaire and one-in-four randomly selected participants who
scored less than 7 were approached for a second-phase interview.
During the second-phase interview we established ethnicity (at
least three grandparents born in Pakistan or Europe), and administered the Schedules for Clinical Assessment in Neuropsychiatry
(SCAN) [45]. A depressive disorder was diagnosed if the participant’s symptoms met criteria for ICD-10 depressive episode or
DSM-IV current major depressive disorder. Those with an SRQ
score of 7 or more who did not meet these criteria were classified as
sub-threshold disorder. Eighty-seven per cent of the participants
diagnosed with depressive disorder reached criteria for an ICD-10
depressive episode (37% mild; 39% moderate; 11% severe); the
remaining 13% had DSM-IV major depressive disorder, which was
recorded in 85% of our sample. Only 3% (6/210) of people with low
scores (<7) had depressive disorder.
At this interview we also assessed social difficulties using the life
events and difficulties schedule (LEDS) [11], which we had used
previously in this population [19, 20]. We quote both the proportion of each group who had experienced a marked social difficulty
in each domain and a total difficulties score with sub-scores for (1)
physical health of the respondent and their close relatives, (2)
marital or other close relationship difficulties, and (3) environmental problems—mostly housing and financial difficulties [9].
All those with depressive or sub-threshold disorder at baseline
interview, were invited for a further interview six months later, at
which we repeated the same measures.
We identified from the general practitioners’ case-notes all
consultations in primary care for one year before follow-up. These
data were available for all but 4 participants who were followed up.
All instruments were translated into Urdu and these were reviewed
by a bilingual focus group of mental health specialists and lay people
according to a standard procedure [30]. Our interviewers spoke Urdu,
Punjabi and English, and there were no exclusions on grounds of
language. We arranged standard training in the SCAN and LEDS, and
had regular reliability and consensus meetings throughout the study.
After full explanation of the study to potential subjects,
including permission to access medical notes at primary care, all
participants signed consent for inclusion in the study, which had
ethical permission from Central Manchester Ethical committee
(CEN/00/122).

j Statistical analysis
Analyses were carried out using Stata version 9, with svy commands
to set the appropriate sampling weights for the second-phase crosssectional data. Unadjusted prevalence rates are presented, and odds
ratios between ethnic groups with confidence intervals, after
adjusting for age, marital and socio-economic status and other
relevant socio-economic variables. Unadjusted rates of marked
difficulties are presented and compared for the two ethnic groups.
For depressed participants re-interviewed at 6 months, logistic
regression with forced entry of all demographic and social variables
was used to determine factors relating to depression at follow up. In
a second model we added baseline SRQ score and in a third model
four additional variables were included as independent variables.
The latter were the increase in chronic social difficulty scores from
baseline to follow up for subject’s own health, others’ health,
relationships and environment difficulties. Odds ratios and 95%
confidence intervals were calculated for all risk factors, after
adjusting for all other variables in the model. The same procedure
was followed in a separate set of logistic regression analyses
including those participants who had subthreshold disorder at
baseline to determine the variables associated with onset of
depressive disorder in this group.
For subjects who were depressed at baseline, the number of GP
visits (5 or more), symptoms discussed (5 or more) and whether
antidepressants were prescribed were compared for the two ethnic
groups using the chi-squared test.

For the prevalence study we calculated that 850 people of each
ethnic group would be needed to show a 5% difference in prevalence of depressive disorder between groups. The prospective study
was powered on the basis of 25% and 45% resolution in the two
ethnic groups with a 2-sided 5% significance level; this required 100
participants of each ethnic group to have 80% power.

Results
j Sample
We identified 3,011 potential participants from the
registers but 201 were later excluded as they did not
belong to the relevant ethnic group. Of the remainder,
1856 (66%) completed an SRQ questionnaire: 932
white Europeans and 924 people of Pakistani origin.
SRQ completion rates were 66% in white European
men, 74% in white European women, 59% in Pakistani men and 66% in Pakistani women. The majority
(72%) of the participants of Pakistani origin were first
generation immigrants (median duration of years in
UK of those interviewed was 16 years).

Of the 943 participants invited to interview, 102
were subsequently excluded (reasons in Fig. 1) and, of
the remainder, 651 (77%) completed the SCAN
interview. There were no socio-demographic differences between those who did, and did not complete
this interview but subjects with a high SRQ score were
more likely to complete it than the remainder.
The two ethnic groups differed on socio-economic
variables. Compared with the white Europeans, participants of Pakistani origin were significantly
younger and more likely to be married, unemployed
and of low socio-economic status; they were less likely
to have received formal education or report a past
psychiatric history (Table 1). They were less likely to
have experienced a health difficulty but the women
were more likely to have experienced a relationship
difficulty (Table 1).

j Prevalence of depressive disorder
The unadjusted prevalence of depressive disorder was
not significantly different between white European

Fig. 1 Flow chart to demonstrate derivation of
sample showing numbers of refusals and exclusions by
high and low SRQ scores

Screened using SRQ
N=1856

High SRQ
N=625

Low SRQ
N=1231

All invited for
SCAN: N=625

1 in 4 invited for
SCAN: N=318
Excluded at SCAN
interview: alcohol
abuse, psychosis,
deaf, unable to
speak English or
Urdu, family member
in study:
N=19
N=4
Excluded: not
resident, no
response or not
found:
N=55
N=24

Refused, invalid
data, not arranged in
time: N=110

Completed SCAN
N=441

Refused, invalid
data, not arranged in
time: N=80

Completed SCAN
N=210
Excluded after
SCAN interview:
alcohol abuse,
psychosis:
N=13
N=1

Refused, invalid or
missing data: N=10

Completed LEDS
N=418

Refused, invalid or
missing data: N=4

Completed LEDS
N=205

Table 1 Comparison of people of Pakistani family origin and white Europeans: socio-demographic factors presented for males and females (odds ratios with 95%
confidence intervals [CI] adjusted for covariates as described below)
Male (European group: N = 415 Pakistani group:
N = 437)

Age 50 or more
Single
Widowed, separated or divorced
Married or cohabiting
No formal education
Educated for 1–11 years
Educated for 12 years or more
Employed, retired or student
Housewife
Off work long term sick
Unemployed
Middle class
Lower class
Variables weighted by SCAN weights
Social isolation
Lack of social support
Dissatisfied with level of social support
Past psychiatric history
Case depression
Social difficulties
Participant’s own health
Others’ health
Environment difficulties
Marital, partner or other relationship

Female(European group: N = 517 Pakistani group:
N = 487)

Odds ratio

95% CI

P valuea

Odds ratio

95% CI

P valuea

0.23
0.48
0.29
1.0
9.40
1.0
1.2
1.0

0.17–0.33
0.35–0.66
0.15–0.56

<0.0005
<0.0005
<0.0005

3.1–28.8
–
0.9–1.7
–

<0.0005
–
0.17
–

0.8
2.3
1.0
5.7

0.5–1.3
1.4–3.8
–
3.8–8.6

0.36
0.002
–
<0.0005

0.24
0.23
0.71
1.0
11.5
1.0
0.86
1.0
28
1.3
4.2
1.0
3.2

0.18–0.34
0.16–0.32
0.48–1.03
–
5.0–26.5
–
0.65–1.15
–
17.7–44.4
0.8–2.4
2.1–8.4
–
2.2–4.7

<0.0005
<0.0005
0.074
–
<0.0005
–
0.32
–
<0.0005
0.31
<0.0005
–
<0.0005

0.69
0.07
3.81
0.23
0.55

0.27–1.78
0.02–0.21
0.87–16.6
0.11–0.50
0.23–1.29

0.45
<0.0005
0.075
0.001
0.17

1.63
1.44
16.1
0.44
1.71

0.86–3.10
0.71–2.92
5.3–49.1
0.24–0.81
0.97–3.00

0.13
0.31
<0.0005
0.009
0.062

0.44
0.38
0.84
0.79

0.29–0.68
0.19–0.78
0.59–1.18
0.49–1.28

<0.0005
0.008
0.31
0.35

0.92
0.71
1
1.27

0.63–1.33
0.57–0.89
0.80–1.24
1.03–1.57

0.64
0.003
0.98
0.028

95% CI = 95% confidence interval for odds ratio
a
Covariates: age for marital status; age and marital status for education; age, marital status and education for employment status and social class; age, marital status,
education and social class for remaining variables

men and men of Pakistani origin (12.3% [95% CI 7.2–
17.3] vs. 9.0% [95% CI 5.0–13.0], respectively;
P = 0.31) but was higher in women of Pakistani origin
(31.1% [95% CI 24.1–38.0] vs. 19.3% [95% CI 14.1–
24.5] ; P = 0.0070). The difference was greatest in
women over 50 years (65.4% [41.4–89.4] vs. 21.5%
[12.7–30.2]).
There was no significant difference in the rate of
depression among the Pakistani women who spoke in
Urdu at interview compared with those who used only
English (OR = 1.6, 95%CI 0.78–3.35, P = 0.19).
After adjustment for age, marital status and socioeconomic status the findings for men did not alter.
For women, the odds ratio for depressive disorder
(Pakistani origin / white European) remained significant (OR = 2.1, 95% CI 1.2–3.7, P = 0.008). When we
adjusted for lack of formal education, dissatisfaction
with social support or social difficulties score the
difference became non-significant; adjusting for all
three led to no difference (OR = 1.0, 95% CI 0.51–
1.96, P = 1.0).
Since there was a difference between the two ethnic
groups in terms of average household size, we adjusted also for this variable. The prevalence of
depressive disorder was still significantly higher for
Pakistani women than for white women after adjusting for age, marital status, socio-economic status and
the number of people living in the household (OR =
1.97, 95% CI 1.09–3.54, P = 0.024).

The unadjusted prevalence for both depressive
disorder and subthreshold disorder (i.e. SRQ score of
7 or more) is shown in Fig. 2. This followed a similar
pattern to the results for depressive disorder, with
women of Pakistani origin having higher rates than
white European women but there was also a higher
rate among young white European men under
50 years than those of Pakistani origin (Fig. 2).

j Social difficulties
In both ethnic groups, mean total social difficulties
scores were significantly higher for the depressed than
the non-depressed participants. (Pakistanis: 4.22 vs.
1.04, respectively, P < 0.001; white Europeans: 5.02 vs.
1.55, respectively, P < 0.001). Marked difficulties related to physical health were common in depressed
people of each ethnic group but serious difficulties in a
close relationship were nearly twice as common among
depressed people of Pakistani origin than white Europeans (Table 2). Marked difficulties with a clear racist
element were reported by 3% of depressed people of
Pakistani origin and none of the white Europeans.

j Persistence of depressive disorder
At follow-up we were able to interview 208 of 216
depressed participants (95% response rate). Among

White Europeans
100

Pakistanis
p=0.075

p = 0.017

p=0.008

p<0.001
n=41/59

Fig. 2 Proportion of men and women by age and by
ethnic group with a high SRQ scores (>6) representing
depressive and sub-threshold disorders
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Table 2 Percentage of subjects with marked difficulties
Marked difficulty concerning

Physical health of participant
Health of close relative / household member
Close relationships
Financial
Housing

Depressive disorder

No depressive disorder

White European
N = 97 (%)

Pakistani origin
N = 119 (%)

P value

White European
N = 199 (%)

Pakistani origin
N = 208 (%)

P value

23.2
19.8
20.6
13.5
3.9

17.6
14.0
38.1
9.7
6.8

0.31
0.36
0.020
0.46
0.33

8.1
10.9
3.1
2.0
0

2.2
2.6
6.8
0
1.4

0.0005
0.0027
0.12
0.046
0.094

the 208 participants who were depressed at baseline,
73/114 (64%) of Pakistani origin, and 54/94 (57%) of
White Europeans still had depressive disorder at follow-up (Fisher’s exact test, P = 0.39). The proportions
were similar in those under 50 years: 46/84 (55%) and
29/56 (52%), respectively, (Fisher’s exact test,
P = 0.73), but for those aged 50 or more the proportions were 27/30 (90%) for people of Pakistani
origin and 25/38 (66%) for white Europeans (Fisher’s
exact test, P = 0.023; OR = 4.7, 95% CI 1.2–18.5).
After adjustment for all other variables, including
severity of depression at baseline (baseline SRQ
score), persistence of depression was associated with
older age, lack of social support and increase (between baseline and six months follow-up) in the difficulties scores for physical health problems and
serious problems in close relationship (Table 3).
Adding an age by ethnic group interaction term did
not change these results.
Repeating the analysis shown in Table 3 by each
ethnic groups separately showed that in white Europeans, the significant correlates of persistent depression were fewer than 12 years of education
(OR = 4.76, 95% CI 1.39–16.4) and baseline SRQ
score (OR = 1.23, 95% CI 1.03–1.46). In people of
Pakistani origin the significant correlates of persistent
depression were: lack of education (OR = 9.71, 95%
CI 1.06–88.93), baseline SRQ score (OR = 1.26, 95%
CI 1.05–1.52), age 50 or more (OR = 9.04, 95% CI
1.64–49.98) and increased difficulties scores at follow

up for the individual’s physical health problems
(OR = 2.03 95%CI 1.01–4.09) and for difficulties in
close relationships (OR = 1.73, 95% CI 1.04–2.88).

j Treatment of depression
GP notes were examined for 204 out of the 208 (98%)
of the participants with depression at baseline. During
the 6 months prior to baseline the participants with
depressive disorder of Pakistani origin consulted their
GP more often than depressed white Europeans: 40/
113 (35.4%) Pakistani people made 5 or more visits
compared to 14/91 (15.4%) of white Europeans
(P = 0.001). These consultations were primarily for
bodily symptoms in 48/113 (42.5%) of Pakistani
people compared to 21/91 (23.1%) of white Europeans
(P = 0.005). There was no difference for consultations
for anxiety or depression (33/113 [29.2%] vs.25/91
[27.5%], respectively). The same pattern was evident
during the 6 months following baseline.
White European women were more likely to receive antidepressant medication than women of
Pakistani origin (31/62 [50%] vs. 20/89 [22.5%],
respectively, P = 0.001); there was no difference
among men. The same was true for psychological
therapy (23/94 [24.5%] and 7/114 [6.1%] P < 0.0005).
In response to our specific questions regarding use of
alternative sources of help, 19 participants had sought
such help, including from a hakim/homeopath, with

Table 3 Odds ratios and 95% confidence intervals for possible predictors of persistent depression (for 208 subjects who were depressed at baseline)
Possible correlate of depression

Model 1
Odds ratio

95% CI

Female
0.90
0.43–1.89
Pakistani origin
1.83
0.89–3.74
Age 50 or more
2.65
1.27–5.54
Single
0.81
0.34–1.94
Widowed, separated or divorced
1.09
0.48–2.48
Lack of formal education
2.77
0.69–11.08
Educated for 12 years or more
0.62
0.32–1.20
Low socio-economic status
1.31
0.61–2.82
Off work long-term sick
3.17
1.41–7.12
Unemployed
0.92
0.28–3.04
Lack of social support
2.80
1.26–6.22
Lack of a close confidant
1.25
0.62–2.49
Past psychiatric history
1.21
0.53–2.79
SRQ total score
Increase in LEDS scores between baseline and follow-up interviews
GB score for self-health difficulties
–
GB score for others’ health difficulties
–
GB score for relationship difficulties
–
GB score for environment difficulties
–

Model 2

Model 3

Odds ratio

Odds ratio

95% CI

0.44–2.05
0.80–3.52
1.08–4.96
0.29–1.75
0.37–2.05
0.66–12.43
0.28–1.11
0.61–3.01
0.91–5.00
0.25–2.95
1.12–6.00
0.53–2.20
0.42–2.39
1.08–1.33

1.09
1.75
2.89
0.73
0.63
2.75
0.53
1.36
2.24
0.88
2.52
1.12
1.24
1.20

0.49–2.44
0.82–3.76
1.27–6.58
0.29–1.84
0.25–1.58
0.62–12.14
0.26–1.11
0.59–3.14
0.92–5.45
0.23–3.26
1.04–6.10
0.53–2.40
0.48–3.18
1.08–1.34

–
–
–
–

1.63
0.92
1.38
1.50

1.04–2.55
0.60–1.40
1.05–1.80
0.98–2.30

0.95
1.68
2.32
0.71
0.87
2.86
0.56
1.35
2.13
0.86
2.60
1.07
1.01
1.20

95% CI = 95% confidence interval for odds ratio. Model 1 includes socio-demographic variables only as independent variables
Model 2 includes baseline SRQ in addition. Model 3 includes socio-demographic variables, baseline SRQ score and changes in LEDS difficulties scores as independent
variables

no significant difference between the two ethnic
groups. Treatment with an antidepressant or psychological therapy was not associated with persistence
of depression so was not added to the model shown in
Table 3.

j New episode of depressive disorder
At the 6-month follow up, we re-interviewed 190 of
208 participants with subthreshold disorder (91.3%
response rate). Sixteen of 93 (17.2%) white Europeans
had become depressed compared to 16/97 (16.5%)
people of Pakistani origin (Fisher’s exact test P = 1.0).
The factors correlating significantly with onset of
depressive disorder at follow up were low socio-economic status, education for 12 years or more, previous psychiatric history and increased score of marked
difficulties relating to close relationships (Table 4). In
people of Pakistani origin there were no significant
correlates of new episodes of depression but in White
Europeans the following were significantly associated
with new episodes of depressive disorder: low socioeconomic status (OR = 8.17, 95%CI 1.03–65.14) increase in difficulty score relating to problems in close
relationships (OR = 3.34, 95%CI 1.16–9.62).

Discussion
Our cross-sectional study confirmed that depressive
disorder is more prevalent in women of Pakistani
origin living in an inner city area of UK compared to
white European women in the same area, but there
was no difference in men. This higher prevalence

among Pakistani women was true also when we considered both subthreshold and depressive disorders
together. We have shown also that depressive disorder tends to be more persistent in older people of
Pakistani origin than white Europeans. By contrast,
there was no difference between the two ethnic groups
in the proportion with persistent depressive disorder
in those under 50 years or the rate of new episodes
among people with subthreshold depressive disorder.
Other cross-sectional studies have reported high
levels of depression among ethnic minority groups in
Europe or USA but some of these differ from the
present study as they were concerned with immigrants who had recently left areas of conflict often
under conditions of severe stress [2, 18, 26, 37]. Most
other studies differed also in the respect that they
measured depressive symptoms rather than depressive disorder [3, 37, 38, 40, 44]. In the comparable UK
EMPIRIC study the prevalence of common mental
disorder was significantly higher in Pakistani women
than white women (26% vs.19%) but this was not so
for ICD-10 depressive disorder (6.3 vs.3.3%). The
prevalence of depressive disorder in our sample of
Pakistani women (31%) was much greater than that
reported in EMPIRIC as ours was an inner city sample
whereas EMPIRIC used a nationally representative
sample.
Like the EMPIRIC study we found that the greater
prevalence of depression in women of Pakistani origin
compared to white European women remained after
adjustment for socio-demographic differences, until
we adjusted for years of education or social support
or social difficulties score, suggesting that these factors might explain the difference in prevalence.

Table 4 Odds ratios and 95% confidence intervals for possible predictors of new depression (for 190 subjects who were sub-threshold at baseline)
Possible correlate of depression

Model 1
Odds ratio

95% CI

Female
1.02
0.39–2.68
Pakistani origin
1.29
0.51–3.26
Age 50 or more
1.28
0.44–3.75
Single
0.98
0.32–3.03
Widowed, separated or divorced
1.43
0.46–4.40
Lack of formal education
0a
0–¥
Educated for 12 years or more
1.63
0.69–3.83
Low socio-economic status
2.80
1.05–7.46
Off work long-term sick
0.84
0.27–2.55
Unemployed
0.93
0.18–4.81
Lack of social support
1.03
0.29–3.60
Lack of a close confidant
1.20
0.46–3.12
Past psychiatric history
2.67
1.03–6.91
SRQ total score
Increase in LEDS scores between baseline and follow-up interviews
GB score for self-health difficulties
–
GB score for others’ health difficulties
–
GB score for relationship difficulties
–
GB score for environment difficulties
–

Model 2

Model 3

Odds ratio

Odds ratio

95% CI

0.37–2.59
0.51–3.29
0.41–3.54
0.32–3.15
0.47–4.50
0–¥
0.68–3.76
0.97–7.13
0.25–2.43
0.16–4.63
0.29–3.65
0.48–3.36
0.99–6.75
0.92–1.25

0.66
1.36
1.35
1.21
2.23
0
2.66
4.71
0.80
1.14
1.29
1.44
2.81
1.09

0.22–1.93
0.51–3.65
0.44–4.16
0.36–4.14
0.64–7.79
0–¥
1.01–7.04
1.46–15.21
0.24–2.65
0.19–6.88
0.31–5.41
0.52–4.02
1.01–7.79
0.92–1.28

–
–
–
–

1.04
1.66
2.58
0.97

0.55–1.98
0.88–3.14
1.35–4.93
0.52–1.82

0.98
1.30
1.21
1.01
1.46
0
1.60
2.64
0.78
0.85
1.03
1.27
2.58
1.07

95% CI = 95% confidence interval for odds ratio. Model 1 includes socio-demographic variables only as independent variables. Model 2 includes baseline SRQ in
addition. Model 3 includes socio-demographic variables, baseline SRQ score and changes in LEDS difficulties scores as independent variables
a
Eleven Pakistani subjects had no formal education at all. None of these were depressed at follow up and therefore the odds ratio is calculated as zero. Excluding this
variable from all 3 models makes negligible changes to the odds ratios and confidence intervals

The prevalence of depressive disorder in immigrant groups may vary considerably according to the
circumstances of their migration and their situation
in the host country [23, 38, 43]. Further study is
warranted when the prevalence of depression is
higher in ethnic minority groups than the local
indigenous population. Our study arose out of the
clinical need to understand more completely the factors underlying the high prevalence of depressive
disorder in the South Asian population in UK with a
view to improving treatment [14, 19, 41]. In this
context white Europeans living in the same inner city
area was regarded as an appropriate comparison
group as they also face high levels of social stress.
Data from the US National Comorbidity study
indicated that persistent depression in ethnic minorities was associated not with greater vulnerability to
depression (expressed as lifetime prevalence) but with
greater exposure to social or other environmental
factors that could, potentially, be overcome by improved treatment [8]. In a more recent US survey
depressive disorders were more persistent in blacks
than whites (56 vs.38.6%) [42]; the reasons for this
were not clear but the authors noted less satisfactory
treatment for Blacks than Whites. In our sample
depressive disorder persisted over 6 months in twothirds or more, which is much greater than the one
fifth to one third quoted for less socially deprived
populations [1, 39]. Unlike the US studies we were
able to assess the relationship of persistent depression
with social stress.
In each of the ethnic groups we found that persistent depressive disorder was associated with more

severe depression at baseline and few years of education; these findings are in line with previous studies
[1, 7, 34]. In addition, though, in the Pakistani group
older age, increasing severity of problems with
physical illness and close relationships were associated with persistent depression. Serious problems in
close relationships, mostly marital or ex-marital
partners, were very common in depressed people of
Pakistani origin (38%) and this was one of the main
differences between the depressed people of Pakistani
origin and White Europeans. Thus our study provides
evidence, more clearly than previously, that the
greater prevalence of depressive disorder in women of
Pakistani origin in UK is associated with more persistent depressive disorder in older people, which, in
turn, is associated with difficulties involving close
relationships and physical health problems. These
findings have implications for treatment.
In our study depressive disorder was common in
women of both ethnic groups; very high rates have
been reported previously in women living socially
deprived areas of inner cities [11, 21, 23, 25]. Such
studies (of predominantly white) women have demonstrated that such a high rate of depression can be
attributed to social and environmental factors
including stressful life situation, domestic violence
and lack of social support [9, 11, 16, 25, 33].
Perhaps surprisingly we did not find that racism or
treatment were associated with depressive disorder or
outcome. The former seems discordant with some
previous research [22] but the highest rates of
depressive disorder were seen in those least likely to
be exposed to racial discrimination (i.e. women, many

of whom rarely left their home). It is possible that
verbal racial abuse may not have reached threshold
for inclusion as a marked social difficulty in our study
but others have also found racism to be unrelated to
depression in a prospective study [24]. Treatment
may not have been associated with outcome because
the majority of our depressed participants did not
receive treatment. For those who did receive a prescription for antidepressants, this may or may not
have led to the person taking the drug [12, 31] and
such treatment alone may be inadequate in the
chronic depressive disorder we documented.
The strengths of our study include the use of standardised instruments administered by experienced and
trained interviewers of the same ethnic group as the
respondents, who could use the participant’s language
of choice (English or Urdu). Unlike some previous
studies we did not find a difference in prevalence
according to language of interview. We included a broad
range of risk factors for persistent depression, including
detailed measures of social stress and objective measures of treatment, and we achieved a high follow-up
rate at 6 months. In our analyses we adjusted for
baseline depressive symptom severity (SRQ score) as
recommended for this kind of analysis [34].
Our study was limited, however, by an initial response rate that was only just acceptable, though
comparable to other studies [2, 37, 38, 40, 41]. The
low response rate reflects, in part, the mobile nature
of inner city inhabitants but we experienced particular difficulty locating some potential participants who
were temporarily in Pakistan at the time of our study.
The prospective part of our study was limited by a
small number aged 50 years or older, reflecting the
age profile of the local population. The proportion of
participants with subthreshold disorder who developed new episodes of depressive disorder was small
(17%) though it was similar to that recorded previously in women with subthreshold depression followed up for a year (20%) [10]. We studied a single
ethnic group so that we could include higher numbers
than many previous studies but our findings may not
be generalisable to other ethnic minority groups.
The prominence of marked difficulties in close
relationship associated with persistent depressive
disorder in the people of Pakistani origin is a challenge to treatment. The picture that emerged from our
study was one where chronically depressed women of
Pakistani origin were trapped in a difficult home situation with little chance of getting support from
others outside of the home. It is unlikely that antidepressants alone will have an impact on such problems and marital therapy is rarely used in this
context. General measures to increase social support
may be more acceptable to this population and it is
likely that this should be combined with educational
facilities to empower women of this ethnic group and
attract more help with physical as well as mental
health problems.

As a result of this study we have recently developed
socially supportive groups for chronically depressed
women of Pakistani origin. These had to start with
obtaining permission from the family for the women
to attend the local community centre. These groups
are extremely popular with the participants and we
are evaluating their effectiveness when combined with
antidepressant treatment. Such a combined social and
medical approach may be necessary to tackle persistent depressive disorder in this high-risk group. In
addition the training of family doctors may be helpful
in overcoming communication difficulties, negative
attitudes towards medical help for mental illness and
antipathy to psychotropic medication [27, 32, 35].

Summary of work
Depression is more common in people of South Asian
origin in the UK but the reason is unclear. In a
population-based study we found that women, but
not men, of Pakistani origin living in UK were found
to have an increased prevalence of depressive disorder compared to white Europeans. In older Pakistani
people the depression was more persistent over
6 months. Persistent depression was associated with
persistent physical health and relationship problems.
Treatment for depression in primary care was less
satisfactory in women of Pakistani origin living in UK
than white European women but this was not associated with outcome.
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