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Background: Common mental disorders contribute to a large proportion of
the non-fatal disease burden in India. Mumbai is among the most crowded
cities in Asia with half the population housed in slums creating an
environment of vulnerability. In this context, the risks and protective factors
associated with depression symptoms are explored by investigating the role
of social class and gender in Mumbai.
Methods: 491lower income and 326 middle income respondents were
screened for depressive symptoms and compared on 4 subscales of the GHQ
28: somatization, anxiety, social dysfunction and severe depression.
Results: The relative risk (RR) of depressive symptoms for lower income
individuals was 1.27. The relative risk associated with being female was 1.04
in the lower income group and 1.55 in the middle-income group. Apart from
stress and perceived health which proved to be significant predictors for
every sub scale, hope emerged as a protective variable for somatization and
severe depression, positive emotional style emerged as a protective factor
against anxiety and severe depression and tobacco was found to be a risk
factor for social dysfunction.
Conclusion: The incidence of depressive symptoms was the highest for
middle income women. This work provides insights from an intersectional
framework of class and gender. The inclusion of positive variables in
conjunction with risk factors highlight the role of positive protective factors
such as hope and positive emotional style for mental health.
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Introduction
Depression is the leading contributor of years lived
with disability (YLD) globally and accounts for 7% of

total YLDs in India  [1]. Depression has a very large
impact measured in numbers, with 45.7 million
Indians estimated to be affected by this debilitating
condition in the year 2017, with the prevalence as well

as disease burden increasing steadily since 1990  [2].
Depression impacts the individual, the family as well
as the economy. Psychological distress, is an indicator
of risk of affective disorders. With this background
and motivation, our goal here is to understand the risk
and protective factors associated with psychological
distress in a non-clinical population in the city of
Mumbai, India

The current work builds on previous studies that
document pathways that mediate the relationship
between poverty and depression in other populations;
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examples include the role of gender  [3], stress  [4],

lower control  [5], negative emotion and addiction  [6].
Other work has also documented structural pathways,
such as lower levels of education, housing, food and
financial security, to be consistent predictors of
common mental disorders in Low- and Middle-

Income Countries [7].

Depression is among one of the leading causes of

disease burden among women  [8]  with the pathways
to depression among women, being similar to those in
the lower socio-economic status (SES) such as,

inequality, stress, and a lower sense of control  [9].
Women are more likely to subscribe to interdependent

norms while relating to others  [10]  thus becoming
vulnerable to criticism and guilt which are possible
pathways to depression. Nolen-Hoeksema’s (2001)
review of gender differences in depression highlights:
women’s social roles that expose them to chronic
strain (role overload), higher reactivity to stress
because of ovarian hormones, higher probability of
being exposed to sexual violence, ruminative and
passive coping style as well as being more likely to
experience affective states of anxiety, fatigue,

boredom, helplessness and hopelessness [11].

In India restrictive gender roles and a culture of
patriarchal oppression curtails women’s freedom to a

large extent  [12]. Women’s participation in the labour
force in India is small at approximately

29%  [13]  contributing to the cycle of dependency. All
the pathways discussed above are in fact amplified in
India. Interpersonal conflict, marital disharmony and
sexual coercion have been identified as risk factors for

mental health among women  [3][14]. In collectivist
cultures, the emphases on social roles and

maintaining harmony  [15]  puts tremendous pressure
on the individual to compromise on goals and
emotional expression which in turn affects their
wellbeing, and this is especially true for Indian
women.

With regards to social class, higher SES is associated

with more positive mood states  [16]  and lower SES is
associated with negative affective states of
hopelessness, anxiety, boredom, fatigue and

anger  [17]. Tobacco addiction is strongly correlated
with lower income, education, and living in a

developing country  [18]  and alcohol consumption in
India reveals a pattern of binge drinking among the

poor [19].

Psychological dysfunction tends to manifest
differently across the class spectrum as well as the
gender divide. Therefore, rather than using a single
scale to measure distress, four subscales including
somatization, anxiety, social dysfunction and severe
depression were used. In the context of poor access to
mental healthcare, considering the economic cost of
depression in terms of lost productivity, insight into
the determinants of distress are of value, as
psychological distress is a precursor to depression.

The megapolis of Mumbai is not a particularly livable
city, with extremely expensive real estate that forces
half of its 13 million population to live in

slums  [20]  and also commute long distances in

inhumanly crowded circumstances  [21]. Entrenched
poverty because of the caste system, and increased

inequality  [22]  as a result of the lopsided nature of
recent economic growth in urban India, make the
urban population of Mumbai uniquely vulnerable to
common mental disorders.

Methods
Two studies were conducted, one with a lower socio-
economic status (LSES) group, and one with a middle
socio-economic status (MSES) group. Housing is the
real fault line of social class in Mumbai with
apartment housing being the mark of middle-class
membership. With this context in mind, two separate
samples from two different sampling frames were
drawn - one from the LSES population was drawn
from the slums and one from the MSES population
was drawn from apartment complexes in different
neighborhoods in Mumbai. The LSES sample
consisted of 491 respondents and the MSES sample
consisted of 326 respondents.

Objective

To identify the pathways that link social class to
psychological distress in terms of behavioral,
psychological and health factors. To use the
intersectional framework of class and gender to
discuss the results.

The LSES Study

Sampling

The LSES sample was drawn from a single suburb of
the eastern suburbs of Mumbai, from two distinct
neighborhoods. One neighborhood consisted of
campus housing inside a government institute and
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one was a slum adjacent to the campus. A door- to-
door approach beginning at a random point in each
neighborhood (Lemeshow & Robinson, 1985) was
used to generate a random community sample within
each setting.

Participants

The participants in the campus neighborhood were
employees with the least-skilled and lowest paid jobs
(for e.g. gardener, security guard). Those living in the
slum worked at similar jobs. Although participants
from both neighborhoods were very similar in terms
of SES, living conditions were better in campus
housing. Respondents were 181 males and 310 females
who ranged in age from 18 to 61 (mean age = 34.08, SD
= 10.94). One hundred and thirty-eight participants
lived in campus housing and 353 in the neighboring
slums. One hundred and thirty-three (27%)
participants were illiterate.

Sample Size and Response Rate

Based on Cohen’s (1992) strategy  [23]  for detecting a
small effect size in the context of multiple regression
analysis with 12 predictors at power of.80 with α =.05,
a sample size of approximately 170 was arrived at for
the LSES study. Of the 545 individuals approached 510
responded (91.07% response rate). After removing
data outside the selected age range (18-61 years old),
491 individuals met the criterion for inclusion for final
analyses.

Measures

Demographic Questionnaire: A pre-coded demographic
questionnaire was developed with questions
regarding age, marital status, income, education and
religion.

Health Behavior Questionnaire: Questions regarding
exercise, and tobacco use were included.

Health Outcome Questionnaire: A checklist of chronic
conditions was constituted (Hypertension, Heart
Trouble, Respiratory Illness, Diabetes,
Musculoskeletal ailments, Digestive ailments, Cancer,
Surgery) based on the International Classification of

Diseases (ICD) categories  [24], and a question
regarding past hospitalization episodes was also
included. They were also asked if they had 'any other
health problem', and the answers were recorded. Self-
reported chronic conditions were coded as a
dichotomous variable with 1 indicating the presence of

one or more chronic condition (35% of the sample)
and 0 representing the absence of such conditions.

Self-reported Perceived Health: Perceived health was
measured by a single question where respondents
were asked to rate their current health status as very

good, good, fair or poor  [17]. Self-reported perceived
health was dichotomized with the responses 'poor'
and 'fair' coded as 1 (44.6% of the sample) and the

responses 'very good' and 'good' coded as 0 [17].

Trait Hope Scale: This is a 12-item trait

measure  [25]  and has a reported internal consistency

of.80 [25] and.79 in this study.

Positive Emotional Style (PES): Respondents were asked
how well the following three emotions described

them  [26][27]: vigor (lively, energetic), well-being
(happy, pleased and cheerful) and calm (at ease,
relaxed). The internal reliability reported for this scale

is.81 [28]. In the present sample however, the internal
reliability was found to be.44.

Perceived Stress Scale (PSS): measures the extent to
which life situations are perceived as stressful. A short
four item version was used in this study, which has a

reported internal consistency of.72  [29]  and.56 in the
present study.

General Health Questionnaire 28: Developed by
Goldberg and Hillier (1979), it consists of four
subscales that measure somatization (GHQ A),
insomnia and anxiety (GHQ B), social dysfunction

(GHQ C) and severe depression (GHQ D)  [30]. The
CGHQ scoring method which considers the chronicity
of the depressive symptoms was used to identify those

with chronic symptoms [31]. Test-retest reliability has

been reported to be between.78 and.90  [32]. In this
study the internal consistency coefficients for GHQ A
were.77 for the LSES and.76 for the MSES. For GHQB
they were.78 for the LSES and.85 for the MSES. For
GHQC they were.52 for LSES and.72 for MSES. For
GHQ D they were.77 for the LSES and.83 for the MSES.

Procedure

The study was approved by the department ethics
committee. Based on a pilot study (n = 30 campus-
housing residents), the original questionnaire was
modified. The questionnaire was translated into Hindi
and then translated back into English. It was refined

using participatory methods in the pilot studies  [33].
Respondents were approached at home and only if
they agreed and gave consent were they interviewed
in Hindi. No identifying information was sought and

qeios.com doi.org/10.32388/HUMAM7 3

https://www.qeios.com/
https://doi.org/10.32388/HUMAM7


hence complete confidentiality was maintained. The
interviews were conducted by the author and trained
research assistants who were undergraduate and
graduate students of psychology. Many of the
respondents were illiterate and semi-literate and
hence the GHQ 28 and other questions had to be read
out to them in the form of an interview.

The MSES Study

Participants

MSES participants lived in apartment buildings and
were approached using snowball sampling by paid
research assistants who lived in the neighborhood.
Three hundred and twenty-six participants from the
suburbs of Mumbai who ranged in age from 21 to 64
years made up the sample. There were 142 males and
184 females, 78% were married and 84% were
employed in white collar jobs, with the rest being
made up of homemakers and students. Ninety four
percent had a college degree and 54% had an annual
family income between ₹ five lakh ($7420) to ₹ fifteen
lakh ($22,260). Thus income (above ₹ two lakh),
education (high school graduate), and housing
(apartment buildings) characterized the middle-class

sample [34].

Procedure

The questionnaire used in the LSES study was used
here. Informed consent was taken and demographic
questions were posed in an interview format. The
psychological scales however were given to them in an
envelope which they filled out in privacy and returned
to the research assistant. In this context, the
questionnaire was administered in English. Neither
name nor any identifying information was recorded
thus maintaining complete confidentiality. Of the 500
individuals approached, 400 responded, of which 326
were retained after discarding incomplete
questionnaires.

Analyses
Based on the cGHQ method of scoring suggested by
Goodchild and Duncan–Jones (1985), a positive result

or distress is defined as a score equal to 13 or more [31].
Based on this score the Relative Risk or Risk Ratio
which is the ratio of the probability of an event
occurring (psychological distress) in the exposed
group (LSES) to the probability of the event occurring
in the control group (MSES) was calculated. The

relative risk of being distressed for women as
compared to men was also calculated.

Ordinary Least Squares regression was used to predict
each subscale of the GHQ from demographic,
behavioral, psychological and health variables.
Analyses were carried out using SPSS for Windows
(version 17, SPSS, Chicago, IL) statistical software

package [35].

Each GHQ subscale was regressed onto demographic
factors, followed by neighborhood, health behaviors,
psychological factors, and health variables. In Step 1
income and education were entered, in Step 2
neighborhood was entered, in Step 3 the behavioral
factors of exercise and tobacco were entered, in Step
4, the psychological factors of Hope, PES and PSS
were entered, and in Step 5 two physical health
variables were entered Chronic Conditions (objective
health) and Perceived Health (subjective health). With
the exception of Step 2 (neighborhood), the same
model was used to analyze the MSES data.

Results

Relative Risk

The incidence of depression among the LSES was 21.19
% and among the MSES was 16.54% based on the

cGHQ method  [31]. The relative risk, associated with
being in the LSES as opposed to being in the MSES, of
experiencing depressive symptoms was 1.27. The
incidence of depression was 17.17% in women and
16.47% in men in the LSES and the relative risk
associated with being female was 1.04. The incidence
of depression among women was 19.87% and men
was 12.78% in the MSES and the relative risk
associated with being female was 1.55.

Linear Regression

Somatization

Predicting GHQA (somatization) (refer Table 1a) for
the LSES sample revealed gender, exercise, hope,
perceived stress (PSS) and perceived health to be
significant predictors. In the initial step of the
regression, neighborhood was significant, with an
advantage for housing in the government campus. But
with the addition of behavior and emotion variables, it
was no longer significant. In the MSES sample,
gender, family income, tobacco, hope, perceived
stress, chronic conditions and perceived health were
significant predictors.
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Since gender was significant, the samples were
partitioned by gender within each group and analyzed
(Table 1b). Among LSES, exercise was significant only

for women. For the MSES, tobacco and hope were
significant for men, and exercise and stress were
significant for women.
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Variables             

LSES                                MSES

Step 4                                Step 4

B  SE B  β                        B    SE B    β   

Age              .01    .01    .05                        .00    .01    .00

Gender            .37    .19    .09                        .85    .23    .21**

Neighborhood      -.17    .18    -.04      

Education        -.03    .02  -.09                      -.03    .17    -.01

Family Income    -.02    .05  -.02                      .28    .08    .18 **

Exercise          .44    .17    .10 *                      -.03    .02    -.09

Tobacco          .00    .18    .00                      .15    .06    .13*

PES              .03    .06    .02                      -.00    .08    -.00

Hope            -.09    .03  -.15**                    -.08    .03    -.13

PSS              .12    .03    .16 **                    .09    .04    .12*

Chronic Conditions  .33    .24    .06                      .65    .25    .16**

Perceived Health    -1.01  .09  -.43**                    -.74    .14    -.30**

Table 1a. GHQA: Summary of linear regression model predicting Somatization for both samples 

R2 =    .38 (p < .01) LSES

R2 = .36 (p < .01) MSES

* p < .05    ** p < .01
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Variables 

LSES  MSES

Step 4 Step 4 

Women (288)  Men (169) Women (140) Men (113) 

β  β  β β

Age .09  -.01  -.02 .02

Education -.09  -.03 .02  -.09

Neighborhood -.01  -.07    

Family Income  -.07 .04 .21** .18*

Exercise  .16** -.00  -.16*  -.02* 

Tobacco  -.01 .02  .05 .19*

PES  -.01  .04  .00  -.03 

Hope -.16** -.19**  -.02  -.27** 

PSS .16**  .18** .16* .03

Chronic Conditions .09  -.02  .15 .21*

Perceived Health  -.39** -.51** -.31**  -.37**

Table 1b. GHQA: Summary of Linear regression Model predicting Somatization for men and women in both samples

R2 = .35 (p < .01) LSES Women

R2 = .42 (p < .01) LSES Men

R2 = .27 (p < .01) MSES Women

R2 = .44 (p < .01) MSES Men 

Anxiety

While predicting GHQB (anxiety) for the LSES sample,
gender, stress and perceived health emerged as
significant predictors. For the MSES sample, exercise,

positive emotion, stress, chronic conditions and
perceived health were significant predictors.

Since gender was significant, the samples were
partitioned by gender within each group and analyzed
(Table 2b). Among LSES, although the models were
significant for both men and women none of the
regression coefficients were significant. For the MSES,
exercise, positive emotion and stress continued to be
significant for women, whereas only stress and
perceived health were significant for men.
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Variables 

LSES  MSES

Step 4 Step 4 

B  SE B β B SE B β 

Age .01  .01 .06  .01  .01  .02 

Gender .48 .21 .11*  .49  .27  .10

Neighborhood  -.07 .21 -.01      

Education  -.02  .02  -.05 .08  .20  .02

Family Income  -.04 .06  -.03  .17  .10  .09 

Exercise  .19 .19 .04  -.05  .02  -.12 * 

Tobacco -.07 .20 -.02 .06  .08  .05 

PES -.12 .07  -.07  -.22 .10 -.13 * 

Hope -.01 .03 -.02 -.04  .04  -.06 

PSS .31 .03  .40** .26 .05 .30**

Chronic Conditions .09 .27 .01 .57 .29 .12* 

Perceived Health  -.59  .10 -23* -.66  .17  -.22**

Table 2a. GHQB:   Summary of Linear Regression Model predicting Anxiety for both samples

R2 = .32 (p < .01) LSES

R2 = .37 (p < .01) MSES
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Variables

LSES MSES

Step 4 Step 4

Women (290)  Men (172)  Women (140)  Men (112)

β  β β  β 

Age  .11  .01  .05  .02 

Education -.09  .09  .04  .04

Neighborhood  -.01 -.02    

Family Income  -.06  -.04 .08 .09

Exercise  .07  -.05 -.17* -.03 

Tobacco -.05 .05  .07  .08

PES -.03  -.19  -.18*  -.06 

Hope  -.02  -.05 -.05  -.12

PSS .41 .38 .27** .27**

Chronic Conditions .04  -.06  .13 .14

Perceived Health  -.24  -.24 -.10  -.41** 

Table 2b. GHQB:  Summary of Linear regression Model predicting Anxiety for men and women in both samples

R2 = .330 (p < .01) LSES Women

R2 = .337 (p < .01) LSES Men

R2 = .29 (p < .01) LSES Women

R2 = .48 (p < .01) MSES Men

Social Dysfunction

When predicting GHQC (social dysfunction) (Table 3)
for the LSES sample, tobacco, stress and perceived
health emerged as significant. In contrast, in the
MSES sample only stress was significant.
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Variables 

LSES MSES

Step 4 Step 4

B  SE B β B  SE B  β 

Age  .01  .01 .03 .01  .01 .09 

Gender16 .13  .06 .06  .16 .03  

Neighborhood .04 .12  .02      

Education  .01 .01 .02  .05  .12 .03 

Family Income -.05 .03  -.08 .06  .06  .07

Exercise  .09 .12  .03  -.01  .01 -.03

Tobacco  .25 .12  .10* -.06 .04 -.08 

PES  -.05 .04  -.06  -.09 .06  -.12

Hope -.02 .02 -.06 -.03  .02 -.08

PSS .13 .02 .29** .10 .03 .24**

Chronic Conditions  .02 .16 .01  .07  .17 .03

Perceived Health -.28  .06  -.20**  .06  .10  .04 

Table 3. GHQC: Summary of Linear Regression Model predicting Social Dysfunction for both samples  

R2 = .21 (p < .01) LSES

R2 = .12 (p < .01) MSES

Severe Depression

When predicting GHQD (severe depression) for the
LSES sample, positive emotion, stress and perceived

health were significant. In the MSES sample, gender,
stress and chronic conditions were significant.
Analyzing by gender, for men: income, hope, stress,
chronic conditions and perceived health were
significant. For women, only stress was significant.
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Variables 

LSES  MSES

Step 4 Step 4

B  SE B β B  SE B β 

Age  .01  .01 .03  .01  .01 .03 

Gender  .16 .20 .04  .45  .22 .13*

Neighborhood  -.11  .19 -.03      

Education -.03  .02  -.08  -.21  .16 -.07 

Family Income -.06  .05  -.06  .08 .08 .06 

Exercise .02  .18  .01 -.01 .01 -.02

Tobacco -.08 .19  -.02 .01 .06  .01

PES  -.14 .06  -.09* -.15 .08 -.12 

Hope  -.04 .03 -.07 -.04 .03 -.08

PSS .32  .03  .45** .20  .04 .31** 

Chronic Conditions  .27  .25  .05 .45  .24 .12* 

Perceived Health -.22  .10  -.10*  .01  .14  -.01

Table 4. GHQD: Summary of Linear Regression Model predicting Severe Depression for both samples.

R2 = .32 (p < .01) LSES

R2 = .25 (p < .01) MSES

Discussion
The objective of this study was to understand the risk
factors associated with distress across socio-
economic groups. The role of social class and gender
are discussed followed by a discussion of the
demographic, behavioral and psychological predictive
factors for each of the subscales, somatization,
anxiety-insomnia, social dysfunction, and severe
depression respectively.

The relative risk of psychological distress was higher
for the lower socio-economic group (LSES) which is

consistent with findings in the literature  [36]

[7] reflective of the chronic stress due to poverty. This
is perhaps not surprising, given that inequality in
India is at its highest level, with the top 1% of the
population controlling 22% of total income whereas
in stark contrast the bottom 50%’s share of income

stands at 14.7%  [37]. The large informal sector in
India, which has no health care, sick leave or paid time
off, make up a large part of the LSES sample.

The relative risk of indicating distress was higher for
females across class lines. The gender difference was
smaller among the LSES, consistent with a recent

review  [9]. However, a striking finding was the large
gender difference in the MSES, which is noteworthy
and probably related to traditional gender roles and

norms of female subservience  [12]. MSES women
scored the highest on the anxiety insomnia subscale.
Thus, at one level, the results for both the LSES and
women reflect inequality, with MSES women being
akin to the LSES. Reviews of the literature have
indicated that the pathways of inequality which lead
to depressive symptoms are lack of resources, lack of

control and stress, among others [7][9]. Given that the
labor participation rate for both rural and urban

Indian women has fallen in the past two decades [13],
with women choosing to work less because of

increased family income  [38], this results in both
reduced resources and control for women. Among
urban Indian women with graduate degrees, up to
60% were involved solely in domestic duties at

home  [39]. Thus, revealing the strong persistence of
traditional gender roles even among the educated
middle class.
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In India, distress and depression are frequently

presented as somatic complaints  [3]  consistent with
the literature on traditional societies presenting more

somatic complaints  [40]. In this study somatization
was predicted by stress and health in both groups,

consistent with previous findings  [41]. Only for the
LSES, physical work was included in the measure of
exercise as recreational physical activity was not
reported by this group. For this group exercise (which
included walking and physical work) was positively
associated with somatization (GHQA), probably
indicating a sense of fatigue. Hope emerged as a
protective factor against somatization among the
LSES, indicative of the psychological basis of
somatization. This interesting relationship does not
seem to have been previously documented in the
somatization literature.

In the MSES sample income, tobacco, and chronic
conditions were additional predictors of somatization.
Income was surprisingly positively related to
somatization, which may be related to higher stress or
longer working hours. Tobacco use being positively
related, may reflect better awareness of the adverse

effects of tobacco  [42]. Chronic conditions were
associated with somatization in keeping with
expectations as the knowledge and awareness of these
conditions is higher among the middle - income
group because of better access to health care and
greater educational attainment. When considered
separately by gender, stress was a significant
predictor only for women. Thus, women were similar
to the lower SES in somatizing their distress rather
than voicing it, as this is considered more socially

acceptable [43]. Women scored higher on somatization
across social class.

Anxiety and insomnia measured by GHQB, are an
aspect of distress that frequently co-occur with
depression. Across class, perceived stress and
perceived health were significant predictors. The
connection of stress with anxiety and depression has
been discussed and a common cause may be

neuroticism  [44]  or situational constraints  [45]. Poor
health may be a potential cause of anxiety symptoms.

In addition, for the MSES chronic health conditions
was a significant predictor, as they were more likely to
be aware of their health conditions as compared to the
LSES. Also exercise and positive emotional style were
found to be protective factors against anxiety
symptoms. The role of exercise as an anxiolytic,
antidepressant and insulation against future stress

has been established previously  [46]. Positive

emotional style is characterized by being happy, lively
and calm and has been found to play a protective role

against stress and developing common cold  [47]. The
relationship of positive emotional style with anxiety
symptoms does not appear to have been documented
previously in the literature.

On partitioning by gender both exercise and positive
emotional style appeared to play a protective role only
for women, thus highlighting its importance for
women’s well-being. Women across class scored
higher on the anxiety scale than men which is
consistent with the traditional gender roles in Indian

society [12]. Research indicates that traditional gender
roles that emphasize submissive behavior are

consistent with high anxiety levels [48].

Social dysfunction (GHQC) was predicted by perceived
stress across social class. This relationship between
stress, lack of social support and social dysfunction
among Indian patients has been reported

previously  [49]. In the LSES in addition to stress,
tobacco use and perceived health were associated with
social dysfunction. Studies linking tobacco and
depression suggest that they may share a common
aetiology or that smoking may lead to depression or

depression to smoking  [50]. A more recent study
indicated a genetic basis for the correlation between

tobacco use and depression among males  [51]. In this
study the impact of tobacco is noteworthy as it is
independent of stress.

For the severe depression and suicidal ideation sub-
scale (GHQD), stress and poor health were risk factors
for both the groups. Positive emotional style was a
protective factor for the lower socio-economic group.
According to Fredrickson’s (2000) broaden-and-
build model, positive emotions broaden the
momentary thought-action repertoire that enable

disengaging from negative emotions  [52]. Positive
emotions contribute to better coping with stress
which may serve as a protective factor.

For the MSES, gender was significant and considering
the predictors for men and women separately revealed
that many factors played a role for men but for women
only stress was a significant risk factor. For men
higher income was a risk factor which is an intriguing
finding and may be explained by its relation to more
stress and lack of time. Hope also emerged as a
protective factor only for men.

Perceived stress was noteworthy for being a
significant predictor for all the subscales across class

highlighting the diathesis – stress model  [53]. In
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addition to perceived stress, perceived health was also
a significant predictor for all subscales in the LSES
sample. Perceived health has been considered a
relatively accurate reflection of morbidity as well as

mortality  [54]. In the LSES sample perceived health
emerged as important as people may not be aware of
chronic conditions and hence relied on their
subjective self - report of health. The probability of
this relationship reflecting a reciprocal causation with
neuroticism as the common cause, has been discussed

in the past  [55]. However, a longitudinal study by
Koslowski et al. (2005) using a cross lagged design,
reported the predictive value of self -reported health
for future depression rather than a mere

reflection  [56]. Self- reported health is a valuable
indicator of health status independent of objective

health and demographic factors [57]. In this study, self
- reported perceived health appears to be a very
sensitive predictor of distress among the LSES and
can be used as a quick screening tool for evaluating
depression risk.

When considering these results in terms of
implications for treatment, a sensitivity to vulnerable
groups, in terms of understanding their difficult life
circumstances needs to be factored in as mentioned by
Jacob (2008, p 105) “Deemphasizing the
medicalization of personal and social distress and
focusing on underlying causes of human misery
including poverty, unmet needs and the lack of

rights”  [58]. Offering instrumental support such as
help with finding employment, addressing domestic
conflict, better access to healthcare would contribute
to a greater sense of control. Middle-class women
proved to be a vulnerable group and the challenges of
their socio-cultural context need to be further
explored. Routine screening for depression at regular
health care appointments needs to be introduced
especially for vulnerable groups. Therapy that factors
in these psychological and social realities would be
more appropriate such as support groups with similar

others or counseling from community members  [59].
In a 14-week intervention with poor minority
mothers, one-hour counseling sessions were offered
at home, which led to a significant improvement over

a clinic-based counseling control group  [60]. Home
based family counseling may be the most effective and
would be able to address gender inequity which also
contributes to distress and depression. Thus, using
pharmacotherapy in developing countries may not
always be the best intervention especially for mild and
moderate depression and in fact psychotherapy

maybe more effective as well as cost effective  [61].
Future research needs to focus on more individual
level factors which will provide insights for preventive
care.

In this study, depression risk in terms of distress was
assessed and data was collected at a single point in
time. Subjective social class which is an important
variable with respect to well-being was not measured
and could be added in future research. Despite these
limitations, this study had several strengths. It
generated rich data on the sub components of distress
such as somatization, anxiety, social dysfunction and
severe depression for a large urban Indian non-
clinical sample. In addition, this is one of the few
studies highlighting the role of protective factors as
well as risk factors.

Conclusion
Both the lower income group and women indicated
higher levels of depressive symptoms reflective of
societal inequality. Stress was a risk factor for all four
subscales. Hope and positive emotional style emerged
as protective factors against somatization and anxiety
symptoms independent of stress. These unique
findings have implications for both preventive and
treatment interventions as well as medical education
to be tailored to the specific vulnerabilities of groups.
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