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Abstract:The current study aimed to investigate gender differences in perceived social support and clinical
anger among depressed patients. It was hypothesized that there would be significant difference between female
and male adult depressed patients in perceived social support and clinical anger. The sample of seventy
diagnosed patients was selected from different psychiatry departments of hospitals of Lahore. Multidimensional
perceived social support scale and Clinical Anger Scale was used to assess perceived social support and
clinical anger in depressed patients respectively. Independent sample t test and Liner regression analysis was
calculated for analysis of data. Results showed that there are no significant differences in perceived social
support and clinical anger among depressed patients. Findings shows that lower the perceived social support,
higher is the clinical anger in depressed patients. The result can helpful for psychologist and other
professionals to plan the therapeutic interventions for depressed patients. It will also provide information in
family members and friends of the patients to be aware of patient’s problems.
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I.  Introduction

“Depression is not only the most common women's mental health problem but may be more persistent
in women than men” (WHO, 2014a).1"!

Depression is manifested as depressed mood, anhedonia, disturbance in sleep or appetite, poor
concentration, feelings of guilt or low self-worth, and low energy.”) These symptoms may prolong or
intermittent that can result in impaired social and occupational functioning of an individual irrespective of age,
gender and ethnic background. According to World Health Organization (2014b)®!, almost 121 million people
suffer from depression. Currently, depression is the 2nd cause of DALYs in the age range of 15-44 years for
both genders. It is reckoned that depression will take 2nd place in the ranking of DALY calculated for all ages
and both sexes till the year 2020.

The lifetime risk for Major Depressive Disorder is 5% to 25% for women and from 2% to 12% for men
suffer from this disorder.”) Woman has diagnosed with depression greater than men due to including reasons
social roles, exposed to stresses and physiological and hormonal changes. It has been found that women were
more frequently exposed to more of the factors that have been shown to be related to depression, such as of
current illness and recent illness.Some investigation has revealed that marriage increased the rate of depression
in young women but decreased the rate in young men.!

In Pakistan, Gadit and Mugford, found different prevalence rate of depression among Lahore (53.4%),
Quetta (43.9%) and Karachi (35.7%). Moreover, they found that significant relationship between depression and
socio-demographic variable (i.e. middle age, female gender and secondary school level of education).™ As far
as exposure to negative life events there is no significant difference in genders but those women who have no
social support are exposed to life events and are more vulnerable than men without support.®” Another study
conducted in Karachi, explored significant relationship of extended family system with depression. !

One important factor in the stress and depression relationship is the amount of social support the
individual has available when facing the stress. Holmes, ™ found that social support tends to reduce depression
but unfortunately, depressed individuals are less likely to get social support because they are unpleasant to be
around. Thus a lack of social support may contribute to the onset of depression and may also serve to maintain
the depression.”” From a societal perspective significant life stress or lack of social support predisposes to the
development of Major Depressive disorder. Low social support, both independently and in the face of
significant stress also predisposes to depressive disorder. Low Perceived social support that is the extent to
which an individual believes himself or herself to lack supportive social networks creates higher risks than any
absolute or objective measure.l*"!

Social support is found to play a vital role in different disorders.'! Various researches, on depression
have identified low perceived support leads directly to depression even in the absence of life events. ®! Social
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support can be defined as the belief that one is cared for and loved, esteemed and valued.”” Researchers found
that social support has relationship with education, psychological well-being , and physical well-being.[*?

As a human being and social animal we all live in society. Social support is closely related to social networks,
the ties to family, friends, neighbors, colleagues and significant ones. A negatively social network can reinforce
thoughts of failure, hopelessness being worthless and without a developed support an individual can develop
depression.™®! Moreover social environment, individual characteristics are also related to social support. ~ *4*
Vollmann and Colleagues, explored interactions between depressed persons and persons within their social
network are often characterized by misunderstanding and unsuccessful social support attempts.™® Perceived
social support has adverse effect on major depression and different levels of depression.”]

Another major concept of this study is anger. Anger is a common human
emotion."'Spielberger,defined anger as an emotion in which feeling diverges in intensity.™ Sometimes it may
be expressed in form of irritation and at times in form of fury or rage. Many professionals have explored the
phenomena of anger in past several years. “*#?! Clinical anger is a syndrome consisting of various
manifestations which varies in intensity from individual to individual.**#*! Furthermore, outcome of the studies
mentioned that there was a relationship between depression and various aspects of clinical anger.*!

Clinical Anger may be exhibited in form of many symptoms such as angry about self, wanting to hurt
others, anger about failure, anger about present situation, anger about things, anger about the future, annoying
others, hostile feelings, shouting at people, irritated now, angry misery, alienating others. More over there might
be fatigue as well as social, work, decision, sleep, thinking, appetite and sexual interference.” Over all these
symptoms may be categorize in two major classes of somatic symptoms as well as affective symptoms. 2]

According to Freudian Psychology, depression is termed as ‘anger turned inward’.  Then
psychodynamic technique focuses on catharsis and finds its root in part.?’’According to Granvold and Beck,
cognitive theory has been characterized by a here and now orientation, a belief that thoughts affect feelings,
people who are depressed demonstrate a certain set of cognitive distortions (such as negative thinking, black and
white thinking, catastrophizing, overgeneralization, selective abstraction, magnification and minimization
etc.).®?! The first cognitive explanation also revolves around the notion that depressed individuals have
negative cognitive sets that leads them to focus their attention on personal shortcomings and other reasons to be
depressed, and thinking negative thoughts leads to be depressed (e.g. Beck, 1967; 1976).%%*% To understand
these negative cognitive sets develop and operate; psychologists have applied what we know about human
information processing. The information processing approach has three components that is depressed individual
are thought to have strong and active associative networks that link together memaories, Second, because of their
active depression networks, depressed individuals are more likely to attend to depressing things around them,
third because of extensive depression networks keep developing, depressed individuals are more likely to recall
depressing information.!

Emil and Coccarofound that depressed patients experienced more anger attacks as compared to normal
people. They identified 30-45 % prevalence of anger attacks in depressed population. Though, anger outbursts
are not considered as direct feature of depression but patients reported it frequently and it is followed by
repentance.™ Martin and Dahlen, found that cognitive emotion regulation is considered as the predictor of
psychological problems. Moreover, they found that self-blame, contemplation, catastrophization, and positive
reappraisal were predictors of negative emotions.*? Another study reported that anger attacks may have adverse
effects on the lives of depressed patients as well as their family members.® Simultaneously, depressed patients
may[sci]xperience irritability, apprehension, anger expression, trait-anger, psychotic features, and poor quality of
life.

Il.  Objectives

The ratio of depression is increasing and alarming in Pakistan. Many factors affect depression such as
clinical anger, perceived social support, age, gender, education, current stress, insecure attachment, hostility,
prevalence amongst other disorders or diseases, difficulties with finance and problematic social interaction.
There are fewer researches in Pakistan particularly on clinical anger in depressed patients that’s way the present
research was conducted to investigate the comparison of gender in perceived social support and clinical anger
in depressed patients. The basic aim and objective of current study is to investigate gender difference in
depressed patients and to understand the predictive relationship of perceived social support and clinical anger.

I1l.  Hypotheses
In the light of above mentioned facts, the following hypotheses are formulated:
1. Perceived social support and clinical anger would be scored high in male patients as compared to female
depressed patients.
2. Lower scores on Perceived social support will significantly predicthigher Clinical Anger in Depressed
Patients.
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IV.  Methodology
4.1 Research Design
The present research utilized comparative research design as it aimed to find out the gender difference
in perceived social support and clinical anger in depressed patients.

4.2 Participants

A sample for the present study consisted of (N=70) diagnosed patients of Major Depressive Disorder.
Sample was recruited from different psychiatry wards of different hospitals in Lahore that included Mayo
Hospital, Services Hospital, Jinnah Hospital, Punjab Institute of Mental Health and Ganga Raam Hospital
through purposive sampling technique. Patients were included in the sample who has diagnosed with Major
depressive disorder by psychologist and psychiatrist and only hospitalized patients were taken for the present
study. Patients were excluded who were diagnosed with Axis Il and patients with co-morbidity on Axis-1 along
with Major Depression.

4.3 AssessmentMeasures
Clinical Anger Scale® and Multidimensional Perceived Social Support Scalelwere used.

4.3.1 Clinical Anger Scale

The Clinical Anger Scale is a self-report inventory which explicitly measure clinical anger.®! It
comprised of 21 statements that are rated on a 4-point Likert scale ranging from 0-3. The total score of CAS
calculated by adding up each item’s score (0-63). Higher scores on CAS indicate high level of clinical anger.
The internal consistency of the CAS is .94 that indicate reliable instrument for measuring clinical anger.” The
scale has been translated into Urdu by adapting standard procedure. Psychometric properties was also calculated
for the translated version (o =.75) to check the homogeneity of the scale in Pakistani culture.

4.3.2Multidimensional Perceived Social Support Scale

Multidimensional Perceived social support is 12 item scale designated to assess the perception of social
support adequacy from three specific sources, the sources being family, friends and significant others.! The
subject are required to rate their perceptions, of various sources of support, on a 7 point scale ranging from very
strongly agree (7) to very strongly disagree( 1). MPSS has good internal (.88) and test-retest (.85) reliability.
Internal reliability for the subscales is .91 for the significant others, .87 for family .85 for friends. Test-retest
reliability for significant others subscale is .72, for family subscale is .85 and for friend subscale is .75.5

4.4Ethical Considerations

Before using the scales, permission was sought from authors to use and translate scales to use in the
study. The scale was translated and its validity and reliability was checked through SPSS. Permission was taken
by the Hospital authorities to collect data from their hospital and an authority letter was signed by the hospital
authorities. Before administering the scale, participants were clearly explained the purpose and nature of study
and written consent was taken from each participant.

4.5 Procedure

Formal permission was taken to the concerned psychiatric ward’s authorities of hospital. Participants
were assured of full confidentiality of all the information obtained from them. A written consent was taken from
patients after describing the purpose and nature of the study. Rapport was built before starting the formal
procedure. Patients were given Multidimensional perceived social support scale and Clinical Anger scale to
complete, they were asked to choose the best option which describes their feelings. It took maximum 15-20
minutes to complete. Questionnaire was filled by the participant.

4.6Statistical analysis
SPSS (statistical package for social sciences) version 17.0 was used to analyze data. Firstly descriptive
statistics was used to calculate the frequency and percentage to describe the socio demographic variable. To find
out the gender differences Independent t-test was used to check the mean difference of genders on perceived
social support and clinical anger. Regression Analysis was computed to find out predictive relationship of the
variables of perceived social support and clinical anger in depressed patients.
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V. Results And Discussion

Table 1
Independent Sample t-Test for Clinical Anger and Perceived Social Support Scores in Gender in depressed Patients (N =
70)
Scales Gender n M SD t p
CAS Male 35 52.18 5.75 -1.69 .09
Female 35 54.83 4.00 -1.81 .07
MPSSS Male 35 27.92 12.24 111 27
Female 35 23.88 11.43 1.12 .26
df =68, p>.01
Table 2
Pearson Product Moment Correlation between Perceived Social Support and Clinical Anger in Depressed Patients (N=70)
Variables Clinical Anger
Perceived Social Support -.58**
df = 68,**P < .01(two-tailed)
Table 3
Regression Analysis for Variables Predicting Lower the Perceived Social Support, Higher would be the Clinical Anger in Depressed
Patients
Predictor Variables B SE B B p
CAS 59.95 1.57 - .000**
MPSSS -.26 .05 -.58 .000**

R?= 34, AR?= .32, N = 70, **p < .01 (two-tailed).

The present research focused to investigate the gender difference on perceived social support and
clinical anger in depressed patients. It was first hypothesis that perceived social support and clinical anger would
be scored high in male patients as compared to female depressed patients. First hypothesis was that perceived
social support and clinical anger would be scored high in female patients as compared to male depressed
patients. Independent sample t- test was used to find out the difference of genders on the variables of perceived
social support and clinical in depressed patients. Results (Table 1) showed that male and female t-scores on
clinical anger scale are (t = -1.69) and (t= -1.82) respectively, and male and female t-score on multidimensional
perceived social support scale are (t = 1.11) and (t= 1.12) respectively. Thereby the hypothesis is not proven that
perceived social support and clinical anger would be scored high in female patients as compared to male
depressed patients. The research shows that the clinical anger and perceived social support is independent of
gender. This result is not incorporating the previous work.2?There may be two reasons. Firstly if the sample of
male and female would be equal and if it would be the main hypothesis. The results of the research may be
changed. Secondly in Pakistani culture, the male are the dominant person in society. They do not tend to express
their problems, they express those symptoms differently and may face frustrations. Depression in men, on the
other hand, may cause them to be irritable, aggressive, or hostile. Men tend to deny having problems because
they are supposed to be strong. Whereas women are not dominant and they share their problems and are less
frustrated.

Secondly, it was hypothesized that there would be a significant relationship between perceived social
support and clinical anger in depressed patients. Correlation was used to find out the relationship between
perceived social support and clinical anger. Liner regression analysis was applied to predict that lower the
perceived social support, higher would be the clinical anger in depressed patients. Results (Table 2) shows that
perceived social support (r = -.58; p< .01) and clinical anger (r = -.58; p< .01) are negatively correlated in
depressed patients. Thereby the hypothesis is partially proven that there is significant relationship between
perceived social support and clinical anger in depressed patients. Results (Table 3) shows that perceived social
support (p = .000; p< .01) and clinical anger ( p = .000; p< .01) are predictor of depressed patients. Thereby the
hypothesis is proven that there is significant predictive relationship between perceived social support and
clinical anger in depressed patients and lower would be the perceived social support, higher would be the
clinical anger in depressed patients. The result is consistent with previous studies which suggested that the
depressed patient with high clinical anger have low perceived social support.B® Liner regression was used to
find lower would be the perceived social support; higher would be the clinical anger in depressed patients.
Results (Table 3) showed that perceived social support and clinical anger are predictors of depressed patients.
The results are significant which proved that lower would be the perceived social support, higher would be the
clinical anger in depressed patients.

Hence the people with lower perceived social support and high clinical anger are more vulnerable to
depression and other health problems. Perceived social support and clinical anger is predictor of depressed
patients. Clinical anger is anger when the person is out of control. Clinical anger consist of two factors i.e.,
affective and somatic. Both factors have relationship with depression. In the present investigation it was felt that
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further insight into the nature of depression could be gained by examining the particular types of factors
uniquely associated with depression, especially those factors dealing with both major life events and everyday
hassles.

VI.  Conclusion

The findings can helpful for psychologist and other professionals to plan the therapeutic interventions
for depressed patients. It will also provide information in family members and friends of the patients to be aware
of patient’s problems. Psycho-education will be beneficial for family members of the patients. Results can be
demonstrated to psychiatric population. Seminars and therapeutic intervention should be conducted to make the
psychiatric population aware the problems of social support and clinical anger and telling them strategies to
overcome these problems.

However, the present research has some limitations. The sample size was small, so the results cannot
be generalized. During data collection focus was on hospitalized patients. Only Major depressive disorder
patients were taken. In order to overcome these limitation some of the suggestions are presented here for future
study. The sample size should increase so that we can generalize our results back to the population from which
sample was taken. Instead of perceived social support some other measures could be used to understand
received support or actual support available from family members or friends. Studies can also be conducted to
find out gender difference in perceived social support and clinical anger with other disorders.
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