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Abstract: The World Health Organization has made global mental health a 

priority since making it the center of world health day 2001, yet much of the current 

literature on mental health examines the subject within the context of the U.S. and 

Western Europe. This research takes a more global approach, shifting the focus to the 

issue of depression in Ukraine. Specifically this thesis analyzes data to examine the 

hypotheses that: 1) a statistically significant relationship exists between gender and 

depression prevalence in Ukraine; 2) women over the age of 50 in Ukraine have a 

significantly higher chance of suffering from depression than other age groups, unlike 

trends described in the literature; and 3) there are socio-economic and social factors 

present in Ukraine, which impact depression prevalence among women. A mixed-

methodology, which utilizes analysis of quantitative data from the World Mental Health 
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survey initiative, completed in Ukraine in 2004, and qualitative interview data, was 

employed to explore these hypotheses. Strong relationships are found between gender 

and depression and between depression and aging, particularly past the age of 50. Some 

socio-demographics of significance include low level of education, very inadequate 

financial resources and being on a pension. The conclusions that result from this analysis, 

describe an interesting case for assessment of global mental health issues. While the 

results are perhaps not generalizable far beyond Ukraine the conclusions drawn have 

interesting implications for how we study global mental health and the characteristics 

which make a person more or less vulnerable to mental illness. 
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Chapter 1:  Introduction 

According to data from the Ukraine World Mental Health (WMH) survey the 

lifetime prevalence of all types of mental illnesses in Ukraine is close to thirty percent, 

and the lifetime prevalence of major depressive disorder is nearly fifteen percent.
1
 This 

international survey initiative has collected diagnostic data on mental illness in 27 

different nations, including Ukraine. Additionally, the data from this international 

initiative supports the common finding that women tend to suffer from mood disorders at 

significantly higher rates than men globally, and that the age of onset follows a common 

pattern in many nations, particularly the more developed nations of Western Europe and 

the U.S. According to a research report for the WMH Survey Initiative, “prevalence is 

consistently low until the early teens, at which time a roughly linear increase begins that 

continues through late middle age, with a more gradual increase thereafter.
2
 The results 

presented in publications based upon the Ukraine WMH survey do not appear to follow 

the same trend. The data presented in “Epidemiology of psychiatric and alcohol disorders 

in Ukraine- Findings from the Ukraine World Mental Health Survey” shows significantly 

higher levels of mood disorders among women, and an equally strong connection 

between mood disorders and increasing age. However, unlike the trend described by 

Kessler et al, prevalence of lifetime mood disorders in Ukraine increases more steeply 

after the age of 50.
3
 See figures 1 and 2 for visual representations of the mood disorder 

prevalence across the age spectrum.4  

                                                 
1 Evelyn J. Bromet et al., "Epidemiology of psychiatric and alcohol disorders in Ukraine," Social 

Psychiatry and Psychiatric Epidemiology 40, no. 9 (2005). 
2R.  Kessler et al., "Age of onset of mental disorders: a review of recent literature," Current Opinion  in 

Psychiatry 20(2007). 
3 Bromet et al., "Epidemiology of psychiatric and alcohol disorders in Ukraine." 
4 Ibid. 
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Figure 1: Prevalence of Mood Disorders in ESEMeD Countries 

 

Figure 2: Prevalence of Mood Disorders in Ukraine 
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2. Is the depression prevalence trend among women in Ukraine across the life-

course different than the trend as described by Kessler et al? 

3. If so, what socio-economic and social factors in Ukraine impact depression 

prevalence among older women? 

Specifically, this paper will utilize quantitative data from the WMH survey to 

demonstrate the impact of gender on depression in Ukraine, and the difference in 

depression prevalence trends between Ukraine and the existing literature. In addition, I 

will use quantitative analysis and qualitative interviewing to explore some of the social 

and socio-economic factors present in Ukraine, which impact depression. This paper is 

composed of four chapters. Chapter two provides background information on the issue of 

depression Ukraine, orients the project in the existing literature, and justifies the choice 

of Ukraine as the focus for this research. Chapter three outlines in detail the research 

methods, both quantitative and qualitative, and describes the results of the analyses. 

Finally, this thesis closes with a discussion of the conclusions that can be drawn from the 

data and avenues for potential future research. 
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Chapter 2: Background and Existing Knowledge 

BACKGROUND 

The break-up of the Soviet Union in 1991 has resulted in a lengthy period of 

reforms in Ukraine. The country has made some major strides toward achieving political 

transition, as evidenced by increased political participation and movements towards 

participatory democracy.
5
 However, the transition of the Ukrainian economy to market 

principles has been accompanied by a lengthy crisis in all spheres of society: political, 

economic, and social.
6
 This problem is particularly obvious in the older population of 

Ukraine, where the average life expectancy is only 67 years, and a large percentage of 

citizens reaching old age live in poverty.
7
 In addition to low life expectancies Ukraine is 

facing a demographic shift. The birthrate is below replacement levels and the nation’s 

demographic structure is shifting towards larger and larger numbers of elderly.
8
  

Further complicating the issue is that retirement ages are 55 and 60 for women 

and men respectively. However, old age pensions are so low that many retirees take on 

difficult second jobs to maintain financial viability. Not all segments of the population 

have been able to adapt to the new societal conditions or to support themselves; this is 

particularly true among the elderly.  This has fostered an expansion of poverty as the 

mechanisms for social protection that were in place in Soviet times were proven poorly 

suited to function under the new social system.
9
 In addition to pension shortfalls and 

financial issues many older people lack trust in the Ukrainian medical system. This loss 

                                                 
5 Lewis A. Lipsitz, "The Elderly People of Post-Soviet Ukraine: Medical, Social, and Economic 

Challenges," Journal of the American Geriatrics Society 53, no. 12 (2005).  
6 A. G. Reut and S. V. Poliakova, "Evaluating the Impact of Social Protection Programs on Poverty in 

Ukraine," Problems of Economic Transition 51, no. 8 (2008). 
7Lipsitz, "The Elderly People of Post-Soviet Ukraine: Medical, Social, and Economic Challenges." 
8 Ben Slay, "Poverty and Social Policy Reform in Ukraine: An Overview," Problems of Economic 

Transition 51, no. 8 (2008). 
9 Reut and Poliakova, "Evaluating the Impact of Social Protection Programs on Poverty in Ukraine." 
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of faith in the state provided medical system is the result of decades of declining quality 

in Ukrainian medical education, a deterioration of hospital facilities, a lack of modern 

medications and supplies, and low-paid and corrupt physicians. The prolonged period of 

reform that followed independence has had a markedly negative impact on the medical 

infrastructure, which is heavily hospital and clinic based and which remains the primary 

setting for mental health services.
10

  

The first decade after the dissolution of the Soviet Union saw a reduction in all 

hospital beds for psychiatric patients, which fell by 31% between 1991 and 2000 (from 

70,700 to 48,800). Unfortunately, this reduction in inpatient treatment beds was not 

coupled with an expansion in the number and variety of outpatient services or day care 

hospitals. In fact, the number of day care facilities also fell during that time period to an 

overall capacity of about 5,000 beds. The options for treatment outside of the hospital 

setting are extremely constrained. For example only a very limited number of 

occupational therapy workshops are providing services to mental health patients and 

there are nearly no community mental health services. Additionally, cultural and 

structural barriers to effective treatment of mental health illness still exist in Ukraine. 

There is a generally accepted lack of respect for the seriousness of mental illnesses and 

the benefits of mental health services.11 Most Ukrainians who suffer from a mental illness 

will never speak with a professional and those who do most often speak with general 

practitioners who have little to no experience in psychiatry.12 Those patients who do have 

                                                 
10 O. Yakushko, "Mental Health Counseling in Ukraine," Journal of Mental Health Counseling 27, no. 2 

(2005).  
11D. Stewart, I. Ashraf, and S. Munce, "Women's mental health: A silent cause of mortality and morbidity," 

International Journal of Gynecology & Obstetrics 94, no. 3 (2006). 
12 Bromet et al., 2005 
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recognized mental illnesses and receive care are treated mainly in an inpatient setting in 

specialized hospitals.  

MENTAL HEALTH POLICY IN UKRAINE 

The Ukrainian government has recently made some efforts to improve its system 

of mental health care. During the early 2000s the government attempted to improve the 

level of social support provided to the mentally ill, the elderly and other populations in 

need. This was done through attempted reforms in the medico-social care sector and 

through expansion of the network of medico-social care provision to the elderly at all 

levels including hospitals. In 2000 the Ukrainian legislature (the Verkhovna Rada) passed 

the law “On Mental Care”, which set out the legal and institutions basis required for 

providing mental health care based upon the principles of human and civil rights.  This 

groundbreaking law delegates responsibilities between executive authorities and local 

governments, in addition to outlining the legal and social rights of individuals with 

mental illnesses. Furthermore, it regulates the rights and responsibilities of physicians 

and other workers involved in mental care provision.13 However, due to the significant 

budgetary limitations to the mental health system and the nation as a whole, the quantity 

and quality of treatment and care remains low.  

The government has attempted to introduce non-hospital based facilities that 

would provide medico-social care to people with severe chronic mental disorders. 

Unfortunately the implementation of these proposals has not been successful, largely due 

to the limited structural reorganization of the general health sector.14 There is a 

significant lack of well regulated and systematic training in the field of mental health care 

                                                 
13 Верховна Рада України, BPP. "Закон України Про Психіатричну Допомогу." 2000. 
14 А.Б. Смулевич, "Депрессии в общей медицине: Руководство для врачей," (2001). 
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and there is still a reliance on hospitalization in cases of severe mental illness.15 16 

Despite these setbacks, a minor policy improvement did occur in 2003. The law “About 

Social Services” was passed, which sets out the main focuses for Ukrainian social 

services. This legislation requires local authorities to allocate resources for social services 

and sets out guidelines for both public run and social services that are contracted out to 

nongovernmental organizations. This piece of legislature was an important step in 

improving the level of social service provision to elderly and citizens with illnesses; 

unfortunately it has not been fully implemented and therefore has not had the desired 

long term impact.17  

Beyond a shortage of available treatment options there is only limited financial 

support for those who are disabled by mental illness. In Ukraine, government funded 

support in the form of pensions is available for this subset of the population; however, 

full coverage is only available for citizens who are incapable of working in any capacity 

and require constant attendance. The coverage scales down from that level and not many 

allowances are made for those who are simply impeded by their mental health disorder 

and not completely disabled.18 There is a burgeoning civil movement for the protection of 

people with mental disabilities, which is spearheaded mainly by former patients, family 

members and human rights organizations, which campaign for relevant legislation. 

However, because treatment is mostly not available in the community and governmental 

                                                 
15 Yakushko, "Mental Health Counseling in Ukraine." 
16 Dennis Ougrin, Semyon F. Gluzman, and Luiz Dratcu, "Psychiatry in Post Communist 

Ukraine:dismantling the past, paving the way for the future," Psychiatric Bulletin 30(2006). 
17 Valeria Lekhan, Volodomyr Rudiy, and Ellen Nolte, "Health Care Systems in Transition: Ukraine," 

(Copenhagen: WHO Regional Office for Europe on behalf of the European Observatory on Health Systems 

and Policies, 2004). 
18 Social Security Administration Office of Retirement and Disability Policy Office of Research, 

Evaluation, and Statistics, & International Social Security Association. (n.d.). .” In Social Security 

Programs Throughout the World: Europe, 2008. Retrieved from 

http://www.ssa.gov/policy/docs/progdesc/ssptw/2008-2009/europe/ssptw08euro.pdf. 
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support is only provided in the most serious of cases, mental health remains a serious 

issue in Ukraine. These issues do not bode well with the level of mental illness 

documented in the literature. 

CORRELATES OF DEPRESSION IN THE LITERATURE 

According to the World Bank, depression accounts for 25.6% of the entire burden 

of mental illness globally in terms of disability- adjusted life years (DALYs). 

Additionally the World Bank predicts that in the year 2020 depression will be second 

only to ischemic heart disease as a cause of long-term disability worldwide.19 The current 

literature on global depression prevalence and the correlates that impact depression 

prevalence come from a diverse number of sources including from the fields of 

psychiatry, social psychiatry, sociology, counseling, community mental health and public 

health.  One particularly well accepted correlate of depression is gender.20 In fact, a 

higher prevalence of depression among women than men is one of the most widely 

documented findings in psychological research. Existing research estimates that women 

are one and a half to three times more likely to report depressive symptoms than men.”  

This measurable difference has been found throughout the world and has been derived 

through a variety of data collection procedures and most of the studies based on that data 

suggest that prevalence of major depressive disorder has increased dramatically over the 

past few decades for women.21
 

A number of potential explanations for the difference in depression prevalence 

between men and women are examined in the literature. Several articles cite artifactual 

                                                 
19 Stewart, Ashraf, and Munce, "Women's mental health: A silent cause of mortality and morbidity." 
20 Всемирная Организация Здравоохран, "Женщины И Здоровье- сегодняшние проблемы, повестка 

дня на завтра," (Женева2009). 
21 Н. А.  Корнетов, "Депрессивные Расстройства - Диагностические «Невидимки» в 

Психиатрической и Общемедицинской Практике,"  Социальная и Клиническая Психиатрия(1999), 

http://medlib.tomsk.ru/fulltext/32400.pdf. 
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explanations. Specifically some data indicates that the issue of increased levels of 

depression may be because of an underlying and confounding income effect, not a gender 

effect, meaning that the underlying issue is more closely related to the fact that women 

tend to have lower incomes than men. A second commonly suggested artifactual effect is 

an issue in measurement. Men may be more hesitant to admit their problems with 

depression. Additionally, women and men may present different types of depressive 

symptoms. However, there is little evidence to support the dismissal of observed sex 

differences in depression simply because of differences in men's and women’s tendencies 

to show the common symptoms of depression.22  

Additionally, the literature outlines several biological explanations for the gender 

difference in depression prevalence. Researchers have proposed that a variety of 

biological factors may lead to differences in mental health for women and men, 

particularly the genetics, and the fluctuation of female hormone levels and other 

biochemical determinants of mood. The evidence for the influence of biochemical 

fluctuation is somewhat mixed, however, there is no consistent evidence that observed 

sex differences in depressive disorders are due to a greater genetic predisposition among 

women.23 

Finally, some sources cite psychoanalytic difference between men and women as 

a source of differences in depression prevalence. According to classic psychoanalytic 

theory women’s personality structures make them more susceptible to depression than 

men, however, convincing evidence for this explanation does not exist.24 There has been 

                                                 
22 M. Piccinelli, "Gender differences in depression: Critical review," The British Journal of Psychiatry 177, 

no. 6 (2000). 
23 Susan Nolen-Hoeksema, "Sex Differences in Unipolar Depression: Evidence and Theory," 

Pyschological Bulletin 101, no. 2 (1987). 
24 Ibid. 
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some evidence that social roles and cultural norms do impact differences in depression 

rates between men and women. Socially accepted norms for femininity, women’s 

vulnerability and female coping styles all may impact higher levels of depression. 

However, the role strain hypothesis cannot account for the entire gap in observed 

depression rates between men and women.25 Overall many of the explanations that have 

been reviewed in the literature are commonly considered part of the equation for 

women’s mental health, but most of these explanations for depression in women have 

little empirical backing.26  

The nature of the relationship between age and depression is less universally 

accepted than between gender and depression, however, the body of literature examining 

the age effects on depression prevalence is well developed. There is conflicting evidence 

about whether the gender gap in depression widens, narrows or remains constant in later 

life. In a review of the existing literature A. F. Jorm focused upon whether old age could 

be demonstrated to reduce the risk of depression. He found no clear answer for age group 

differences. However, more clear results were derived when other risk factors were 

statistically controlled, and for the studies Jorm surveyed depression was shown to 

decline in this type of analysis.27  

Bebbington et al hypothesized that “the appreciable preponderance of female 

sufferers, both from depressive episodes and from mixed anxiety/depression, is evident 

only before the age of 55.” They found that the sex ratio was maintained for some time 

post-menopausal years but that it was significantly reduced at the end of the life span, but 

was maintained for some time after the menopausal years. Effectively, they concluded 

                                                 
25 Piccinelli, "Gender differences in depression: Critical review." 
26 Nolen-Hoeksema, "Sex Differences in Unipolar Depression: Evidence and Theory." 
27 A.F. Jorm, "Does old age reduce the rist of anxiety and depression? A review of epidemiological studies 

across the adult life span," Psychological Medicine 30(2000). 
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that gender effect does  not persist beyond late middle age when virtually all women have 

gone through the menopause and that the fall in the female to male sex ratio is due to an 

absolute fall in female prevalence.28  

In direct conflict with Bebbington et al’s findings John Mirowsky conducted an 

analysis which found that the gender gap in depression actually continues to rise with 

increasing age, though less steeply post middle age.29 An interesting approach was taken 

by Takkinen et al., who examined older, unlike-sex twins to assess gender difference in 

depression. Though the sample was smaller than most other analyses due to a limited 

population the results showed that female twins did show depressive symptoms and were 

diagnosed depressed more often than male twins. In conclusion, the relationship between 

age and depression is far less defined than the relationship between gender and 

depression.30 The literature is not in agreement about what happens to the gender gap in 

depression prevalence in later life, largely because there is little agreement about the 

pattern of women’s specific depression trends in that portion of the age spectrum. 

In addition to gender and age the literature shows that significant life stress can 

have an impact on mental health. Life stress has been the subject of academic research for 

over fifty years. Some early findings include increased levels of depression observed post 

World War II among ex-prisoners-of-war. Additionally conditions such as schizophrenia, 

arteriosclerotic psychosis, and depression have all frequently been reported in association 

with social change. Depression, for instance, has been described in internees, in 

                                                 
28 P. Bebbington et al., "The influence of age and sex on the prevalence of depressive conditions: report 

from the National Survey of Psychiatric Morbidity," International Review of Psychiatry 15, no. 1-2 (2003). 
29 J. Mirowsky, "Age and the Gender Gap in Depression," Journal of Health and Social Behavior 37, no. 4 

(1996). 
30 Klaus Rothermund and Jochen Brandtstädter, "Depression in later life: Cross-sequential patterns and 

possible determinants," Psychology and Aging 18, no. 1 (2003). 
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immigrants, and in those away from their country for other reasons.31 These issues have 

been explored in the context of nations that underwent similar transitions to Ukraine, 

specifically reunified Germany and Poland.  

According to stress and life event theories and theories  of  post-traumatic  stress  

disorders  or  adaptation disorders,  such  fundamental  and  global  changes  can be 

expected  to  influence  human  well-being  and  lead to psychiatric disorders in 

vulnerable   individuals.  In a Poland based study the researchers examined women’s 

health status in a transition economy. This study demonstrated a connection between 

women’s morbidity and the socio-economic transition in Poland. The Polish findings 

complement studies conducted in Western countries, which demonstrated how women’s 

health is influenced by various factors, specifically socio-economic circumstances and the 

environment in which they live.32 The results were different, however, in a study that was 

conducted in East and West Berlin one year after the fall of the Berlin Wall. The 

literature existing at the time linked negative life events with impairment in psychological 

well-being. Therefore, the researchers hypothesized that there would be higher 

prevalence rates of psychological disorders observed in East Berlin. However, the results 

did not support the hypothesis. Differences in the global political situation were not 

paralleled by differences in the prevalence of psychological disorders. The overall 

prevalence rates of psychiatric disorders found in this study were not demonstrably 

different from studies conducted earlier.33  

                                                 
31 H.B.M. Murphy, "Social Change and Mental Health," The Milbank Memorial Fund Quarterly 39, no. 3 

(1961). 
32 Wiktoria Wroblewska, "Women's health status in Poland in the transition to a market economy," Social 

Science and Medicine 54(2002). 
33 M. Acheberger, M. Linden, and O. Benkert, "Psychological distress and psychiatric disorders in primary 

health care patients in East and West Gernamy 1 year after the fall of the Berlin Wall," Social Psychiatry 

and Psychiatric Epidemiology 34(1999). 
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Major societal changes are not only stressors which impact mental health. 

Ordinary life stress, particularly as a result of low socioeconomic status can also have an 

adverse effect on mental health. According to Yu and Wilson in their review of the 

classic and more modern studies of the relationship between socioeconomic status and 

mental health, “persons in the two lowest SES quartiles are almost twice as likely to meet 

criteria for major depression as those in the highest SES quartile”.34 Mirowsky and Ross 

go so far as to call the relationship between socioeconomics and mental health is 

“remarkable” and that it “dwarfs the difference between men and women”.35 However, 

these strong claims were made in the domestic context, referring specifically to the U.S. 

and the complex socioeconomic issues that exist here, and not in the international 

context.36  

This research paper has several implications for this diverse and dynamic 

theoretical base. The main focus of my analysis is on women only. A narrow focus 

specifically on Women is not common in much of the existing literature on the subject of 

mental illness. Gender issues are explored in several studies, such as “Epidemiology of 

psychiatric and alcohol disorders in Ukraine Findings from the Ukraine World Mental 

Health Survey,” but most of these analyses examine gender as one of a wide range of 

socio-demographic correlates to mental health disorders.
37

 However, one important 

article entitled “Women’s mental health: A silent cause of mortality and morbidity” 

                                                 
34 Yan Yu and David R. Williams, "Socioeconomic Status and Mental Health," in Handbook of the 

Sociology of Mental Health, ed. Carol S. Aneshensel and Jo C. Phelan (New York: Springer 

Science+Business Media, 1999). 
35 John Mirowsky and Catherine E. Ross, Social Causes of Psychological Distress, 2nd ed. (New York: 

Walter de Gruyter Inc., 2003). 
36 Д.Ю. Вельтищев, О.Б. Ковалевская, and О.Ф. Серавина, "Стресс и модус предрасположения в 

патогенезе расстройств депрессивного спектра,"  Псих. расстройства в общей медицине 2(2008), 

http://www.consilium-medicum.com/article/16973. 
37 Bromet et al., "Epidemiology of psychiatric and alcohol disorders in Ukraine." 



 14 

outlines several of the salient points regarding specifically women’s mental health.
38

 

Additionally, the issue of how major depressive disorder prevalence is observed within a 

specific gender and along the age spectrum has been less fully explored. This paper 

examines women only and analyzes the impact of moving along the age spectrum. This 

study will further the understanding of how major depression prevalence changes across 

the life spectrum for women specifically.  

MEASURING MENTAL HEALTH 

To gain insight into the impact that gender, age, and other life characteristics have 

on depression there must first be a well-defined and accurate method for diagnosing 

depression. In general there are two sources of data used to estimate depression in men 

and women: treatment records for those diagnosed with major depressive disorder, and 

population based epidemiological surveys in which respondents are asked about 

symptoms of depression they are experiencing.39 Not everyone who suffers from 

depression seeks treatment; therefore treatment records are unlikely to be representative 

of the true prevalence of depression. For this reason I have chosen to focus my analysis 

on data collected from epidemiological studies.  

There are two main epidemiological tools for measuring mental illness that are 

used in the research: the Diagnostic and Statistical Manual IV (DSM-IV), which is a 

publication of the American Psychiatric Association, and the International Classification 

of Diseases 10 (ICD 10), which is a publication of the World Health Organization. 

According to the DSM-IV to be diagnosed with depression a person must have either a 

depressed mood, or loss of interest or pleasure, in addition to at least three other 

                                                 
38 Stewart, Ashraf, and Munce, "Women's mental health: A silent cause of mortality and morbidity." 
39 Piccinelli, "Gender differences in depression: Critical review." 
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symptoms for a total of five symptoms for more than two weeks.40 The official title for 

this two week (or longer) period is a Major Depressive Episode and the official diagnosis 

is Major Depressive Disorder. This is the definition I will use for depression throughout 

this paper because it is widely accepted and because it is the definition used in my 

quantitative dataset. The ICD 10 defines depression in a very similar manner, though it 

goes further in describing the somatic symptoms involved in addition to classifying the 

disease as mild, moderate or severe. 41 

Though there is a well-defined international standard for diagnosing mental health 

disorders there has been significantly less research into mental health diagnostic criteria 

in middle and lower income nations. Though researchers have examined the ways in 

which illnesses are understood and experienced differently by people from different 

cultures, this is not often translated to culturally sensitive diagnostic criteria.42 The 

concept of explanatory models has been studied in mental health for at least the last 

decade and these models focus on unique cultural components of mental disorders in an 

individual with specific cultural roots. It has been shown that the way in which an 

individual responds to his/her mental illness varies depending upon the explanatory 

model unique to the individual and his/her culture.
43

 Additionally, much of the research 

on depression specifically is conducted in the U.S. and Western Europe and does not take 

                                                 
40 American Psychiatric Association, Diagnostic and statistical manual of mental disorders: DSM-IV-TR  

(Washington, DC: American Psychiatric Association, 2000). 
41 The World Health Organization, "Chapter V- Mental and behavioural disorders (F00-F99) ", 

International Statistical Classification of Diseases and Related Health Problems 10th Revision Version for 

2007 (Geneva2007). 
42 Здоровье Украины, "Тяжелая депрессия в современной психиатрии: определение целей терапии,"  

Servier(2008), http://www.servier.ua/index.php?option=com_content&task=view&id=237&Itemid=75. 
43 P. D. Prasadarao, "International Perspectives on Culture and Mental Health," in Culture and Mental 

Health: Sociocultural Influences, Theory, and Practice, ed. S. Eshun and R.A. Gurung (Malden, MA: 

Blackwell Publishing, 2009). 
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into account diagnostic issues that exist in other settings.44 However, far less research on 

depression prevalence in middle and lower income nations has been completed.   

UKRAINE AS A CASE FOR DEPRESSION RESEARCH 

Ukraine was chosen as the venue for this research for both theoretical and 

practical reasons. First, it is outside of the typical setting for depression research as a 

middle to lower income country. In less developed nations mental health tends to garner 

less attention than in more developed nations. In most middle- and low-income countries 

the care of people with mental illnesses is not a major government priority and therefore 

it receives less than one percent of health expenditures.45 Second, it offers an interesting 

perspective as a country that is within the confines of the European geographical space 

but which lags significantly behind its western neighbors in development, income, life 

expectancy and other important indicators.  

The governance system is still in transition and the public health system is not at 

the same level of development as in the nations of Western Europe. “The Law of Ukraine 

about Psychiatric Treatment” was enacted by the Verkhovna Rada in 2000 and, though 

“the government guarantees the provision psychiatric assistance and social protection of 

persons with mental disorders and the provision of mental health care financing in the 

amount necessary to ensure a guaranteed and appropriate level of quality mental health 

care and free medical care to persons suffering from mental disorders”, there are  not 

enough trained professionals or funding to follow through on these promises.46 These 

characteristics make Ukraine an interesting setting for studying the impact of age and 

                                                 
44 Сергей Александрович Маляров, "Пациент с депрессией и симптомами тревоги: вопросы 

дифференциальной диагностики и терапии,"  Servier(2010), 

http://www.servier.ua/index.php?option=com_content&task=view&id=369&Itemid=75. 
45 Stewart, Ashraf, and Munce, "Women's mental health: A silent cause of mortality and morbidity." 
46 Верховна Рада України, "Закон України Про психіатричну допомогу," (2000). 
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gender on depression in a nation where socio-economics are significantly different than 

the U.S. and Western Europe, which are the sites for most depression research. 

The social, political and economic situation in Ukraine has been in flux for nearly 

two decades. This type of instability adds stress to daily life for Ukrainian citizens and 

impacts their mental health. Aside from studies of immigrant populations residing outside 

of the FSU very few community mental health studies have been conducted on the region 

that utilized unbiased sampling and assessment methods. There are three of note that 

were conducted in the FSU prior to the WMH survey initiative. The first was conducted 

in Tver, Russia in 1993 as a comparison for the study of mental health impacts of the 

Chernobyl disaster.
47

 The Munich checklist for the Diagnostic and Statistical Manual of 

Mental Disorders, Revised Third Edition (DSM-III-R) disorders and found 1-month 

prevalence for mood disorders was 12.8% of the sample. A second study was conducted 

in rural Russia in 1995 and utilized the CIDI. The observed 12-month prevalence for 

mood disorders among women was 40.5%.
48

  

Finally, a third study was conducted in Kyiv that examined major depression in 

women evacuated from the area near Chornobyl; the lifetime rate of Diagnostic and 

Statistical Manual of Mental Disorders, Fourth Edition (DSM-IV) depression observed 

was 33.0%.
49

 These results are in direct conflict with officially reported statistics, which 

estimated the prevalence of any mental health disorder to be only 2.47% of the 

population of Ukraine in 2003.
50

 Additionally, these results suggest that rates of mood 

                                                 
47 Johan M. Havenaar et al., "Experiences with a checklist for DSM-III in the Russian Federation and 

Belarus: A study about the interrater reliability and the concurrent validity of the Munich Diagnostic 

Checklist for DSM-III-R," Acta Psychiatrica Scandinavica 92(1995). 
48 E.S. Pakriev, T. Brugha, and T. Fryers, "Prevalence of mood disorders in the rural population of 

Udmurtia," Acta Psychiatrica Scandinavica 97(1998). 
49 Evelyn J. Bromet et al., "Children's well-being 11 years after the Chernobyl catastrophe," Archives of 

General Psychiatry 57(2000). 
50 The World Health Organization, "Ukraine," in Mental Health Atlas (Geneva: 2005). 
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disorders in the FSU may be considerably higher than in many other parts of the world.
51

 

However, as none of the samples was nationally representative, it is difficult to make an 

argument for their generalizability. For this reason, analysis based upon the WMH survey 

initiative offers the best opportunity for advancing understanding because it is both 

nationally representative and conducted according to the methodological guidelines of the 

internationally recognized WMH consortium (The WHO World Mental Health Survey 

Consortium, 2004). 

  

                                                 
51 Bromet et al., "Epidemiology of psychiatric and alcohol disorders in Ukraine." 
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Chapter 3:  Methods and Analysis 

The methods utilized in this research are designed to test two operationalized 

hypotheses, which were born out of my first two research questions and the review of the 

literature: 

1. A statistically significant relationship exists between gender and depression 

prevalence in Ukraine, as the literature has previously evidenced in other nations. 

2. Unlike the trend described in the literature, women over the age of 50 in Ukraine 

have a significantly higher chance of suffering from depression than other age 

groups. 

Additionally, a mixed methodological approach was chosen to be able to provide 

exploratory data analysis in response to my third research hypothesis:  

3. There are socio-economic and social factors present in Ukraine, which impact 

depression prevalence among women. 

To explore these hypotheses I employ a sequential explanatory mixed 

methodology. Quantitative data collection and preliminary quantitative analysis was 

conducted prior to collection of qualitative data and analysis. In this model the 

quantitative framework acts as my primary method of evaluation while qualitative 

analysis provides a supporting role. I chose this mixed methodology because if its 

orientation towards quantitative based analysis, which is more fully explained and 

interpreted through the addition of qualitative data collection and analysis. Guided by the 

literature, I first used quantitative methods to analyze the WMH survey data then, based 

upon these preliminary analyses, I collected qualitative data to supplement my results. 

This strategy gives me unique purchase to address some of the more nuanced issues 

surrounding the issue of depression. For instance, it allows me to use qualitative data to 
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examine cultural and socio-economic issues influence the depression trends evidenced in 

my qualitative analysis.52  

SURVEY INSTRUMENT 

 My analyses utilize the WMH Survey Initiative, a large-scale, cross-national 

survey research project which has gathered data on mental health disorder prevalence and 

socio-demographic correlates in 27 different countries to date. For the Ukrainian portion 

of this initiative the WMH Survey Initiative Composite International Diagnostic 

Interview (WMH-CIDI) was administered to a national probability sample of 4,725 

respondents over the age of 18 in face-to-face interviews conducted by trained lay 

interviewers in 2002 (Harvard School of Medicine, n.d.). The CIDI used for the WMH 

Survey Initiative is a modified version of the CIDI designed by the World Health 

Organization (WHO). This diagnostic interview was based upon the criteria and 

classifications of mental disorders in chapter five of the ICD-10. For cross-national use 

the WMH-CIDI was translated into Russian and Ukrainian for use in Ukraine using the 

standard WHO translation and back-translation protocol.
53

 

There are a two parts and a total of 41 sections in the WMH-CIDI. The interview 

begins with a screening and lifetime review section, which compiles demographic and 

background data as well as screening the interviewee for possible mental health disorders 

before delving into the specific diagnostic questions. The screening is followed by 

specific diagnostic sections that assess anxiety disorders, childhood disorders, mood 

                                                 
52 John W. Creswell, Research design: Quantitative, Qualitative, and mixe methods approaches, 3rd ed. 

(Thousand Oaks, CA: SAGE Publications, 2009). 
53 R. Kessler, Ustun, B., "The World Mental Health (WMH) Survey Initiative Version of the World Health 

Organization (WHO) Composite Diagnostic Interview (CIDI)," International Journal of Methods in 

Psychiatric Research 13, no. 2 (2004).Kessler, R., Ustun, B. (2004). " 
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disorders, substance-use disorders and other disorders.
54

 The survey is complex, time 

consuming and labor intensive for the interviewer and the interviewee, and it collects in 

depth data. The data gathered describes the one month, 12 month and lifetime prevalence 

of mental health disorders as well as socio-demographic indicators. From this data set I 

have limited my analysis to the variables in the table below: 

 

Dependent Variables Independent Variables 

Lifetime Prevalence of Major Depressive 

Episode 

Age Brackets (18-24, 25-34, 35-49, or over 

50) 

12-month Prevalence of Major Depressive 

Episode 

Education Level (primary, secondary, 

specialized secondary, or higher) 

 Adequacy of Finances (very inadequate, 

inadequate, or adequate) 

 Pension Status (on pension  or not) 

Table 1: Variables Used in Statistical Analysis 

 

For the purposes of this research I will use both lifetime and 12-month indicators 

as dependent variables. The lifetime measure of depression gives the most accurate data 

on the portion of the population that has ever suffered from depression. This is 

particularly useful for exploring my first research question. The 12-month measure, on 

the other hand, indicates those who have suffered from a major depressive episode in the 

last year. I believe this is a better dependent variable for understanding age effects 

because it does not include major depressive episodes which have occurred in a different 

age bracket, which makes it particularly useful for examining my second research 

question.
55

 In addition to the age brackets, which I will use to assess the age effect, the 

                                                 
54 Ibid. 
55 Ibid. 
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socio-demographic variables included are those which have shown statistical power in 

other literature sources, specifically the analysis by Bromet et al.56 These will be utilized, 

in combination with qualitative data, to explore my third research question. 

This project has utilized WMH data because the WMH survey initiative was 

successful in gathering a useful data set for exploring international issues of mental 

health; however, it is not perfect. Reliability and validity assessments of the CIDI were 

completed and methodological improvements were made prior to its implementation in 

the Ukraine. I believe that the strengths of the survey and the well documented 

methodological process outweigh its deficits. A final structural methodological issue of 

note is that the demographic population distribution of Ukraine does not correspond 

exactly to the un-weighted sample distributions used in the WMH survey. The survey 

population when compared with population data gathered from census data showed that 

the sample overrepresented several sectors of the population, specifically women, people 

older than 50 years, and those living in urban settings. To mediate this problem a 

weighting variable has been added to the data set and any unintended biases resulting 

from the sampling frame will be corrected by weighting the sample so that it corresponds 

to population distribution from the 2001 census.
57

 

QUANTITATIVE METHODS 

The statistical analysis was completed in roughly three stages. This three stage 

approach to quantitative analysis allowed me to examine each of my research questions 

one at a time. In addition it provided a significant amount of descriptive data, which was 

informative for the development of my qualitative methods. Before beginning my 

                                                 
56 Bromet et al., "Epidemiology of psychiatric and alcohol disorders in Ukraine." 
57 Ibid. 



 23 

analyses, I declared the survey design for the survey data set. This step applied the 

appropriate weights for all future analysis. All of my analyses were conducted using the 

STATA statistical software package and a list of all STATA code used can be found in 

the Appendix of this thesis.58 It is important to note that for all of the dummy variables 

used in this research values coded as one represent a yes and values coded as zero with 

the exception of the gender variable in which women are coded as one and men as zero. 

The first stage of analysis was designed to assess the statistical significance of 

gender on depression, and test the first research hypothesis. I first set lifetime MDE as the 

independent variable and summarized across both genders to determine the lifetime 

prevalence of depression for both men and women and then repeated this procedure for 

the 12-month period. Next I again set lifetime and 12-month major depressive episodes as 

independent variables and ran a logistic regression on the dependent variable of gender to 

produce data on the increased odds of suffering from depression if the respondent was a 

woman. In this case the model is    (  )    where F is the cumulative logistic 

linkage function. This model will be utilized with the same dependent variables (lifetime 

and 12-month major depressive episode diagnosis) and different independent variables, in 

each stage of this analysis. 

For the rest of my analyses I limited my data set to just women so that I could 

assess the women specific impacts of aging and socio-demographics. The second stage of 

analysis was designed to test my second research hypothesis. I first generated summary 

of lifetime major depressive episode diagnoses for each of four age brackets: ages 18 to 

24, ages 25 to 34, ages 35 to 49 and ages 50 and over. I then generated a summary of 12-

                                                 
58 David W. Hosmer and Stanley Lemeshow, Applied Logistic Regression  (Wiley & Sons, Inc., 2004). 
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month major depressive episode diagnosis to gain some insight into the prevalence of 

depression that was occurring within that age bracket, rather than within the lifetime of 

the respondent. Prevalence estimates are expressed in percentages with 95% confidence 

intervals. Once I had examined the nature of the depression prevalence trend across the 

age brackets I used logistic regression to test the significance of prevalence changes for 

each bracket. I set lifetime major depressive episode as my dependent variable and the 

four age brackets as my independent variables and ran a logistic regression. I then 

repeated this step with 12-month major depressive episode as the dependent variable. The 

results of this regression allowed me to assess the statistical significance of being in a 

given age group on depression, and therefore test the statistical significance of the trend 

examined through the summary data. 

Finally, in the third stage of data analysis I used both summary data and logistic 

regression to explore the third research hypothesis. I summarized 12-month, and lifetime 

major depressive episode diagnoses for several socio-demographic characteristics 

including level of education (shown to be statistically significant in earlier analyses done 

on both men and women), adequacy of income and whether the respondent was receiving 

a pension.59 Prevalence estimates are expressed in percentages with 95% confidence 

intervals. I then ran a logistic regression with lifetime major depressive episode as my 

dependent variable and six socio-demographic dummy independent variables, which 

covered characteristics of education level, financial resources and pension status. 

Specifically the education variables included were primary education, secondary 

education, and specialized secondary education, with higher education acting as the 

reference variable; and the financial status variables included were very inadequate 

                                                 
59 Bromet et al., "Epidemiology of psychiatric and alcohol disorders in Ukraine." 
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finances and inadequate finances, with adequate finances acting as the reference variable. 

This model was then repeated with 12-month major depressive episode diagnosis as the 

dependent variable. Due to issues of multicollinearity between blocked dummy variables 

I ran Wald tests to assess the joint significance of each block (education and finances). I 

then ran models with lifetime and 12-month major depressive episode diagnosis as the 

dependent variable against each block individually.  

QUALITATIVE METHODS  

The qualitative portion of this project utilizes interviews undertaken in Kyiv, 

Ukraine in summer 2010 to gain deeper understanding and contextual data on the socio-

economic of particular interest. The quantitative analysis I conducted helped to inform 

my qualitative research design and I moved forward to collecting interview data with the 

same exploratory research question in mind: What socio-economic and social factors in 

Ukraine impact depression prevalence among older women? First, I believe that the 

inadequate financial resources and sometimes insecure level of pensions for retired 

Ukrainians has a negative impact on their quality of life and therefore a positive impact 

on the frequency of depressive symptoms. Second, I believe that because of the cultural 

and societal structure in Ukraine many retired women take on significant responsibility in 

and out of the home.  

To explore these concepts I conducted twelve interviews over a period of four 

weeks in summer 2010 with Ukrainian women over the age of 50 who were all living in 

the capital city of Kyiv. To recruit participants I first contacted Dr. Semyon Gluzman of 

the Ukrainian Psychiatry Association (UPA) to gain access to the population. Dr. 

Gluzman participated in the WMH survey initiative and he is a pioneer in the field of 

psychiatry within Ukraine. In addition he has several colleagues who work in the field, 
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one in particular who runs an NGO (Турбота Про Літніх в Украіні/Age Concern 

Ukraine) which provides support services for older people in Ukraine. It was through this 

NGO, in particular Irina Katkova, that I did my recruiting. Because the rate of major 

depressive disorder diagnosis is low I did not limit the study to only those diagnosed with 

depression. In addition the inclusion of a more general perspective of the life of women 

past middle aged in Ukraine may provide more insight. The group was selected from both 

the clientele and volunteers of Age Concern Ukraine. These participants were selected 

based upon three criteria: self-evaluated issues with depression, NGO staff evaluated 

issues with depression, and willingness and ability to participate during the interview 

time period. Since the potential participants are members of a group that may be 

construed as stigmatized, my initial contact with the potential participants was through 

those people who interact with the potential participants because of their job duties, 

particularly Ms. Kratkova. She described my study to the potential participants and 

scheduled an interview with them if they were willing and fit the criteria. Before 

beginning any interviewing I received certification to work with human subjects and 

received IRB approval for the project. 

The interviews took place in Age Concern Ukraine headquarters and were audio 

recorded for analysis. To ensure privacy each interview was conducted in a private room 

with only the participant, myself and Ms. Kratkova present. The women interviewed 

ranged in age from 55-85 and represented a variety of income levels. In Kyiv both 

Ukrainian and Russian are spoken therefore I crafted an interview protocol and letters of 

informed consent in both languages, in addition to English. A copy of the English 

language interview protocol for reference can be found in the appendix of this thesis. A 

high level of subject specific fluency as well as an understanding of colloquial speech 

was vital to the success of my fieldwork and to the quality of data that was elicited from 
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the participants. Therefore I worked with Ms. Kratkova to act as the principle interviewer 

while I served as an active observer. As the principal investigator I trained Ms. Kratkova 

to ensure that the interviews were conducted effectively and that the desired data points 

were collected.  The data gathered through interviewing offers the range, depth, 

specificity, and personal context required for contextualizing the quantitative data results 

and for gaining some perspective on the socio-economic issues in Ukraine. 

RESULTS 

The results of the first stage of my quantitative analysis are presented in tables 2 

and 3 below. Table 2 presents the prevalence of major depressive episodes for men and 

women at both the 12-month and lifetime diagnostic period. As described in the 

literature, a distinctly higher proportion of women have suffered from depression in their 

lifetime and in the last 12-months. Table 3 presents the results of the logistic regression. 

These results show that Ukrainian women are significantly more likely to suffer from 

depression at some point in their lives. This conclusion is highly statistically significant, 

with a p-value that is very close to zero; therefore they indicate that the gender 

differences found in the literature are indeed present in Ukraine. In addition, these 

statistics agree with the findings in the literature describing the magnitude of the 

relationship. According to these statistics Ukrainian women are 2.5 times more likely to 

suffer from depression than men both in their lifetime and in the last year, which is 

consistent with data in the literature stating that women suffer from depression one and a 

half to three times more often than men. These results confirm the first research 

hypothesis. 
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 Prevalence 

(n=4725) 

Std. Err. [95% Conf. Interval] 

Lifetime Major Depressive Episode   

Men 8.61% 0.0067932 0.07274 0.0993764 

Women 19.48% 0.0074179 0.18024 0.2093251 

12-Month Major Depressive Episode   

Men 4.87% 0.005179 0.0385 0.0588065 

Women 11.34% 0.0059364 0.10178 0.1250542 

Table 2: Gender Correlation to Lifetime and 12-Month Major Depressive Episode 

Table 3: Odds Ratio of Gender on Lifetime Major Depressive Episode 

 

The data presented in Table 4 is descriptive of the prevalence of depression in 

Ukrainian women (men are excluded from the remainder of the analyses) across the four 

age brackets at both the lifetime and 12-month time periods. For both diagnostic 

timeframes there is an obviously higher level of major depressive episode prevalence 

among women over the age of 50. Though the data presented in this table is purely 

descriptive it shows a clear trend for higher levels of depression past age 50. To assess 

the statistical significance of this observation I turned to logistic regression, the results of 

which are presented in Table 5 and are shown relative to the age bracket of women 18-

24. In this model the dependent variables remain lifetime and 12-month major depressive 

 Odds Ratio 

(n=4725) 

Std. Err. t P>|t| [95% Conf. Interval] 

Lifetime Major Depressive Episode  

Women 2.568983    .2529707      9.58 .000 2.117975    3.116029 

12-Month Major Depressive Episode    

Women 2.501394    .3164557 7.25 .000 1.951944 3.205506 
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episode while the independent variables are the age groups 25-34, 35-49 and 50 and over 

respectively. Focusing upon the 12-month prevalence rates it is clear that being over the 

age of 50 increases a woman’s odds of having had a major depressive episode to a 

statistically significant degree. At the lifetime diagnostic level each odds ratio was 

statistically significant and the increase is steeper from late middle age onward.  

  

 

 

 

 

 

 

Table 4: Age Bracket Correlates of Lifetime and 12-Month Major Depressive Episode 

 

 

 

 

 

 

Table 5: Results of Logistic Regression of Lifetime and 12-Month Major Depressive 

Episode on Age Brackets 

 Mean 

(n=2932) 

[95% Conf. Interval] 

Lifetime Major Depressive Episode 

Ages 18-24 11.36% 0.076 0.151 

Ages 25-34 17.40% 0.137 0.211 

Ages 35-49 16.68% 0.140 0.193 

Over 50 23.95% 0.217 0.262 

12-Month Major Depressive Episode 

Ages 18-24 7.82% 0.047 0.110 

Ages 25-34 9.33% 0.065 0.122 

Ages 35-49 9.29% 0.072 0.114 

Over 50 14.17% 0.123 0.160 

 Odds Ratio 

(n=2932) 

Std. Err. t P>|t| [95% Conf. Interval] 

Lifetime Major Depressive Episode         

Ages 25-34 1.644069 0.378987 2.16 0.031 1.046 2.584 

Ages 35-49 1.563143 0.332161 2.1 0.036 1.030 2.371 

Over 50 2.457683 0.489028 4.52 0 1.664 3.631 

12-Month Major Depressive Episode       

Ages 25-34 1.213923 0.342351 0.69 0.492 0.698 2.110 

Ages 35-49 1.206852 0.309133 0.73 0.463 0.730 1.994 

Over 50 1.946429 0.459749 2.82 0.005 1.225 3.093 



 30 

Both the descriptive trend in Table 4 and the test of significance in Table 5 are in 

direct conflict with the trend described by Kessler et al., which stated that increases in 

major depressive episode prevalence are more gradual after late middle age. This data 

shows steeper and more highly significant increases in prevalence. These findings 

indicate that the depression prevalence trend among women in Ukraine different than the 

commonly accepted trend that is associated with Western Europe and the U.S., which 

confirms the second research hypothesis. However, it is important to note that in the 

scope of this analysis I only have access to the WMH data from Ukraine, therefore it is 

only possible to demonstrate a different trend but not to test the statistical significance of 

that difference. 

Having established that there is an apparent difference between trends in major 

depressive disorder between women in Ukraine and the existing literature I also explored 

the significance of several socio-demographic factors. Again these regressions were 

limited to the sample of Ukrainian women in the WMH survey to continue to examine 

the effects on women in particular. Table 6, which can be found on the next page, 

presents descriptive statistics for each of the socio-demographic correlates analyzed. In 

this table depression prevalence is presented as a percentage in addition to a 95% 

confidence interval for the variable. Table 7, which is also on the next page, shows the 

results of a logistic regression model with lifetime and 12-month major depressive 

episode diagnosis regressed on education level (broken up into four dummy variables), 

financial resources (broken up into three dummies) and pension. It is important to note 

that the reference categories in this regression are “higher education” for the educational 

dummies, and “adequate finances” for the financial stability dummies.  
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Table 6: Socio-Demographic Correlates of Lifetime and 12-month Major Depressive 

Episode 

 
 Odds 

Ratio 

(n=2932) 

Std. Err. t P>|t| [95% Conf. Interval] 

Lifetime Major Depressive Episode 

Primary Education 1.222255 0.1874878 1.31 0.191 0.9047695 1.651148 

Secondary Education 0.9996568 0.1472428 0 0.998 0.7488982 1.334379 

Specialized Secondary Education 0.8341846 0.1274972 -1.19 0.236 0.6181735 1.125677 

Inadequate Finances 1.24964 0.3537563 0.79 0.431 0.7173346 2.176949 

Very Inadequate Finances 1.674123 0.4813991 1.79 0.073 0.9526226 2.942077 

Pension 1.266702 0.1365845 2.19 0.028 1.025307 1.564929 

12-Month Major Depressive Episode 

Primary Education 1.427239 0.2787535 1.82 0.069 0.9731511 2.093212 

Secondary Education 1.218371 0.2305575 1.04 0.297 0.8406912 1.765723 

Specialized Secondary Education 0.7736353 0.1590267 -1.25 0.212 0.5170028 1.157656 

Inadequate Finances 1.156079 0.4220404 0.4 0.691 0.5650903 2.365142 

Very Inadequate Finances 1.865162 0.6873923 1.69 0.091 0.9054877 3.841939 

Pension 1.154042 0.1572885 1.05 0.293 0.8834057 1.507588 

Table 7: Results of Full Model Logistic Regression of Lifetime and 12-month Major 

Depressive Episode on Socio-Demographic Correlates 

 

  Mean 

(n=2932) 

[95% Conf. 

Interval] 

Mean 

(n=2932) 

[95% Conf. 

Interval] 

  Lifetime MDE   12-Month MDE 

Higher Education 18.23% 0.148 0.217 9.45% 0.068 0.121 

Specialized Secondary Education 16.09% 0.135 0.187 7.80% 0.059 0.097 

Secondary Education 18.93% 0.163 0.215 12.06% 0.099 0.142 

Primary Education 24.76% 0.216 0.279 15.72% 0.130 0.184 

Very Inadequate Finances 23.59% 0.210 0.261 15.38% 0.132 0.175 

Inadequate Finances 17.35% 0.155 0.192 9.14% 0.077 0.105 

Adequate Finances 18.33% 0.100 0.266 10.01% 0.037 0.163 

Not On Pension 16.10% 0.138 0.183 9.42% 0.076 0.112 

On Pension 21.54% 0.197 0.234 12.51% 0.110 0.140 
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Examining the results of the logistic regression it is obvious that certain 

characteristics may have a large impact on a woman’s chance of getting a depression. For 

instance, a woman with very inadequate financial resources  is 1.67 times as likely as a 

woman with adequate financial resources to have suffered from depression in her lifetime 

and 1.87 times more likely to have suffered from depression in the last year. In addition, 

a woman with a primary education is 1.22 times more likely to have suffered from 

depression in her life time and 1.43 times more likely to have suffered from depression in 

the last year than a woman with a higher education. Additionally, a woman on a pension 

is 1.27 times as likely as a woman not on pension to have suffered from depression in 

here lifetime. These odds rations provide interesting insight into the problem of 

depression for Ukrainian women. Unfortunately in this model none of the variables was 

significant individually. Due to the likely multicollinearity between variables within each 

block (i.e. shared explanatory power between primary, secondary and specialized 

secondary education) it is useful to test their joint significance. Table 8 below shows the 

results Wald Test for joint significance. Based upon these results collectively the 

education block of variables has statistically significant explanatory value at both the 

lifetime and 12-month levels with an F-statistic of .05 at for lifetime major depressive 

episode and .0038 for 12-month major depressive episode. The financial resources block 

of variables is also highly significant with F-statistics of .0076 and .0005 at the lifetime 

and 12-month diagnostic periods respectively. 
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 F Prob>F 

Lifetime Major Depressive Episode 

Education Block 2.6 0.05 

Finances Block 4.89 0.0076 

12-Month Major Depressive Episode 

Education Block 4.49 0.0038 

Finances Block 7.68 0.0005 

Table 8: Wald Test Results for Joint Significance of Block Variables 

 
  Odds Ratio 

(n=2932) 

Std. Err. t P>|t| [95% Conf. Interval] 

Lifetime Major Depressive Episode         

Primary Education 1.476047 0.214989 2.67 0.008 1.109 1.964 

Secondary Education 1.047044 0.152804 0.32 0.753 0.786 1.394 

Specialized Secondary Education 0.8600124 0.130715 -1 0.321 0.638 1.159 

Inadequate Finances 1.296967 0.365294 0.92 0.356 0.747 2.253 

Very Inadequate Finances 1.907058 0.540553 2.28 0.023 1.094 3.325 

Pension 1.431171 0.146563 3.5 0 1.171 1.749 

12-Month Major Depressive Episode       

Married 1.529204 0.343065 1.89 0.059 0.985 2.375 

Divorced 1.177046 0.304641 0.63 0.529 0.708 1.956 

Primary Education 1.786285 0.33297 3.11 0.002 1.239 2.574 

Secondary Education 1.313619 0.245953 1.46 0.145 0.910 1.896 

Specialized Secondary Education 0.8107116 0.165722 -1 0.305 0.543 1.210 

Inadequate Finances 1.221917 0.444197 0.55 0.581 0.599 2.492 

Very Inadequate Finances 2.208891 0.802795 2.18 0.029 1.083 4.505 

Pension 1.374498 0.176244 2.48 0.013 1.069 1.767 

Table 9: Results of Block Logistic Regressions of Lifetime and 12-month Major 

Depressive Episode on Socio-Demographic Correlates 

 

To further explore the explanatory power of each variable within a block I ran 

logistic regressions of lifetime and 12-month major depressive episode diagnosis against 

each block of variables separately. This resulted in six separate logistic regressions (three 

for each diagnostic period) and the results are presented above in Table 9. At both the 
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lifetime and 12-month prevalence level having only a primary education, having very 

inadequate financial resources, and being on a pension are all statistically significant at 

the threshold of p=.05. These results relate to the exploratory research question. They 

present some intriguing statistically significant connections between the socio-

demographic and cultural factors, which are related to depression among Ukrainian 

women. In this case those socio-demographic correlates are low level of education, 

insufficient finances and being on a pension.  

Two things are particularly striking about the correlates that are statistically 

significant. First, primary education is the lowest level of education in the survey. This 

education bracket likely includes Ukraine’s blue collar workforce, much of its 

agricultural sector, and other lower paid forms of employment. This finding corresponds 

with the literature. Specifically Mirowsky and Ross stated that “education decreases 

depression for both sexes, but more strongly for women than for men.”60 The significance 

of this value, coupled with the significance of very inadequate finances at the lifetime and 

12-month periods indicate a connection between type of employment/income level and 

level of depression. These results seem to offer some support for the theories presented 

by Yu and Williams, and Mirowsky and Ross, which would project women that are living 

on very inadequate financial resources, might have a higher likelihood of suffering from 

mental illness.61,62 Additionally, it is interesting to note that pension, which is an 

indication of a person’s potential income level, age and disability status, is statistically 

significant across both diagnostic periods, indicating a connection between depression 

                                                 
60 Mirowsky and Ross, Social Causes of Psychological Distress. 
61 Yu and Williams, "Socioeconomic Status and Mental Health." 
62 Mirowsky and Ross, Social Causes of Psychological Distress. 
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and both financial security and age. These results were reinforced by the qualitative 

interview data.  

Almost all of the women interviewed suffered from income insecurity to differing 

degrees. For many of the women interviewed, their financial situations are so dire that 

they deeply impact health status. Two out of twelve faced such financial hardship that 

they could not afford basic staples, like food, on a regular basis. All of the twelve women 

refused to characterize their income level as adequate, despite the fact that they 

represented a range of different income levels. Additionally, all twelve women were 

receiving government pensions, and it was those that had little supplemental income that 

faced the greatest hardship. Insufficient pensions and inconsistent supplemental sources 

of financing were some of the most consistent findings in the qualitative data. 

A second major finding from the qualitative data added a new dimension of 

understanding to the quantitative results. This finding was that many of the women 

interviewed did not understand that some of the depressive symptoms they experienced 

could be symptoms of a mental illness. Most of the participants had suffered from 

significant self-identified life stress but very few of them recognized that the impacts of 

those life events on them could lead to mental illness. The ailments these women 

associated with ill health tended to be physical rather than emotional or psychological. 

During the “Life Stress” portion of the interview the majority of the women did describe 

in detail incidents of extreme stress and sadness that had occurred recently (or were 

occurring at the present) in their lives, but very few considered their struggles to be health 

issues worth discussing with a physician.63 Stress is considered a part of daily life and not 

                                                 
63 О.П. Вертоградова, "Возможные подходы к типологии депрессий," in Депрессия (психопатология, 

патогенез) (Москва: НИИ психиатрии, 1980). 
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a cause of illness.64 Only one of the women had ever spoken to a physician about a 

mental illness and that was her general practitioner, never a specialist. Though this 

finding does not integrate as clearly into the quantitative results, it offers some insight 

into the cultural factors that may impact diagnosis of depression, particularly a different 

presentation of symptoms and a different pattern of help seeking. 

 

 
 

  

                                                 
64 Е. Г.  Щекина and С. М. Дроговоз, "Как бороться со стрессом,"  Провизор(2008), 

http://www.provisor.com.ua/archive/2008/N23/stres_238.php. 
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Chapter 4: Concluding Remarks 

In an international context Ukraine suffers from the second highest rates of 

depression of all the nations included in the WMH survey initiative. 12-month major 

depressive episode prevalence in Ukraine is 9.1%, only being surpassed by the United 

States where the rate was 9.6%.65 Based upon the analysis conducted in this project there 

is a clear gender effect which impact the prevalence of depression among Ukrainian 

women. Women are 2.5 times more likely to suffer from depression in their lifetime than 

men and the lifetime prevalence of depression for women is nearly 20%. Additionally, 

depression prevalence increases for Ukrainian women as they age. Figure 3 presents the 

depression prevalence among Ukrainian women across the age spectrum.  

 

 

Figure 3: Depression Prevalence for Ukrainian Women Across the Age Spectrum 

Finally, the findings show that low levels of education, limited financial resources 

and being on pension have significant negative impacts on depression outcomes for 

women in Ukraine. Older women in Ukraine face particularly difficult circumstances. 

                                                 
65 The WHO World Mental Health Survey Consortium, "Prevalence, Severity, and Unment Need for 

Treatment of Mental Disorders in the World Health Organization World Mental Health Surveys," Journal 

of the American Medical Association 291, no. 21 (2004). 
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The mortality rate in men aged 20 to 49 is nearly four times as high as in women, 

therefore the population of women aged 50 and over is significantly higher than men. In 

Ukraine, the established poverty line is a household income of approximately $24 per 

month; the average pension is 40% below the poverty line. Due to the major difference in 

the number of women and men who make it past 50 many women are widowed and are 

forced to live on a single pension income. 66 These sorts of issues make older women 

particularly vulnerable to income insecurity and therefore potentially more vulnerable to 

depression. Though the qualitative analysis is not widely generalizable the data from the 

WMH survey is nationally representative.  

The conclusions found in this research may have implications for nations with 

similar structures, histories, economics and socio-demographic characteristics as Ukraine.  

Despite disparate trajectories of transition, this study of depression in Ukraine has 

implications for the other 14 countries of the Former Soviet Union, which represent a 

population of more than 238 million people.67 All of the nations of the former Soviet 

Union share a past governmental and societal structure and many are still grappling with 

issues of economic and policy transitions, as in Ukraine. I hope that this study will inspire 

further research on mental health in Eastern Europe and the Former Soviet Union. In fact, 

two other former socialist countries (Bulgaria and Romania) were participants in the 

WMH Survey Initiative and would be excellent cases to further explore how mental 

health prevalence varies between cultures and nations and how mental health could be 

improved through understanding these variations. 

                                                 
66 Lipsitz, "The Elderly People of Post-Soviet Ukraine: Medical, Social, and Economic Challenges." 
67 The Central Intelligence Agency, "Ukraine,"  The World Factbook(2011), 

https://www.cia.gov/library/publications/the-world-factbook/geos/up.html. 
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AVENUES FOR FUTURE RESEARCH 

This research is only a small piece of a growing body of cross cultural studies on 

mental health, which has received renewed attention in the decade since the publication 

of the WHO’s 2001 report on mental health, which raised awareness of the importance 

and the prevalence of mental illness around the world.68 This research, similar to many of 

the projects that proceeded it, uses a western based standard of diagnostic criteria (DSM-

IV), which forces me to assume that the descriptions of mental illnesses developed in one 

culture is equally applicable in another. This, however, is a tenuous assumption since 

differing cultural norms can play a large part on the way a person thinks, behaves, 

interprets health information and diagnostic criteria, and his or her emotional response to 

a given situation. For a large cross-national epidemiological survey, like the world mental 

health survey, incorporation of culturally specific diagnostic criteria for each type of 

mental illness is extremely challenging, if not impossible. Though, to its credit, the WMH 

survey did its best to include colloquialisms and culturally significant methods of 

describing symptomology, the researchers do acknowledge that the survey instrument 

may be ineffective in contexts where cultural understanding of a particular illness differs 

from the diagnostic criteria used in its creation.69 

This does not mean that the experience, instruments, concepts and diagnostic 

criteria created in developed nations is completely useless for understanding mental 

illness in lesser developed nations. On the contrary, the expertise that exists can inform 

research in lesser developed nations in substantive ways. For some disorders there may 

be little or no divergence between cultures. In those situations the diagnostic criteria 

                                                 
68Всемирная Организация Здравоохран, "Доклад о состоянии здравоохранения б мире 2001- 

Психическое здоровье: новое понимание, новая надежда," (2001). 
69Kessler, "The World Mental Health (WMH) Survey Initiative Version of the World Health Organization 

(WHO) Composite Diagnostic Interview (CIDI)." 
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crafted in the DSM-IV or the ICD10 can easily be applied in other contexts with little or 

no modification. However, for other mental illnesses there may be a large number of 

culturally linked differences which impact the path of the illness, the way it presents, and 

the way it is subsequently diagnosed and treated. In some situations there may not be a 

significant level of knowledge to make this determination. Acquiring that type of critical 

cultural knowledge should play an integral part in evaluating mental illness cross-

culturally. In these situations the tools created in developed nations should be reevaluated 

for use in lesser developed nations. These issues of cultural nuance provide a rich area for 

further research. Broadly, these issues apply to a vast preponderance of nations around 

the globe. The majority of cultures around the world are not identical to the U.S. or other 

developed countries with well-established diagnostic tools. The extent to which this 

impacts our understanding of the mental health issues that exist globally has not been 

quantified. While this type of cultural sensitivity has been traditionally supported in the 

field of anthropology it has been slow to develop in the fields of public health and 

medical research. A team of investigators from the Applied Mental Health Research 

Group at Johns Hopkins Bloomberg School of Public Health have approached these 

issues using both qualitative and quantitative methods. These efforts have resulted in 

deeper understanding of local contexts and the creation of locally valid instruments. 

However, in a note published in Lancet by several members of the Applied Mental 

Health Research Group, “the recognition of the effect of culture on the understanding of 

mental illness cannot be an after-the-fact consideration”.70 

I believe that major depressive disorder in Ukraine has significant cultural 

undertones. Since I am unable to incorporate the effect of culture into the data analyzed 

                                                 
70 Judith K. Bass, Paul A. Bolton, and Laura K. Murray, "Do Not Forget Culture When Studying Mental 

Health," Lancet 370(2007). 
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in this project I am left “unsure of the cultural appropriateness” of my results.71 I believe 

that my quantitative research lacks some cultural specificity. The data set is collected 

based upon the DSM-IV and ICD 10 diagnostic criteria, and while I am convinced that 

the translation was done successfully the diagnostic criteria have not been altered to 

incorporate Ukraine specific presentations of depression. However, the qualitative data 

that I collected helps to shape my interpretation of the quantitative data. Though my 

interview protocol was not intended to be diagnostic the qualitative data collected did 

provide a level of insight into the way in which Ukrainian women tend to cope with life 

stress.  

The women interviewed tended to be under at least some level of financial and 

interpersonal stress. Daily life for these women required effort simply to maintain a 

consistent lifestyle. Due to the requirements of daily life there was little focus placed on 

emotional status such as sadness. Therefore emotional symptoms appear to be cited less 

often as a loss of motivation or ability to accomplish tasks. Instead the women more often 

described physical ailments such as pain without a distinct cause. These findings provide 

some evidence that the diagnostic criteria for depression and other mood disorders should 

take on a Ukrainian character. These findings also tie in to the lingering issue of 

depression recognition. In Ukraine depression and other mental illnesses garner less 

attention than physical ailments. This further complicates the recognition of diagnostic 

criteria used in the U.S. and in the WMH-CIDI. These protocols may not be understood 

as symptoms of illness at all by Ukrainians. To strengthen the conclusions found in this 

research and to better understand issues of major depressive disorder in Ukraine it would 

be useful to gather data on how that disease presents within that particular nation. Once 

                                                 
71 Ibid. 
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that information is well established then diagnostic instruments that are Ukraine specific 

can be created and put into use. Developing a base of Ukraine specific understanding will 

help to craft effective mental health policy and treatment frameworks, which are designed 

to succeed in the society of Ukraine. 
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Appendix 

STATA COMMANDS 

svyset _n [pweight=weight1], vce(linearized) singleunit(missing) 

 

*Summary statistics for lifetime and 12-month MDE by Gender 

svy: mean dsm_mde, over (gender) 

svy: mean d_mde12, over (gender) 

 

*Logistic regression of lifetime and 12-month MDE on Gender 

svy: logit dsm_mde gender 

svy: logit dsm_mde gender, or 

svy: logit d_mde12 gender 

svy: logit d_mde12 gender, or 

 

drop if gender==0 

 

*Summary statistics for 12-month, and lifetime MDE by age bracket 

svy: mean dsm_mde, over (mage18_24 mage25_34 mage35_49 mage50) 

svy: mean d_mde12, over (mage18_24 mage25_34 mage35_49 mage50) 

 

*Logistic regression of 12-month, and lifetime MDE on age brackets 

svy: logit dsm_mde mage18_24 mage25_34 mage35_49 mage50 

svy: logit d_mde12 mage18_24 mage25_34 mage35_49 mage50 

svy: logit dsm_mde mage18_24 mage25_34 mage35_49 mage50, or 

svy: logit d_mde12 mage18_24 mage25_34 mage35_49 mage50, or 

 

*Summary statistics for 12-month, and lifetime MDE by socio-demographics 

svy: mean dsm_mde, over (primaryed secondaryed specseced highered) 

svy: mean dsm_mde, over (adequatefin inadequatefin vinadequatefin) 

svy: mean dsm_mde, over (pension) 

svy: mean d_mde12, over (primaryed secondaryed specseced highered) 

svy: mean d_mde12, over (adequatefin inadequatefin vinadequatefin) 

svy: mean d_mde12, over (pension) 

 

*Logistic regression of 12-month, and lifetime MDE on socio-demographics and Wald 

Tests 

svy: logit dsm_mde primaryed secondaryed specseced inadequatefin vinadequatefin 

pension 

svy: logit dsm_mde primaryed secondaryed specseced inadequatefin vinadequatefin 

pension, or 

test primaryed secondaryed specseced 

test inadequatefin vinadequatefin 
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svy: logit d_mde12 primaryed secondaryed specseced inadequatefin vinadequatefin 

pension 

svy: logit d_mde12 primaryed secondaryed specseced inadequatefin vinadequatefin 

pension, or 

test primaryed secondaryed specseced 

test inadequatefin vinadequatefin 

 

*Logistic regressions of blocked variables 

svy: logit dsm_mde primaryed secondaryed specseced 

svy: logit dsm_mde inadequatefin vinadequatefin 

svy: logit dsm_mde pension 

svy: logit dsm_mde primaryed secondaryed specseced, or 

svy: logit dsm_mde inadequatefin vinadequatefin, or 

svy: logit dsm_mde pension, or 

svy: logit d_mde12 primaryed secondaryed specseced 

svy: logit d_mde12 inadequatefin vinadequatefin 

svy: logit d_mde12 pension 

svy: logit d_mde12 primaryed secondaryed specseced, or 

svy: logit d_mde12 inadequatefin vinadequatefin, or 

svy: logit d_mde12 pension, or 
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INTERVIEW PROTOCOL 

 

All numbered questions are initial prompts and are required. All bullet points are suggested 

questions and are not required if the interview subject is providing relevant information without 

prompting. 

 

Introductory Section (5 minutes): 

 

1. Project Description and Introductions of Interviewer and Observer 

 Moderator statement 

 Discuss the consent form 

 

Questions (20 minutes): 

 

Life Description: 

 

2. Tell me a little bit about yourself. 

 How old are you? 

 Where were you born/where did you grow up? 

 Where do you live currently? 

 How long have you lived there? 

 Do you have family in the area? 

3. Tell me more about your life and living situation. 

 Do you live with your family? 

 With whom do you live? 

 If you live alone, how long have you lived alone? 

 What are your responsibilities within the household? 

o Examples would be childcare, cooking, cleaning. 

 Tell me about a typical day in your life… 

 

Finances: 

 

4. Could you tell me about your financial situation? 

 Are you currently working? Collecting a pension? 

 Does your income/pension allow you to live comfortably? 

 Do you feel financially secure? 

 

Life Stress: 

 

5. Do you get overwhelmed by life?  

 What specifically causes the greatest stress? 

 Do you ever feel sad or depressed? 
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 What do you think triggers those feelings? 

6. How do you feel now? 

 Did you ever get treatment for or find a way to cope with those emotions? 

 Do you still struggle? 

 

Wrap-Up (5 Minutes): 

 

7. Thank the interviewee for her time and conclude the conversation 

 Ensure that desired data points, such as age, have been gathered 

 Offer contact information in case she has any future questions 
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