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Abstract
Background: Major depressive disorder is the most common psychological disorder and affects many people
worldwide. Therefore, it is important to identify the factors that cause or facilitate this disorder.
Objectives: The aim of this qualitative study was to identify the facilitating factors of depression from the
perspective of Iranian patients with major depressive disorder.
Methods: This qualitative study was conducted by content analysis method. Data were collected via purposeful
sampling (maximum variation sampling) by conducting semi-structured interviews until reaching data saturation. Indepth interviews were conducted with 12 participants, including patients with major depressive disorder and their
families in Razi Psychiatric Training and Treatment Center in Urmia (RPsTT) from November 2018 to February 2020.
The process of data analysis was based on the Landman and Grenheim method. The accuracy and trustworthiness
of the data were obtained through the Lincoln and Guba criteria.
Results: The analysis of interviews with the participants indicated four major categories: a. Environmental factors
(approved by 8 participants), b. Attitudinal factors (approved by 12 participants), c. Economic factors (approved by 9
participants) and d. Situational factors (approved by 10 participants).
Conclusion: In order to prevent major depressive disorder or to reduce the signs of this disorder and improve
these patients quality of life, paying attention to the facilitating factors from patient’s perspective based on their
community culture can be effective. Among facilitating factors, attitudinal factors have the most impact on the
incidence and exacerbation of this disorder from the perspective of patients.
Keywords: Depression, Facilitation, Major depressive disorder, Perspective, Qualitative research

Introduction
Major depressive disorder (MDD1) is a complex mood
disorder characterized by persistent and overwhelming
depression [1]. It is a debilitating psychiatric disorder
characterized by pervasive depressed mood, anhedonia,
cognitive disability, and suicidal tendency [1, 2]. In the
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most recent surveys, major depressive disorder has the
highest lifetime prevalence (almost 17%) of any psychiatric disorders [3].
Approximately 350 million people worldwide have
major depressive disorder [4, 5]. In other words, depression has been diagnosed in nearly 4% of the world’s
population with a prevalence of 16.6% throughout life,
which has a major impact on social and public health
[6]. Suicide rate in these patients is 4% and its recurrence rate is high and increases social and economic
burdens [1]. A study by Sharifi et al., on the prevalence
of psychiatric disorders in Iran, showed that the most
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common psychiatric disorder in Iran was major depressive disorder with a prevalence of 12.7% [7, 8].
Major depressive disorder is a serious health threat
and will be the second leading cause of diseases by 2030
[9]. The serious developmental consequences of depression and the associated treatment challenges once it has
developed underscore the need for programs aimed at
prevention [10]. Given the recurrent nature of the disorder, it is important not just to treat the acute episode,
but also to protect against its return and the onset of
subsequent episodes. Several types of interventions have
been shown to be efficacious in treating depression. The
antidepressant medications are relatively safe and work
for many patients, but there is no evidence that they reduce risk of recurrence once their use is terminated [11].
Numerous factors have been cited in various studies as
facilitators of depression. For example, in a study by
Person et al., environmental stressors such as mass
disasters were cited as a contributing factor to depression [12]. Deadly diseases such as cancers have been
mentioned as other causes of depression [13]. In
addition to these factors, disability can also be a predisposing factor for depression [14]. In general, the results
of such studies have reported some factors as predictors
of depression. These factors include couple communications [15], self-esteem [16], experience of body image
issues [17], and genetics factors [18].
However, most authors who examined risk factors for
onset of MDD did not discriminate a first onset of MDD
from recurrent MDD [19]. In addition, often studies did
not have sufficient power to examine the differential impact of risk factors on a first onset of MDD in men and
women. Insight into these risk factors may assist physicians and policy makers in determining who is more
susceptible to depressive symptoms to prevent the onset
of MDD and its associated burden of disease [9].
Therefore, it is necessary to first evaluate patients’ perceptions of the depression facilitation factors to assess the
quality of life of their community [20]. To identify depression facilitators in patients with major depressive disorder
and with regard to the characteristics of qualitative studies, which makes it possible to describe phenomena,
understand the relationships between phenomena and
processes. The present study is a qualitative research utilizing a qualitative content analysis approach to discover
new perspectives, new concepts and to communicate between them [21]. Qualitative research is a form of social
research, where people interpret their experiences and the
world in which they live. Qualitative methods are used to
reveal people’s behavior, views, feelings, and experiences
to understand the social realities of individuals, groups,
and cultures [22].
The objective of this study was to carry out an exploration to understand the Iranian patients with major
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depressive disorder perceptions about causes and risk
factors for this disorder. Therefore, with regard to the
mentioned characteristics of qualitative studies, the use
of qualitative research method with qualitative content
analysis approach is appropriate for the purpose of this
study.

Methods
Design of study

This study is part of a master’s thesis. That lasted from
November 2018 to February 2020. This study is a conventional content analysis. Conventional content analysis
is generally used with a study design whose aim is to describe a phenomenon, in this case the emotional reactions of hospice patients. This type of design is usually
appropriate when existing theory or research literature
on a phenomenon is limited [23].
Semi-structured interviews were conducted with patients who were undergoing current treatment for major
depressive disorder in Razi Psychiatric Training and
Treatment Center in Urmia (RPsTT2).
The research environment consists of 3 in-patient
wards of RPsTT. This hospital is the psychiatric center
of Urmia City and patients with all kinds of mental disorders are referred to this hospital from all centers.
Participant

Ethical committee approval was obtained. Then, purposive sampling was started among patients with major depressive disorder and continued until data saturation.
This is the method of conscious selection of specific participants by the researcher. All attempts are made to
enter participants with the specified status [24]. Purposive sampling strategies are designed to enhance understandings of selected individuals or groups’ experience(s)
or for developing theories and concepts. Researchers
seek to accomplish this goal by selecting “information
rich” cases, that is individuals, groups, organizations, or
behaviors that provide the greatest insight into the research question [25].
Participants in this study were selected as having been
diagnosed with major depressive disorder by their
treated psychiatrist and had been in hospital for at least
2 weeks. They were also able to speak and were willing
to participate in the study.
Participant selection and interviews with participants
continued until the data were replicated.
The study included 12 participants, 7 men and 3
women with major depressive disorder and 2 families of
these patients with varying age, occupation, education,
and marital status. During the interviews with the patients and the analysis of the data, the researchers were
2
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directed to the interviews with their family caregivers. In
this study, there were two family caregivers (without depression) who were in close relationship with these patients and were able to fully describe the living
conditions of these patients to the research team and
confirm or deny the patients’ statements.
Participants of this study had been referred to a psychiatric clinic and policlinic for neurological or suicidal problems and had been admitted to the RPsTT after being
diagnosed with major depressive disorder.

Inclusion and exclusion criteria

Inclusion criteria included depressed patients admitted
to RPsTT with a psychiatrist’s diagnosis based on DSM5 criteria, fluent in Farsi or Turkish and interested in
participating in the study, the patients participating in
this study were individuals who had experienced several
episodes of major depression and at least 2 weeks had
passed since their last hospitalization at the time of the
interview, and they were under drug treatment and psychologically stable to be interviewed (a stable mood that
they were able to communicate with the researcher and
share their experiences). (Patient health records were
used to extract the necessary information.)
Exclusion criteria were self-report of the presence of
other physical or mental illness or lack of interest in
continuing to participate in the study.

Interviews

These patients were invited by the head nurses and the
researcher to participate in this study. The study area
was different parts of RPsTT; a quiet, non-commuter
room was chosen as the place for the interview.
Written or verbal informed consent was obtained from
all participants. After explaining the purpose and necessity of the study, the researcher reminded the participants of their commitment to adhere to all ethical
principles such as confidentiality, anonymity, and permission to discontinue or leave the study and access to
what they have stated.
The length of the interview varied from 35 to 60 min
depending on the participant's willingness. Participants
were interviewed in 2 or 3 sessions depending on the
conditions of the interview to obtain rich and complete
data. The researcher also conducted subsequent interviews to ensure that he had a common understanding of
the data with participant (for member checking). Generally, a total of 35 interview sessions with participants
were conducted during the study. All interviews were
conducted when MDD patients had passed through the
acute episode of the disorder and had a stabilized mood
and were able to talk and share their experiences.
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There was an interview guide for the semi-structured
interviews which included questions such as the
following:
1. What factors affect you?
2. What causes depression in you?
3. And…
In order to maintain confidentiality and anonymity,
participants were given aliases in this study. Also, one of
the characteristics of the interviewer (first author) in this
study is that before the study, the researcher had completed his internship in this psychiatric medical center,
but at the time of the research, he did not have any
therapeutic or care relationship with the patients of that
medical center.
Analysis

To analyze the data in this study, the content of the interviews was recorded during individual interviews with
participants, then transcribed verbatim and then typed
into the software (MAXQDA10).
After the interviews were completed, all the interviews
were coded according to the conventional content analysis method and the concepts were extracted. The
process of data analysis was based on the Landman and
Grenheim method in 2004 [26]. The following steps
were taken in this study:
1. The interviews were conducted and then reviewed
several times to find the correct understanding of
the whole case.
2. Semantic units were extracted from the interviews
and then categorized as compact units.
3. Based on the concept of meaning in semantic units,
these units were carried out to the level of
abstraction and were labeled with codes.
4. The codes were compared in terms of similarities
and differences and were categorized under more
abstract categories with distinct labels.
5. By comparing the classes with each other and
delving deeply into them, the content of the data is
presented as the theme.
A sample of the trend of condensation-abstraction
process in this study is shown in Table 1.
Trustworthiness of research

Lincoln and Guba’s trustworthiness criteria and techniques were used to ensure the validity and reliability of
the qualitative data [27, 28].
To ensure credibility, review and peer review has been
used by participants and partners. During the interview,
the audience was given feedback and endorsed speech
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Table 1 A sample of the trend of condensation-abstraction process in this study
Main
category/
theme

Subcategories

Open code

Meaning units

Attitudinal
factors

1. Negative
attitudes around
people
2. Negative selfconcept

Exacerbation of depression with
negative attitudes of others due to lack
of jobs.
Exacerbation of depression with a
feeling of imperfection

You also know that if someone doesn't have a job, how do they look at
him? When they look in that case to me, it makes me depressed.. (P7) (Male.
Patient).
After my sister got married and I couldn't get married, I felt that maybe I had
a flaw that made no one want to marry me, and I gradually became more
depressed.. (P8) (Female. Patient).

by him/her. In the review by colleagues, the coding and
classification process was reviewed by other members of
the group, and in cases where there was disagreement;
discussions were held until agreement was reached. Also,
other methods have been used, like prolonged engagement, devoting enough time, and good relationship with
participant.
For transferability, rich descriptions were written detailing their environment, participants, and non-verbal
behaviors; also, demographic characteristics of the participants were reported and varied sampling was performed to increase transferability.
The confirm ability was verified through external reviewers; the coding and classification process was approved by two experts in the field of qualitative research.
In order to assess the dependability, the study process,
was described in detail and research notes were carefully
written.
One of the problems in this study was patients’ lack of
confidence and their poor co-operation in the research.
Interviews were held in several sessions with each individual to resolve this problem.

lowest level of education was illiterate and the highest
was bachelor’s degree (Table 2).
After content analysis, there were factors that led to
depressive disorder or aggravated depression signs.
Therefore, these factors were categorized as facilitating
factors of depression in 4 categories and 8 subcategories
(Table 3).

Results
Demographic characteristics showed that the youngest
participant was 19 and the oldest was 48 years old; the

First category: environmental factors

Environmental factors are one of the most influential
factors in depression. In this study, environmental factors include external factors that severely affect the depressed person. This factor includes two subcategories:
1.Intensifying depression symptoms with sunset and 2.
exacerbation of depressive symptoms with seasonal
changes.
Intensifying depression symptoms with sunset

Eight participants reported that sunset caused or aggravated the symptoms of depression. So that by sunset and
at night, these patients will have symptoms of low mood.
Patients reported that most of their depression symptoms were seen at night and they saw the sunset as a
major cause of the depression.
P9 (male. patient): On the other hand, when the
weather cools down and it gets dark early, my heart

Table 2 Demographic characteristics of the participants
Rows

Alias

Age

Education

Job

Marital status

1

Patient/male

37

Diploma

Welder

Married

2

Patient/male

23

Under diploma

Hand selling

Single

3

Patient/male

48

Diploma

Military retiree

Married

4

Patient/male

41

Bachelor

Military officer

Married

5

Patient/male

29

Illiterate

Driver

Married

6

Patient/male

32

Elementary

Unemployed

Single

7

Patient/male

47

Under diploma

Lawn mower

Married

8

Patient/female

34

Under diploma

Housewife

Married

9

Patient/female

44

Illiterate

Housewife

Married

10

Patient/female

19

Diploma

Unemployed

Single

11

Patient’s wife

26

Under diploma

Housewife

Married

12

Patient’s mom

44

Diploma

Housewife

Married
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Table 3 The categories and subcategories of the data

Negative attitudes of around people

Categories

Subcategories

1. Environmental
factors

a. Intensifying depression symptoms with sunset

2. Attitudinal factors

a. Negative attitudes of around people

According to this study, we found that depressed patients are very impressionable. They can be easily influenced. Study participants were strongly affected by
other’s attitudes, and especially their negative attitudes
about him/her status in society led to depression in that
patient. Ten patients declared that one of the things that
causes others to have a negative attitude toward them
and that affects them a lot is the lack of proper position
in society and lack of jobs.

b. Intensifying depression symptoms with seasonal
variations

b. Negative self-concept
3. Economic factors

a. The impact of financial problems on depression
b. Unemployment causes depression

4. Situational
factors

a. Depression incidence followed by loss
b. Retirement crisis

aches and I feel suffocated.
P5 (male. patient): I like it to be always sunny because when it gets dark at night I get nervous and I
always think about it.
P6 (male. patient): I wish it was always morning Just
go to the garden in the nature I hate the night, I always feel bad, I wish it was always the day, I think
the night gets me more depressing.

Exacerbation of depressive symptoms with seasonal
changes

Six participants said that as the cold season arrives, especially with the onset of autumn, they feel depressed, and
climate changes lead to the exacerbation of their depression. Patients said that as the cold season approached,
they would lose their relaxation and efficiency, and on
the other hand, there would be symptoms of depression
and body weakness.
P6 (male. patient): When the fall comes I become
more depressed. Most of the time I get sick in the
fall, I feel like I can't work.

Second category: attitudinal factors

Depressed patients are strongly influenced by attitudinal
factors. Participants stated that other’s negative attitudes
toward them lead to an increase in depression symptoms. These patients emphasized the need for family
member’s attention to the individual’s position in society
and the family and stated that they needed a proper position in their family. On the other hand, negative selfesteem and feeling defective or unable to work in certain
areas of life lead to exacerbation of depression in these
patients. Therefore, attitude factors are composed of two
sub-categories, which include the following:
1. Negative attitudes of around people
2. Negative self-concept.

P7 (male. patient): You know that if anyone doesn't
have any job, how they look at him in society and
when I have that attitude I get more depressed. And
also I didn't have good position in our family. They
looked bad to me. That was very impressive in my
depressive disorder.
Negative self-concept

Self-concept includes our attitudes, feelings, and knowledge about social ability, skill, and receptivity. Selfconcept encompasses all aspects of cognitive, perceptual,
emotional, and evaluation procedures. An image everyone has in mind. Therefore, one’s set of attitudes to
himself is called self-concept [29]. All of the participants
had a negative concept of them and had a lack of selfesteem, leading to a sense of depression in them. Patients participating in the study did not foresee a suitable
position for themselves in society, and they always felt
deficient, inadequate ability, and defective in themselves.
P7 (male. patient): After we sold the store we
bought a house but my family did not like it. And it
destroyed my morale. I always say to myself I could
not glorify my family. We were running away from
parties and gatherings because they didn't value us,
so we would have preferred to stay home even when
we were invited to a place where we wouldn't see
the value. In my family, when you don't have
money, you don't have good position you don't have
any value. When I think about these things and feel
that problem is from me it makes me more
depressed.
P8 (female. patient): After my sister got married and
I stayed home, I was jealous of her and said why I
can't get married. Perhaps I have problem and it
made me depressed.
Third category: economic factors

Other factors from the patient’s point of view that have
a significant impact on the degree of satisfaction of
depressed patients and can lead to the prevalence of
depression in society are economic factors. According to
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this study in the area of economic factors, factors such
as financial problems, lack of money, loss of belongings
due to unemployment, lack of a fixed job, and loss of
employment lead to an increase in the prevalence of depression in individuals. This category included of two
subcategories: 1.The impact of financial problems on depression and 2. Unemployment causes depression.
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patients indicated they were dissatisfied with their retirement and tended to continue working because retirement had negative effects in their life, like feeling of lack
of energy. Thus, the category of situational factors consists of two subcategories, including: 1.Depression incidence followed by loss and 2.Retirement crisis.
Depression incidence followed by loss

The impact of financial problems on depression

Economic instability and financial problems are among
the factors that can easily lead to depression and affect
patient’s entire lives. Nine participants mentioned that
lack of money, loss of money, and financial problems
have exacerbated their depression, or their depressive
symptoms increase with the lack of money and lack of
income.
P5 (male. patient): Financial problems have had a
huge impact on my illness. All patients like me have
a huge financial problem with their illness.
P9 (female. patient): My husband had gone bankrupt. We sold the house, we sold the car. All of
them made me depressed.
P4 (male. patient): I have financial problem, and this
problem is pushing me to the point that I always
think of money that I have to give back and that
makes me depressed.
Unemployment causes depression

Five participants found unemployment to be a cause of
their depression. For example, not having a permanent
job or being fired and losing a job has led to depression.
Most of these patients said they are very upset about not
having a permanent job. Others said they were so eager
to find a job that they became depressed after they could
not find a job, and some of them said that they are depressed after being fired.
P5 (male. patient): The biggest disadvantage of not
having a permanent job is I waste all of the money
that I get from one day work and then when I cannot find another work to do and get money it makes
me depressed.
P7 (male. patient): Overall, I was depressed for the
two years I was out of work. Unemployment bothered me a lot and made me depressed.
Fourth category: situational factors

Situational factors are influences that do not occur from
within the individual but from elsewhere like the environment and others around you. From the perspective of
participants in this study, patients are deeply affected
and depressed by the loss of loved ones as their parents.
Other situational factors are the retirement crisis that

It is not easy to endure the death of loved ones and
overcome the sadness that comes with it, but over time,
it can be a relief. Unfortunately, sometimes the recovery
process is delayed and your social performance will be
severely disrupted. Ten participants indicated that they
were depressed with the loss of their parents or other
loved ones and that lack caused them depressed.
P8 (female. patient): My mom was very kind to me. I
was depressed when she died. She liked me so much
she talked to me well, she said me to pray, to pay attention to my personal hygiene.
Retirement crisis

From the perspective of patients, retirement can be a
synonym for a nightmare. Many retirees, therefore, view
retirement as not only an opportunity to pursue their favorite activities, but also view retirement as a serious
threat and a nightmare. One of our contributors believed
that he would feel sick after he retired. He had no interest in retirement and was interested to continue in the
service, even protesting his retirement and committing
suicide for failing to return to work. Another participant
considered retirement as a loss of social value.
P3 (male. patient): I was depressed since I retired, I
was good at my job, I wanted to work there, I didn't
want to retire, even complained about retirement,
but after my retirement my morale was so bad.

Discussion
In this study, factors called depression facilitators had a
significant effect on the onset and exacerbation of depressive symptoms. Patients with major depression, and
their families mentioned in interviews that environmental factors, attitudinal factors, economic factors, and situational factors are among the factors affecting the lives
of these patients and can greatly increase their depressive symptoms. The mentioned factors with the aggravation of depressive symptoms have a great effect on
destroying the interest of these people to continue living
and continuously deprive them of a sense of satisfaction
and enjoyment of life. On the other hand, by eliminating
or reducing the mentioned factors, it is possible to help
improve the quality of life of these patients and reduce
the severity of MDD’s symptoms.
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The first factor to alleviate depression is paying attention to the environmental factors. Patients believe that
with sunset and the onset of autumn, depressive symptoms may develop or worsen. In this regard, Patten et al.
reported that the burden of major depressive illness was
much higher in the winter months than in the summer
months [30]. In another study, Rottenberg et al. reported
that sunsets were a major cause of mood swings and depression [31]. A study by Gartlehner et al. found that the
risk of recurrence of major depression increases with the
onset of autumn and winter [32].
The second factor in the occurrence or intensification
symptoms of depression is attitude factors. Patients believe that other people’s attitudes toward them have a
high impact on their depression, and some of these patients also have a type of negative self-concept. Regarding attitudinal factors, a study has been conducted by
Zhang et al. It indicates that negative attitudinal factors
in the community, especially the stigma label of mental
illness, lead to aggravation of mental disorders. According to Zhang, patients with mental disorders are less acceptable to others in the community. In addition, the
families of these patients consider the existence of such
a member as a disgrace, which is referred to as family
stigma [33]. Risch et al. also believe that low self-esteem
or negative self-esteem in depressed patients leads to recurrence of major depressive episodes [34]. Kuehner
et al. also point out in their study that in order to improve the quality of life of patients with major depression, their self-esteem and social support should be
enhanced [35].
The third effective factor for these patients is economic factors. These patients believe that they become
depressed by unemployment and lack of jobs, as well as
by the financial problems. In this regard, Simon reports
in his study that factors such as financial problems and
job loss have a great impact on causing depression, and
also depression causes a deterioration of the functional
and occupational status of the person and has high costs
for the depressed person and his/her family [36]. Gürhan
also points out that most depressed patients have an unfavorable economic situation, and this low economic
situation leads to worsening of the disorder and even
suicide in these people [37].
And finally, situational factors are other causes of depression in these patients. According to the results of
the data, the loss and loss of loved ones have led to
symptoms of depression in them. Friedman et al. also
write that the experience of grief following the loss of a
loved one is an understandable and acceptable reaction.
However, in some people, it can have deeper effects and
cause various symptoms of major depression. As a result
of losing loved ones, people suffering from major depression experience a major crisis, become pessimistic,
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and lose their self-esteem [38]. Djelantik et al. also note
that depressed patients who lose loved ones experience a
more intense period of grief [39].
In the present study, our participants considered retirement as an important cause of depression. However,
a study by Lee and Smith found that retirement does
not lead to depression, and it leads to reduced labor
force participation. However, in the continuation of their
study, they point out that retirees are often more depressed than workers [40]. While in the opinion of the
participants in our society, job is a kind of recreation
and social activity, and on the other hand, income decreases with retirement and creates economic problems
for the retiree, and therefore retirement can lead to depression or its aggravation. Karpansalo et al. also reported in their study that depression leads to early
retirement [41]. Butterworth et al. also have indicated
that people who have retired have experienced various
mental health crises compared to the time they were
employed [42].
Proper knowledge of facilitator factors for depression
helps to increase the detective power [43]. Therefore, in
addition to proper screening of prevalent cases, early detection of people who are likely to develop a depressive
disorder in the near future is desirable [44]. Also perspectives may vary among patients according to their
cultural values, beliefs, and practices, and by race/ethnicity, rural/urban status, or sexual orientation, among
other factors [45]. So, we can control the major depressive disorder in a community by being aware of the cultural conditions that influence depression from the
perspective of its population. For example, in the present
study, attitudinal factors were more important from the
perspective of this group of people than other factors,
and this result is different from other studies. From the
point of view of these people, attitude factors have a significant impact on the incidence and exacerbation of depression. However, with a special focus on creating a
positive attitude towards these people, their mood increases and their recovery accelerates.

Conclusion
Based on our results, factors that facilitate depression in
Iran include environmental factors, attitude factors, economic factors, and situational factors. And from the perspective of patients with depressive disorder and their
families in Iranian society, there is a strong relationship
between exacerbation of depression and these factors.
This study adds to our understanding of depression facilitators in Iranian society and affective factors cause
depression or severe this disorder. The current results
could help the care givers to understand the perspective
of Iranian patients with major depressive disorder about
the facilitating factors of depression and provide suitable,
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effective, practicable, and culture-based mental health
services and also help to reduce the symptoms of depression in these patients. Therefore, it is suggested that
further qualitative and interventional studies should be
conducted in this area.
Relevance for clinical practice

Health professionals and care givers have to pay more
attention to the facilitation factors of depression from
the perspective of patients with major depressive disorder, because knowing these factors can significantly
control the symptoms of major depressive disorder in
patients.
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