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Abstract

Background:

Major depressive disorder has been associated with greater morbidity and
mortality. Many researchers have been sought complex association
between depression with spirituality, self-esteem and hopelessness. The
levels of severity of such factors can play role in the causes, recovery and
predictor of depression.

Objectives:

The main objective of this study is to assess the levels of spirituality, self-
esteem and hopelessness among patients with major depressive disorder.

Methods:

A quantitative descriptive design, conducted at psychiatric clinic in Ali
Kamal medical consultation center in Sulaimani City. A non-probability,
convenient sampling was recruited of 150 patients with major depressive
disorder attending the psychiatric clinic. The data were collected from
December, 21%, 2017 to April 1%, 2018 by the researcher of current study
through the utilization of structured Face-to-Face interview guided by the
questionnaire.

Result:

The result shows that the patients with major depressive disorder
experience high spirituality value, low self-esteem and moderate level of
hopelessness.

Conclusions:

The study conclude that high spirituality value on its own the strongest
significant factor may represents emotional source and possibly used to
handle or cope with depressed mood by the patients.

Recommendation:

The recommendation is that cognitive behavior therapy which utilizes a
group therapy may be successful at reducing internalized stigma,
improving self-esteem and reduction the feeling of hopelessness.
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CHAPTER ONE

Introduction

1.1. Introduction

The World Health Organization, 1946 defined health as state of complete physical,
mental and social well-being and not merely the absence of disease or infirmity.
However, more recent definitions of health have included emotional and spiritual
dimensions (Fortinash and Warret, 2012). To ignore any of these components
would omit significant part of well-being, with equally significant consequences
(Ahmad, Altaf and Jan 2016; Moritz et al, 2011). There is a growing belief that
major depressive disorder can be associated with increased feelings of loss and
powerlessness which can lead to a cycle of loss: feeling of powerlessness, leading
to hopelessness, and can lead to a sense of despair, which in turn feels back into a
deeper sense of loss . This cycle may continue overtime, perhaps leading to a
suicidal behavior (Kavrani et al, 2011).

Research findings indicated an association between spirituality, self-esteem and
hopelessness with major depressive disorder (Avila, 2014, Schneider, 2012). It can
be the contributory factors to depression (Yaacob et al 2009).

Depression has become one of the most common mental disorder with high
prevalence throughout a lifetime (APA, 2000). It effects approximately 3.6% of the
global population in 2013 (Ahmad, 2017). Major depressive disorder has been
associated with greater morbidity, mortality. The impact of the depression on
patients well-being and quality of life has been shown to be equal or greater than

several other major chronic medical condition (Casnas et al, 2012).
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The degree of variation among people with major depression in term of symptoms,
course of illness and responses to care and treatment indicates that depression may
have a number of complex and interacting factors underlying the variations
(Ahmad, Altaf and Jan, 2016; Uba, 2012, Haster, 2010). There are multi causal
origins, such us biologic, psychologic, social and cognitive factors converge to
development of depression. Each factor helps to explain some aspect of depression,
but none fully accounts for their development (Messie, 2012; Boyd, 2008).

The cognitive model of depression points to errors of logical thinking as causative
factor of depression. Beck, 1967 proposed a trial of thinking (schemata) that gives
rise to the development of depression, which they are; negative, self-deprecation
view of self; pessimistic view of the world, so that life experiences are interpreted
in a negative way; and the believe that negativity will continue into the future,
promoting a negative view of future events (Fortinash & worret, 2012).

These mind-sets result in the misinterpretation of events and situations, so that the
subject’s cognitive schema of self as worthless and the world and future as
hopeless. This faulty cognitive processing leads to assumption and continued errors
of logic that result in depressive symptoms and an ongoing negative view of life
(Aseltine and Demartino, 2004).

Yalom and Almond (2008) studied the condition under which an individual
develops meaning in life, they found that positive spirituality value, self-esteem
and hope may help to gain meaning in life and associated meaningfulness to
contact with self, other and the world. Thus enhancing spiritual well-being, self-
esteem and hope for subjects with depression is considered important mental health
strategy within holistic approach of nursing (Avila, 2014, Uba et al, 2012; Mortiz
et al, 2011, Boyd, 2008).

Spirituality is broad concept comprise many perspective in general, it includes a

sense of connection to something bigger than ourselves, and it typically involves a
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search for meaning in life. As such, it is a universal human experience, something
that touches us all. Individuals may describe a spirituality experience as sacred or
transcendent or simply a deep of aliveness and interconnectedness (Bonelli and
Koeing,2013).

Depression has been studied in relation to spiritualty and it appear that spirituality
does help people maintain their mental health (Koenig, Mc Cullough and Larson,
2001). Spirituality may play a role in depression prevention and recovery. Some
studies indicate that more spirituality involved individuals experience fewer
depressive symptoms and faster recovery from a depressive disorder than those
with less spirituality involvement (Mortiz et al, 2011). It has been suggested
spirituality acts as a coping resource or protective factor against depression
(Valdez et al, 2014).

According to Russell’s model as well-being spirituality is not necessarily religious
aspect, but rather an individual’s philosophy; value and meaning of life (Perrin &
Mc Dermot, 1997). Is define as a personal connectedness with a higher divine
natuer (Fortinash and Warret, 2012). Such connectness may contributes to
lessening depression.( Doolittle and farrel, 2004). Also, Avila (2014) reported that
spirituality is a significant predictor of depression should be considered on area of
study. Other Studies show a positive relationship between spirituality, self-esteem

and psychological well-being (Umana & Taylor, 2004).

In the view of Kernis (2006) self-esteem can both lead to and result from clinical
depression. Self-esteem has been regarded as an essential component of mental
health. It is the personal judgment of worthiness that expressed in attitude the
person hold toward himself (Yousafzai and Siddig: 2007) higher self-esteem tend
to report more positive affective states, grater wellness and more life satisfaction

(Uba et al, 2012). Low self-esteem has been frequent finding in depression and
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suicide behavior (Ahmad, Altaf and Jan, 2016). Recent empirical studies using
longitudinal data and cross-lagged regression models have consistently supported

the idea that self-esteem negatively predicts depression (Orth and Robins, 2013).

When low self- esteem is formed it effects all aspects of an individual’s life (Al
Khatib, 2007). Low self-esteem contributes to the development of a poor or
negative self-image (Yaacob et al, 2009) and its partial mediator of the relationship
between hopelessness and depression (Uba et al, 2012). Understanding self-esteem
Is important for interventions and prevention of depression (Ahmad, Altaf and Jan,
2016).

Hope is the center to positive psychological functioning approach. It is especially
important in dealing with stress and adversity. In psychological term, hope can be
defined in part, as a positive perceptual bias that facilitates the discovery and
retention of favorable future outcome .Hope is a potent quality of life variable
because its impact on the mental, social, physical functioning of the
individual(Scioli,2007). Some studies suggested that hope and spirituality; as hope
is typically a spiritual experience, would serve as stronger buffers against

depression, imagined loses, helplessness and despair as compared to self-esteem.

Other studies reported that higher hope scores were positively correlated with
greater scores of positive emotions, and there was little relationship between trait

hope and negative emotions.(Avila,2014)

In the view of Tuck (2012) hopelessness is a negative emotion characterized by a
lack of hope, optimism and passion. Hopelessness is both a cause and symptom of
depression, and in the context of depression a strong predictor of suicide according
to previous studies (Mohammed T, 2012; Hepp et al. 2004). Lubow (2011) noted
that hopelessness can be a passing part of a depressive episode, or even a brief

aspect of grief. But also, hopelessness can be a long term pattern of thinking and
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feeling, and it is almost inevitably the result of trauma. Living feeling hopeless is

very painful.

Symptoms of depression relating to apathy and lack of motivation (helplessness
expectancy) and sad affect (negative outcome expectancy) as well as other
symptoms of depression are believed to flow from this condition of hopelessness
(Frotinash & Warret, 2012). Other studies show that hopelessness also lead to low
self-esteem (Ahmad, Altaf and Jan, 2016) and may lead to ineffective problem
solving in depressed patient with suicidal ideation (Kaviani et al, 2011).
Unfortunately, hopelessness condition is converted into specific symptom pattern

of depression and remain elusive (Fortinash &Warret, 2012).

Hence, the spiritualty, self-esteem and hopelessness are intervened together in

depression need to be studied according to basic empirical ground.
1.2 Importance of the study

Major depressive disorder has become one of the most mental disorder associated

with morbidity, mortality and become the second foremost source of disease
related disability among all ages. Effective assessment, treatment and prevention
resets on accurate predictors. The contributory predictors are many and varied,
among some of the many predictors or factors are spirituality, self-esteem and
hopelessness.

Numerous studies have sought complex association between depression with the
factors of spirituality, self-esteem and hopelessness. The level of severity of such
factors can play role in the causes, recovery and predictors of depression
(Huguelet, 2011; Avila, 2014; Yousafzai and sidiqi, 2007). In previous systematic
review of studies pointed out that spirituality, self-esteem and hopelessness in
depression were representing under studied variables (Rew & Wons, 2006).
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The current study designed to identify such factors among patients with major
depressive disorder, identifying the level of severity of these factors are expected
to have particular important for nursing interventions and prevention of major
depressive disorder.

There have been some studies conducted on the unique factor such as spirituality
and depression (Mortiz et al, 2011; Phillipe, Lakin and Paragment, 2002), self-
esteem and depression (Ahmad , Altaf and Jan, 2016; Yousafzai and siddiqi, 2007)
hopelessness and depression ( Neus Baptist et al, 2014). The previous studies
sought to study depression in terms of spirituality, self-esteem and hopelessness is
limited. Furthermore no study has investigated the levels of spirituality, self-
esteem and hopelessness in outpatients with major depressive disorder in the
psychiatric-mental health nursing in Sulaimani city and even in Iraq.

According to the above mentioned issues highlighted for the present study. The
current study emphasis the necessity for such investigation to draw a more detail
picture of the complexity and extend the variables in depression which is
particularly important for intervention and care.

In the present study an attempt was made to assess the levels of spirituality, self-
esteem and hopelessness among Kurdish community-patients diagnosed with
major depressive disorder in Sulaimani city.

1.3 statement of the problem:

The problem of the present study was “Assessment the levels of spirituality, self-
esteem, and hopelessness among patients with major depressive disorder in

Sulaimani City”.
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1.4 The objectives of the study:

1.4.1 General objective:

The main objective of this study was to assess the levels of spiritualty, self-esteem
and hopelessness in patients with major depressive disorder attending the

psychiatric outpatient clinic at Ali Kamal consultation center in Sulaimani City.
1.4.2. Specific objectives

1. To identify the sociodemographic characteristics of the patients including age,
gender, marital states, level of education, occupation, economic status and

residency area.

2. To find out the psychiatric history characteristics of the patients including
duration of illness, number of hospitalization, suicidal attempts and family history

of mental illness.

3. To determine the levels of spirituality, self-esteem and hopelessness of the

study patients.

4. To find out the significant differences between patient’s levels of spirituality,
self-esteem and hopelessness in regard to sociodemographical and psychiatric

history characteristics.

5. To find out the relationship between the level of severity of spirituality, self-

esteem, hopelessness among study patients.



Chapter One/ Introduction Page |8

1.5 Definition of terms
1.5.1 Assessment

Theoretical definition

A systematic collection of data about individual’s health status, concerns mainly
with current problems, needs that may hinder the achievement of optimal health
and well-being (Haber et al, 2007).

Operational definition

A systemic data collection done by the researcher through face- to — face interview
with adult outpatients with major depressive disorder regarding their status
condition which including spiritualty, self-esteem and hopelessness by using the

questionnaire of the present study.

1.5.2 Spirituality

Theoretical definition

Is that part of an individual that deals with transcendent and universal, may
take expression in religion and ritual but not limited to those things but

rather an individual’s philosophy, value and meaning of life (Fortinash &

warret, 2012).
Operational definition

The internalized faith, value, and belief may take expression in existential
and religious behaviors by patients with major depressive disorder and

that’s measured by Elison-Paluzian-spiritual well-beings scale.
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1.5.3 Self-esteem

Theoretical definition

It is the personal judgment of worthiness that is expressed in the attitude the person
holds toward himself (Al Khatib, 2007).

Operational definition

It is the extent to which the patient with major depressive disorder values himself

or herself and that’s measured by Rosenberg- self-esteem scale

1.5.4 Hopelessness

Theoretical definition

It is an emotion characterized by a lack of hope, optimism and passion (Huguelet,
2016).

Operational definition

It is subjective emotion of the patient with major depressive disorder which has a
negative view point for the future, losing motivation, control, and confidence to

reach one’s goal that’s measured by Beck hopelessness scale.

1.5.5 Major depressive disorder

Theoretical definition

Is a mental illness defined in the Diagnostic and statistical manual of mental
disorder-5 that presents with depressed mood, loss of interest or pleasure,
decreased energy, feelings of guilt, low self-worth, disturbed sleep or appetite, and

poor concentration may occur with psychotic symptoms (DSM-5, 2013).



Chapter One/ Introduction Page |10

Operational definition

It is a mental illness that diagnosed by the consultant psychiatrist in Ali Kamal

medical consultation center currently with non-psychotic symptom.
1.5.6. Patient

Theoretical definition

A person receiving or registered to receive medical treatment (Cambridge
Academic Dictionary, 2018).

Operational definition

Outpatient with major depressive disorder attending the outpatient psychiatric

clinic at Ali Kamal consultation center in Sulaimani City for treatment or follow

up.
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CHAPTER TWO

Review of literature
2.1 Depression:

2.1.1 Historical background:

In Latin the word depression itself was derived from the verb “deprimere”
meaning in English “press down”. The word “demission” in Latin meaning
depression means mour or glooming (Taylor & Fink, 2006). Being

depressed meant to subjugate or to bring down in spirit (Wolpert, 1999).

In the time of Greek, Romans, Babylonian, Egyptian and Hebrew
Depression had been identified. The ancient Greek physician; Hippocrates
in the fourth century B.C, was most likely the first ever describe illness and
named Melancholia. Melancholia refers to Melas (black) and chole (bile),
linked for its etiology upon excess of black bile in the brain (Videbeck,
2001). Hippocrates writings not only define depression in similar ways as
current works but also use context to differentiate ordinary sadness from
depressive disorder (Horwits et Al, 2016). Aristotle (384-322 B.C) had
been associated Melancholia with men, the newer concept abandoned these

associations and became more associated with women (Radden, 2003).

The subsequent to Greek Romans medicine almost too new developments
in medical thinking about melancholy occurred until the end of the

eighteen century (Davison, 2006).

In the 11" century, the Persian physician Avicenna described Melancholia
as a depressive type of mood disorder in which the person may become

suspicious and develop certain type of phobia. During 8" century Johan
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Christian Heinorth a German physician argued that Melancholia was a
disturbance of the soul due to moral conflicts within the patient (Horwitz et
al, 2016).

The psychiatrists Emil Kareplin (1856-1926) may had been the first to use
depression as the overarching term, referring to different kinds of
Melancholia as depressive states (Shorter, 2013). Kareplin is most notably
known as the father of nosology in psychiatry (Kaplin&Sadock, 2003). He
was the pioneer in the field of biological psychiatry, arguing that

depression and often mental disorders are brain disease (Lowis, 2012).

Sigmund Schlomo Frued (1856-1939) an Austrian neurologist and the
founder of psychoanalysis, had been linked the state of Melancholia to
Mourning. He theorized that objective &subjective loss result in severe
Melancholic symptoms more profound than mourning; not only is the
outside world viewed negatively but the ego itself is comprised (Carhart-
Harris et al, 2008). The patient's decline of self-perception is revealed in

his belief of his own blame, inferiority, and unworthiness (Michel, 2012).

Adolf Meyer (1866-1950) was one of the most influential figures in
psychiatry in the first half of the twentieth century ,put forward a mixed
social and biological frame-work emphasizing reactions in the context of
the an individual's life and argued that the term depression should be used
instead of Melancholia (Pakel,2008).

A half century age, diagnosed depression was either endogenous; psychotic
(Melancholia) considered a biological condition, and reactive (neurotic)
reaction to stressful events. The term major depressive disorder was
introduced in the mid-1970s based on patterns of symptoms called
diagnostic criteria, and was incorporated into the Diagnostic and statistical
manual of mental disorders DSM-II1 in 1980(Robinson et Al, 2008).
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In the DSM-IV, 1993 the major depression are grouped under mood
disorders, while in DSM-V in 2013 the major depressive disorders changed
to be a separated disorders. ( Salih, 2016; APA, 2013)

2.1.2 Depressive Disorders:

2.1.2.1 Classifications:

On the new edition of Diagnostic and statistical manual of mental disorders
( DSM-5) the section of depressive disorders has been separated from
bipolar related disorders, unlinked on the DSM-1V, the section without the

opposite pole of elation of manic or hypomanic symptoms (Rahim,2015).

The common feature of all depression disorders is the sad, empty or
irritable mood accompanied by somatic and cognitive changes that
significantly affect the individual's capacity to function (Salih M ,2016) the
section of depressive disorders according to DSM-V,2013 includes :-

e Distributive mood dysregulation disorder.

e Major depressive disorder.

e Persistent depressive disorder (dysthymia).

e Premenstrual dysphoria disorder.

e Substance/medication induced depressive disorder.

e Unspecified depressive disorder (APA, 2013).

Major Depressive Disorder:

Major depressive disorder, also known as unipolar, clinical depressive
disorder is single or recurrent episode is describe in term of severity; as
mild, moderate and severe. Also, specified as partial remission, in full
remission and unspecified. Additional specification such as catatonia |,
Melancholia, typical feature, anxious distress, mixed features , mood

congruent psychotic feature, mood-in congruent psychotic features, per
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partum onset and seasonal pattern in pattern exist for major depressive
disorder (DSM-5,2013).

2.1.2.2 Diagnostic criteria of major Depressive Disorder:-

The diagnostic and statistical manual of mental Disorder-V (DSM-5)
published by the American Psychiatric Association (APA, 2013) gave the
standard criteria for major depressive disorder based on single episode or

current. The criteria are:-

. Five (or more) of the following symptoms have been present during the

same 2-week period and represent a change from previous functioning; at
least one of the symptoms is either (1) depressed mood or (2) loss of
interest or pleasure.

Depressed mood most of the day , nearly every day, as indicated by either
subjective report (feel sad, empty, and hopeless) or observation made by
others (appears tearful)

Markedly diminished interest or pleasure in all activities.

Significant weight loss when nor dieting or weight gain (a change of more
than 5% of body weight in a month and changing appetite.

Insomnia or hypersomnia nearly every day.

Psychomotor agitator or retardation nearly every day.

Fatigue or loss of energy nearly every day

Feeling of worthlessness or excessive or in appropriate guilt (which may
be delusional.

Diminished ability to think or concentrate, or indecisiveness.

Recurrent thought of death, recurrent suicidal ideation without a specific
plan for committing suicide.

The symptoms cause clinically significant distress or impairment in

social, occupational or another important area of functioning.
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C. The episode is not attributed to the physiological effects of a substance or
to another medical condition.

D. The occurrence of the major depressive episode is not better explained by
schizoaffective disorder, schizophrenia, schizophreniform disorder,
delusional disorder, or other specified and unspecified schizophrenia
spectrum and other psychotic disorder.

E. There has never been a manic episode or a hypomanic episode (APA,

2013)

2.1.2.3 Etiology

Multiple theories have been developed to the cause of major depressive
disorders. None theory fully explained the complexity of the illness. Many
studies support the premise that major depressive disorder has multi causal
origins, in which biologic, psychologic, social and cognitive factors
converge to promote the development of depression (Fortinash & Worret,
2012). In general, these etiologic factors grouped into neurobiological and

psychosocial. These factors are:-

Biological factors:-

A:1l Neurotransmission Disturbance. It’s believed that monoamine
neurotransmitter system, especially those of norepinephrine and serotonin,
their metabolites, and their receptors are somehow altered during episodes
of depression (Hardeveld,2013; Ahmad D ,2016) more recent research on
neurotransmission has focused on the altered sensitivity of neuronal
membranes in mood disorders. In response to a decrease or increase in
availability of neurotransmitters, it appears, overtime, there is a change in
the sensitivity or density of presynaptic and postsynaptic receptors specific

to a particular neurotransmitter. This results in delayed postsynaptic
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receptor-mediated responses. Receptor change theories propose that there

Is an underactivity of neurotransmission in depression (Mulinari, 2012).
A: 2 Neuroendocrine Dysregulation

Studies indicate that dysregulation of the hypothalamic-pituitary-adrenal
(HPA) axis is associated with depression. The HPA axis controls
physiologic responses to stress.

Hyperactivity of the HPA axis is often evident in depression. Up to 50% of
patients with moderate to severe depression exhibits elevated serum
cortisone level (Haster, 2010). The functioning of HPA axis is related to
the 24 Hours cycle of cardiant rhythms that control physiologic processes.
With mood disorder, cyclic pattern are distrusted. Blood cortisol is
normally at a low level in the early morning and highest in late afternoon.
Sleep-wake cycles are distributed in depression. Patient experience
decreased shallow, slow delta wave sleep, thus fragmenting the sleep-wake
cycles (Fortinash & Warret, 2012).

A: 3 Genetic transmissions

A relationship between genetic makeup and susceptibility to major
depression disorders (MMD)has long been suspected on the basis of family
and twin studies (Boyd, 2008) Twin studies has estimated MMD'S degree
of heritability to be 0.33 in confidence interval 0.26-0.39 ( Wurtman,
2005).

Among families exhibiting an increased prevalence of MMD risk of
developing the illness was enhanced in members exposed to a highly
stressful environment (Wurtman, 2005).

Twin and family studies give us the estimates and typically it’s a 40%
heritability for depression and 60% seems to be independent environment
(Fabian R, 2018)
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The gene products of greatest interest to present are those involved in the
synthesis and action of serotonin, among them the serotonin-uptake protein
localized within the terminals and dendrites of serotonin-releasing neurons.
It has been found that the platelet serotonin uptake is low in some patients
with MDD. Also is highly correlated in twins (Aiken C, 2018). Aiken
found that the serotonin transporter promoter gene's short allele (5-
HTTLPR) has been linked with depression, particularly in the variation of
the genes interact with stress (Aiken, 2018).

Although heredity is a significant factor the concordance rate for
monozygotic twins is not %100 (Kelsoe, 2005) and it is not a single
depressive gene that causes depression but most likely a combination of
genes that confers rise (Aiken, 2018), then genetic alone donate account for

depressive disorder (Rice et al, 2002).
B: psychosocial factors:-
B.1 a Psychoanalytic theory:-

This theory focused on theme of the loss either real or symbolic. According
to Sigmund Freud, in depression the loss generates, hostile feelings toward
the loss object that are turned inward onto the self-creating guilt and loss of
self-esteem ( Fortinash & Worret, 2012).

Depression is viewed together with loss and aggression. The loss of an
object either physical or emotional in compound by the development of
anger (Boyd, 2008).Psychoanalytic historically believed that depression
was caused by anger converted into self-hatred. The parents who are
inconsistent create unpredictable hostile world for the child as a result
he/she feels alone, confused, helpless and ultimately angry. This occurs in
childhood, creating a vulnerability to real or perceived loss throughout

adulthood that results in period depression (McLeod, 2015).
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B.2 Cognitive theory:-

Cognitive theory of depression points to errors of logical thinking as
causative factors for depression. This theory assumes that mood is
influenced by underlying cognitive structure, some of which are fully
conscious these cognitive structures, or schemata, may be shaped by early
life experiences and predisposed to negative processing of information. In a
diatheses-stress model, when persons predisposed to depression with
negative schemata encounter stress, the negative processing is activated,
resulting in depressive thinking (Fortinash & Worret, 2012, McLeod,
2015).

The cognitive theorist, AronBeck identified a trade of thinking that are

thought were responsible for depression which is

Negative, self-depreciating view of self.

Pessimistic views of the world so that life experiences are interpreted in a
negative way

The belief that negativity will continue into the future, promoting a

negative view of future events.

These mind-self results in the misinterpretation of events and situations, so
that the client’s cognitive schema of self as worthless and the world and
future as hopeless are supported. This faulty cognitive processing leads to
assumptions and continued errors of logic that result in depressive
symptoms (Disner, et al, 2011; Fortinash & Worret, 2012; McLeod, 2015)

B: 3 Learned helplessness theory:-

Helplessness is a phenomenon in humans when they have been conditioned
to aspects suffering without a way to escape it. When human come to

believe that they have no control what happens to them they begin to think,
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feel and act as if they are helpless. This phenomenon is called learned

helplessness (cherry, 2017).

The learned helplessness theory is actually a variant of the cognitive
theory, tracing the determinate of depression to altered cognition.
According to the original theory of Seligman, stated that stressful events
that are experienced as uncontrollable result in the development of
helplessness, apathy, powerlessness and depression (Fortinash & Worret,
2012). Then Seligman and colleges modified this theory and suggested that
the primary issue is the person’s expectation that external events are
uncontrollable. This causal attribution regarding current events, combined
with the person‘s perception of past uncontrollable experiences, yield the
expectation that the event or situation cannot be controlled. This, in turn
results in helplessness, passivity, and sadness, which lead to other
symptoms of depression, such as decreased appetite and low self — esteem
(Dowd, 2004).

More recently a hopelessness theory was developed as a response to
learned helplessness theory of depression (McLeod, 2015). This theory
proposed that the causal attribution formed by individuals in response to
negative life events influences their risk for becoming depressed. It was
hypothesized that individual form causal attributions along three different
dimensions, from internal to external, stable to unstable, and from global to
specific. According to this theory, those who attribute a negative event to
internal, stable and global causes were at greater likelihood of developing
depression. This theory predict that an individual who has an argument
with an acquaintance is more likely to become depressed if they interpret
this event as a product of their poor interpersonal ability (internal) which
they belief will never change (stable) and will negatively influence all their
other social interaction (stable) (Liue et al, 2015 and McLeod, 2015).
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This theory presents hopelessness as a sufficient cause of depression and
individual’s inferred negative outcomes and negativity about self as key

elements of depression (Liu et al, 2015)
C: Stress factor:-

It is widely acknowledged that there appears to be some type of
relationship between life events and the onset of depression. The
Diatheses-stress model suggests that people have different degrees
vulnerabilities or predispositions for developing depression (Nemad, Reiss
and Dombeck, 2018). The model suggest that having a propensity towards
developing depression alone is not enough to trigger the illness. Instead an
individual’s diathesis must interact with stress life events of social,
psychological or biological in nature in order to prompt the onset of
depression (Nemade, Reiss and Dombeck, 2018 ; Hankin et al, 2004).

2.1.2.3 Epidemiology:

Depressive disorder are major public health problems, with prevalence of
major depressive disorder 3.6% of global population (Global burden of
disease study, 2015), in Europe of 8.56% (Casan et al, 2012). It is currently
highly prevalence in both high and low to middle income countries
(Kessler & Bromet, 2013). In lIraqg, the prevalence of major depressive
disorder was estimated at 932:100.000 in adults (Al Hasnawi et al, 2009).

It is strikingly affects more female than males as 5.6% vs 3.4% (Ustun,
2004). The most frequent age of onset for major depressive is the 25-44
year age-group; people in younger age group have an increasing risk of

developing depression.

Data indicate that the onset of depression at an early twenties or at ages 55

or over predicts a more protracted, chronic course (Fortinash & Worret,
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2012). Studies indicate that 10% to 15% of completed suicides are
committed by persons specifically with major depressive disorder.
Depression is major factor for person attempting suicide as well
(Mohammad T, 2012).

2.1.2.4 Major depressive disorder treatment:-

There are several treatment methods for depression disorder. These
approaches include antidepressant medications, psychotherapy and
electroconvulsive therapy (ECT) and other somatic therapies. The ECT is

generally avoided, except in extreme circumstances.

. The psychopharmacology treatment various types of antidepressant
medications are used to treat persons with major depressive disorder. These
include selective serotonin reuptake inhibitors (SSRIs), tricyclic
antidepressants (TCAs) and mono oxidase inhibitors (MAOQIs) (Fortinash
& Worret, 2012).

The SSRIs are considered to be most tolerable and safest antidepressants
have greater. The MAOIs antidepressants have greater side effects and
associated with greater risk of toxicity (Boyd, 2008).

. Psychotherapeutic intervention

The types of psychotherapy that have been used to treat major depressive
include; cognitive-behavior therapy, interpersonal relationship therapy and
psychodynamic therapy. Each of these therapies differs with respect to the
underlying theoretic frame work, goals, and approach. (Mohammad,
2012).

Cognitive-behavior therapy (CBT)

This is a structure therapy, focus on assisting patients in recognizing
perceptual and cognitive errors, instructing patients to perceive external

problems realistically to change patterns of thinking or behavior that are
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behind patients emotional difficulties (Martin, 2019). CBT helps patient
with major depression to correct their misinterpretation (Lampe et al, 2013)
Interpersonal therapy

This therapy views depression as developing from pathologic early
interpersonal relationship patterns that continue to be repeated in adulthood
(Fortinash & Worret, 2012). This type of therapy is designed to help
depressed patients with their daily activities and their social relationship (
Bordbar and Farid Hosseini, 2012).

Psychodynamic therapy

The psychodynamic therapy is derived from the psychodynamic theory by
Frued. In this therapy , depression is viewed as a result of early childhood
loss of a love object and ambivalence about the object; introjection of
anger onto the ego, resulting in blockage of the libido; and unresolved
intrapsychic conflict during early child hood psycho sexual development.
Thus self-esteem is damaged and eroded, with repetition of the primary
loss pattern occurring throughout life. The therapist is helped the depressed
patient to uncover repressed experience feeling, defenses and interpret
patient’s current behavior. For some patient’s, psychodynamic therapy
assists in developing insights that promote behavioral changes (Fortinash &
Worret, 2012; Marrion and Valfree, 2005).

2.1.2.5 Major depressive disorder; Nursing process:-

2.1.2.5.1 Assessment

Assessment of the client with depression includes information about his/her
Presenting problem and mental status, past psychiatric history, social and
developmental history, family history, and physical health history
(Frederiksy et al, 2006; Fortinash and Warret, 2000). Assessing the history

Is important to determine any previous episodes of depression, treatment,
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and client’s response to treatment. The nurse also asks about family history

of mood disorders, suicide, or attempted suicide (Boyd,2008).

The nurse can collect data from the client and family or significant others,
previous chart information, and others involved in the support or care
(Gournay,2009).

2.1.2.5.2 Nursing Diagnosis:
The North American Nursing Diagnosis Association (NANDA) (2000)

listed the following relevant diagnoses for patients with major depressive

disorder :

- Communication; impaired verbal.

- Coping; defensive, ineffective individual.

- Self-care deficit; bathing, hygiene, dressing/ grooming, feeding.
- Sleep pattern disturbance.

- Social interaction; impaired

- Nutrition, altered

- Constipation

- Thought process; altered.

- Violence; risk for: directed as others, self-directed.
- Spiritual distress/ distress the human spirit

- Hopelessness

- Powerlessness
2.1.2.5.3 Implementation:

The plan of action for clients with depressive disorder varies depending on
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Many issues. In the short term, nursing and collaborative interventions are

Available that is effective in reducing the acuity of the episode and
promoting more optimal functioning. With the current trend of short- term

hospitalizations, and community care and treatment (Townsend, 2011).
2.1.2.5.4 Nursing Interventions:

Nursing interventions for clients with depressive disorders span a wide

range of biopsychosocial areas, with consideration of the effects of
depression on physiological, cognitive, psychologic, behavioral and social

spheres.
The interventions are the followings:-
1- Communicate to client that crying is acceptable. Use of touch is

therapeutic and appropriate with most clients. Knowledge of cultural

influences specific to the client is important before using touch technique.
2- Assist client in problem solving as he or she attempts to determine

methods for more adaptive coping with the experienced loss. Provide
positive feedback for strategies identified and decisions made. Positive
feedback increases self-esteem and encourages repetition of desirable

behaviors.
3- Help client to recognize and focus on strengths and accomplishments.

Minimize attention given to past (real or perceived) failures. Lack of

attention may help to eliminate negative ruminations.

4- Encourage client to take as much responsibility as possible for own self
care practices. Providing client with choices will increase his or her

feelings of control.

5- Identify ways in which client can achieve. Encourage participation in
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these activities, and provide positive reinforcement for participation, as

well as for achievement.
6- Provide positive reinforcement for client’s voluntary interactions with

others. Positive reinforcement enhances self-esteem and encourages

repetition of desirable behaviors.

7- Reinforce and focus on reality. Talk about real events and real people.
Use real situations and events to divert client away from long, purposeless,
repetitive verbalizations of false ideas.

8- Teach client to intervene, using thought-stopping techniques, when
irrational or negative thoughts prevail.

9- Encourage client to reach out for spiritual support during this time in

whatever form is desirable to him or her. Assess spiritual needs of client

and assist as necessary in the fulfillment of those needs.

10- Create a safe environment for the client. Remove all potentially
harmful objects from client’s access (sharp objects, straps, belts, ties, glass
items).Supervise closely during meals and medication administration.
Perform room searches as deemed necessary. Client safety is a nursing

priority.

11- In collaboration with dietitian, determine number of calories required
to provide adequate nutrition and realistic (according to body structure and

height) weight gain.
12- Develop trusting relationship with client. Show empathy and caring. Be

honest and keep all promises. Trust is the basis for a therapeutic

relationship.

13- Convey an accepting attitude, and enable the client to express feelings
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openly. An accepting attitude conveys to the client he or she is a

worthwhile person. Trust is enhanced.
14- Spend time with client to convey acceptance and contribute toward
feelings of self-worth.

15- Encourage participation in group activities from which client may

receive positive feedback and support from peers.

16- Help client set realistic goals. Unrealistic goals set the client up for

failure and reinforce feelings of powerlessness.

17- Weight client daily. Weight loss or gain is important assessment
information.

18- Administer antidepressant medication at bedtime so client does not

become drowsy during the day.(Rohads and Murphy, 2015, Morrison-
Valfree, 2005).

2.1.2.3.5 Evaluation:

Nurses evaluate clients' progress by measuring their achievement of
identified outcomes. Data that support or refute achievement of outcomes
are collected from personal observations, clients, clients' family and
friends, and other health care providers. Evaluation occurs throughout
hospitalization and may be continued by community mental health
providers after clients have been discharged. Nurses working in community
settings, such as psychiatric home care, may be evaluating outcomes for
clients who have never been admitted to an inpatient setting (First and
Tasman, 2006; Fontaine, 2003).

With decreasing lengths of stay in hospitals, nurses in inpatient psychiatric
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units may not see dramatic changes in client's symptoms. However , they
must see some clear progress related to priority short-term outcomes, such
as absence of imminent suicidal intent, a plan for addressing the potential
return of suicidal ideation after discharge, the ability to conduct self-care
activities, some alleviation of neuro vegetative symptoms of depression
(sleep, loss of appetite, fatigue, psychomotor retardation), improvement of
cognitive functioning and communication, and initial understanding of the
disorder and its treatment, including necessary self-care management.
Referrals are made to therapists, psychiatrists, home care and community
mental health agencies, and partial hospitalization programs for continued

care in the community (Melnyk and Lusk, 2013; Fontaine, 2008).

Nurses working with clients in the community see improvement in longer
term outcomes such as improved socialization, return to usual activities,
reduction in negative thinking, increased self-esteem, use of new coping
strategies, resumption of family/work roles, continued improvement in
cognitive progress (e.g., attention and concentration), decreased or absence
of fatigue, and adherence to regimens. For some clients, these outcomes
become evident within weeks for starting psychotherapy or somatic
treatment regimens. For others, improvement may require months before
longer-term outcomes are achieved. Recent data suggest that return to
previous levels of functioning after an episode of depression takes longer
than previously thought, particularly if clients have had multiple episodes
(Varcarolis, 2011; First and Tasman, 2006).

2.2 Spirituality:
2.2.1: Anoverview

During the past 50 year, from an almost exclusive emphasis on the

Importance of physical health to a more balanced perspective that now
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promotes the achievements of wellness through the pursuits of holistic
health (Rhoads and Murphy, 2015).

The concept of health is now generally viewed as a holistic,
multidimensional phenomenon that includes not only physical, but also
emotional intellectual, occupational, social, and spiritual components
(Nelson, 2009). The high levels of wellness cannot be achieved without a

balance in the various dimensions of health (Christmas & Vanhorn, 2012).

Historically, the majority position of psychiatry think that psychiatry has
nothing to do with spirituality & religion (Verghese, 2008). And in the
psychology the matter of spirituality has traditionally fallen outside of its
domain (Chirban, 2013).

Today psychiatrists, psychologists and clinicians are increasingly respond
to the idea that spirit as integral in the life of the person and believe that
spirituality are important in the life of their patients (Bonelli & Loenig,
2013). A cording to Russell’s model of well-being, spiritual health forms
the overall umbrella under which all other dimensions are united. Russell’s
model viewed spirituality is not necessarily religion, but rather, an
individual’s philosophy, value, and meaning of life (Perrin & Me Dermott,
1997).

2.2.2 Spirituality: A dimension of the person

The human spirit is heavenly component of human’s non-material makeup,

the part that is impersonal or universal (Avila, 2014).

Spirituality is a worldwide acknowledged concept, it is an intimately
connected to the super natural and religion, although extended beyond
religion (Christmas &Vanhorn, 2012).
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In contemporary usage spirituality has a number of common meaning and
definitions in the scholarly literature also vary. These deference’s reflect
the fact that spirituality is aboard term encompassing multiple domains of
meaning that may differ among various cultural, national and religious
group (Nelson, 2009). Nelson, 2009 noted that spirituality is used to denote
the experiential and personal side of our relationship to the transcendent or

sacred.

The American Counseling Association- ACA, 2005 defining the
spirituality as a capacity and tendency that is innate and unique to all
person. This spiritual tendency moves the individual toward knowledge,
love, meaning, peace, hope, transcendence, connectedness, compassion,
wellness, growth and development of a value system. Spirituality
encompasses a variety of phenomena, including experiences, beliefs, and
practices. Spirituality is approached from a variety of perspectives,
including psycho-spiritual, religious and transpersonal. While spirituality is

usually expressed through culture (ACA, 2005).

Thoreson (1998) defined spirituality operationally as the need to transcend
or rise above every day material or sensory experience one’s relationship to
God or some other higher universal power, force, or energy, the search for
greater meaning, purpose and direction in living, and healing by means of
non-physical kind of intervention. Chriban (2013) stated that the person’s
spirituality encompasses an understanding of the scared, of the holy, of
faith and all those things that are not physical. It addressed the core images
regarding humanity, the divine and relationship between humanity and
divine their images can be healing and sustaining or they may be punitive
and crippling (Chirban,2013).
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Individual’s spiritual-health have two characteristics; internal and external.
Internally, spiritual health seems to provide the individual with life
purpose, ultimate meaning oneness with nature and beauty, a sense of
connectedness with other, deep concern for a commitment, peace, hope and
fulfilment. Externally, spiritual-health of individuals express themselves
through trust, honesty, integrity, altruism, compassion and service. In
addition, these characteristics regularly communicate with higher power or
larger reality that transcends an observable physical reality (Avila, 2014,
Philips Lakin and Pargament, 2002).

The role of the spirituality in life not optional, it is a response to the need
for human wholeness. To miss an essential part of the person (Wommacle,
2010). In the treatment of illness, it is important to attend to the spiritual

dimension of a person (Chirban, 2013).
2.2.3 Spirituality and Religion:

Spiritualty and religiosity are related and overall but is not the same
(Cohen et al, 2012). Religiosity is a specific set of beliefs and practices
usually within an organized and formal group or it may be a less formal
and more individual set of beliefs and practices (Philips, Lakin and
Paragment, 2002).

Religion is institutionalized spirituality, thus there are different sets of
beliefs, traditions, and doctrines. Spirituality is the common factor in all

these religions (Verghese, 2008).

In this regard, Christmas and Van Horn (2012) stated that, although a
spiritual tendency is described as a global and overarching issue, it affects
people in different and personal ways. How that spiritual tendency fits into
people’s individual lives is what makes it meaningful to them. This broad

basis helps to distinguish spirituality from organized religion, which can be
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described as a particular set of beliefs and practices with which people
affiliate themselves. Some forms of spirituality include a belief in God or

higher power and some do not.

Religion is more prescriptive of the beliefs and followed by its adherents
(Young & Cashwell, 2011). In addition, Young and Cashwell,2011,
described the relationship between spirituality and religion as religion
provides a structure for human spirituality, including narratives, symbols,
beliefs, and practices, which are embedded in ancestral traditions, cultural

traditions, or both.

Spirituality is broader than culture and instinctive to humanity while
religion provides a cultural framework within which people’s spiritual

beliefs can develop and grows (Christmas and Horn, 2012).

It is possible that religions can lose their spirituality when they become
institutions of oppression instead of agents of good will, peace and
harmony. They need periodical revival to put spirituality in place (Philips,
Lakin and Pargament, 2002).

Recent research has suggested that religion and spirituality can be a
resource or a burden for person with serious mental illness. Religious
resources and coping methods have been associated with both positive
“feeling a source of comfort from God” and negative outcomes “guilt over

being angry with God” (Bussema & Bussema, 2000).

Psychiatric symptoms can have a religions content for example, the loss of
interest in religions activities is a common symptom of depression. Too
much and distorted religious practice are common in schizophrenia. The
spiritual background of the patients will help in the interventions of

psychiatric disturbance (Verghese, 2008).
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2.2.4 The goals of spirituality
Summarized as follows:

Providing an image of the diving, humanity and understanding of the

relationships between divine and humanity.
Helping to examine thought of divine reward, punishment or neutrality.
Helping to give belief and meaning to life.

Helping to find a sense of duty, vocation or moral obligation, to examine

one’s experience of the divine and sacred.
Helping to cope with situations that conflict with spiritual understanding.
Providing a format for spiritual ritual and practices.

« Providing a faith community.

* Providing authority and guidance for one’s system of belief, meaning

and ritual.( Chirstmas and VVan Horn, 2012).
2.2.5 Spirituality models and mental health:

There is a complex connection between spiritual wellness &mental health.

These connections explain in medical & psychological model.
2.2.5.1 Medical model

Mental and psychological health is the normal state of human functioning
and can be defined as a condition in which the person is functioning well in
their environment with minimum of personal distress. A person is healthy

in the absence of problems (Nelson, 2009).

Recently the medical model now allows for the possibility that spiritual
problems might be considered as treatment issues. These changes were

spearheaded by a group as Tran’s personal psychiatrists, and the
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modifications are part of an overall trend toward greater cultural sensitivity
in diagnosis and treatment. In addition to revising codes of ethics for the
helping professions to require respect for client religious belief, the
NANDA has been include the diagnosis category of religion and spiritual
problem. This category can be used when the focus on clinical attention is
a religious or spiritual problem. Spiritual problems could include spiritual
experiences or dealing with problems that have spiritual component such as
terminal illness an addiction fraud associated with negative mental health.
(Koenig, 2006).

2.2.5.2 Psychological model

In this model, the human health is conceptualized as more than an absence
of illness. Instead, an attempt is made to propose a broader vision of what
the good life or goal of human existence is like and how it should be
achieved (Hardy, 2000). The psychological model of positive mental health
Is equated with happiness, the short-term experience of pleasure and
avoidance of negative emotions (Pressman and Cohen, 2005) or subjective
well-being (SWB) which is the individually evaluation of the quality of
their lives. This approach is based upon the model claim that the self-
interest of the individual in seeking pleasure and avoiding pain is the
fundamental human motive (Mitchell & Whollery, 2004). In the
eudaimonic approach, mental health is through of as a dynamic process
rather than an end state of pleasure and is described in somewhat broaden
terms as psychological well-being, the position of fully functioning
individual who engages life, seeking to actualize their potential and find
meaning, develops quality relationships and develops competence and seek

to master the environment (VVan Dierendonck and Mohan, 2006).



CHAPTER TWO/ REVIEW OF LITERATURE PAGE 34

2.2.5.3. Islamic Views

In general, Islamic theory holds that each person comprises four parts; the
heart, the intellect, the spirit (Ruh) and the self (Nafs). The spirit contains a
template of potential for the person. And the self encompasses the
biological and psychic aspects of the individual (our animal nature)
(Nelson, 2009).

The four parts of the person are in harmony through belief, worship and
submission to Allah. Individual can actualize this potential. Resisting it
will lead to imbalance, discontent and the possibility one’s power can
become evil and will be abused for selfish ends. Individuals need to
practice self-control and live in society that support this way of life.
However, the exact nature of the path is different for every person (Nasr,
2002).

Although hospital for psychiatric care appeared in Islamic countries early
in the 8™ century, Muslims generally may see mental health difficulties as
due to spiritual problems or weakness in faith. Islamic counselors working
with Islamic clients generally see their spirituality, religion is as a resource
that helps guard against problem like depression and suicide, as well as

providing coping resources for other types of problem (Ali, et al, 2004).
2.2.5.4. Spiritual well-being as Mental Health Model

Nelson (2009) reported that some scholars note that spirituality, religion
also produce a kind of well-being that is different from eudaimonic
varieties described by psychiatrists. The spiritual well-being which has
developed by Ellison (Ellison, 1982, Paloutzia & Ellison, 1982, Ellison &
Smith, 1982), Ellison view of the spiritual well-being concept that, in
addition to desires for pleasure or self-fulfillment, humans have needs for

transcendence, “the sense of well-being that we experience when we find
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purposes to commit ourselves to which involve ultimate meaning for life”.
This type of well-being provides integration, harmony, and freedom within
the personality and it involves two types; religion well-being which is a
vertical relation or well-being in connection to God, and the second type is
existential well-being which include a horizontal relation to the world

including a sense of life purpose and satisfaction.

Mansager (2000) stated that spiritual well-being can be an expression of
spiritual health or maturity. It is different than psychosocial well-being
because it goes beyond material aims (Van Dierendonck and Mohan 2006).
Nelson (2009) added that spiritual well-being is associated with higher
religious salience, participation and satisfaction, as well as better physical

and psychological well-being, lower anxiety, and less depression.

In addition, spiritual well-being also related to self-actualization, as persons
who have higher levels of self-actualization have grater spiritual well-
being, stronger intrinsic religious commitment and greater frequency of
spiritual experiences. Development of spiritual well-being related to less
self-focus, healthy dependencies, and relationship with religious
community. Unity and coherence of goals related to other positive
characteristics such as freedom of compulsion, self-esteem, higher

empathy, and helping behaviors (Nelson, 2009).
2.2.6 Spirituality and coping behavior:

Lazarus, 1991, defined coping behavior as an ongoing conditioned and
behavioral efforts to manage specific external and / or internal demands
that are apprised as taxing or exceeding the resources of the person (Salih,
2016). Coping is triggered as a result of cognitive appraisal as judgment

that what people are comforting in stressful events. The appraisal is
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depending on a number of cognitive factors, including beliefs about

oneself, and the world, and the meaning of an event (Nelson, 2009).
There are several types of coping as Studied by Salih (2016):

» Emotion-focused coping; this type of coping focused on managing
distressing emotions by changing attention to the event or problem or the
meaning of what is happening. Example of this coping include wishful

thinking, self-balance and tension reduction.

Problem-focused coping: this type of coping involves trying to change
what is causing distress by acting on the environment or self, by analyzing

the problem and making a plan of action.
Mix problem and emotion focused coping

Religious coping, this type of coping uses the religious belief or practices

to respond to perceived stress, loss and threat.

Pargament (2002) stated that religion coping used when events interpreted
in relation to scared, and this enhances one’s sense of meaning, control,
comfort, intimacy or support. In addition, the outcome of this coping can
be judged as good or bad depending on how it will meet situational
demand, has a good balance of goals, and fits well to with the client’s

social system.
The styles of religious coping are as reported by Nelson, 2009 are:
1. Self-directory coping:

Individual acknowledges the presence of sacred but relies on one’s self
rather than God to solve a problem. This style negatively related to prayer,
intrinsic motivation and positively related to feelings of personal control,
self-esteem, but also higher levels of anxiety. Individuals with using this

style who suffer from serious mental illness tend to have poorer outcomes.
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2. The differing style:

In this style the responsibility of the event or problem is differed to God.
This is positively related to religious involvement and negatively related to

personal control and psychosocial competence.
3. The collaborative style

This style involves an active partnership between the individual and the
God. The collaborative style is positively related to spiritual practices like
prayer, religious salience and involvement, greater personal control, higher
self-esteem and psychosocial competence. It is related to lower anxiety,
less belief in control by chance, and higher God locus of control. In coping
with serious mental illness, the collaborative style is related to more
empowerment and participation in recovery enhancing activities (Nelson,
2009).

In this regard (Fortinash and Worret, 2012) stated that some major spiritual
issue include the fear of death and loss, both of self and others. Spirituality
allow one to cope with these feelings by providing a sense of hope and
meaning to experience that would otherwise be crippling. Having a
spiritual understanding that one’s connection with creation is more than
merely physical helps to ease the fear and pain of loss, feeling connected to
the divine eases feelings of abandonment, grief, and alienation, as well as
promoting a sense of self-acceptance. Spirituality is thought to be a key
component in the healing process and an integral part of the client

treatments plan (Frotinash & Worrel, 2012).

Spiritual / religious coping is widespread (Verghese, 2008). In a study
published by Schuster et al (2001) found that 90 percent of Americans
turned to their spiritual belief to cope with stress. This is also true in

clinical settings. A study of 330 hospitalized medical patients found that 90
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percent reported they used spiritual and religion practices to cope at least a
moderate extent, and over 40 percent indicated that their spiritual belief
were the most important factor that kept them going (Koenig,1998). In
Canada Ginsburg et al (1995) found that the most common source of
emotional support by depressed patients with lung cancer was either
family, 79%, or their spiritual religion belief (44%). the most common of
all coping strategies that investigators found was prayer (%40) (Zaza |,
Sellick & Hillier,2005).

Those with mental problems often rely on spirituality resources. Tepper et
al (2001) found that 80% of patients (406) with persistent mental illness
relied on spiritual beliefs to cope. Likewise, Russinova, Wewiorsk: and
Cash (2002) found that those with schizophrenia and major depression
reported that most common beneficial activity they engaged in spiritual
activity study in USA. In Australia, D’Souza (2002) found that 79% among
79 psychiatric patients thought their therapist should be aware of their
spiritual beliefs and 67% percent indicated that spirituality helped them to

cope with psychological pain.

Koenig, Mecullough and Lanson (2001) examined the relationship between
spirituality and mental health, focusing on depression, and reported
statistically  significant positive associations between spirituality

involvement and better health.

The issues as loss, fear, death, abandonment, and feelings of alienation may
be present in clients with both physical and psychiatric illness. Responses to
these feelings can range from finding new meaning and strength, to
acceptance, to grief, to a sense of hopelessness. It is often a spiritual
intervention to first acknowledge and validate such feelings, and then help

the client to look at wage to reestablish their life status in such a manner as
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to encompass these experience (Fortinash & Worret, 2012), Fitchett (1997),
identified those persons who at significant spiritual risk and described them
as those who a high spiritual need, coupled with low spiritual resources to
meet that need. These individuals have more risk for poor outcomes and

should be primary focus for outcome-based spiritual care.
2.2.7 Spirituality and depression:

Spirituality in mental health plays an important role. For many offlicated
individuals, their spirituality gives them a powerful sense of hope in the
face of an often devastating and chronic illness (Christmas & Vanhorn,
2012). Serious mental illness can be associated with increased feelings of
loss and power lessees, mental illness, especially chronic illness , such as
depressive disorder, can lead to cycle of loss; feeling of powerlessness |,
leading to hopelessness, leading to a sense of despair which in turn feeds

back into , a deeper sense of loss (Perrin and McDermoo, 1997)

When quality spiritual care is provided in a consistent and effective manner
as a key part of multidisciplinary approach to treatment, evidence indicate
that is significant benefit (Fortinash & Worret, 2012).

Addressing client spirituality issues may contributes to a decreased used of
total system resources , in that client depression, anxiety maybe lessened ,
system control maybe more effective and these may be reduced number of
client complaints, all of which result in an increased level of client
Satisfaction (Perrin & McDermo01997).

In this regards, the theological perspectives view depression as an essential
part of spiritual development. Feeling bad can be an opportunity for further
exploration and growth. Negative moods can have a regulatory function
that motivates the person to make positive corrections in their life that

attempts to remove the symptoms (Damasio, 2002; Dieker, 2005).
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Corney (2005) noted that spirituality is an important dimension of treating
the whole person., this holistic, incorporating rather than eliminating
iliness. Psychoeducation with well-designed spiritual content have been
found to be helpful in increasing spiritual support (Lindgren and
coursey,1995), reducing anxiety (McCorkle et al ,2005), reducing
perfectionism and depression ( Richard et al , 1993) , facilitating
forgiveness (Rey et al ,2005) and increasing positive spiritual coping while

decreasing depression ( Tarakeshwar et al ,2005).

In a systematic review of the research prior to the year 2000 conducted by
Koenig et al found over 100 quantitative studies that examined relationship
between spirituality and depression, with the vast majority of these studies
finding significantly fewer depressive disorder or depressive symptoms
among those scored higher on spirituality scale (Koenig et al,2001). And if
spirituality involvement is related to less depression, less anger and
hosteling, lower rates of substance abuse, greater social support, and better
coping with stress, its showed not be surprising that spirituality is also

related to less suicide (Bonelli, Dew R and Vasegh, 2012).
2.2.8 Spirituality: Assessment

In the holistic Nursing approach the assessment of spirituality composes of
three axes that are underlying state of individual's spiritual health, which

includes:-

1. Meaning and purpose
This axis assesses a client s ability to seek meaning and fulfilment in the
life, manifest hope and accept ambiguity and uncertainty.

2. Inner strengths
In this axis assess a client's ability to manifest joy and recognized strength,

choices, goals and faith.
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3. Inner connection:

This axis assess client's position self-concept , self-esteem, sense of self,
sense of belonging in the world with others , capacity to pursue personal
interest , ability to demonstrate love of self and self-forgiveness, meaning of
religious activities ,a connectedness with a divinity , with life , with nature,
with environment and capacity for concern for health (Fortinash & Worret,
2012; Dossey, 1998, and Burkhardt, 1989).

There are more than (50) published psychometric instruments which assess
spirituality. Some of these instruments assess spirituality in one exists or
more than one axis underlying spirituality construct such as spiritual beliefs
(Reed, 1986), relationship with God or higher power (Kass, 1991), religious,
need of inner peace, Existence needs (Bussing, 2010). However , the
psychometric instrument of World Health Organization Quality Of Life,
Spirituality, Religion and Personal Belief (WHO-QOL-SRPB,1998) and the
psychometric instrument of spiritual well-being (SWB) of Ellison and
Paloutzain (1982) found to be more applicable than other assessment tools in
the area in mental health and research ( Peterman et al, 2002, Genia, 2001).

In this study the spiritual well-being instrument (SWB) by Ellison &
Paloutzian have been used to measure an underlying state of spiritual health.

This assessment tool of spirituality used in the clinical and research.

2.3 Self esteem

2.3.1 The self and the self-esteem: conceptualization

The self is designated in common speech by the pronouns of the first
person singular; me; my; mine and myself as noted by Cooley,
1902(Squirrel, 2017). James, 1910, view the self as having a unity as well
as being differentiated and as being intimately associated with emotion
(Guenther&Mark,2017). Mead, 1934 noted that the self emerges from a
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process of social communication that enables viewing of oneself as a
whole, from the perspective of others (Hankin, 2001). Also Sullivan
reported that the self develops out of experience particularly out of social

interaction with significant others (Robert, 1999).

Moreover, Freud’s view the self as a multi-tiered, divided among the
conscious preconscious and unconscious. The conscious self is governed
by reality principles and unconscious self-embodies or mode of operation
that precedes the development of all other forms of our mental functioning
(Mungal, 2009).

The term self-esteem comes from a Greek word meaning “Reverence for
self". The self-pertains to the value, beliefs, and attitude, that human hold
about themselves (Ahmad, 2017; Hewitt, 2009). Self-esteem play a central
role in a number of psychological, social &cognitive theories, each of
which offers its own definition of the term (Ahmad, 2017; Abdul-Kalek,
2016).

The typology of definition of self-esteem, mostly consisted of three types:

-self-esteem as competence: Early definition was developed by William
James 1890. He defined self-esteem in terms of action, in particular, action

that is successful or competent.

Thus James definition focus on behavioral outcomes and the degree of
discrepancy between one‘s ideal “self-real self" (Guenther & Mark, 2017;
Crocker and park, 2003). James, recognized that human has the capacity to
view themselves as objective and to develop feeling and attitude toward
self (Nayler, 2010).
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2.3.2 Self-esteem as worthiness

Morris Rosenberg, He view self-esteem in terms of a particular type of
attitude that is based on the perception of a feeling, a feeling about one's
worth or value as person (Mungal, 2009). According to Rosenberg self-
esteem is a positive or negative orientation toward oneself; an overall
evaluation of one’s worth people are motivated to high self-esteem, and
having it indicates positive self-regard ,not egotism. According to
Rosenberg, self-esteem relies on two factors; the reflected appraised and
social comparison. Rosenberg viewed self-esteem as favorable or
unfavorable attitude that people have about themselves, which is a result of
the influence of culture , society , family and inter personal relationship. He
refers self-esteem as positive or negative attitude toward self (Ahmad,
2017).

Robin et al (2012) defined self-esteem as an individual’s positive or
negative attitude toward the self as a whole. Copper Smith’s definition of
self-esteem to which the person believes himself to be capable, significant

and successful and worth (Guenther and Mark, 2017).

2.3.3 Self-esteem as competence and worthiness

Nathaniel Branded (1969, 1997) defined self-esteem as the “disposition to
experience oneself as competent to cope with the challenges of life and

deserving of happiness “(Branded, 1997).

Branded view of self-esteem has two interrelated aspects; it entails a sense
of personal efficacy and a sense of confidence and self-respect. It is the

conviction that one is competent to live and worthy of living (Foddis,
2016).
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Also, numerous scholar defines self-esteem such as Elder et al (2012)
defined self-esteem is the evaluation one makes toward the self in reference

to the self-worth, self-respect and self-acceptances.
2.3.4 Self-esteem theories:-

For many years plenty of researchers regarding self-esteem, there still exist
controversies concerning its nature, sources and functions. The most

existing self-esteem theories refers to:-

Traditional theoretical approach:

William James, referred self-esteem to interpersonal sources (Nayler,
2010). James pointed out that each person is born into a self of possible
social roles or identities created by factors such as history, culture, family,
interests, and circumstance. Over time people find themselves becoming
invested in some of these “selves “more than others, which creates certain
priorities. Over the same time person’s also develop an overall sense of
how well or poorly we have lived up to these expectations, which give
individuals their self-esteem and an “average feeling tone “(Nayler, 2010).
James view self-esteem is something that involves areas of life that matter
to a person in terms of the individual’s identity, how well the person has
done in them, and the fact that the person must continue to be concerned
with them over time (Hewitt, 2005).

Adler, understood self-esteem in terms of drive toward superiority that
motivated people to reach higher levels social status (Fortinash & Worry,
2012).

2. Social learning traditional approach

This approach referred self-esteem to interpersonal character. The
psychologists Cooley; 1902; Mead, 1945 and Sullivan, 1953).They
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identified that the self-esteem emerges from a process of social
communications that enables viewing of oneself as a whole, from the
perspective of significant others (Squirrel, 2017; Guenther & Mark, 2017).
Rosenberg, 1965 pointed out that understanding self-esteem as attitudinal
phenomena created by social and cultural forces and added that self-esteem
Is built on an evaluation of the self in comparison with others (Nayler,
2010; Mungal, 2009). Rosenberg defined self-esteem as positive or

negative toward a particular object namely the self (Ahmad, 2017).

Cooper Smith at about the same time as Rosenberg, identified that self-
esteem based on worthiness & social learning and it begins early life. The
self-esteem builds or falls from that early childhood baseline through
positive and negative experience. Cooper Smith added that self-esteem is
learned and could be modify it when necessary (Lachowicz-TabaczeK &
Sniecinska, 2011).

3. The humanistic traditional self-esteem approach

Abraham Maslow, 1954, regarded self-esteem as a basic human need
(fig_1 ) that plays role in both development and behavior. Also, Rogers,
1961 referred self-esteem in regard to self-acceptance and congruence and
which are seen as necessary for healthy human functioning (Townsend,
2009).

According to the humanistic perspective, self-esteem emerges naturally in
the stage of development, providing an individual receives a sufficient

degree of unconditional positive regard (Ismail &Mustafa, 2015).
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Self-fulfillment
needs

Self-
actualization:
achieving one’s

full potential,
including creative
activities

Esteem needs:
prestige and feeling of accomplishment Psychological

needs
Belongingness and love needs:
intimate relationships, friends

Safety needs:
security, safety Basic

needs
Physiological needs:
, water, warmth, rest

Fig. 1 : Maslow’s Hierarchy of need

4. Cognitive experimental self-theory approach

This is one of the first cognitive theories of self-esteem developed by

Seijmour Epstein (Epstein, 2012)

According to this approach that humans operate by two fundamental
information-processing system; a relational system and an experimental
system. The two systems operate in parallel and are interactive individual
automatically construct an implicit theory of reality in their experiential
system. (Kernis, 2006)

Epstein’s, as noted, there are two facet of self-esteem with each system
self-esteem as a belief and self-esteem as a need or motive. The self-esteem
as belief in the rational correspond to a person’s conscious evaluation of

the self (Epstein, 2012) self-esteem influences behavior, thoughts and
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emotions in its capacity both basic schema and as basic human need
(Epstein, 2012).

5. The evolutionary Approach

This is called sociometer theory. Heatheron and Wyland pointed that
people appear to possess a psychological mechanism (sociometer) that
monitors their interpersonal worlds for information relevant to relational
value, alerts them through unpleasant emotions and lowered state of self-
esteem when their relationship value is lower than desired or declining and
motivates behavior that helps to enhance relational value and hence self-
esteem (Leary, 2005; Heatherton and Wyland, 2018).

2.3.5 Self-esteem and depression: models of relationship

Self-esteem and depression are strongly correlated, yet little about their

prospective effects on each other (Orthodox, Robin and Widaman, 2012).

1. The vulnerability model: this model states that low self-esteem is a risk
factor for future depression. Low self-esteem might contribute to
depression through interpersonal and intrapersonal pathways (Donnellan et
al, 2005; Ottenbreit & Dobson, 2004).

e The interpersonal pathway is that individuals with low self-esteem seek
negative feedback from their relationship’s partners to verify their negative
self-concept, which may further degrade their self-concept (Joiner2000),
low self-esteem motivates social avoidance, there by impendency social
support which has been linked to depression (Murray et ale,2002). The
individuals with low self-esteem engage in anti-social behavior such as
aggression and substance abuse that might contribute to their feeling

excluded and alienated from others (Donnellan et al, 2005).
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e An intrapersonal pathway contributes to depression through rumination.
The tendency to ruminate about negative aspects of the self is closely
linked to depression ( Jelena &Alloy, 2001).

2. The scar model: this model is in contrast to the vulnerability model state
that low self-esteem correlates of depression and it might be a consequence
of depression rather than a causal factor. It is conceived that the self-esteem
permanently changed by the experience of depression (Shahar & Davidson,
2003). Depression might impair an individual’s self-esteem through
intrapersonal pathways. A possible intrapersonal pathway is that
experience of depression might influence self-esteem by persistently
alerting the way in which individuals process self-relevant information.
The chronic negative mood associated with depression may lead the
individual to selectively attend to, encode, and retrieve negative
information about the self, resulting in the formation of more negative
evaluation. An interpersonal pathway is that depressive episodes may
damage important sources of self-esteem such as close relationship or
social networks, or depression might change how the individual is

perceived by others (Joiner, 2000).

3. .In addition to the vulnerability model &scar model, the common factor
model argued that self-esteem and depression are essentially one construct
and should be conceptualized as opposed endpoint on a continuum
(Watson, Suls & Haig 2002). They added that low self-esteem and
depression are both assumed to drive from the broader construct of

negative emotionality.

4. The contemporary models of depression emphasized the role of low self-
esteem in the etiology of depressive disorder (Evraire & Dozois, 2011,
Morley & Moran, 2011). Swislo and Orths (2013) devised two models, the
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vulnerability and scar models in their metal-analysis longitudinal study,
found a total of 53 studies published in the year,1984,2000,2010. The
study indicated that low self-esteem had role in causes of depression. In
addition, other studies suggested that self-esteem fluctuation is a factor in
the etiology and maintenance of depression. Low self-esteem is more
prevalent among depressed people and can predict a depression onset
(Kernis, 2006). However, a major problem exists in examining the
relationship between self-esteem and depression, self-esteem may be part
of definition of an illness and in no way a causal (Uba et ale, 2012). The
findings by Franck et al, (2007), revealed that low self-esteem on its own
dose not predict future episodes. Nonetheless it may do so interaction with

other factors such as stress, hopelessness.

2.3.6 Low self-esteem: characteristics

Individuals with low self-esteem are believed to be psychologically
distressed and perhaps even depressed (Kernis, 2005). People with low
self-esteem see the world through a more negative filter and their general
dislike for themselves colors their perception of everything around them.
Substantial evidence shows link between low self-esteem and depression,
shyness, loneliness and alienation. Low self-esteem is aversion for those
who have it (Altman & Roth, 2018). According to Rosenberg. On
individual with a high level of self-esteem considers himself a person of
worth, and to low self-esteem means that the individual consider himself
inadequate and deficient as a person (Kernis, 2005). The most common
characteristics of individuals with low self-esteem they have negative
feeling of life, perfectionist attitude, mistreating others, blaming behavior,
fear of taking risk, feeling of being unloved and unlovable and dependence;
letting others make decisions (Ahmad D ,2017).
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2.3.7 Self-esteem: measures

There are several measures of self-esteem; unfortunately, the majority of
these measures have not performed. And some measures are better than
others. The instruments that measures self-esteem generally fall into one
of four categories each with certain limitations: behavioral trace report,
direct observation, projective techniques and self-report (Robins, 2012;
Schmitt, 2005).

A study reviewed 35 self-esteem measures had pointed out four to be
superior: Rosenberg’s self-esteem, the Janis-Fielcl feeling of inadequacy
scale, the cooper smith self-esteem inventory and the Tennessee self-
concept scale (Heatheron &Wyland, 2018). In experimental test of eight
measures of self-esteem including projective, interviews, self-report and
peer rating, Diene, 1985 found that the Rosenberg and cooper smith scale
performed best in the factor analysis (Altman &Roth, 2018).

The majority of self-esteem research has focuses on the global level of self-
esteem the individual’s positive or negative attitudes toward the self as
totality. The Rosenberg self-esteem scale is the most widely used measure
of global self-esteem. It was used in 25% of the published studies (Abdul-
Kalek, 2016). Rosenberg reported that the scale is correlated modestly with
mood measures (Ahmad, 2017). Rosenberg scale focuses on people’s
general feelings toward themselves, without referring to any specific
quality or attribute. The scale normally consist of ten-item, half of them are
worded in positive direction and the other half are worded in a negative
direction, the items scored on a four-pointed response-system that requires
participants to indicate their level of agreement with a range of statements
about themselves (Gardner,2003). The Rosenberg self-esteem scale

translated into more than 20 languages, across the nation’s (Schmitt, 2005).
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The social behavior traces inventory, (Helmreich & Stamp, 1974). This
scale actually measures how comfortable and competent a person feels in
social situations. A person can be uncomfortable in social situations and
still like himself in general. Alternatively, a person can be relaxed and
outgoing with others but not like self in general. For this reason, the
Rosenberg is the appropriate one to use for measuring self-esteem
(Salgado, 2010). The cooper Smith self-esteem inventories 1967, (CSEI)
have two forms. One form for the adult (CSEI-AD) and the other school
form (CSEI-SC). The CSEI-AD instrument typically discriminated
between subjects with high & low self-esteem. This inventory consist 58
items with two responses “like me" or “unlike me" and measures person’s
attitude toward oneself in general, and in specific aspects such as peer,
parents, school, and personal interest (Dutt and Dani, 2010).

Another self-report measure developed by O’Brien and Epstein,1983.This
Is multidimensional self-esteem inventory assess the global and situational
self-esteem, it is based on a coherent model of self-concept and self-
esteem, measures global self in eight components: competence, lovability,
likability, personal power, self-control, moral self-approval, body
appearance and body functioning (Epstein,2012).

2.3.8 Low self-esteem: in nursing process

Self-esteem derived from self and others. Low self-esteem disturbance,
described as negative feelings about the self, including the loss of
confidence, sense of failure to reach the desire, self-criticism, reduced
productivity, feeling of inadequacy, irritable and withdrawn socially.
(Fortinash & Worret, 2012). Greif is the painful psychological and
physiological response to loss. Although it is most commonly associated
with death of loved one, grief occurs when there is any significant loss,

including loss of self-esteem; identity, dignity or sense of worth (Boyd,
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2008). Greif an accompanied by guilt about sustained loss of self-esteem
and ambivalence about living is an indication that suicide risk increased
and help is needed for such people. Low self-esteem is primarily common
among major depression disorder (Ahmad, 2017).
The nursing diagnosis for low self-esteem as identified by North American
Nursing Diagnostic Association (NANDA, 2012):-
4. Risk for social isolation: withdrawing behavior associated with
low self-esteem.
5. Self-concept Disturbance: low self-esteem associated with
dysfunctional grieving.

- Goal: client can build trusting relationship with others

- Nursing interventions:

e Construct a trusting relationship and create safe and peaceful environment.

¢ Give client the opportunity to express feelings.

e Listen to the client

o Tell the client that he/she is someone who is valuable and responsible and
able to help themselves

¢ Discuss meaning of loss or change

e [dentity and build on client’s strength
e Give positive reinforcement on reality (NANDA, 2012).

- In mental health setting, caregivers assist client in building self-esteem
needs through acceptance, expectations and involvement (Morrison-
Valfree, 2005):-

a- Acceptance means that caregivers acknowledge clients as human beings
worthy of respect and dignity.  Although clients may behave in
maladaptive or unacceptable way they are still worthy of respect.
Correcting or refocusing the behavior instead of the person spares self-

esteem.



CHAPTER TWO/ REVIEW OF LITERATURE PAGE 53

Expectations play a role in the development of client’s abilities to meet
self-esteem needs. Assume that clients are capable of achieving success,
but assessments based on reality.

Involvement is the process of activity interacting with the environment and
those people within it. When clients are involved, they are actively sharing.
These experiences foster ego strength and feelings of worth and
importance.  Involvement offers opportunities to modify ineffective
behaviors and try out new ones. Therapeutic settings that focus on
involvement use cooperation, compromise, and confrontation to bring
about behavioral control, effective social interactions and a sense of self-

esteem worth in clients.
Hope and hopelessness

2.4.1 Hope: conceptualization

Various conceptualization of hope given by different authors, each gave a
different definition in their word. Hearth (2000) defined hope as a
motivational and cognitive attribute that is theoretically necessary to
initiate and sustain action toward goal attainment. Peterson and Seligman
(2004) defined hope as a cognitive, emotional and motivational stance
towards the future. In regard to Snayder and Lopez (2005) hope includes a
belief that one knows how to reach one's goals (pathways) and a belief that

one has the motivation to use those pathways, to reach one's goals
(agency).

Narula (2017) conclude that hope has the ability to not just reflect
optimism and positivity in the coming times but also absorbs one in deep

sanguinity in the present future. She added that we have no guarantee

about future, but we exist in the hope of something better.
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2.4.2 Hope: theories

e Cognitive hope theory (Snayder theory of hope)

Snyder’s hope theory: Have two cognitive competent pathways which are
ways power and willpower to goal achievement (Huen, 2016). The way
power is a process that involves identifying goals, and finding way to
achieve goals despite obstacles. Willpower involves a general belief in
one’s own ability to achieve goals (agency beliefs). Hope inhibits
handicapping and self-deprecatory thoughts, as well as negative emotions
(Narula, 2017).

Everyone has the right to life, liberty and pursuit of happiness (White,
2013). Snayder and Lopez (2005) noted that happiness as a positive
emotional state that is subjectively defined by each person. It encompasses
living a meaningful life, utilizing gifts and time, living with thought and

purpose (flora, 2016).

e The broader-build theory

It suggests hopeful people might begin to harness the beneficial effects of
positive emotions to optimize their own well-being by regularly finding
positive meaning within the daily ups and downs of life (Nourula, 2017).
The PERMA model based on this theory includes positive emotions,
engagement, relationship, meaning and achievement/accomplishment.
These expectations facilitated by focusing on their strength and using an

optimism mind set (Peterson &Seligman, 2004).
1.4.3 Hope: components

Snyder and Lopez (2005) subdivided hope into four categories

Goals: it is the anchors of hope as they provide direction and endpoint for

hopeful thinking
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Pathways-thought: refer to the routs individuals take to achieve the desired
goals and the individuals perceived ability to produce these routs

Agency thought: refers to the motivation individuals have to undertake the
routs toward the goals.

Barrier: block the attainment of individual’s goals and in the event as a
barrier one can either give up or can use pathway thoughts to create new

routes.

Goal attainment has been found to be associated with positive emotion

whereas goal blockages are related to negative emotions (Flora, 2016).
2.4.4 Hope: measurements

Researchers have developed measurement tools that assess levels of hope
as well as agency and pathway thoughts, the purposes of such assessments
for those who are low in hope in an educational setting, and individuals
seeking psychological treatment for war veterans who suffer from post-

traumatic stress disorder (Lopez et al, 2000).

The Adult state hope scale Lopez et al (2000) which assess goal directed
thinking in any given moment or situation . This scale measuring state hope
rather than trait hope. Other measures created the children’s hope scale by

McDermott (1997).

There are several criticisms of hope theory and it's measurement that can
be applied to all of the questionnaires assessed so far. First, it may be that
hope levels remain the same no matter what situation an individual is in,
rather the goals one's aim for differ. Second older adults may face many
barriers to hope such as declining physical health or the loss of significant
others. However some older people may be able to continue hopeful
thinking in the face of these barriers (Chang and Banks, 2007). In

conclusion hope can be measured using quantitative measures that cover
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the main types of hope; the quantitative measures are less developed
(Hanson, 2009; Chang and Banks, 2007).

In a study conducted by Arnau (2007) tested the prospective effects of
hope on depression and anxiety and found that no unique effects of the
pathways components of hope on depression and anxiety. In other study
carried by Thimm et al (2013) to explore hope and unrealistic optimism in
clinically depressed individuals using Snyder hope scale, 1991, the results
suggested that recovery from depression is not necessarily accompanied by
the restoration of normal levels of hope. Clinically depressed individuals
are being more hopeless and having less positive and more negative
expectation for the future. Never the less it makes an important
contribution to understand the hopelessness in depression rather than from
preconceived theoretical position of hope and depression (Alarcon et al,
2013).

2.4.5 Hopelessness: conceptualization

Hopeless means feeling or causing of despair (Cambridge English
Dictionary, 2018). Having no expectation of good or success (Merriam-
Webster Dictionary, 2018) or feeling causing despair very bad or
incompetent (English Oxford Dictionary, 2018). Hopelessness means a

feeling or state of despair or lack of hope (Zhi, 2004).

Hopelessness can be defined as a manner of thinking and feeling which
frames life with negative perceptions of the present and bleak expectations
about the future (Baptists et al, 2014). It is a subjective emotion which has
a negative view of point for the future, one of losing control, confidence,

courage and energy to reach one's goal (Marcus, 2010).
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Huen et al (2016) defined hopelessness that is a powerful emotion that
often contributes to low mood and may adversely affect the way one

perceives the self, others, circumstances and even the world.

Hopelessness can have a significant influence on human behavior as it may
reflect an individual's negative of the future. Feeling of hopelessness can
often lead an individual to lose interest in important objects, activities,
events, or people someone who has become helpless may no longer value

things that were once important (Sandler, 2012).

Hopelessness may be a symptom of a variety of mental health conditions,
hopelessness closely highly related to depression, hopelessness without
depression means despair and negativity (Liu et al, 2015; Downman,
2008). Hopelessness can threaten patient’s physical and psychological
well-being and affect the process of recovery and rehabilitation (Shi et al
2011).

2.4.6 Hopelessness theories

Hopelessness can be interpreted through Abramson’s and Beck’s theories

of depression:-
1. Abramson’s theory

The hopelessness theory attributes depression to a pattern of negative
thinking in which people blame themselves for negative life events, view
causes of those events as permanent and overgeneralized specific

weakness to many areas of their life (Liu et al 2015).

Hopelessness theory predicted also that the interaction between negative
cognitive styles and negative life events engender a sense of
hopelessness.  This hopelessness in turn was hypothesized to be

sufficient by itself to bring about depression (Fortinash & Worry, 2012).
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In this Regard Liu et al (2015) noted that helplessness is viewed as one
component of hopelessness perceived lack of control over events
assumes a less central role symptom of depression relating to a apathy
and luck of motivation, sad affect, negative outcome expectancy and

believed to flow from this condition of hopelessness.
2. Beck’s cognitive theory:

This theory is based on cognitive perceptions and basically hopelessness is
interpreting on a negative trial that involves a negative view of itself,

personal world and future (Fortinash and Worret, 2012).

This theory basically stated that depression prone individuals have a
negative view of themselves, seeing themselves as worthless, unlovable
and deficient, they have a negative view of their environment, seeing it as
overwhelming, filled with obstacles and failure; and they have a negative
view of their future seeing it as hopeless and believing that no effort will
change their lives. These three factors were called the cognitive triad. The
negative way of thinking guides one's perceptions, interpretation, and
memory for personally relevant experience, there by resulting in negative
based worldview and leading to depression (Liu et al, 2015, Downman,
2008; Allen, 2003).

2.4.7 Hopelessness measurements

Hopelessness may represent a temporary response (state) or a chronic

outlook (trait). The common hopelessness measures are:-

The Beck hopelessness scale, 1974 is a widely used questionnaire in
psychology and health care research. The Beck hopelessness scale (BHS) is

a 20 items true/false scale that is based on three dimensions of
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hopelessness (a) affective (b) motivational (c) cognitive expectations
(Dunn et al, 2014).

Although the BHS is commonly used, much of hopelessness research has
used subscale of other psychological measures. Kangelaris et al (2010)
used a two-item hopelessness scale. Other state-trait hopelessness scale
(STIHS) is a measure use in clinical setting and research (Dunn et al,
2014).

2.4.8 Hopelessness and depression:

A person experiencing feeling of hopelessness generally anticipates that
there is no way for life to improve; upholding the belief that individual is
powerless in effecting any positive change (Baptista et al, 2014).
According to the Abramson’s hopelessness theory of depression,
hopelessness is a proximal and sufficient cause of a specific subtype of
depression. Hopelessness is viewed as the expectation that highly desirable
outcomes will not occur or that highly aversive events will occur, and
hopelessness mediates the relation between the negative cognitive style
(the tendency to attribute negative events to stable, global causes) and

increases in stress-related depressive symptoms (Downman,2008).

Several studies have supported the general association between
hopelessness and depression, as well as the prediction that the attributional
style-depression relation is mediated, at least in part by hopelessness
(Joiner, Metal Sky , 1995). Hammen (2005) stated that depressed people, at

least in part, generate their own negative life stress.

Hopelessness in the depressed patient is extremely dangerous as the
hopeless person is not only expressing depressed mood and behavior but
perseverates on the pessimistic view that life is unbearable and positive

change is unfathomable (Barker 2009).
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In examining personality traits and disorders related to suicidality, four
aspects of personality most closely associated with increased risk of suicide
are: hostility, impulsivity, depression, and hopelessness (Skinner, 2012).
Various studies consistently reported that hopelessness as a key variable in
linking depression to suicidal behavior (Huen et al,2016) Britton et al
(2008) pointed that hopelessness is found to correlated better with suicidal
ideation than depression and is more precise than depression in predicting
eventual suicide. A person whose thoughts are hopeless and rigid may
conclude that suicide is the only choice. The hopeless person may view
death as a mean to an end, an opportunity to escape the pain experienced in
life.

In addition the impact of hopelessness leads to a lack of adequate coping
skills. A person who is experiencing the conceptual feeling of hopelessness
tends to think in extremely narrow term. This range of understanding of
situations and potential choices that may be available for problem
resolution. Maladaptive coping skills most certainly correlated with
increased feeling of hopelessness in depressed patients with suicidal
ideation (Kaviani et al, 2011). Some patients may deny feeling of
hopelessness or depression and focus on identification of various somatic
complaints as physical symptoms are more socially acceptable than those

of psychological nature (Flora, 2016).
2.4.9 Hopelessness and self-esteem

Self-esteem has been implicated as a vulnerability factor in onset of
depression in number of theoretical models e.g. Beck, 1996. The
psychosocial model of Brown and Harris’s, 1978 stated that low self-

esteem will increase the chance of general appraisal of hopelessness. This
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common pathway of hopelessness is the key factor in the genesis of clinical

depression (Brown et al, 1986).

Hopelessness has also been purported to mediate the relation between life
stress and depression in the hopelessness theory of depression by
Abramson, Metalsky & Alloy, 1989 (Fortinash & Worret, 2012). In this
regard the findings by Franck et al (2007), and Simpson et al (2012)
revealed that low self-esteem on its own dose not predict future depressive
episodes. Nevertheless, it may do so in interaction with other factors such
as severe stress (Brown et al, 1986), loneliness (Savikko et al, 2005) and

hopelessness (Britton, Duber Stein and Conwell, 2008).
2.4.10 Hopelessness and spirituality:

There is growing awareness that spirituality and religion can contribute to a
person s sense of well-being (Myers, 2000). Researchers exploring how
spirituality and religion aid in coping with stressful life events (Lorenz et
al, 2019) studies have shown that those who attend worship frequently are
less depressed than those who rarely attend (Koenig et al, 1997; Nolen-
Hocksema and Larson, 1999). An interaction of religious and spiritual
practices and negative life events points to the mobilization of these

practices as a way of coping (Ellison, 1991).

Theories of depression have described hopelessness as one of its major
characteristics in clinical depression (Sandler, 2012). In a sample of
persons with clinical depression, Young et al (2007) found that, when not
depressed, those who were more religious and spirituality practices
involved were less hopeless. Other study suggested that religion and
spirituality can be strength resources or a burden for those with depression
(Philip Larkin and Pargament, 2002).
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One of the primary goal of spiritual strategies used to hold on to hope.
Keeping hope alive were through spiritual rituals, May lead to identified
the positive outcomes of seemingly negative life events and may improve

hopelessness and depression (Mortis et al, 2011).
2.4.11 Hopelessness nursing process

Hopelessness within the nursing process should be multifaceted innovative
and detail in order to address all causal factors associated with client’s
diagnosis (Lynda, 2008).

A through comprehension of all aspects of hopelessness is necessary in
determining the most effective treatment modalities based on the clients

individual’s needs (Morrison-Valfree, 2005).

The planning and implementation of nursing intervention surrounding the
concept of hopelessness first beings with formation of a therapeutic
relationship between the nurse and client in which trust, respect, honesty,
acceptance and effective communication are para amount (Fortinash and
Worret,2012).

The nursing intervention of hopelessness
Let the client to: -

Understanding hopelessness, recognize hopeless thought and statement.
Identity where the feelings of hopelessness are coming from (Loneliness,
low self-esteem, feeling discouraged, dissatisfied, distressed or
experiencing negative of events)

Find something to appreciate, change to improve life.

Adjust the view of happiness (inner happiness can't come from outer

sources).
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Set achievable goals (breakdown the big goal into smaller sub goal so
process can more easily observed.

Get social support, Exercise, nutrient diet and consult therapist.

Practice being mindful by focusing here and now technique. Don't judge
self about failure (Miller, 2017).

In conclusion, both hopefulness and hopelessness represent opposite
expectations. Whereas there is a foresight in hopefulness where the planes
to reach the goal will be achieved, a presupposition of failure is present in
hopelessness. These two extreme expectations vary from person to person
or situations to situation according to when and how the anticipate situation
will come about (Sandler, 2012; Huen et al, 2016).

2.5 Previous studies:-

1. Yousafzai and Siddiqgi, (2007) carried out air study entitled “Association
of lower self-esteem with Depression: A case control study “in Pakistan.
The objectives to estimate the level of low-self-esteem in index depressed
patients and compare them with their first degree relatives to determine low
self-esteem as a risk factor for depression. The case control study (150
cases and 150 controls) was conducted on adult depressed patients (cases)
and their healthy first degree relatives (controls) attending psychiatric
outpatients clinic of the Aga Khan university hospital, used convenient
method of sampling from April 1,2005 to September 1, 2005. Self-esteem
was measured by Urdu version of Rosenberg self-esteem scale. Logistic
regression was applied for multivariate analysis. Results out of 300 (169
males 131 females) participants, 216 (75%) were married. Cases and
controls were fairly matched on socio demographic variables except on
marital status, educational level and monthly income that showed

significant difference. Main logistic regression shows that depressed
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patients had significantly lower self-esteem than non-depressed population
(p= 0.001) male gender had lower self-esteem. Self-esteem increased with
advancing age, age group (55-65) had the highest level of self-esteem
(p=0.005). Undergraduate had significantly lower level of self-esteem
(p=0.005). Depressed patients, having the illness for more than one year,
were (2.75) times likely to have lower self-esteem (p=0.001). The
researchers concluded that the assassination of depression and low self-
esteem as a state was replicated. Duration of illness and male gender were

significantly associated with low self-esteem.

2. Moritz and others (2011) conducted out a study entitled “A spirituality
teaching program for depression qualitative findings on cognitive and
emotional change “in Canada. A total of (15) interviews were purposefully
sampled from trial population. The intervention consists of audio CDs for
home- based use that delivered lectures about spirituality, suggested
behavioral applications and included relaxation practices. Results indicated
that participants described an expanded spiritual awareness, characterized
by a sense of connection with self, others, the world and universal energy.
The primary influences participants reported occurred as a result of
practicing forgiveness, compassion, gratitude and acceptance in their
daily lives and included reduce negative thinking patterns, being less
judgmental, reduced ego-centricity, and improved self-esteem, improved
mood characterized by reduced anxiety and \or depression, mental clarity,

calmness and improved relationship.

3. Uba and others handled a study in 2012 entitled “Dose self-esteem
mediate the relationship between loneliness and depression “among
Malaysian teenagers. The participants of the study were 242 subjects (119
males and 123 females). Depression was measured using children

depression inventory, loneliness was measured using UCLA loneliness
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scale and self-esteem was measured using the Rosenberg self-esteem scale.
The study discovered that self-esteem had negative and medium correlation
with loneliness crops=-. 380, p <. 01) And depression (r=. 493, p <. 01).
Self-esteem was found to be both the unique predictor of depression and a

partial mediator of the relationship between loneliness and depression.

4. Avila MF, in 2014 carried out a research entitled “self-esteem,
spirituality and acculturation and their relationship with depression in
Latinos” in university of Denver, Colorado. Adult sample of participants
was solicited from the community and included (110) Latino participants
from various ancestries of origin. Acculturation was measured by the
Bidimensional Acculturation scale for Hispanics, self-esteem by the
Rosenberg self-esteem scale and spirituality by the Brief multidimensional
measure of Religiousness\spirituality scale.  The outcome variable,
depression was measured by the center for Epidemiological studies
depression scale. Statistical hierarchal multiple regression was used the
results showed that participants who endorsed lower levels of self-esteem
tended to endorse higher rates of depression (p<0.01). Further participants
who endorsed lower levels of spirituality, specifically in forgiveness,
predicted higher level of depression (p<0.01). Lower socio-economic
status was found to be associated with higher depression scores. The
relationship between acculturation and depression was non-significant (p >.
05). The researchers recommended that the clinical implication of the
study include adding to the understanding of factors that affect depression
in Latinos and the importance of cultural competence when working with

such type of population.

5. Baptist, Carneiro and Cadoso carried out a study in 2014 titled
“Depression, family support and hopelessness: a correlated study in Brazil.

The Beck hopelessness scale, support family scale, Baptista depression
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Adult scale and sociodemographic questionnaire on a sample of (198)
undergraduate of pharmacy and psychology courses of Sao Paulo
university with mean age of (23-44 )years, SD + 6.8 and with a prevalence
of women (80.7%). Results showed a significant and positive correlation
between depression and hopelessness, (p>0.01), and significance negative
correlations between depression, hopelessness with social support
indicating that the higher perception of family support the fewer depressive

symptoms and hopelessness (p>0.01).

6. Wittink and others, 2009 directed their study entitled “Losing faith and
using faith: older African American’s discuss spirituality, religions
activities, and depression “, aimed to understand how spirituality may play
a role in the way they conceptualize and deal with depression. The design
was cross- sectional qualitative interview study, sample size (47) older
African American patients required from primary care practices in the
Baltimore, MD area. The measurements used semi-structured interviews
lasting approximately 60 minutes. Interviews were transcribed and themes
related to spirituality in the context of discussing depression were
identified using a grounded- theory approach. The main results were
participants in a study held a faith-based explanatory model of depression
with a particular emphasis on the cause of depression and what it do about
it. Specially, participants described depression as being due to a “loss of
faith and spirituality/ religious activities were thought to be empowering in
the way they can work together with medical treatments to provide the
strength for healing to occur. The researchers concluded that the
participants of the study described an intrinsically spiritual explanatory
model of depression. Addressing spirituality in the clinical encounter may
lead to improved detection of depression and treatments that are more

congruent with patient’s belief and values.
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7. Mihaljevic and others 2015 conducted their study entitled “spirituality
and its relationship with personality in depressed people: preliminary
finding “, in Croatia. The sample consisted of (85) consecutive outpatients
treated for depression. The measurements used were: Beck Depression
inventory, WHO-quality of life-spiritual, Religious, personal Beliefs, and
treatment and character inventory. The results have shown that higher harm
avoidance, the lower self-directness and lower cooperativeness are
personality dimensions associated with depression. The spiritual QoL has
showed to play a significant (p < 0.05) role in depression, Just as it has
proved to be a unique predictor of lower depressive symptoms, adjusted for
personality dimensions. The study suggested a more comprehensive

understanding of depression, spirituality and personalit
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CHAPTER THREE

Methods and patients

This chapter describes the patient and methods that was used to achieve
objectives of this study. Chapter three presents the design, administrative
arrangements, the setting and the sample of the study, questionnaire
development, validity, pilot study and reliability of the questionnaire. This

chapter also includes the procedure of data collection and data analysis.
3.1. Design of the study

A gquantitative-descriptive design was used in order to achieve the aim of the
study by using assessment technique to describe the studied variables which
includes spirituality, self-esteem and hope on community Patient with major
depressive disorder. The study was carried out from December, 10", 2017 to
October, 1st, 20109.

3.2 Administrative Arrangement

An official permission is obtained from Ministry of Health/Directorate of health
(DOH) in Sulaimani to Ali Kamal consultation center to get their help &

cooperation for the researcher to conduct this study (Appendix A).

The Director of psychiatric clinic in Ali Kamal consultation center was
informed about this study and permission has been granted to interview patients
for data collection. Also, ethical approval for the use of the questionnaire of this
study has issued by research ethical committee of the college of

medicine/university of Sulaimani (Appendix B).
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Verbal informed consent was taken from patients and relatives before patients

participating and interviewing by the researcher for data collection.
3.3 Setting of the study

This study carried out at Psychiatric clinic in Ali Kamal medical Consultation

Center which is affiliated to the Teaching Hospital in Sulaimani City.

The psychiatric clinic is the only consultation clinic that provides outpatient

mental health services in Sulaimani city.

Around 30-35 patients attending the department daily for diagnosis, follow up
treatment or referral to Mental Health Center if needed. Most patients are
previously diagnosed by the consultant psychiatrists working in the clinic. The
clinic includes three rooms, one room for the nurse and administrative staff, one

room for the consultant psychiatrist, and the other room for the doctors.

3.4. Sample of the study

3.4.1. Sample size estimation

This is confirmed by a power analysis conducted out by using G-power
correlation model and the approximate sample size was calculated to be at least
(130) patients are needed with medium effect sizes of 0.5 - 0.8 power, with 95%

confidence interval, and level of significant (p-value) of 0.05.
3.4.2. The sample of the study

A non-probability, convenience sample of 150 patients previously diagnosed
with major depressive disorder were recruited from consecutively attended the
psychiatric department during the period from January 28", 2018 to May, 1%,

2018. The sample was selected according to following criteria.



CHAPTER THREE/ METHODOLOGY PAGE 70

Including criteria

+ Patient who have a diagnosis of major depressive disorder, non-psychotic as

assessed by the consultant psychiatrist.
« Patients, males and females, who their age 18 years and above.
 Patients who were on regular treatment.

» Patients and relative accepted to participate in this study and informed

consent obtained by them.
Exclusion criteria

Patient who have a diagnosis of major depressive disorder with any co-morbid

psychiatric or medical illness.
3.5 The study instruments

A questionnaire was developed by the researcher of this study to measure the
variables underlying the present study mainly to assess spirituality, self-esteem

and hopelessness among patients diagnosed with major depressive disorder.
The development of the questionnaire is based on the following resources:

Extensive review of available literature, related previous studies and

measurement tools.
The use of the following standardized scales used in previous studies:
Spiritual well-being scale (SWBS) (Elison- Paluzian, 1982)

The researcher of this study obtained the author’s permission to utilize the
SWBS. The SWBS used in clinical and health care studies (Carter L, 2015,
Peterman et al, 2002, Genia 2001, Fehrin et al, 1997).

Rosenberg Self-Esteem Scale (RSES).

This scale most widely used measure in psychosocial and nursing studies
(Ahmad D., 2017, Gradi, 2009, Schitt and Allik, 2005).
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Beck Hopelessness Scale (BHS)

The BHS measures the extent of negative attitude or pessimism features and
used primarily with adult depressed, drug abuse and suicidal patient in clinical

and research purpose (Fraser et al, 2017, Dunn et al, 2006, Velting, 1999).
The questionnaire consists of five parts

Part one: Patients Socio-demographic characteristics

This part includes age, gender, marital status, educational level, occupation,

residual area and economic status.
Prat two: Patients Psychiatric history

This part includes duration of illness, number of hospitalization, suicidal

attempts and family history of mental illness.
Part three: Spiritual Well-being scale (SWB)

This is a list of 20 items scale composed of two 10-item subscales; religious
well-being (RWB) and existential well-being (EWB).

Even number items are part of the EWB subscale and an odd number items
comprise the RWB subscale. The SWB scale items are scored on a 6-point
modified Likert style scale with responses ranging from strongly agree to
strongly disagree. Higher number represent greater spiritual well-being. Eleven
items of the SWB Scale are phrased in positive wording (item No.
3,4,7,8,10,11,14,15,17,19 and 20) which are rated as (strongly agree=6,
moderately agree=5, agree=4, disagree=3 moderately disagree=2, strongly
disagree=1) with the nine negative wording items (items NO.,1,2,5,6,9,12,13,16
and 18) which are being rated in reverse score (strongly disagree=6, moderately
disagree=5, disagree=4, agree=3, moderately agree = 2, strongly agree = 1).

Total SWB score range from 20 -120, and scores categorize as:
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Scoring
20 - 40 low spiritual wellbeing
41 -99 moderate spiritual wellbeing

100 - 120 high spiritual wellbeing
Part four: Self-esteem scale

This part includes 10- statements which are scored on a four-point rating type
scale ranging from strongly agree to strongly disagree, it is a self-evaluation of
individual self-esteem. Five statements of SES (NO. 1,2,4,6and 7) are rated in
positively framed direction and as (strongly agree=3, agree=2, disagree=1, and
strongly disagree=0) with the five statements (NO. 3,5,8,9 and 10) are rated in
reversed in valence as strongly agree=0, agree=1, disagree=2 and strongly
disagree=3. The scores range from 0-30, the higher score, the higher the self-

esteem.,
SES-SCORING

0-14  low self-esteem.
15-24 moderate self-esteem.

25-30 high self-esteem.

Part five: Hopelessness scale

This part includes a list of 20 true — false items with total score ranging from 0-
20. The responses are compared with scoring template. It is designed to measure
the extent of the respondent’s negative attitudes about the future in three major
aspects of hopelessness; feeling about the future, loss of motivation and

expectation.
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Scoring Template:

No. | Response | No. | Response | No. | Response | No. | Response
of of of of
Item Item Item Item
1 False 6 False 11 True 16 True
2 True 7 True 12 True 17 True
3 False 8 False 13 False 18 True
4 True 9 True 14 True 19 False
5 False 10 | False 15 False 20 True

Scoring Interpretation

0-3 minimal hopelessness

4-8 mild hopelessness

9-14 moderate hopelessness

15-20 sever hopelessness

Scores above 9 considered to be a clinical cut-off. Implying this client is greater
risk for suicide.

The questionnaire (Appendix C) was translated into Kurdish language
(Appendix D). The forward-backward procedure was applied to translate from
English into Kurdish, and then translated back into English language by two
bilingual experts in the department of English language in the college of
languages, University of Sulaimani.

3.6. Validity of the questionnaire

Face validity is used to ensure that the measure is actually measure what it is
intended to measure (Johanson and Kuby, 2007).

The face validity of the present study questionnaire was determined through a

panel of 19 experts (Appendix E) used to investigate the items of the
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questionnaire for clarity and adequacy in order to achieve the objectives of this
study.

The preliminary questionnaire form was presented to each expert for the
determination the scope of the content clarity, relevancy and adequacy in order
to achieve the present study objectives. These experts were from different
faculty members of the following universities: -

+ Six experts from University of Sulaimani.

» Four experts from Tehran University of Medical Science

» Four experts from Erbil Medical University.

« Two experts from Baghdad University.

» Two expert from Kirkuk University.
» One expert from Karbala University.
And one consultant psychiatric nurse from Ministry of Health-Baghdad.

The vast majority of the experts had agreed that the questionnaire was
appropriately designed and developed to measure the phenomenon underling

the present study.
3.7 Pilot study:

A pilot study conducted in December 2017 on ten patients with major
depressive disorder was selected from Ali Kamal consultation center/Psychiatric
clinic; the setting of this study: The pilot study attempted to reach the following

purposes:
To enhance the reliability of the questionnaire.
To confirm the clarity of the questionnaire.

To estimate the average time required for the data collection of each

participants.

The result of the pilot study shows that:
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The items of the questionnaire were clear, understood and applicable.

The time required for each interview ranged from 40 to 50 minutes for each

patient.

The sample of pilot study excluded from the original study sample.
3.8. Reliability of the questionnaire

Questionnaire reliability generally refers to the consistency of a measure
(Johanson and Kuby, 2007). The internal consistency of the questionnaire was
determined through the computation of Alpha correlation coefficient
(Cronbach’s Alpha). The Cronbach’s Alpha was applied by application of
statistical package for social science (SPSS) version 22. The result of reliability
was (0.744) for the spiritual well-being scale, and (0.843) for the self-esteem
scale and (0.863) for the hopelessness scale. Such results were statistically
acceptable and good which mean that the questionnaire had adequate level of

initial consistency and equivalent measurability.
Data collection procedure

First, the researcher has met the consultant psychiatrist working in the
psychiatric department at Ali Kamal consultation center for the purpose of
explaining the aim of this study, to make arrangement for data collection, and to
take their permission to refer patients with major depressive disorder non-
psychotic feature who were attending the psychiatric clinic for treatment and

follow up.

Second all the referred patients who fulfill the inclusion and exclusion criteria
during the period of data collection were included as sample of this study. The
patient and relative were assured that their responses would be kept confidential
and would be used for research purpose only. After gaining approval to
participate in this study and verbal informed consent was obtained, each patient

sample of current study was interviewed by the researcher to fill the Kurdish
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version of questionnaire. The researcher was conducting the interview with the
patient in the nurse room in psychiatric clinic Ali Kamal center. Interviewing
each patient and filling the questionnaire took approximately 50-60 minutes.
The data were collected from January 28", 2018 to May 1%, 2018.

Before starting data collection for the current study, the researcher has
completed a course in professional therapeutic counselling, the researcher gets a

certification from Tehran University of Medical Science (Appendix F).
Statistical Method

Statistical package for social science (SPSS) version 22 is used for data

analysis. Data are analyzed through the application of the approaches:
A. Descriptive Statistical Data Analysis:

This approach was performed through computation of frequencies (f)

percentage (%) mean (X) and standard deviation ( sd) as follow: -
* Percentage= % 100
« Mean =X
 Standard deviation = + SD

B. Inferential Statistical Data Analysis:

This approach was employed through the following:

1. Cronbach’s Alpha (coefficient Alpha):

It is used to measure the reliability of the questionnaire by estimating the
internal consistency of such psychometric instrument (Johanson & Kuby,
2007).

2.t —test

Is used for determine the differences for comparing two means of the study

variables.
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3. Analysis of variance (ANOVA):

One- way analysis of variance was used to assess global comparative

differences among more than two means of studied variables.

Fixing the threshold of significance at 5% for significant result, the p-value

indicates the degree of significance as follow: -
Non-significance P> 0.05
Significance P <0.05

Highly significance P < 0.01

Delimitation of the study:
The study should be seen in light of the following limitations:

1. The study limited only to the community patients previously diagnosed with
major depressive disorder attending outpatient psychiatric clinic at Ali Kamal

consultation center for treatment & follow up.

2. The study was limited to the period between, December 21%, 2017 to April
1%, 2018.

3. The daily plan for attending the center limited only to two days per week
(Sunday and Wednesday) which it was the only two days of work per week for

the center during the period of data collection.
4. The time of data collection was from 8.30 Am to 12.30 Pm.

5. Some patients refuse to share in the study and other refuse to complete the

assessment so they were excluded from the study.

6. This study cost more time to be completed because its title is changed, since

the administrative approvals need time.
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CHAPTER FOUR
RESULTS

Results

The results of the data analysis are corresponded with the study objectives, and
presented systematically in tables and figures in narrative and organized as

follows :-

- Distribution of the socio-demographical and psychiatric clinical characteristics

of the sample.

- Assessment the levels of the study variables which include spirituality, self-

esteem &hopelessness.

- The difference between study variables in regard to sociodemographic and

psychiatric history characteristics.
- Association between study variables through the use of correlation.

Throughout this chapter, the results of data analysis were presented
systematically in tables and correspondence with objectives of the study and

organized as follows:
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Table 4.1 Distribution the socio-demographic characteristics of

the sample
Sociodemographic Frequency Percentage
Characteristics
18-27 year 31 %20.7
28-37 year 51 %34.0
Age group 38-47 year 40 %26.7
48-57 year 21 %14.0
58 Year or more 7 %4.6
Mean = SD 37.5+ 11.03
Male 99 %66
Gender Female 51 %34
Single 33 %22
Marital status Married 87 %58
Divorced 24 %16
Widowed 6 %4
Iliterate 36 %24
Educational levels Primary school | 39 %26
Intermediate school 24 %16
Secondary school 21 %14
Institute or university 30 %20
0
Occupation Employed 51 %34
0
status Unemployed 99 %666
Urban 117 %78
Residential areas Sub urban 24 %16
Rural 9 %6
Sufficient 24 %16
Economic status Somehow sufficient 78 %52
Insufficient 48 %32
practice 111 %74
Religious-status Partial practice 21 %14
Non practice 18 %12
Total 150 %100
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This table shows that approximately one third of the sample (34.0%) are in the
age group (28-37) years, and only (4.6%) of them are in age group more than
(58) years. The mean age was (37.5 + 11.3). Most of them male (66%) and
married (58%). According to their educational level, the high percentage of the
sample 26% has primary school, and 24% of them illiterate, while 20% of them
graduated from college or institute. Approximately two third (66%) of the
study sample are not employed, more than half of them with barely sufficient
economic status (52%) and the majority of them from urban area (78%) and
only (6%) of them from rural area in regard to religious status, the table shows
that the majority of the participants (111, 74%) religious practice and the least

of them (12%) non- religious practice.
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Table 4.2 Distribution of the sample according to their psychiatric

history characteristics

Psychiatric history | Clinical characteristics | Frequency | Percentage
1-5  years 87 %58
Duration of illness 6-10 years 36 %24
11-15 vyears 12 %8
16-20 years 6 %4
21-25 years 9 %6
Non 111 %74
Number of 1 time 15 %10
hospitalization AN 12 il
3 times 6 %4
4 times and more 6 %4
No 102 %68
Suicidal attempt Yes 48 9632
No attempt 102 %68
Number of 1 attempt 9 %6
Suicidal attempt 2 attempt . —
3 attempt 12 %8
4 attempt and more 18 %12
Family history of | No 96 %64
mental illness Yes S %36
Non 96 %64
Family member First degree 9 %06
o mental Second degree 36 %24
Third degree 9 %6
iliness
Total 150 %100

Table (2) shows that more than half of the study sample of depressed patients

are their duration of illness ranged from (1-5) years (58%), and least percentage
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was from (21-25) years (6%), the mean duration of illness is (6.14) years, SD +
6.3. Also this table appear that the majority of the study sample (74%) have no
admission to mental hospital, only (10%) of them attended hospital once and
those who attended two or three times their percentage was equal which is 4%.
The table shows that two third of the sample (68%) have no suicidal attempt
while (32%) of them have suicidal attempt and (12%) of them attempted more
than four attempts. The table appear that around two third of the study sample
(64%) have no family history of mental illness, while (36%) have family
history of mental illness among them (24%) related second degree of kinship

while only (6%) related to first degree of kinship.

Table 4.3 the significant difference between calculated mean and

theoretical mean in spirituality measures for the study sample,

using t-test
Calculated standard Level of
Variable Sample | MeaN SEED theoretical t— SHEITIEATeE
mean value
Spirituality | 150 72.626 11.398 60 13.567 | 0.001

Table (3) shows statistically significant difference was found between
calculated mean ( x = 72.626) and theoretical mean (x=60) (t-test = 13.567, SD
+ 11.398) at p<0.001 in spirituality measure. The results in this table indicate
that the difference was in favour of calculated mean which means that the level
of spirituality, in general is high among study sample for patients with major

depressive disorder.
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Table 4.4 Distribution of sample according to the levels of

spirituality
Level of spirituality
Statistical Low level | Medium level | High level Total
Indicator (20-40) | (41-99) (100-120)
Frequency 3 45 102 150
Percentage %2 %30 %68 %100

Table (4) appears the distribution of the patients according spirituality- well-
being scale index. The table reveals that highest percentage (68%) of the total
patients was high level of spiritual well-being and the mean score ranged from
(100-120), and the lowest percentage (2%) of the total patients were low level
of spiritual well-being, the mean score ranged from (20-40).

Table 4.5 the significant difference between calculated mean and
theoretical mean in self-esteem measure, using t-test

standard . t—
. . .. theoretical Level of
Variable | Sample | Calculative | deviation mean value significance
mean
Self- 150 14.380 4.097 15 1.853 | Nonsignific
esteem ant

Table (5) appears that statistically no significant difference was found between
calculated mean (x 14.380) and theoretical mean (x=15), (t-test = 1.853, SD +
4.097) at p>0.05 level in self-esteem measure. In this table, the results revealed
that the level of self-esteem, In general was moderate among study sample

patients with major depressive disorder.
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Table 4.6 Distribution of the sample according to the self-esteem

levels
Level of self-esteem
. . i i Total
Statistical Indicator | Low level | Medium level | High level
(0-14) (15-24) (25-30)
Frequency 78 69 3 150
Percentage %52 %46 %?2 %100

The table shows the distribution of the patients according to self-esteem scale
index. The table indicates that the highest percentage (52%) of the total patients
was low level of self-esteem and the mean score ranged from (0-14), and the
lowest percentage (2%) of the total patients was high level of self-esteem and

the mean score ranged from (25-30).

Table 4.7 the significant difference between calculated mean and
theoretical mean in hopelessness measures for the sample using t-
test

standard t— Level of
Variable Sample | Calculative | deviation | theoretical value | significance
m— mean
hopelessness | 150 9.860 4.676 10 0.367 | Nonsignificant

The table shows statistically non-significant difference between calculated mean
(x =9.860) and theoretical mean (x=10) (t-test =0.367 SD * 4.676) at p> 0.05
level. The results indicate that the level of hopelessness in general, was

moderate among study sample of patients with major depressive disorder.
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Table 4.8 Distribution of the sample according to the level of

hopelessness

Level of hopelessness
Statistical Minimal Mild Moderate Sever Total
Indicator Score Score Score Score

0-3 4-8 9-14 15+
Frequency 18 45 60 27 150
Percentage %12 %30 %40 %18 %100

Table (8) shows that the distribution of the patients according to the
hopelessness scale index. The table appears that the highest percentage (40%)
of the total patients was moderate level of hopelessness and the mean score
ranged from (9-14), and lowest percentage (12%) of the total sample were

minimal level of hopelessness and the mean score ranged from (0-3).
Table 4.9 the analysis of the variance, ANOVA, of spirituality,

self-esteem, hopelessness in regard to age factor among sample

Degrees
' _ Sum of of Mean I f
Variables Variance | squared Freedom | square F value L_evg_ 0
type differences Df significant
gBre;x‘l’oese” 21377 |4 532.94
Spirituality - 4.486
Within | 4795732 | 145 118.80 0.01
groups
sreotz\;esen 113.99 4 2849 Nonsignificant
Self-esteem Withi 1.731
Ithin- 1 538734 | 145 118.80
groups
Bf;ﬁ"ese” 238.74 4 59.68 0.05
Hopelessness \gN'thp 2 866
Ithin—1 301932 | 145 20.82
groups
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The results in table 9 indicate that there were statistically high

significant difference in the scores of spirituality (f=4.486, at p<0.01)

and hopelessness (f=2.866 at p<0.05) while no statistically

significant differences between mean score of self-esteem in compare

to patients age because p-value was greater than the common alpha

0.05 (t=1.731 at p>0.05). The table reveals that age is impact factor

affecting spirituality and hopelessness and not affected self-esteem.

Table 4.10 the significant difference of spirituality, self-esteem,

hopelessness in regard to patient’s gender factor among sample

Mean Standard t— Level of
Variables Group | Number . .
score Deviation value significant
Males | 99 73.64 8.81 1534
Spirituality ' Nonsignificant
Females | 51 70.64 15.12
Males | 99 14.45 3.81
0.310 Nonsignificant
Self-esteem | Females | 51 14.23 4.62
Males | 99 9.54 4.43
1.149 Nonsignificant
Hopelessness |"Females | 51 1047  [5.10 J

The table appears that there were statistically non-significant difference between

mean score of spirituality , self-esteem, and hopelessness in compare to patients

gender because p- value was greater than common alpha 0.05 for all study

variable (t- test = 1.535, 0.310, 1.149) respectively. The table reveals that gender

factors is not impact factor affecting the spirituality, self-esteem and hopelessness

in major depressive disorder among study patients.
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Table 4.11 the analysis of variance ANOVA of spirituality, self-

esteem, hopelessness in regard to patient’s marital status factor in

sample.
Degrees of
_ variance Sum of | Freedom Mean F Level of
Variables type squares Df squares | value | significant
Between | 190069 |3 640.89
Spirituality JroLpe 5.366 | 0.01
P Within | 17436 40 | 146 11942 | '
groups
Self-esteem | BEWEEN | 040502 | 146 16.47 | 1.949 | Nonsignificant
groups
ng;‘lj‘l’oie” 62801 |3 209.33
Hopelessness L 11.621
Within 2630.05 | 146 18.01 0.001
group

The results in table (11) indicates that there were statistically high significant
difference between mean score of hopelessness (f=11.621 at p<0.001)., and
spirituality in regard to patients marital factor (f= 5.366 at p<0.01), while the
table shows that there were statistically non-significant difference between
mean score of self-esteem in regard to patients marital status (f=1.949 at
p>0.05). The table reveals that the marital status is impact factor highly
affecting the hopelessness and the spirituality levels in major depressive

disorder among study sample.
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Table 4.12 the analysis of the variance, ANOVA of spirituality,
self-esteem, hopelessness in regard to educational status factor

among patients

Degrees of
_ variance | gym  of | Freedom Mean F value | Level of
Variables type squares Df squares significant
Between
groups 3970.1 4 992.52
9.352 0.001
Spirituality | Within
groups | 15388.98 | 145 106.48
Between
245.94 4 61.48
Self-esteem \g/\r/?tl:]r:; 3.053 0.01
groups | 2255.39 | 145 15.55
Between
groups | 15292 |4 38.23
Hopelessness __ 1.785 Nonsignificant
With
ithin
groups 3105.13 145 21.41

The results in table (12) show that there were statistically high significant
difference between mean score of spirituality (f=9.352 at p<0.001), and self-
esteem (f=3.953 at p<0.01) in regard to patients educational levels, while the
table shows that there were statistically non-significant difference between
mean score of hopelessness in compare to patients educational levels (f=1.785
at p>0.05). The table indicates that educational status is highly impact factor
affecting spirituality and self-esteem levels in major depressive disorder among

study patients.
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Table 4.13 the significant difference between spirituality, self-

esteem and hopelessness in regard to occupational factor among

patients
Mean Standard t—
Variables Group Number | score Deviation value ;;\r/]ehlicant of
Employed
L 51 70.88 13.58
Spirituality 1.349 | Nonsignificant
Non 10.04
employed | 99 73.52
Employed
51 14.76 4.88
Self-esteem 0.824 | Nonsignificant
Non
Employed
Hopelessness 51 10.64 4.35 1486
' Nonsignificant
Non
employed | 99 9.54 4.80

Table 13 indicates that there were statistically non-significant difference
between mean score of spirituality, self-esteem and hopelessness in regard to
patient’s employment because p-value was greater than the common alpha
0.05(t=1.349 at p>0.05) (t=0.824 at p>0.05) (t=1.486 at p>0.05) respectively
for study variables. The tables reveals that the occupation is not impact factor

affecting the study variables in major depressive disorder among sample.
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Table 4.14 the analysis of the variance ANOVA of spirituality,

self-esteem, hopelessness in regard residency factor among

patients
Variables variance Sum of lII:)eg:jees DOf Mean F value | Level of
type squares reedom Df squares significant
ngg‘lj‘;ie” 95630 |2 478.15
.. ) 3.819
Spiritualit e
P Yo [ Within - 1yg00078 | 147 125.18 0.05
groups
ng;‘lj‘;ie” 86.07 2 43.03
2.619
Self-esteem P e
S Within 041526 | 147 16.43 Nonsignificant
groups
ngg‘lj‘;ie” 34048 |2 170.24
8.577
Hopelessness Thi .001
P Within 2017.57 | 147 19.84 0.00
groups

Table 14 appears that there were statistically high significant difference between
mean score of hopelessness (f=8.577 at p<0.001) and spirituality in regard to
patients residence areas (f=3.819 at p<0.05), while no statistically significant
difference between mean score level of self-esteem in regard to patients
residence area become p-value was greater than the common alpha 0.05. The
table indicates that the residency factor is highly impact factor affecting
hopelessness, and spirituality levels in major depressive disorder among

patients.
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Table 4.15 the analysis of the variance ANOVA of spirituality,

self-esteem, hopelessness in regard to economic status factor

Degrees of
Variables variance Sum  of | Freedom Mean F Level of
type square Df squares | value | significant
Between | 61794 |2 308.97
groups 2 493
Spirituality Within 1874114 | 147 127 49 Nonsignificant
groups
ng;‘lj‘;ie” 41848 |2 209.24
Self-esteem
ithi 14.768 | 0.001
Within | 5585 85 | 147 14.169
groups
nggmie” 19658 |2 98.29
Hopelessness
ithi 4720 |0.01
Within 3061.47 | 147 20.82
groups

The table appears that there were statistically highly significant difference
between mean score of self-esteem (f=14.768 at p<0.001) and hopelessness
with patients economic status factor (f=4.720 at p<0.01) while no significant
difference between mean score of spirituality in regard to patients economic
status because p-value was greater than the common alpha 0.05 (f=2.423 at
p>0.05). The table reveals that economic status is highly impact factor affecting
self-esteem, and the hopelessness levels in major depressive disorder among the

patients.
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Table 4.16 the analysis of the variance ANOVA of spirituality,

self-esteem, hopelessness in regard the religious status factor of

the sample
Variables variance Sum  of Ereca%:jec?fn of Mean F value | Level of
type square Df squares significant
Between
L groups 6665.78 2 3332.89
Spirituality Within 38.598 | 0.001
groups 12693.30 | 147 86.34
Between
groups 480.52 2 240.26
Self-esteem  vithin 17.478 | 0.001
groups 2020.81 147 13.74
Between
groups 655.94 2 327.97
Hopelessness
ithi 18.528 | 0.001
Ul 2602.11 | 147 17.70
groups

Table 16 appears statistically high significant difference in the mean score of

spirituality, self-esteem and hopelessness patients religious status (f=38.598
at p<0.001) (f = 17.478, at p<0.001) and (f= 18.528 at p<0.001) respectively.

This table revealed that the religious status is highly impact factor affecting all

study variables, spirituality self-esteem and hopelessness level in major

depressive patients.
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Table 4.17 the analysis of the variance ANOVA of spirituality,

self-esteem, hopelessness in regard to patient’s duration of illness

Variables variance Sum of lII:)eg:jees of Mean F value | Level of
type squares ree 5;“ squares significant
Between
groups 4395.99 4 1098.99

Spirituality _ 10.650 | 0.001
Within
groups 14963.10 145 103.19
Between
groups 284.48 4 71.12

Self-esteem — 4.652 | 0.001
Within
groups 2216.85 145 15.28
Between
groups 328.71 4 82.17

Hopelessness — 4.068 | 0.01
Within
groups 2929.34 145 20.20

The table indicates that there were statistically highly significant differences

between the mean score of spirituality (f=10.650, at p<0.001) self-esteem (f=

4.652 at p<0.001), and hopelessness (f=4.068 at p<0.01) in regard to patients

duration of illness factor. This table reveals that duration of illness factor is

highly impact factor affecting all study variables, spirituality, self-esteem and

hopelessness levels in major depressive disorder among sample.
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Table 4.18 the analysis of the variance ANOVA of spirituality,
self-esteem, hopelessness in regard to number of hospitalization

factor among sample

Degrees of
Variables variance Sum  of | Freedom Mean F value | Level of
type square Df squares significant
Between
0] ORIo: 1016.41 |5 203.28 | 1 596 Nonsignificant
Spirituality [ "\Within
groups 18342.67 | 144 127.28
Between
groups 479.28 5 95.85 6.826 0.001
Self-esteem  [\Within
groups 2022.05 144 14.02
Between
Hopelessness | 9rOUps 410.51 5 82.10 4.152 | 0.001
Within
groups 3847.54 144 19775

Table 18 shows that there were statistically non-significant difference between
mean score of spirituality with number of hospitalization (f=1.596, at p>0.05),
while the table shows that statistically highly significant differences between the
levels of spirituality and hopelessness with number of hospitalizations factor
(f=6.826, at p<0.001) (f= 4.152 at p<0.001) consequently. The table indicates
that the number of hospitalization is highly impact factor affecting self-esteem

and hopelessness levels in major depressive disorder among patients.
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Table 4.19 the significance differences of mean score of
spirituality, self-esteem, hopelessness in regard to suicide attempt

factor among patients

Variables Suicide Number | Mean Standard \t/a_lue Level of
attempt score Deviation significant
No 102 73.83 12.11 1.907
Spirituality Nonsignificant
Yes 48 70.06 9.29
No 102 15.47 3.90
Self-esteem 5.142 0.001
Yes 48 12.06 3.52
No 102 8.41 3.96
Hopelessness 6.181 0.001
Yes 48 12.93 4.60

The table shows that there were statistically highly significant differences
between mean score of self-esteem (t-test =5.142 at p<0.001) and hopelessness
(t-test =6.181 at p<0.001) in regard to patients attempted suicide while the table
appears that there were statistically non-significant difference between mean
score of spirituality in compare to patients non suicidal and suicidal attempt,
because p-value was greater than the common alpha 0.05(t=1.907, at p>0.05).
Table 19 reveals that the suicidal attempt is highly an impact factor affecting
self-esteem and hopelessness in major depressive disorder and not affecting
spirituality, which reveals that spirituality, is self-coping against suicide

attempts.
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Table 4.20 the analysis of the variance ANOVA of spirituality,
self-esteem, hopelessness in regard to number of suicidal attempts

factors among patients

Degrees of
. : Sum of | Freedom Mean Level of
Variables ;I;;;:eance square Df squares | F value | significant
ng;‘lj‘;ie” 1623.67 |7 231.95
N 1.857 | Nonsignificant
Spiritualit Thi
P Yol Within 12000 41 | 142 124.89
groups
Between | go0 40 |7 97.49
Self-esteem \g/\r/(')tl:]PS 7.611 |0.001
Al 1818.91 | 142 12.80
groups
Between
928.85 7 132.69
Hopelessness | 9roups 8.0%0 0.001
Within 2329.20 | 142 16.403
groups

This table appears that there were statistically highly significant differences
between mean score of self-esteem and hopelessness in regard to patients
number of suicidal attempts (f=7.611, at p<0.001) (f=8.090 at p<0.001)
respectively. While the table reveals that there were statistically no significant
differences between mean score of spirituality in compare to the same factor
(f=1.857 at p>0.05). Table 20 reveals that the number of suicidal attempt is a
highly impact factor affecting self-esteem and hopelessness levels and not

affecting spirituality level in major depressive disorder among patients.




Chapter Four/ Result Page 97

Table 4.21 the significance differences between spirituality, self-
esteem and hopelessness in regard to family history of mental

ilIness factor, among patients

Variables Family mental | Number | Mean | Standard | ¢ — Level of
illness score | Deviation value | significant
No 96 72.88 | 13.18 L
Spirituality 0370 Nonsignifi
Yes 54 72.16 | 7.30 : cant
No 96 14.87 | 3.98
Self-esteem 1.992 | 0.05
Yes 54 13.50 | 4.17
No 96 9.12 | 4.47
Hopelessness 2.617 0.01
Yes 54 11.16 | 4.48

The table shows that there were statistically high significant difference between
the mean score of hopelessness (f=2.617 at p<0.01) and the self-esteem
(f=1.992 at p<0.05) in regard to patients family history of mental illness. The
table also appears that there were statistically no significant differences between
spirituality in regard to the same factor (f=0.370, p>0.05).The result in this
table reveals that patients with no family history of mental illness had higher
self-esteem (x =14.87, SD % 3.98) and lower hopelessness (x = 9.12, SD +
4.47) than patient with family history of mental illness in self-esteem (x =13.50,
SD % 4.17) and hopelessness (x =11.16, SD = 4.78). The table appears that
family history of mental illness is impact factor affecting hopelessness and self-

esteem levels in major depressive disorder among patients.
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Table 4.22 the analysis of the variance ANOVA of spirituality,
self-esteem, hopelessness in regard to patient’s family relatives

with mental illness

Degrees of
Variables variance | Sum of | Freedom Mean F value | Level of
type square Df squares significant
Between | 51860 |3 72.86
Spirituality | 9rOups 0.556 | Nonsignificant
Within | 1914049 | 146 131.09
groups
Between
252.09 3 84.03
Self-esteem
3&9#]95 5454 | 0.001
thin 1 04925 | 146 15.40
groups
Between
484.56 3 161.52
Hopelessness groups 8503 |0.001
Within | 599350 | 146 18.99
groups

The table appears that there were statistically highly significant differences
between mean score of self-esteem and hopelessness in compare to patients
family relatives with mental illness (f= 5.454 at p<0.001) (f=8.503 at
p<0.001). Also, this table shows that there were statistically no significant
differences between mean score of spirituality in regard to patients family
relative with mental illness (f=0.556, at p>0.05). This table reveals that family
kinship with mental illness is highly impact factor affecting self-esteem and

hopelessness levels in major depressive disorder among study patients.
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Table (23) Correlation analysis between spirituality, self-esteem and

hopelessness

Overall Overall Overall

Correlation items | Correlation Self-esteem | Hopelessness | Spirituality

Person Correlation | 1 -487 -366
Overall . -

Sig.(2-tailed) 0.001 0.001
Self-esteem

N 150 150 150

Person Correlation | -457 1 550
Overall . .

Sig.(2-tailed) 0.001 0.001
Hopelessness

N 150 150 150

Person Correlation | -366 550 1
Overall _ _

o Sig.(2-tailed) 0 0

Spirituality

N 150 150 150
Correlation is significant at 0.001 level (2 tailed)

In this table bivariate person’s correlation show that a significant negative
correlation are displayed between self-esteem and hopelessness (p<0.001) while
no significant correlation between spirituality with self-esteem and hopelessness
(p>0.05).
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CHAPTER FIVE
DISCUSSION

Discussion

5.1 patient’s socio-demographic characteristics:-

The result in this study shows that one third of the sample is within age group
23-37 years old and mean age 37.5 + 11.3 this results are slightly consistent
with the study conducted by Yousafzai and Sidigi (2007) who found that
approximately one third of 150 depressive outpatients of convenient sampling
their age ranged from 24-34 years old, in Pakistan. Also the results of this study
are similar to the findings of Darwish (2016) who found that more than one

third of depressive outpatients their age 28-37 years old in Sulaimani city.

Fortinash and Worret (2012) and Boyd (2008) confirmed the results of this
study and mentioned that the average of age of onset for major depression has
been consider the middle thirties. There is some evidence that onset is
occurring in younger age (Ahmad, 2017). Although the most frequent age of
onset for depression may range 25 to 44 years old age group, people in younger
age group have an ever increasing risk of developing depression (Yaacob et al,
2009). Some data indicate that the onset of depression at on early adolescents
age (Cuba et al, 2012) or at age 55years or more (Ahmad, Altaf and Jan, 2016)
such data predicts a more protracted, recurrent and chronic courses of major

depressive disorder.
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In this study the results revealed that the predominant gender were males
(66%).This results are almost similar with the findings of Ahmad, Altaf and Jan
(2016) who found that males (57%) more than females (43%) of depressive
outpatients in Kashmir/ India, also Yousafzai and Sidigi (2007) found that the
predominance males gender more than females among outpatients in Pakistan.
On the other hand this results are inconsistent with Uba et al (2012) in
Malaysia, Baptista (2014) in Brazil, who found that the predominance gender
were females among depressed patients. Literatures noted that gender roles
continue to linger and contribute to high rates of depression among women
(Boyd, 2014 and Fontaine,1997). The findings of this study is that male-female
ratio could be explained as females psychiatric patients were less frequently
brought to psychiatric governmental clinics due to the feeling of shame and
public stigma and self-stigma (Vass et al, 2015) . Vass et al (2015) stated that
such stigmatizing attitude create a vicious circle of disability and disadvantages
through diminishing equality of life, preventing help-seeking and engagement
with mental health services and treatment . Or the results of present study be
considered that during the period of data collection of current study that the
chance of being male patients are more than females. More than half (58%) of
the sample their marital status is married and (22%) single. This results goes
with the findings of Mortiz et al (2011) in Canada, and also similar to results of
Lasgaard, Goossens and Elklit (2011) and Mohammad, T. (2012) found that
approximately more than half of study depressed patients were married. The
finding of the present study may be explained by the late onset or recovery from
acute onset among the sample of this study and fortunately such patients tend to
have less difficulties in maintaining their daily life and exhibiting social roles

and social integration (Vass et al, 2015).

About half of the studied depressed patients were low educational level, primary

school (26%) and illiterate (24%) and two thirds of them were unemployed.
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This results similar to the findings of Satija, Advani and Nathawat (1998) who
found that more than one third of depressed patient. With low educational level,
while they found that more than half of their sample were employed which are
inconsistent to the results of this study. In regard to economic status the results
in table 4.1 revealed 52% of depressed patients have partly sufficient economic
status and majority of them were living in urban area. This results close to the
results of Ahmad, Altaf and Jan (2016) in Kashmir/India.

Concerning religious status, the majority of the study depressed patients (74%)
practice religion activities and only 12% were non-practice religion activities.
This result goes with the findings of Philips, Lakin and Paragment (2002) who
found that half of the participants with serious mental illness (major depression
and schizophrenia) identified themselves as very religious and moderately
spiritual. The results of this study were confirmed by Joshanloo and Daemi
(2015). They reported that the religious resources and coping methods have
been associated. A person may use religion resources as defense factor to
increasing sense of worth which may in turn leads to increase emotional well-

being.

5.2 patient’s clinical characteristics

The main characteristics of depressed patients have shown in table 2 that their
duration of illness was 1-5 years (58%). This results is consistent with findings
of Ahmad, Altaf and Jan (2016), Salih (2016) and Mohammad (2012). The
finding of the present study predicts that the study patient’s condition may have
reached a chronic limit or in remission. Torpey (2008) confirm the result of this
study and stated that acute episodes of major depression last a limited amount of
time. The DSM-V specifies that symptoms last at least two weeks, and median
duration about 20 weeks. But some patients, the condition becomes chronic

with symptom lasting at least two years. The difference between episodic and
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chronic depression encompass more than just duration, studies show that,
compared with episodic major depression, chronic depression is continually
met the full DSM-V criteria for major depressive episode and have more
functional impairment , increases risk of suicide and is more likely to occur in
conjunction with other psychiatric disorders. The Harvard medical school
(2009) reported about 20% of patients who develop major depression have not

recovered in two years while 12% have not recovered after five years.

Most of the study sample are not admitted to psychiatric hospital (74%) they
treated in outpatient’s psychiatric clinics. This results are in agreement of the
findings by Mortiz et al (2011) in Canada and Ahmad, Altaf and Jan (2016) in
India, found that most study depressed subjects were treated in homes. Today
the emphasis in psychiatric care treatment is on outpatients or community-based
interventions that address the treatment needs of psychiatric clients striving to
maintain a position within the community. This began the de-
institutionalization movement over 30years ago. The increased investment in
community care, de institutionalization was highly influenced by psychotropic
medications leading to rapid discharge from hospital or to provide care to
clients in homes, thus discouraging unnecessary hospitalization (Boyd, 2014
and Fortinash & Worret, 2012). The current study showed that one third of the
depressed participants were attempted suicide and 18% of them have more than
four attempts. The findings of Ribeiro et al (2018) , Lasgaard, Goossens and
Elklit (2011) and Kaviani et al (2011) confirmed the results of this study and
mentioned that depression is one of the factors confirm risk for suicide ideation,
attempts and death. The finding of this study is consistent with the constructs
accessibility to negative constructs and give rise to inadequacy for providing
effective problem solution then probably resulting hopelessness and therefore

may lead to suicidal ideation or attempts.
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The psychiatric family history was present among 36% of depressed patients in
this study, among them 6% with first degree and 24% second degree. This is in
line with the evidence suggests by Fontain (2003). Fontain, stated that
inheritability of major depression is 40 to 50 percent. The general population
rate of current depression is 8 percent. Children of depressed parents have twice
the risk or about 16% over a lifetime. If both parents have depression the risk
rises to 75%. First degree relatives of depressed children also have a twofold

greater risk of depression.

5.3 Spirituality factors

The results of the present study showed that the observed (calculated) mean
score (72.626) of spirituality was significantly (p<0.001) higher than the
theoretical mean score (60)+ 11.398 and the majority of the study depressed
patients (68%) have high spiritual level in comparison to the standards scoring
(70-100) of spirituality scale and only few of them (2%) with low level of
spirituality (Table 3, 4). The frequent finding of high spirituality level among
depressed patients in the current study was similar to the findings from another
study carried out by Joshanloo and Daemi (2014) study in Iran and Avila (2014)
study in USA. They found that spirituality level was significantly high among

patients with major depressive disorder.

Although the results of this study pointed a significant high spirituality level
among depressed patients, yet the causal direction between higher spirituality
level and depression is not studied in this research, however Koenig (2012) and
Mortiz et al (2011) support the results of this study. Koenig 2010 noted that the
general population and those with medical illness use spiritual beliefs and
practices to cope, and those with mental illness also often rely heavily on
spiritual resources to cope, while Mortiz et al 2011 were pointed that spirituality

may address the struggles of depressed patients feeling separated from their
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surrounding world as well as from inner self, and proposed that a sense of the
spiritual is central to their existence propelling a quest for meaning and
counteracting feeling of boredom and emptiness, and they found that the
influences participants in spirituality program , occurred as a result of practicing
forgiveness, compassion, gratitude and acceptance reduced negative thinking
pattern, being less judgmental, reduced ego centricity , improved self-esteem,
concurrent with these shifts participants experienced an improved mood

characterized by reduce depression.

The possible explanation of the result of this study that the collaborative
relationship that depressed patients have with God may counteract the culture
belief of fatalism (Avila, 2014), and the effect to be especially strong in stressed
population Smith et al (2003) stated that it is an important consideration is how
patient define spirituality, among patients an overlap occurs between spirituality
and religiousness, however literature show negative association of religiousness

on depressive symptoms.

The findings of this study therefore add evidence that high spirituality level
common state experience by the study patient, with major depressive disorder

living in the community.

5.3.1 Spirituality and Socio-demographic characteristics:-

The findings in the current study showed that patients age , marital status,
educational level, residential area and religious status are significant factors
effecting the differences in spirituality score (p<0.05) while gender,
occupational status and economic status are non-significant factors (p>0.05).
Similarly to this results Stanely et al (2011) found that the differences in

spirituality levels related to educational levels, Avila (2014) showed that gender
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and economic status were non-significant impact factors effecting the

differences in spirituality score levels.

In contrast to the results of this study Joshanloo and Daemi (2014) identified
that the gender as a factor effecting spirituality levels, and Cheadle and Schetter
(2018) showed that the low socio-economic status factors effecting the

differences in spirituality levels.

5.3.2 Spirituality and psychiatric history characteristics

In this study all the studied clinical characteristics of depressed patients
including number of hospitalizations, suicidal attempt and family history of
mental illness were non-significant factors effecting the differences in
spirituality levels (p>0.05) except the characteristics duration of the illness was
significant factor related to the differences in spirituality level (p<0.001). This is
in agreement with the study by Tuck (2012) who reported the mechanism for
spirituality remains unclear as to whether those are direct or indirect effects,
Also Gall et al (2009) found that no support for Pargament’s spiritual
mobilization hypothesis during illness or that spirituality/ religious served as
protective factor. Gall et al (2009) found that distress increases over time and
proposed that the strength of religion/ spirituality beliefs prior to the illness and
the mobilization of these beliefs in absence of illness a strong base during the

crises promoted distress Instead.

5.4 Self-esteem factors

The results showed that the depressed participants observed (calculated) mean
score of self-esteem (14.580+_4.676) were non — significantly difference with
theoretical mean score (15+_ 4.676) of Rosenberg self-esteem scale (p>0.05,

table 5). The distribution of studied sample revealed 52% low self-esteem level,
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46% moderate self-esteem only 2% with high self-esteem. This findings similar
to the findings by Yousafzai and Sidiqi (2007) study in Pakistan. Who found
that the main logistic regression results indicate that depressed patients had
lower self-esteem than non-depressed population Also, Yacoob et al (2009)
study in Malaysia found that depressed mood and low self-esteem occur with
disproportionately high prevalence among adults, And also in adolescents (Uba
etal, 2012) .

Recently emerging studies suggest that low self-esteem contributes to the
development of depression (Tripkovic et al, 2015). In contrary, Kenis (2006)
reported that there is a reciprocal relationship between self-esteem and
depression, yet the causal direction of this association is not establish and noted
that self-esteem can both lead to and result from clinical depression and
suggested that the self-esteem fluctuation is a factor in a etiology and
maintenance of depression. Yacoob et al (2009) determined that self-esteem
emerged as the strongest predictor of depression, in contrast Simpson et al
(2012) revealed that low self-esteem and its own does not predict future
depressive episodes, nonetheless, it may do so interaction with other factors.
Such factors hopelessness (Ribeiro et al, 2018). Vass et al (2015) study in UK
found that low self-esteem mediate the effect of stigma on passive social

withdrawal.

This findings of the current study point out that low self-esteem is a state
dependent on depressed mood and acts as a vulnerability factor for the

development of major depression among study patients.

5.4.1 Self-esteem and sociodemographic characteristics

In this study, the findings showed that the education levels, economic status

and religious status are highly significant (p<0.001) factors effecting self-
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esteem levels , while other socio-demographical characteristics including age,
gender, marital status, and residential area are not significant factors effecting
self-esteem levels (p>0.05) . These findings are supported by the Yousafzai and
Sidiqi (2007) found that educational level and income significantly affected the
differences in self-esteem score, Cheadle and Schetter (2018) found that

religiosity status effected self-esteem score yet

the findings of this study are inconsistent with the results of Tripkovic et al
(2015) and Yacoob et al (2009) found that self-esteem score significantly
affected by gender, and also by age (Ahmad and Altaf and Jan, 2016).

5.4.2 Self-esteem and psychiatric history characteristics

This study found that in general all, clinical characteristics including of illness,
number of hospitalizations, suicidal attempts and family history of psychiatric
illness are highly significant factors effecting patients self-esteem levels
(p<0.001). This findings are consistent with the findings of previous studies
(Lasgaard et al 2011) noted that lowest self-esteem increase the risk of suicide
attempts in depressed patients. Yousafzai and Sidigi (2007) determined that
depressed patients having the illness for more than one year were 2.75 times
more likely to have lower self-esteem (p-value 0.001) family history and stigma
cause’s losses of self-esteem (Vass et al, 2015). Low self-esteem acts as
vulnerability factor for development or variation of major depression (Uba,
2012; Yousafzai and Sidiqgi, 2007).

These findings tend to indicate that treatment directed at self-esteem
enhancement and stimulation of positive things can decrease the risk of chronic

psychosocial damage among depressed patients (Tripkovic et al, 2015).
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5.5 Hopelessness factor

The findings showed that both the observed (calculated) mean score 9.860 +
4.676 and theoretical mean score 10.0 + 4.676 have statistically non-
significant differences (p>0.05) (table 7) which means that high distribution of
the study sample are in moderate level of hopelessness (40%, table, 8). This
findings consistent with results of Ribeiro et al (2018) study in USA and Vass et
al (2015) study in UK. Hopelessness is the subjective appraisal of negative
expectations about the occurrence of highly valued outcomes coupled with the

sense that one lacks control over desired to event in the future (Fraser, 2017)

Hopelessness has been related to the onset or development of depression
(Pomplim, 2010). In a systematic review study carried by Soundy et al (2015)
identified hopelessness is a major barrier to recovery from depression. Other
study found that hopelessness has been identified as responses to public stigma
and which is important element of depressed patients pessimism about their
own illness (Pitt et al, 2007) , recent study noted that hopelessness is a powerful
emotion that often contributes to low mood and can play mediating role to

effects symptoms and subjective recovery (Huen et al, 2016).

Although, the results of this study revealed a moderate (40%) to severe (18%)
level of hopelessness among study patients, yet the mechanism of hopelessness
Iin depression is not an objective of this study, however Fortinash and Worret
(2012) stated , unfortunately the specific mechanisms of hopelessness is
converted into the specific symptom pattern of depression and hopelessness

condition remains elusive.

It is evident based on the results of present study that patients with major
depressive disorder clearly experience a condition of hopelessness may be a

symptom of depression or risk factor predicts to depressive episode.
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5.5.1 Hopelessness and Socio-demographic characteristics

The results of this study appeared that patients age , marital status, residential
area, economic status and religious status are significant factors affecting the
differences in hopelessness levels (p<0.001) while the gender, educational

levels and occupation are non-significant factors affecting depression.

This is consistent with study by Bener and Alsulaiman (2017) determined that
marital status and age contributing factors effecting hopelessness levels, also
Utku UZ (2016) found gender did not show significant differences in
hopelessness score while, the result of the present study is inconsistent with
study by Ribeiro et al (2018).

The present study findings revealed the coexistence and association of the
socio-demographical factors related to the hopelessness’ level of patients with

major depressive disorder.

5.5.2 Hopelessness and psychiatric history characteristics

In this study all patients psychiatric history characteristics including duration of
illness, number of hospitalizations, suicidal attempts and history of mental
illness in the family are significant factors effecting hopelessness level (p
<0.001). This results are consistent with the study by Pomplim (2010), Kaviani
et al (2011) and Ribeiro et al (2018) determined that hopelessness has been
related to the onset or development of depression and associated with suicidal
ideation and is recognized as better predictor for suicidal intent than depression.
In the line with Fortinash and Worret (2012) reported that suicide behaviors are
symptoms of depressive episodes, other symptoms of depression relating to a
apathy, luck of motivation, sad affect as well as other symptoms of depression
are believed to flow from the condition of hopelessness. The hopelessness

effects on suicidal attempts appeared stronger among gender relative to clinical
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and self-injurious sample (Bentley et al, 2016) Kessler et al (2002) determined
that advancing prediction accuracy of suicidal behaviors will likely require
simultaneous consideration of many risk factors and the complex relationships
between those factors, thus when considered in combination with many other
factors in an optimal fashion, depression and hopelessness may be very
important predictors of suicidal behavior. This view has been supported by Abu
Talib et al (2017) who examined the association between hopelessness and
depression, spirituality and suicidal behavior in Malaysia students, their
findings indicated that participants high in hopelessness and depression also
high in spirituality less suicidal than others, they recommended that spirituality

act as a protective factor against hopelessness, depression and suicidal behavior.

In this study, male are almost twice the number of females (table 1) , this may
be seen as a matter of concern suggesting that it would make a difference as
male seem to be more susceptible to get into risky behavior such suicide

attempt.

5.6 The association between spirituality, self-esteem and

hopelessness:-

It is evident from the results of this study (table 23) that self-esteem and
hopelessness highly significantly associated between each other, more
hopelessness highly associated with lowest self-esteem (p<0.001), however
neither self-esteem nor hopelessness appeared non-significant associated with
persisting spirituality score among depressive patients. These findings are
consistent with previous studies, which suggest that low self-esteem and more
hopelessness are state and more prevalent among depressed patients (Yousafzai
and Sidiqi, 2007; Uba et al, 2012; Ribeiro et al, 2018). The identification of

such association are very useful in the management of depression.

However in this table showed that neither self-esteem nor hopelessness
appeared non-significantly associated with persisting spirituality level among
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study depressed patients. This results goes with the study by Mihaljevic et al
(2015) found that spiritual- QoL has shown to play a significant role in
depression, just as it has proved to be a unique predictor of lower symptoms
adjusted for personality dimensions, which include lower self-directness, higher
harm avoidance and lower cooperativeness. In the same line Wittink et al
(2009) reported that spirituality as important factor in depression intervention,
and sought to understand how spirituality may play a role in order to inform
possible intervention aimed to improving the acceptability and effectiveness of
depression treatment.



Chapter Six
Conclusions and
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CHAPTER SIX

Conclusions & Recommendations

Based on the discussion and interpretations of the study results, conclusion and

recommendations are set forth:
6.1 conclusions:-

6.1.1 Most of patients were male, unemployed, living in urban areas, practicing

religious activities and their mean of age 37.5 years

6.1.2 Most of the patients were less admitting to hospital although the long

duration of illness ranged from 1-25 years.

6.1.3 The patients experience high level spirituality value, low self-esteem level

and moderate level of hopelessness.

6.1.4 The level of spirituality value effected by age, marital status, level of

education, residential area, religious status and duration of illness.

6.1.5 The self-esteem level effected by educational level, economic status,
religious status , duration of illness, suicide attempt, number of attempts, family

history of psychiatric illness and degree of kinship.

6.1.6 Hopelessness level effected by age, marital status, residential area,
economic status, religious status, and all clinical characteristics which include
duration of illness, number of hospital admission, suicidal attempt, number of

attempts, family history of psychiatric illness and degree of kinship.

6.1.7 Hopelessness level affected by more number of socio-demographical and

clinical characteristics compared to spirituality and self-esteem variables.
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6.1.8 Patients gender and occupation are not a significant factors effecting the

differences in spirituality, self-esteem and hopelessness level.

6.1.9 Patients religious status are significant factors effecting the variation of all

studied variables; spirituality, self-esteem and hopelessness.

6.1.10 patients suicide attempt and number of attempts are not associated with

the spirituality value.

6.1.11 there are high significant association between self-esteem and
hopelessness mean scores, that low self-esteem possibly lead to increase
hopelessness and hopelessness is a risk factor to lower self-esteem among

patients.

6.1.12 there are no significant association between spirituality value with both

self-esteem and hopelessness mean scores among patients.

6.1.13 Hopelessness and low self-esteem are state of emotional distress

dependent on depressed mood and they are possible gateway to depression.

6.1.14 High spirituality value on its own the strongest significant factors may
represents emotional source and possibly used to handle or self-cope with

depressed mood by the patients.
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6.2 Recommendations

Based on the conclusions of this study the researcher recommended the

followings:-

1.

Cognitive behavior therapy which utilize a group therapy may be successful
at reducing internalized stigma, improving self-esteem and reduction feeling
of hopelessness.

Mental health services need to consider practical ways to minimizing social-
occupational excursion for people with mental disorder by employing
occupational advisors.

Greater importance should be given to the self-esteem and hopelessness
during nursing assessment of depression, therefore it’s beneficial to employ
the assessment tools used in this study by the nurses working in psychiatric
department in Alikamal consultation Center to achieve this issue.

Carful conceptualization and measurement of spirituality in culturally
resonant way will be critically important for future investigations and
interventions in depressed people.

Importance of assessing hopelessness in patients with major depressive
disorder and provide critical evidence of the need for nurses, clinicians to
encourage patients to participate in social and recreational activities
particularly to the outpatients.

Depressed people relatively have broader range of spiritual preference, thus
effective nursing intervention that aim to improve patients interpersonal
skill, problem solving and coping skill would be another source to defense
against existential emotional distress in depression is needed.

Primary emphasis need to be placed upon assessment and alleviation of
suicidal behaviors for the sake of patient’s safety.

Establish community psychiatric mental health services including

educational programs, and home visits to engage the clients in treatment,
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assess the client and to teach communication and social skill for persons with
persistent depression disorder.
6.3 suggestions

1. Future investigations are required to clarify the probable cause or effect roles
of studied variables with the levels of depression to draw a more detailed
picture of the complexity of study factors.

2. Another investigations are suggested to assess factors that interfere with the
development of positive self-esteem and decrease hopelessness among

depressed patients.
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Questionnaire

“Assessment the levels of spirituality, self-esteem and hope among patients
with major depressive disorder in Ali Kamal Consultation Center in Sulaimani
City”

Patient’s initial name.................... patient’s code ........ccou.......

Do you have any physical illness? ......................

Part |I: Patient socio-demographic characteristics

Age: Years
Gender: Female Male
Marital status: Single Married Divorced Widow
Separated
Educational level: llliterate Primary school
Intermediate school Secondary school Higher education
Occupation:
Residential area: Urban Suburban Rural
Economic status: Sufficient Barely sufficient Insufficient
Religious status: Practice Partial practice Non-practice

Part ll: Patient’s psychiatric history:

Duration of illness: Years
No. of hospitalization: Times
Suicidal attempts: No Yes If yes, how many attempts

Family history of mental iliness
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1- Spiritual Well-Being (Ellison- Paluzian SWB Scale)

For each of the following statements circle the choice that best indicates the extent of your agreement or
disagreement as it describes your personal experience:

Statements Strongl Moderately | Agre Disagre | Moderately | Strongly
y Agree | Agree e e disagree disagree

No

1 I don’t find much satisfaction in private | SA MA A D MD SD
prayer with God.

2 I don't know who I am, where I came SA MA A D MD SD
from, or where I'm going.

3 I believe that God loves me and cares | SA MA A D MD SD
about me.

4 I feel that life is a positive experience SA MA A D MD SD

5 I believe that God is impersonal and not SA MA A D MD SD
interested in my daily situation.

6 I feel unsettled about my future. SA MA A D MD SD

7 I have a personally meaningful | SA MA A D MD SD
relationship with God.

8 [ feel very fulfilled and satisfied with life. SA MA A D MD SD

9 I don't get much personal strength and | SA MA A D MD SD
support from my God

10 | Ifeelasense of well-being about the SA MA A D MD SD
direction my life is headed in.

11 | I believe that God is concerned about my | A MA A D MD SD
problems.

12 | I don't enjoy much about life SA MA A D MD SD

13 | I don't have a personally satisfying | SA MA A D MD SD
relationship with God.

14 | Ifeel good about my future. SA MA A D MD SD

15 | My relationship with God helps me not to | SA MA A D MD SD
feel lonely

16 | I feel that life is full of conflict and | A MA A D MD SD
unhappiness.

17 | I feel most fulfilled when I'm in close | A MA A D MD SD
communion with God

18 | Life doesn't have much meaning. SA MA A D MD SD

19 | My relation with God contributes to my | SA MA A D MD SD
sense of well-being.

20 | I believe there is some real purpose for | A MA A D MD SD
my life.

SA= strongly Agree MA= moderately agree A=agree D= disagree

MD=moderately disagree SD= strongly disagree
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2- Self-esteem: (Rosenberg Self- Esteem)

Instruction: Below is a list of statements dealing with general feelings about
itself. If it's strongly agreed, circle SA. If it's Agree with the statement circle A. if
it's disagree circle D if it's strongly disagree circle SD

SA A D SD
No. | Statements STRONGLY AGREE | DISAGREE STRONGLY
AGREE DISAGREE
1 | feel that I’'m a person of.worth, at 3 5 1 0
least on an equal plane with others.
5 I fee! Fhat I have a number of good 3 5 1 0
qualities.
Allinall, | incli feel that |
3 ina % am inclined to feel that 0 1 5 3
am a failure.
a | am able to do things as well as 3 5 1 0
most other people.
5 | feel I do not have much to be 0 1 5 3
proud of.
6. | take a positive attitude toward 3 5 1 0
myself.
7 On the whole, | am satisfied with 3 5 1 0
myself.
8. | wish | could have more respect for 0 1 5 3
myself.
9. | certainly feel useless at times. 0 1 2 3
10. | Attimes, | think | am no good at all. 0 1 2 3
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Part IV: hopelessness: (Beck Hopelessness Scale)

Instruction: If the statement describes your attitude answer true, If the
statement is not described your attitude answer false.

Z
e

statements True False

[ look forward to the future with hope and enthusiasm.

I might as well give up because there’s nothing I can do to
make things better for myself.

When things are going badly, I am helped by knowing
that they can’t stay that way for ever.

I can’t imagine what my life would be like in ten years.

I have enough time to accomplish the things I most want
to do.

In the future, I expect to succeed in what concerns me
most.

My future seems dark to me.

I happen to be particularly lucky and I expect to get more
of the good things in life than the average person.

I just don’t get the breaks, and there’s no reason to
believe that I will in the future.

O O] O Ui|bh]| Wl N

My past experiences have prepared me well for my
future

—_
o

All T can see ahead of me is unpleasantness rather than
pleasantness.

—_
—_

I don’t expect to get what I really want.

—_
\S}

When I look ahead to the future I expect I will be happier
than [ am now.

—_
w

Things just won’t work out the way I want them to.

—_
o

I have great faith in the future.

—_
vl

I never get what I want, so it’s foolish to want anything.

—_
(@)

It is very unlikely that I will get any real satisfaction in
the future.

—_
~

The future seems vague and uncertain to me.

—_
(o]

I can look forward to more good times than bad times.

—_
O

There’s no use in really trying to get something [ want
because I probably won'’t get it.

[\
o
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Depression Inventory (MDI) (ICD-10)

The following questions ask about how you have been feeling over the last two
weeks. Please put a tick in the box which is closest to how you have been
feeling. The Major Depression Inventory (MDI) is a self-report mood
questionnaire developed by the World Health Organization’s Collaborating
Center in Mental Health.

Example: If you have felt in low spirits or sad slightly more than half of the time
during the last two weeks put a “tick” in the third box from the left in the first
row.

How much of the time... All of | Most Some At no

More Less .
the 1 ofthe | yonhalf | than hatf | OFthe | time
time time of the of the time

time time

Have you felt in low spirits or

sad? B 5 Jii 4 i 3 B 2 = 1 i 0
Have you lost interest in your

daily activities? - | LI s T T 1o
Have you felt lacking in energy

and strength? LB | LI s T 1 1T
Have you felt less self-

confident? s | Ty s T 1 1o
Have you had a bad conscience

or feelings of guilt? s | Ty 1 T T (B
Have you felt that life wasn't

worth living? H A A s B T (B

Have you had difficulty in

concentrating, e.g. when reading

the newspaper or watching

television? e | Ty s ) o Lo
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8a | Have you felt very restless?

I 5 | 4 | 3 | 2 N 1
8b | Have you felt subdued?
N | LI 3 1 i
9 Have you had trouble sleeping at
night? T s | T, 13 = '
10a Have you suffered from reduced
appetite? N | LI 3 S I
100 Have you suffered from
increased appetite? N | LR s 1y T

When using the scale to diagnose depression according to ICD-10, there are the
following possibilities:

« Mild depression: A score of 4 or 5 in two of the first three items. Plus a
score of at least 3 on two or three of the last seven items.

« Moderate depression: A score of 4 or 5 in two or three of the first three
items. Plus a score of at least 3 on four of the last seven items.

« Severe depression: A score of 4 or 5 in all of the first three items. Plus a
score of at least 3 on five or more of the last seven items.

Major depression: The number of items is reduced to nine, as Item 4 is part of
Item 5. Include whichever of the two items has the highest score (item 4 or 5).
A score on at least five items is required, to be scored as follows: the score on
the first three items must be at least 4, and on the other items at least 3. Either
Item 1 or 2 must have a score of 4 or 5
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Taha Ahmad Faraj
Lecturer, College of Nursing/University of Sulaimani

Dear author/s
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Assessment of self-esteem among patients with major depressive disorder in
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Taha Ahmad Faraj !, Professor Dr. Salwa Shakir Muhsin *
! Lecturer, College of Nursing/University of Sulaimani
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03/09/2015.
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