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Abstract

Depression constitutes one of the main causes for disability around the world.
Although the association between socio-demographic and depression were exam-
ined in previous studies worldwide, these findings remained inconclusive. More-
over, population-based studies aimed to identify risk factors for depression are
scarce in Israel. The main purpose of the current study is estimating the prevalence
of depression among Israeli adults and identifying socio-demographic predictors
for depression among Jews and Arabs, including the independent role of popula-
tion group. Data were used from the third Israeli national health interview survey
(N=3,765). Depression was identified by shortened five-item version of the Mental
Health Index (MHI-5). Two-tailed %2 analyses examined associations between
socio-demographic and depression among the Jewish and Arab population groups.
Logistic regression models were used for multivariable analyses in each population
group. The prevalence of depression in the sample was 13.8%, 9.3% in Jews and
23.9% in Arabs. Population group was found to be independent risk factor for
depression (OR=2.8, p<0.01). In the Jewish population, women (OR=1.6, p<0.01),
interviewees who live alone (OR=1.8, p<0.01) and those who have low education
level (OR=2.0, p<0.01) were more likely to be depressed. In the Arab population,
women (OR=2.0, p<0.01), interviewees aged 21-64 (OR=3.7, p<0.01) and those
who live in the north (OR=1.9, p<0.05) or in the south (OR=2.0, p<0.05) areas
were more likely to be depressed. Differences in depression rates between Jews and
Arabs may be related to cultural issues affecting coping patterns with depression.
The current study reinforces the need in tailoring a unique intervention plan for
each population group, focusing on the sub-groups at higher risk for depression.
These programs should put an emphasis on socio-demographic and cultural as-
pects, in order to plan interventions that result in enhancing the compliance with
depression treatment and in reducing the extent of this disorder in Israel.

Keywords: depression, Jewish population, Arab population, socio-demographic
characteristics, culture, social environments, social cohesion.
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Introduction

Depression constitutes one of the main causes for disability around the world.
According to the World Health Organization (WHO), 350 million individuals
worldwide suffer from depression (WHO, 2016).Depression is characterized by
depressed mood throughout the day, loss of pleasure and interest and decreased
vitality continuing over time. The severity of symptoms might be expressed by a
significant decline in the level of functioning of the individual in different domains
of life, such as employment and studies (Elizur et al., 2010). It is evident that the
social environments in modern-industrialized countries become more and more
socially isolating, competitive and threatening. This trend may cause to lower
levels of social cohesion in developed countries that in turn play a role in the
raising rates of depression (Hidaka, 2012).

According to the Diagnostic and Statistical Manual of Mental Disorders 5™
Edition (DSM-V) the main type of depressive disorders is major depressive dis-
order. Major depressive is diagnosed if at least five of the following symptoms
are presented most of the day for at least two weeks: 1) depressed mood; 2) lost
of interest or pleasure; 3) significant change in weight or appetite; 4) insomnia or
hypersomnia; 5) psychomotor agitation or retardation; 6) fatigue or loss of energy;
7) worthlessness feelings or excessive guilt; 8) diminished ability to think or con-
centrate or indecisiveness; 9) recurrent thoughts of death or suicide. In addition,
at least one the two first symptoms mentioned above should be presented for the
diagnosis of major depressive disorder. The presented symptoms must result in
clinically significant distress or impairment in social, occupational or other im-
portant domain of functioning. The diagnosis of major depressive disorder will be
ruled out in case these symptoms are derived from direct physiological factors such
as substance use (for instance, drugs use) or a certain medical condition (for exam-
ple, sub-activity of the thyroid gland) (American Psychiatric Association [APA],
2013). However, similarly to major depressive disorder, sub-threshold symptoms
of depression were also related to increased risk for morbidity, disability, decreased
quality of life and mortality (Geulayov, Lipsitz, Sabar & Gross, 2007).

The WHO has conducted mental health surveys since 2001 in several countries,
including Israel (WHO, 2005). One of the findings of these surveys was that the
point prevalence rate of major depressive disorder (in the last 12 months) is ap-
proximately 6% (Kessler et al., 2010; Kessler & Bromet, 2013). During the years
2003-2004 the WHO survey was conducted in Israel and similar rate of major
depressive disorder was reported (5.9%) (Levinson et al., 2007). In other studies
focused on depressive symptoms (including sub-threshold depression), the rates
of depression ranged from 19.7% to 23.0% (lancu et al., 2003). Similar rates were
reported in Israel in the past years: 21.5% in 2000 and 17.8% in 2006 (Kaplan et
al., 2010; Iancu et al., 2003).

Former studies have already found associations between socio-demographic
characteristics and depression (Kaplan et al., 2010; Iancu et al., 2003). Studies
show that the risk for depression is higher among minority population groups in
western countries. For instance, it was found that the risks for depression in the
USA were 1.2 and 1.4 higher among African American and Hispanic, respective-
ly, than White adults (Dunlop, Song, Lyons, Manheim & Chang, 2003). Similar
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trends were reported in one Israeli study a decade ago; Higher rates of depression
were found among the Arabs compared with the Jewish adults (24.9% and 10.6%,
respectively) (Kaplan et al., 2010).

Women were found to have higher risk for depression than men (Kessler &
Bromet, 2013; Piccinelli & Wilkinson, 2000). In several large-scale studies, de-
pression among women was found to be two-folded higher in women than men
(Blazer, Kessler, McGonagle, & Swartz, 1994; Kessler & Bromet, 2013; Murphy
et al., 2000). Moreover, several studies demonstrated that the risk for depression
remains higher among women than men after controlling for other factors (Eaton
& Kessler, 1981; Blazer et al., 1994; Weissman et al., 1996). It has been suggested
that for men, the desire for muscularity is a component of their body image and that
a higher drive for muscularity correlates with a lower level of well-being (Swami
et al., 2018). In Israel some of the studies indicated on similar relationship while
other did not show association between gender and depression (Geulayov ef al.
2007; Kafman, Alon & Hermoni, 2003; Weissman et al., 1996).

The associations between age and depression are not consistent (Remick,
2002), and contradictory reports were received in the literaturereview concerning
this relationship. Some of them indicated on positive relationship, i.e. the higher
the age groups the higher the prevalence rates of depression, while other demon-
strated a negative relationship between age and depression (Kessler & Bromet,
2013). In addition, other studies have found a decrease in the prevalence of major
depression disorders with age, whilst a minor depression disorder and symptomatic
disorders increased with age. This finding may explain the inconsistent relationship
between age and depression (lancu et al., 2003). The evidence in Israel regarding
the association of age and depression is mixed: in one study among individuals
aged 21-65 it has been found that the risk for depression is increased at age 40 and
above, whereas in two other studies no direct and consistent association has been
found between the prevalence of depression and age (Iancu ef al., 2003; Herrman
et al., 2002; Rivlis, 2006).

Based on comprehensive review, it was shown that most of the studies demon-
strate negative relationship between religiosity level and depression. i.e., higher
religiosity levels are related to lower rate of depression. However, these findings
are still inconclusive and some of the studies indicate on positive relationship
between both, religiosity level and depression (Bonelli, Dew, Koenig, Rosmarin
& Vasegh, 2012). One Israeli study found a relationship between participation
in religious activities and lower rates of depression while the second one did
not detect association between religiosity and depression (Levin, 2012; Lupo &
Strous, 2011). Blazer and colleagues (1994) found that individuals living without
a partner (being single, separated, widower or divorced) and with lower educa-
tion level are in higher risk for developing major depression. These trends were
replicated in additional studies in different countries (Rivlis, 2006; Weissman et
al., 1996; Eaton & Kessler, 1981). However, in Israel these findings were mixed
and inconclusive (Geulayov et al. 2007).

There are diverse strategies for treating depressive disorders which are con-
sidered to be effective, including psychotherapy and medical intervention (Lowe
et al., 2004; Manning & Jackson, 2015). Antidepressant medications can be ef-
fective in treating depressive disorder among 80% of the depressed individuals.
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In addition, psychotherapeutic interventions have an equivalent effectiveness to
antidepressant medications when used for mild depressive disorders (Banazak,
2000; Remick, 2002; Manning & Jackson, 2015). However, it was found that many
individuals with severe depressive disorders are not identified (Simon et al., 2004)
and are not treated as required (Shvartzman et al., 2005). Previous studies showed
that primary physicians diagnose around 36%-64% of patients who are suffering
from depression (Kafman et al., 2003). It can be partially explained by the fact that
depressive disorders include physical symptoms that are mistakenly interpreted
as a physical condition, instead of a mental one (Kafman et al., 2003; Mitchell,
Vaze & Rao, 2009). In addition, socio-cultural factors may also play a role in the
detection and treatment of depression. The Israeli society is relatively diverse in
terms of ethnic groups, customs, beliefs and mother tongue. This situation may
pose challenges in supplying diagnosis and treatment services for depression in
Israel (Geulayov et al., 2007).

Previous studies that examined the relationship between residence place and
depression yielded inconclusive results. Some of them showed that there is no
association between rural and urban areas and prevalence of depression while other
indicated on higher rates of the depression in rural areas or vice versa (Probst et
al., 2006). Although the association between socio-demographic and depression
were examined in previous studies (Kaplan et al., 2010; Iancu et al., 2003), these
findings remained inconclusive in Israel and abroad. Moreover, these associations
and their trend may change overtime. Therefore, there is a room for additional
studies aiming to examine the nature of these relationships. The current study
have several purposes: (1) To examine the depression rates by socio-demographic
characteristics among the Jewish and the Arab population groups; (2) To exam-
ine the independent role of population group affiliation in predicting depression
among the Israeli adult population, with emphasis on cultural aspects; (3) To
identify socio-demographic predictors for depression among the Jewish and the
Arab population groups.

Methodology

This study was based on a cross-sectional survey, the third Israeli national
health interview survey which was carried out by the Israel Center for Disease
Control in 2013-2015.

Study participants

Participants in this survey were Jewish and Arab Israeli residents aged 21 and
older. A random sample of landline telephone numbers households was drawn
from a comprehensive list of the national telephone company. Fax numbers, dis-
connected numbers, commercial and business numbers and households without
a resident 21 years and older were ineligible and thus excluded from the sample.
Following this exclusion, 6,636 households (4,699 Jewish households and 1,937
Arab households) were found to meet the required criteria. In each household,
only one person was interviewed. Overall, 3,765 interviewees (2,610 from Jewish
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households and 1,155 interviewees from Arab households) agreed to participate
in the survey and completed the interview as required. Thus, the responsiveness
rate was 55.5% for Jews and 59.6% for Arabs.

The questionnaire

Self-reported data were collected by telephone interviews. The interview was
conducted in Hebrew among the Jewish population and in Arabic among the
Arab population. The interviews were conducted by trained interviewers, native
speakers of Hebrew or Arabic. The current research is based on the information
that was collected as part of this survey.

The questionnaire in the third survey included issues related to socio-demo-
graphic factors, health status, self-report on chronic conditions or diseases, use
of health services and health-related behaviors. In addition, this questionnaire
included a shortened five-item version of the Mental Health Index (MHI-5) (Shor
& Delbar, 2014; Rumpf, Meyer, Hapke, John, 2001). This tool was derived from
a wider instrument, the SF-36 [The Short Form (36) Health Survey], which is
composed of eight health-related subscales, including mental health (Shor &
Delbar, 2014). The MHI-5 includes all five items appearing in the “mental health”
subscale. The interviewees are asked to indicate at what frequency during the last
four weeks they experienced various emotional states (like despair and depression)
based on the following categories: “all of the time”, “most of the time”, “a good
bit of the time”, “some of the time”, ““a little of the time”, or “none of the time”. In
each question it is possible to accumulate points in the range of 5-30. Afterwards
the mark is translated to a scale which ranges between the values 0-100 and the
calculation is based on an average mark for all the questionnaire items (Geulayov
et al., 2010).

The MHI-5 was found to be an appropriate instrument for identifying depres-
sion in diverse populations and serves for detecting depression related symptoms
in different studies, including the two waves of the nurses’ study in Harvard, The
Nurses’ Health Study 1 and 2 (Friedman, Heisel & Delavan, 2005; Huang et al.,
2015; Pan et al., 2010). In studies in which this questionnaire was validated against
structured interviews, it was found that the optimal cut-off score for detecting de-
pression sets up at 60 in the general adult population. Individuals that accumulated
less than 60 points are suspected to have a clinical depression (major depressive
disorder) (Geulayov et al., 2010; Rumpf et al., 2001).

Study Variables

Dependent Variable
Depression Status: Existence of depression was determined according to the re-

sults of the MHI-5 questionnaire. Interviewees that accumulated less than 60 points
were defined as “depressed”; otherwise they were defined as “non-depressed”.
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Main Independent Variables

Population Group: Jews and non-Arab Christians were included in the Jewish
population group. Muslims, Arab Christians, Druze and Bedouins were included in
the Arab population group; Gender: the gender of each interviewee was recorded
by the interviewers; AgeGroup: the interviewees were asked to report their age
at the time of the survey and year of birth. Based on this information they were
classified into two age groups: 21-64, 65+; Religiosity: The interviewees defined
their religiosity according to the following categories: secular, traditional, religious
or very religious. Accordingly, the interviewees were classified into two groups:
“secular” for the first category or “religious” for any of the next three categories;
Marital Status: The interviewees reported about their marital status based on
the following categories: married or living with a spouse, separated, divorced,
widowed or single. Accordingly, the interviewees were defined as “living with
a spouse” for the first category or “living without a spouse” for any of the next
categories; Education Level: The overall self-reported years of education were
combined into two categories: less than 12 years of education and 12 or more
years of education; 4 Residential Area: The interviewee were classified into four
residential areas based on the six districts in which they live: “North Area” for
North district or Haifa district, “Central Area” for Central district or Tel Aviv
district, “Jerusalem Area” area or “Southern Area”;

Confounders — Basic Health Characteristics

General Health Status: The interviewees reported whether their general health
status is usually “very good”, “good”, “not so good” or “not good at all”’; Chronic
Conditions: The interviewees were asked about medical diagnosis of at least one
of the following: chronic conditions: asthma, hypertension, high cholesterol, high
triglycerides, heart disease, stroke, any cancer disease and diabetes; Body Mass
Index (BMI): BMI was calculated by dividing the reported weight (in kilograms)
by the square of reported height (in meters).

Statistical analysis

Due to possible effect of cultural differences between the Jewish and the Arab
populations, data were analyzed separately for each population group. The rates
of depression as defined above were calculated for the entire sample and by
population group and by the other socio-demographic characteristics mentioned
above. Bivariate analyses were done by %2 test for examining associations between
socio-demographic variables and depression. In order to evaluate the independent
effect of population group on the risk for depression, multivariable logistic regres-
sion was employed in the entire study population (Jews and Arabs) while con-
trolling for the other socio-demographic and health characteristics. The significant
variables that were found in the bivariate analyses among Jews and Arabs were
included in two separate multivariable models of logistic regression (one model
per population group). These models were run in order to identify predictors for
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depression among Jews and among Arabs. The basic health characteristics that
may be confounders were controlled for both models. SPSS software (version 24)
was used and statistical significance was set at p<0.05.

Results

The current study included 3,765 interviewees: 2,610 Jewish respondents
(50.3% men and 49.7% women) and 1,155 Arab respondents (47.4% men and
52.6% women). Table 1 presents the socio-demographic characteristics of the
Jewish and Arab population groups. Most of the interviewees were aged 21-64
among the two population groups. However, their proportion among Jews was sig-
nificantly lower than in the Arab sector (71.3% and 88.2%, respectively, p<0.01).
While almost half of the Jewish interviewees defined themselves as secular people,
less than 15% of the Arabs were classified as secular people (49.0% and 14.2%,
respectively, p<0.01). Around 80% of the interviewees reported that they live with
a partner in both population, Jews (82.6%) and Arabs (80.2%). The proportion
of interviewees who completed at least 12 years of schooling was significantly
higher among Jews than in Arabs (90.2% and 68.4%, respectively, p<0.01). The
most reported residential area was the Central region among Jews (49.2%) and
the Northern region among Arabs (58.6%).

Table 1. Socio-demographic characteristics of the interviewees by population
group

n Jews (n=2,610) Arabs (n=1,155)
% n %
Men 1,314 50.3 548 47.4
Gender
Women 1,296 49.7 607 52.6
Age 21- 64 1,862 71.3 1,019 88.2
group >65 748 28.7 136 11.8
o Non-religious 1,267 49.0 159 14.2
Religiosity —
Religious 1,320 51.0 962 85.8
) Without a 453 17.4 229 19.8
Marital spouse
status With a spouse | 2,153 | 82.6 | 926 80.2
Education <2 253 9.8 362 31.4
(vears) >]2 2,322 90.2 791 68.4
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North 575 22.0 677 58.6
Residential Central 1,284 49.2 137 11.9
area Jerusalem 397 15.2 275 23.8

South 454 13.6 66 5.7

The prevalence of depression in the entire sample was 13.8%. The rate of
depression was significantly higher among the Arab group than the Jewish group
(23.9% and 9.3%, respectively, p<0.01). This trend remained significant also after
controlling for the following socio-demographic and basic health characteristics:
gender, age group, religiosity, marital status, education level, residential area
general health status, chronic conditions and BMI (OR=2.77, p<0.01).

Table 2 presents the prevalence rates of depression among Jewish and Arab
population groups by socio-demographic characteristics. In each population group,
of Jews and Arabs, higher rates of depression were found among women, among
religious interviewees and among those who have low education level. In both
population groups there was significant association between residential area and
depression. The highest rate of the depression was detected in the south area among
Jews and in the north among Arabs. In addition, higher rates of depression were
found among those who live alone in the Jewish group and among those who are
aged 21-64 in the Arab population.

Table 2. Prevalence of depression among Jewish and Arab population groups
by socio-demographic factors

Jews (n=2,610) Arabs (n=1,555)
n % n %
Men 1,314 8.1 548 17.3
Gender Women 1,296 10.6 607 29.8
p <0.05 <0.01
21-64 1,862 9.1 1,019 25.0
:f:up > 65 748 9.9 136 15.4
p n.s. <0.05
Non-religious 1,267 7.8 159 17.6
Religiosity Religious 1,320 10.6 962 25.2
p <0.05 <0.05
Without a 453 15.5 229 28.4
Marital spouse
status With a spouse 2,153 8.1 926 22.8
p <0.01 n.s.
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_ <12 253 20.9 362 27.6
E‘:;‘:g:lc)’” >12 2,322 8.0 791 223
b <0.01 <0.05

North 575 7.8 677 27.5

o Central 1,284 9.7 137 16.1
Res'a‘:zgha' Jerusalem 397 6.8 275 18.2
South 454 13.3 66 27.2

b <0.01 <0.01

Table 3 presents logistic regression models that identified predicting socio-de-
mographic factors for depression. As mentioned above, models were run for the
Jewish and Arab population groups separately while they are controlled for basic
health characteristics. In the Jewish population, women, interviewees who live
alone and those who have low education level were more likely to be depressed.
The following variables were not associated with depression in this population
group: religiosity and residential area.In the Arab population, women, interviewees
aged 21-64 and those who live in the north or in the south area were more likely
to be depressed. The following variables were not related to depression in this

population group: religiosity and education level.

Table 3. Predicting factors of depression among Jewish and Arab population

groups by multiple logistic regression models*

Jews (n=2,610)

Arabs (n=1,155)

OR 95% ClI OR 95% Cl

Women 1.6 1.1-2.2 2.0 1.4-2.7
Gender Men Ref Ref

p <0.01 <0.01

21-64 - - 3.7 1.9-7.5
:f:up 265 - - Ref

p - <0.01

Non-religious - - - -
Religiosity Religious - - - -

p - -

Without a 1.8 1.2-2.6 - -
Marital spouse
status With a spouse Ref - -

p <0.01 -
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Ed ) <12 2.0 1.3-3.0 - -
ucation ~12 Ref - -
(years)
p <0.01 -
North - - 1.9 1.1-3.1
p <0.05
) ) South - - 2.0 1.2-3.2
Residential » 20.05
area
Jerusalem - - 1.6 0.9-2.7
p n.s.
Central - - Ref

* Both models were controlled for the following basic health characteristics:
general health status, chronic conditions and BMI (data is not shown).

Discussion

In this study, the rates of depression were estimated among the adult population
in Israel, with emphasis on Jews and Arabs. In addition, the socio-demographic
factors that may enhance the probability of depression were examined among
Jews and among Arabs.

It was found that the rate of depression was 13.8% by scale-based tool (MHI-
5) in the entire research population. In previous studies in Israel, which also used
scale-based tools, rates of depression were higher than in the current research:
17.8% and 21.5% (Kaplan ef al., 2010; lancu et al., 2003). These findings may
imply on a decline in the rate of depression in Israel. This decline may be attrib-
uted to efforts made for increasing a public awareness about depression and its
implications through various channels, such as the Ministry of Health Website.
These tools enable access to relevant information in several languages, including
Hebrew and Arabic (Ministry of Health, n.d.). However, there is still high rate
of adult individuals in the general population in Israel who cope with depression
or related symptoms to depression. This situation indicates on the importance of
reducing the extent of depression among the Israeli adult population.

A significant gap was found in the rates of depression between Arabs and Jews.
The rate of depression among the Arab population was 2.6 times higher than among
the Jewish population (23.9% and 9.3%, respectively). This difference remained
significant also after controlling for the other studied socio-demographic factors
and for basic health characteristics. A similar gap was observed in former studies
and was explained by the lower education level and poorer health status among the
Arab population compared to the Jewish population (Kaplan et al., 2010). Howev-
er, in the current study this difference remained significant also after controlling for
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socio-demographic and basic health characteristics (including education level and
general health status). The Arab population constitutes a minority group in Israel
(about 20% of the total population in Israel) (Israel Center Bureau of Statistics,
2014). This minority group has unique cultural characteristics that influence its
attitudes and patterns of coping with healthissues, including mental disorders.
Religious beliefs, perception of family as a supreme value, and the stigma which
is associated with related problems to mental health consist for barriers for di-
agnosis of mental disorders and coping with them among the Arab population in
Israel. Expression of emotional distress is less common in the Arab society than in
Jewish society (Baron-Epel et al., 2005); therefore, Arabs who experience mental
disorder may deny their situation and avoiding from turning to professionals in
the field. Alternatively, they would search for therapeutic options only for the
physical symptoms of the misdiagnosed depression.Moreover, existing health
services may not be suitable for the cultural aspects and requirements of the Arab
population. For example, Arabs man may avoid from using professional help if it is
provided by a female therapist instead of a male therapist. Similarly, Arab patients
may find it difficult to turn for therapy that is provided by a non-Arab therapist
who is not familiar with their socio-cultural values. In addition, traditional med-
icine may take more significant place in the Arab culture than the Jewish culture
(Al-Krenawi, 2005). As a result, Arabs may prefer to turn to healers who provide
traditional medical interventions. These interventions might not be proven as an
evidence-based efficient treatment for depression.

It was found that the likelihood for depression among women was higher than
among men in both population groups, Jews and Arabs. These findings correspond
with those of former studies around the world and in Israel (Kaplan et al., 2010;
Kessler & Bromet, 2013; Piccinelli & Wilkinson, 2000). Compared with men,
women have a higher likelihood of suffering from depression, due to biological
and psychological factors. Studies have shown an association between hormonal
changes and depression. In the course of their lives, women would likely cope
with more hormonal changes, especially during the period of fertility: before
and during menstrual cycle, during pregnancy etc. A variety of psychological
factors may explain the increased likelihood of depression among women, such
as socialization processes, interpersonal factors and characteristics which are
associated with the structure of the personality (Albert, 2015; Noble, 2005). In
the recent decades many women cope with a demanding lifestyle that requires
them to combine between the employment framework and the burden of caring
for children and maintaining the household. This lifestyle can lead to stress and
a sense of distress that increases the risk of depression. In this situation, the ab-
sence of a relationship with a spouse or the active support of a spouse may also
be associated with the occurrence of depression. In addition, some women have
a tendency to waive on their personal needs and suppressing angers in order to
fulfill their obligations with nurturing and maintaining intimate relationships.
These patterns may increase personal distress and cause depression. The current
research has showed that the probability of depression was higher at the younger
age group (aged 21-64) compared with the age group of older adults (aged 65+)
among Arab group only. Among Jews, this variable was not associated with de-
pression at the bivariate analysis. In several studies, an association between age
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and depression was observed (Iancu et al., 2003; Kessler & Bromet, 2013). In
later stages of life, most of the older adult people cope with physical limitations,
bereavement, and other stressful events alongside with changes to the immune
system, cognitive function, and other biological systems that may increase their
risk for developing depression. However, there are social and psychological factors
that protect the old population from the development of depression or depressive
symptoms. Improved emotional regulation, which is related to aging, has a strong
protective effect against the development of depression in older adults. Older adults
tend to be less sensitive to stressors in comparison to adults at younger ages. In
addition, older adults, compared with younger adults, focus more on positive life
events with emotional value. Some also have a good self-perception alongside
with self-efficacy and a sense of control with regard to their lives. Studies have
shown that adults with limitations in functioning may recover from depressive
symptoms if they find other alternatives to the same limitations (Fiske, Wetherell
& Gatz, 2009). It is possible that these protective factor provide a more significant
advantage among the Arab population due to cultural and accessibility barriers to
mental health services, including medical interventions for depression (Al-Krena-
wi, 2005). Therefore, the difference in the likelihood of depression based on the
age group was not found to be significant among the Jewish population.

In the bivariate analyses, there was a correlation between religiosity and de-
pression. In both, Jewish and Arab groups, the rates of depression were higher in
religious interviewees than secular people. However, in the multivariable analyses
in both population the association was not significant. The influence of religios-
ity on health related issues may act in two opposite directions. On the one hand,
various religions emphasize the high value of life and the importance of health
maintaining. Therefore, each person is obligated to perform the necessary actions
to keep healthy lifestyle. Moreover, in special circumstances these actions may
lead to violation of religious commandments, such as avoidance from fasting in
particular date due to health restrictions (Bowen, Signal, Eng, Crystal & Burke,
2003; Lawrence & Rozmus, 2001). On the other hand, the principles of religion
may consist for barrier for turning to medical experts and using health services.
For example, some religious people may avoid specific medical services due to
physical modesty issues or because they may percept the disease as punishment
by force majeure (Azaiza & Cohen, 2008).

This research showed that the likelihood of depression was higher among
individuals who live alone than those who live with a spouse among Jews only.
Among Arabs, this variable was not associated with depression at the bivariate
analysis. The association between marital status and depression was demonstrat-
ed in former researches as well (Blazer et al., 1994; Kaplan et al., 2010). People
living in solitude are at increased risk of social isolation. Individuals who suffer
from social isolation receive less social and instrumental support than those who
do not live alone. This isolation may increase the likelihood of depression among
such people (Stahl, Beach, Musa & Schulz, 2017). The principle of collectivism
in Israel is much more significant among the Arab population compared to the
Jewish population. The guiding values of members of a group who act according
to this principle are social solidarity, mutual responsibility and a shared sense of
belonging at the level of the nuclear family, the extended family, the neighborhood
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and the entire community (Malach-Pines & Zaidman, 2003). Research evidences
suggest that depression levels are lower among individuals who live alone and
receive support from neighborhood members, compared with those who live alone
without the support of neighborhood members (Stahl et al., 2017). Accordingly, it
is possible that individuals who live alone in the Arab population receive sufficient
support from members of the neighborhood, which constitutes a partial or full
substitute for the support of life partners. This may explains why no relationship
was found between marital status and depression among Arabs.

The current study found a higher likelihood of depression among individuals
with low education level (less than 12 schooling years) than those with high
education level (12 years or more years) among Jews only at the multivariable
analyses. The correlation between education level and depression is supported by
findings of former studies (Blazer et al., 1994; Kaplan et al., 2010). There are
several explanations to the fact that higher education is related to good mental
health. Higher level of education increases the individuals’ chances of integrating
into fields of activity that provide them higher social status that improve their
well-being, including establishment of self-worth. Moreover, higher levels of
education may reduce the risk of unemployment and enable access to senior posi-
tions with high salary levels. In addition, the acquisition of education contributes
to the development and establishment of capabilities, knowledge, skills, attitudes
and values. These may provide the individual “a kit” of tools and capabilities to
cope with problems in the workplace and in daily life. Another aspect, individ-
uals with higher education, compared with those with less education, have more
opportunities to create and maintain social networks that can be supportive and
contributing to better mental health (Bracke, Pattyn & von dem Knesebeck, 2013).
Among the Arab population in the research, this finding was not significant. It is
possible that the mutual responsibility and assistance that are customary among the
Arab society at the level of the neighborhood and the community (Malach-Pines
& Zaidman, 2003) reduces the likelihood of depression in risk groups, such as
those with low levels of education.

Among Arabs, the likelihood of depression was higher among individuals who
live in the northern and southern areas than those live in the central area. This find-
ing was not observed in the Jewish group at multivariable analyses. In residential
areas where the percentage of Arabs is high with relation to the national population
distribution (in the north and south), there may be a deficiency of medical services
and staff. In contrast, the Jewish population is concentrated mainly in the central
and Jerusalem areas, where these deficiencies may be less prominent. The rate of
dissatisfaction with the availability of primary and secondary care settings was
higher among Arabs compared to Jews (Chernichovsky, Bisharat, Bowers, Brill
& Sharony, 2017). It is possible that due to lower accessibility of health services
in the north and south, in areas of concentration of the Arab population, the op-
portunities of detecting undiagnosed depression among Arabs are more limited
compared to areas of higher accessibility of these services (in both, central and
Jerusalem areas in which there are higher concentration of the Jewish population).
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Study Implications

The associated factors with depression in each one of the two population groups
were partially different. These findings reinforces the need in tailoring a unique
intervention plan for each population group (Jews or Arabs), which focuses on
the sub-groups at higher risk for depression. These plans should put an emphasis
on the native language, traditions, customs, social codes and cultural barriers for
health services utilization, in order to make a change in consciousness among
these populations. These plans may result in increased awareness for depression
and its harmful implications. Moreover, an increased awareness for depressive
disorders may help in enhancing the compliance with recommended treatment for
depression and in reducing the extent of the disorder in Israel. These intervention
will require consultation with experts (clerics, community center managers etc.)
in each population group. These experts may assist in building the intervention
plans and simultaneously serving as community key figures that influence their
own public opinions.

Strength and Limitations

This study has one main strength point. The study population was derived from
the third national health survey conducted in Israel, based on a random sample
of household in Israel, with a low probability of selection bias. However, the
current study has three main limitations. First, the study type is cross-sectional
and therefore it is not possible to determine the directionality of the relationship
between some of the independent socio-demographic factors and the dependent
variable — depression. Second, due to limitations of sample size, it was not possible
to identify the associated factors with depression in different ethnic sub-groups
within each of the two main studied population groups, Jews (e.g., Ashkenazi and
Oriental populations) and Arabs (e.g., among Christians, Bedouins, Druze and
others). Third, the identification of depression cases in the current study was done
by a scale-based questionnaire that serves as screening tool for depression. This
tool does not provide accurate diagnosis of clinical depression and may result in
false positive cases of depression. Moreover, in order to obtain valid and robust
results, future studies should take into consideration to use a validated and cultur-
ally adapted scale (Tudorel et al., 2018; Vintila et al., 2018) to measure depression.

Conclusion

The current study found that around 14% of the adult population in Israel suffers
from depression, with a significantly higher rate among Arabs than among Jews
(around 24% and 9%, respectively). The overall rate was lower than the rates which
were found in previous studies, which used scale-based questionnaires: 17.8% and
21.5% (Kaplan et al., 2010; Iancu et al., 2003). These findings may indicate on a
decline in the rate of depression in Israel due to increased awareness to depression
and treatment options among the Israeli adult population.
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The gap in depression rates between Jews and Arabs may be explained by
cultural differences that affect attitudes and patterns of coping with health-related
conditions, including depression (Al-Krenawi, 2005; Baron-Epel et al., 2005;
Cohen & Azaiza, 2007). In this study, several socio-demographic characteristics
were associated with depression. As found in previous research findings, the likeli-
hood of depression was greater for women than men (Kaplan et al., 2010; Kessler
& Bromet, 2013; Piccinelli & Wilkinson, 2000) among both, Jews and Arabs.
Probably, the explanation for this difference is related to biological factors and
psychological factors which are specific to women (Albert, 2015; Noble, 2005).

The likelihood for depression was higher in the younger age group (aged 21-64)
compared with elders (aged 65+) among Arabs. In several studies an association
between age and depression was observed (lancu et al., 2003; Kessler & Bromet,
2013). There are probably social and psychological factors that protect this popu-
lation from the development of depression, such as an improvement in emotional
regulation. These factors may provide a more significant advantage among the
Arab population compared to Jewish population that cope with less barriers for
using related medical services for depression (Al-Krenawi, 2005).

The likelihood for depression was higher among individuals who live alone
than among those who live with a spouse among Jews, but not among Arabs. The
association between marital status and depression was also observed in former
studies (Blazer et al., 1994; Kaplan et al., 2010). People who live alone are at an
increased risk for social isolation, which in turn increases the risk for depression
(Stahl et al., 2017). Perhaps individuals who live alone in the Arab population
receive considerable support from neighborhood members (as part of the common
principle of collectivism in this society), which is a substitute for the support of
life partners. Thus, these individuals are not at an increased risk for depression
(Malach-Pines & Zaidman, 2003).

This study found that the probability of depression tend to be higher among
individuals with low education levels compared to those with higher education
levels among Jews, but not among Arabs. The association between the education
level and depression is supported by previous scientific evidences (Blazer et al.,
1994; Kaplan et al., 2010). Higher education may provide the individual high
socioeconomic status and “a kit” of tools for coping with problems in work and
in daily life, including emotional distress (Bracke et al., 2013). Among the Jews
only, interviewees that live alone or have low education level had increased like-
lihood for depression. It is possible that the collectivism which is expressed by
mutual support in the Arab society (Malach-Pines & Zaidman, 2003) reduces the
likelihood of depression in certain Arab risk groups, such as those who live alone
of have low education level.

In the Arab population, a higher likelihood of depression was found among
individuals who live in the northern and southern areas of Israel than among those
who live in the central area. This finding was not observed among Jews. It is
possible that due to lower accessibility of health services in the north and south -
areas where the Arab population is more prominent, the opportunities of detecting
undiagnosed depression among this population are more limited.

The current study reinforces the need in tailoring a unique intervention plan for
each population group (Jews or Arabs), which focuses on the sub-groups at higher

49



SOCIAL RESEARCH REPORTS - VOLUME 11, ISSUE 1 - MARCH 2019

risk for depression. These programs should put an emphasis on cultural aspects
and barriers for health services utilization, in order to plan an efficient interven-
tion which result in enhancing the compliance with recommended treatment for
depression and in reducing the extent of the disorder in Israel.
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