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Abstract of thesis

Introduction. Recent reports indicate inequalities for ethnioority women in
maternal health and a need for tailored matermtyises to improve access to care.
High rates of postnatal depression among Britiskidani women have been
reported. These women tend to suffer from persisiepression and have both,
poorer access to and outcomes from evidence basgthgsocial interventions,
compared to the majority of the population. TriaisCognitive Behaviour Therapy
based interventions for postnatal depression apggeanprove clinical outcomes
and patient satisfaction. However, no study te dats developed an intervention
for this group of women that is culturally sensgtivThe overall aim of this thesis
was to explore a culturally adapted psychosociariention with British Pakistani
women with persistent postnatal depression, and tie results of these
investigations to develop a culturally adapted dg: behavioural therapy (CBT)
based intervention to the meet the needs of pergigtdepressed British Pakistani
women.

Methods. This thesis employed a two-phase design bas¢keoedical Research
Council's (MRC) complex intervention framework. the first phase, qualitative
interviews were conducted to explore the experigrafeBritish Pakistani women
with persistent postnatal depression and the tyelp they would find acceptable.
These interviews were analysed using frameworkyaisal Following the findings
from phase 1, a culturally adapted CBT based mémgdhlintervention was
developed in phase 2, to target the British Pakistaamen’s needs and measured
participants’ satisfaction and engagement.

Results. Three emergent themes from qualitative interviewth iifteen British
Pakistani women with persistent postnatal deprassiere identified. These were:
1) causes of persistent postnatal depression;Zaatrof the depression; 3) past help
sought and current treatment required for managerérpersistent postnatal
depression. A feasibility study of a culturallyapted CBT based manualised
intervention for persistent postnatal depressisnlted in high levels of service user
satisfaction and engagement. These women founthtbevention, both accessible
and acceptable for their needs. Fifteen women patisistent postnatal depression
took part in the intervention. Significant improvents were found in depression,
marital relationships, quality of parenting, andlile Significant improvements in
perceived social support were not found.

Conclusions. This systematic mixed method approach to the dewedmt and

testing of a manualised culturally appropriate iveation will provide a framework

for those developing culturally adapted intervemgidor British Pakistani women.
A culturally adapted group CBT based interventioaswacceptable to British
Pakistani women with persistent postnatal deprassi@ larger trial is currently

underway to investigate efficacy of this interventiin terms of reducing

depression, and improving social functioning, nardand parental relations, and
health.
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Overview

An increased rate of postnatal depresdias been established among Pakistani
women living in Pakistan (Husain 2006; Rahman anek@ 2007) and living in the
UK (Husain, Cruickshank et al. 2012). Recent repandicate inequalities for
ethnic minority women in maternal health and a nfleedailored maternity services
to improve access to care (Knight 2009). Trials Gognitive Behaviour Therapy
based interventions for postnatal depression apfpeanprove clinical outcomes
and patient satisfaction. However, no study te dats developed an intervention
for this group of women that is culturally sensitiv

There is substantial evidence that Cognitive Behaal Therapy (CBT) is an
efficacious intervention for postnatal depressiomproving symptoms and social
functioning (Stuart, O'Hara et al. 2003). However acceptability to British
Pakistani women with persistent postnatal deprassiaunknown. Following the
MRC guidelines for developing complex interventiq@saig, Dieppe et al. 2008),
this thesis reports on findings from qualitativéemiews and a feasibility trial of
culturally adapted Cognitive Behavioural Therapgdzhintervention, both of which
explored service user satisfaction and interveraiceeptability.

Chapter one in this thesis looks at the varyinggaif postnatal depression in the
developed and developing countries and will movi® @pecifically looking at the
persistent nature of postnatal depression acrdsgesiin the first year and beyond.
The factors associated with the development andnteraance of postnatal
depression across cultures will be explored, ad a®lthe impact of postnatal
depression. The available interventions for pdatndepression and the lack of
interventions for persistent postnatal depressidinaigo be discussed. The case for
culturally adapting interventions will be argued.

Chapter two of this thesis focuses on the methapol®his chapter will describe
the methods of three stages of the study: Stagm4isting of the methodology for
the qualitative study employing framework analysg&tage 2 consisting of the
methodology for the development of a culturally @ed intervention and for the
feasibility trial of a culturally adapted CBT basedervention; Stage 3 includes
methodology for the post intervention study fortites the acceptability of the
intervention.

Chapter three will present the results of the: dalitative study; 2. the feasibility
study: and 3. the acceptability of the intervention

Chapter four discusses the findings. It will sumisethe findings and discuss the
clinical implications. Ideas for further researalhll be recommended in this
chapter.
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1. Chapter 1:Introduction

This chapter looks at the varying prevalence ratepostnatal depression in the
developed and developing countries and then mowvesspecifically looking at the
persistent nature of postnatal depression acrdsgesi in the first year and beyond.
It identifies the persistent nature of postnatgbrdesion. The factors associated
with the development and maintenance of postnapftession across cultures are
also explored as well as the impact of postnatagrassion. The available
interventions for postnatal depression and the laicknterventions for persistent
postnatal depression are discussed. The caselfaratly adapting interventions is

presented.
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1. 1. Postnatal depression

Postnatal depression (PND) can be defined as &ydart mood disorder, which
occurs after childbirth. It can occur in any s@ceconomic or cultural context.
Table 1 in the following section consists of mamydges that have identified and
described postnatal depression across differentiregl It consists of a range of
depressive symptoms and syndromes that women nrierce after childbirth.
These range in severity from the mild and transibaby blues’ to postnatal

psychosis, which usually requires hospitalisation.

1.1.1. Diagnosis of postnatal depression

There are two main classification systems usedinvigisychiatry: The American

PsychiatricAssociation’s Diagnostic & Statistical Manual of Mal Disorders now

in its fourth revised edition (DSM-IV-TR 2000and the 10th edition of the
International Classification of Diseases, (ICD-10)plished by the World Health
Organization (World Health Organization, 1993). The&gnostic and Statistical
Manual of Mental Disorders, 4th Edition, Text Résrs (DSM-IV-TR 2000) does

not recognise postnatal depression as a discremgnakis but applies the term
“postnatal onset” as a specifier to major depressioexplain the context and the
time frame (i.e., onset within 4-6 weeks of chiltj in which the depression
occurs (DSM-IV-TR 2000).

The DSM-IV-TR (2000) is a widely used manual in mokthe research on mental
disorders. The criteria for major depressive eggsim the DSM-IV-TR is: five (or
more) symptoms during the same two week periodresgmting a change from
previous functioning. At least one of the symptamsither depressed mood or loss
of interest or pleasure.

25



The symptoms for major depression according td8M-IV-TR are:

Low mood

Lack of drive/enjoyment

Reduced energy

Insomnia

A decrease in appetite or weight loss
Impaired concentration

Psychomotor retardation

© N o g > w D PRE

Negative cognitions (e.g. helplessness, uselessness
hopelessness)

9. Self harm ideas/plans

Generally in many research studies, and in clinjgactice, the DSM-IV-TR
definition is viewed as too narrow in both its apalion of “postnatal onset” to only
major psychiatric disorders (major depression, laipalisorder, brief psychotic
disorder), and its time frame for the postnatalqgue Some studies have defined
‘postnatal’ as two or more weeks of persistent degive symptoms and functional
impairment (Treloar, Martin et al. 1999; Lee 200A) recent update of the postnatal
depression literature showed that according toUBeDepartment of Health and
Human Services 2000 data, up to 50% of postnatascgo undetected (Lee 2007).
In addition, this review also highlights that orll9% of the women in developing
countries receive treatment for postnatal deprassie to an absence of systematic
screening. Similar information highlighting poddadepression is not available for
the UK.
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1.1.2. Symptoms of postnatal depression

The symptoms of posthatal depression are similasytoptoms of depression at
other times of life. A depressed mood, tearfudndack of drive and enjoyment,
social withdrawal, poor appetite, impaired concantn, insomnia, and feelings of
uselessness and helplessness are common sympoaaglition to these symptoms,
the differentiating symptoms for postnatal depr@ssnclude; feeling emotionally
detached from the infant and showing no affectmmards family members (Lee
2007). Some women may feel worthless and isolateel @ the physical and
emotional stress during delivery and the dilemmaneeting the demands of infant
care and other family members (Lee 2007). Women aiso feel as if they are
inadequate mothers, causing them to have feelihgsiiti and embarrassment. It
has also been characterised by, feeling despondavwitag poor memory, fatigue,
and irritability (Robertson, Grace et al. 2004)odBy symptoms, such as wound
pain, headache and back pain, and ideas abouha®if-and suicidal plans have

also been reported (Lee 2007).

1.1.3. Prevalence of postnatal depression

The prevalence of Postnatal Depression (PND) vamesoss the world.
Internationally, the rate varies from 4% in Malay$§Kit, Janet et al. 1997), to 62%
in Australia (Dudley, Roy et al. 2001). Within cdtes, the rate also varies, for
example, in Australia, 17% (Brown and Lumley 2009)62% (Dudley, Roy et al.
2001). Table 1 represents the diverse prevaleatss of postnatal depression in

different countries.

The significant variation in reported prevalencesaof postnatal depression may be
due to different criteria of measurement, such e&rsport, clinical interview,
general practitioners or psychiatrist's diagnosigferent time intervals, as stated
earlier, and different study designs.
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The studies identified in table 1 measure postndégiression at different time-
points after childbirth. The most prominent measused in most of these studies is
the EPDS (Cox, Holden et al. 1987). The 10-quadiBDS is an efficient way of
identifying patients at risk for “postnatal” depsem; however it is not a diagnostic
tool. These studies have used varying cut off sc2—13) for measuring postnatal
depression. Most of the studies have used EPDSftyboint of 12, with the
exception of one study, which used a cut off p@htl3 in a sample of Turkish
mother’s; and some studies have not provided tifrmation (Danaci, Deveci et

al. 2002). Therefore the actual prevalence ratdddoe higher or lower than found.

A US based study (O'Hara, Zekoski et al. 1990) dbanprevalence of 10% in

American mothers using the EPDS and a 23% prevalengostnatal depression
was found in another study using the BDI (Stuaduser et al. 1998). However,
sample methodologies differed in both studies. Oh#¢ara et al (1990) sample was
randomized and controlled. The Stuart et al sawgle a convenience sample from
a higher socioeconomic grouping. Studies alsoedarin terms of sample

methodologies (including a high representation othmars with a previous history

of emotional problems (Patel, Rodrigues et al. 260thman 2003).

There is a discrepancy in the prevalence rate dstratal depression in Japan and
Pakistan too. In 2001 a 17% prevalence rate ofnptedl depression in Japanese
women was reported (Yoshida, Yamashita et al. 20@dyever a more recent study
reported a rate of 5% (Kitamura, Yoshida et al.6)00n a similar study carried out
in Pakistan, a prevalence of 28% was detected (Ral2003); whereas a later study
found an increased rate of 36% (Husain, Bevc e2@06). However, this was due
to the use of different research methodologies eyaul in these studies as all of
these studies used different instruments to detieet prevalence of postnatal

depression.
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The instruments used to detect the prevalence mfedsion can also influence the
rate that is identified. Some of the studies biddl (Ho-Yen et al, 2007, Evans et
al 2001, Rich-Edwards 2005, Chaaya et al, 2002,abaet al 2002, Fisher et al
2004, Dudley et al 2001, O Hara et al 1990, Stearal 1998) did not use a
diagnostic instrument for depression and insteagt ube percentages from the
screening instrument Edinburgh Postnatal DepresSoatte (EPDS) (Cox, Holden et
al. 1987) and Beck Depression Inventory (BDI) (Besteer et al. 1996).

A meta analysis reported that postnatal depressHiects approximately 10-15% of
all mothers in Western societies (O'Hara and SWap6). This has generally been
a consistent finding; with the exception of Ausaahnd South Africa. A recent
systematic review of prevalence rates of postrdgplression in the US indicates
that 19% of new mothers may have major or minor depoessi the first three
months after delivery, with as many as 7% havingomdepression (Gavin, Gaynes
et al. 2005).

Overall, the highest detected prevalence for ptstpression (Table 1) is mostly
in the eastern countries such as Pakistan (36%jn&in (33%), India (23%), Japan
and Morocco (17%), The United Arab Emirates (16%)recent systematic review
also found that prevalence of postnatal depresgias higher among women in
developing countries (31%) than among women in ld@eel countries (21.5%)

(Villegas, McKay et al. 2010).
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Country

Table 1: International rates of postnatal depressio

Rate (%)
of PND

Diagnostic Instruments

Author

Australia 62% EPDS (Dudley, Roy et al. 2001)
17% EPDS (Brown and Lumley 2000)
Pakistan 36% EPDS (Husain, Bevc et al. 2006)
28% SCAN (Rahman 2003)
South Africa 35% SCID (Cooper, Tomlinson et al99p
Vietham 33% EPDS (Fisher, Morrow et al. 2004)
India 23% EPDS, Diagnostic Interview (Patel, Rodeig et al. 2002)
Lebanon 21% EPDS (Chaaya, Campbell et al. 2002)
Japan 17% EPDS, SAD (Yoshida, Yamashita et al. 2001)
5% CIDI (Kitamura, Yoshida et al. 2006)
Morocco 17% EPDS, MINI (Alami, Kadri et al. 2006)
United Arab Emirates 16% EPDS, SRQ (Ghubash arau/Anleh 1997)
Zimbabwe 16% CIS-R (Nhiwatiwa, Patel et al. 1998)
Turkey 14% EPDS (Danaci, Deveci et al. 2002)
China 13.5% SCID (Lee, Yip et al. 2001)
Portugal 13% EPDS (Augusto, Kumar et al. 1996)
24.5% SADS, EPDS (Areias, Kumar et al. 1996)
Brazil 12% EPDS, Clinical Interview (Da-Silva, Moraes-Santos et al. 1998)
21% EPDS (Tannous, Gigante et al. 2008)
USA 8% EPDS (Rich-Edwards, Kleinman et al. 2006)
10% EPDS (O'Hara, Zekoski et al. 1990)
23% BDI (Stuart, Couser et al. 1998)
Switzerland 10% EPDS (Cox, Holden et al. 1987)
UK 9% EPDS (Evans, Heron et al. 2001)
18% EPDS (Huang and Mathers 2001)
Germany 7% EPDS, HAM-D (Ballestrem, Strauss €2@5)
Nepal 5% EPDS (Ho-Yen, Bondevik et al. 2007)
Malaysia 4% EPDS (Kit, Janet et al. 1997)
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1.1.3.1. Prevalence of postnatal depression in thi

In the UK, 8-15% of Caucasian women suffer fromtpatal depression with long
term consequences for maternal mood and child dpretnt (Chew-Graham, Sharp
et al. 2009). A study by (Evans, Heron et al. 30(ds part of the Avon
Longitudinal Study of Parents and Children (ALSPA@)dy team in the UK used a
large cohort (n = 9028) of both experienced argt-time mothers. The EPDS was
used with a cut off score of 13. They reported/glence rates of 9% and 8% at 8
weeks and 8 months, respectively. However, thisdystdoes not provide
information about the sample characteristics, aghkthnicity. Huang and Mathers
found prevalence rates of 18% in the UK using tR®E and a cut off of 12 (Huang
and Mathers 2001).

A report by the Royal College of midwives (2007)gliighted that the actual
number of women who have postnatal depression dmilshvo to three times higher
than previous estimates. The report presentedtsesaom a sample consisting of
500 women across the UK interviewed over the tedlaph A prevalence rate of
postnatal depression was obtained as 20% curnentihe UK and 21% in the North
of England. However, though this sample was natlgmepresentative, it may not
be culturally representative. It is not obviousnfrthe report, for example, whether
the sample only included White women or were wonfesm other ethnic
backgrounds included too. Further, were women wlitb not speak English

included or excluded from the study.

1.1.3.2. Ethnic variations of postnatal depressiom the UK

Variations in the rate of postnatal depression habeen reported in ethnic
minorities in the UK (Kumar 2003). A study lookireg high EPDS scores in
women from ethnic minorities found ethnicity as igngicant risk factor in

developing postnatal depression (Kumar 2003). yHarte percent of the ethnic
minority group (including Black, Asian and othehmitcities) did not respond to the

study questionnaire (EPDS) compared to 24% of tingé\group. A significantly
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higher proportion of women in the ethnic minorityogp (27%) scored in the
depressed range on the EPDS than in the White gf@&f@o). This finding

suggested a significant percentage of depression bvaundetected in the Asian
sample due to the low response rate. The issueultdiral appropriateness of
measures in the study is also noted as only thédbngersion of the EPDS was sent
out. Therefore women who were illiterate in Enlghgere excluded and this may be

one of the possible explanations for the low respaate in this group.

Little is known or understood about the natural reeuor duration of postnatal

depression. In the general population, the avelawh of a depressive episode is
approximately five months. In postnatal depressiba,natural course and length of
time until remission are unknown. Some studiescaigi that postnatal episodes
resolve more quickly than episodes in the geneoplufation (Beck et al, 2004);

other studies report episodes of similar durati@avin, Gaynes et al. 2005). The
following literature suggests that postnatal degiogs can be persistent and

experienced beyond the first postnatal year.

32



1.1.4. The persistence of postnatal depression

To examine the persistence of postnatal depressiorQVID online search was
conducted jointly with the faculty librarian. TheéleSh terms used included
Postpartum, Postnatal, Depression and Persistéfiithin OVID, the Medline

database produced 41 hits and Psychinfo producedhi®4 Eight studies
specifically measured the persistence of postndégression beyond the first
postnatal year. All eight studies are includedhinle 2. (The letter of support from

the librarian can be found in Appendix 1).

Some authors claim postnatal depression can bst@errand continue for up to four
years after birth (Kumar and Robson 1984). @ulijh a large number of studies
(table 1) have reported the rates of postnataledspon, there is currently a gap in
research in identifying the persistent course daftipatal depression. The following
eight studies have been identified in this areaynfr and Robson 1984; Small,
Brown et al. 1994; Campbell 1997; Viinamaki, Niskaret al. 1997; Horowitz and

Goodman 2004; McMahon, Barnett et al. 2005; Blahegke et al. 2009; Uguz,

Akman et al. 2009; Campbell 1997).

Kumar et al (1984) in a prospective study lookechetv onset depression after
childbirth. Women who had given birth in the lasbnth were approached and
went through a two-stage assessment. A total oiv@en were identified with
postnatal depression, and were followed up to 4rsygmstnatal. An overall
depression rate of 28.6% was fourdut of the 79 women depressed at birth, 17%
remained depressed at 3 months, 13% at 6 monthgt8% months, and 9% at 4
years postnatal. Bereavement and preterm birth therenly life events related to
the onset of depression. However this study hsishal sample and a high attrition
rate of 28%.
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Small et al (1994) in an Australian study conduciqubstal survey of all the women
who gave birth in the state of Victoria in a oneskweeriod in 1989. Results of the
study were used to assess the contribution of bi#nts, satisfaction with care and
social differences to depression after birth. Thevesy was mailed to women eight
to nine months after birth. The researchers emplaysurvey method to identify the
prevalence of depression using the EPDS. The guvas sent to 1107 women and
790 of these women responded (71%). However, tlaenpk had
underrepresentation of young women, single womehwaomen of non-English-
speaking background. In addition, depression wassaed using the EPDS score of
13 or above which is not a diagnostic instrumehie Prevalence rate of depression
found was 15%. Persistence rate was 34% from twoseen who were depressed
at nine months and remained depressed at 20 tooP@hmpostnatal. Risk factors
for depression included being unmarried, first gatien immigrant and non-
English-speaking background, and being dissatisfigd care in labour and after
birth.

Viinamaki et al (1997) assessed postnatal depmessid39 mothers at 4-8 weeks
postnatal and again two years later. Postnataledsjpn was assessed using the
GHQ andZung Self-Rating Depression Scale (ZSDS) 28% prevalence of
postnatal depression was detected in the sample8atveeks postnatal. In the
follow up two years later, 9% of affected motheemained impaired with
depression two years postnatal. Higher depres®veld after childbirth, poor
financial situation, poor social support, problemth a partner and perceived stress
predicted maintenance of depression, whereas lal@pressive levels predicted
recovery. The study also found that women withtipetsl depression symptoms 24
months following delivery consumed high amountsalaiohol, smoked more and
reported experiencing more stressful life evengttvomen who did not identify
themselves as still depressed. Partners of womea ®#perienced postnatal
depression also expressed that relationships Wwéin partners started deteriorating
during pregnancy. These relationships had not ongat when the same group of
women was surveyed again two years later. Of tmsigiently depressed mothers,
92% had not become pregnant again.
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Campbell and Cohn (1997) in a study based in the fol®wed up 70 women
meeting the criteria for clinical depression. Ttedy measured depression using
the Depression Scale of Schedule for Affective Rlso and Schizophrenia
(SADS; Endicott and Spitzer 1978). The rates giregsion reported were: at two
to fours months postnatal, 48% continued to be edesad; At six months, 30%
remained depressed; at nine months; 25%, at 12hs024%, at 18 months; 18%,
and at 24 months, 13% of these women continuedetet the clinical criteria for
depression. For a longitudinal study, it is limiteda small sample size. The study

does not provide details of attrition rates.

Horowitz and Goodman (2004) also conducted a lodgial study on 62 mothers
who scored 10 or above on the EPDS at 2-4 weeksqtat At 2-4 weeks
postnatal, 42% had depressive symptoms, at 10-bksyvé&5.5%, at 14-18 weeks,
27%, at 2 years, 31% of these women had depresgimptoms. They found that a
history of depression, low social support, and tpghental distress were associated
with high depression scores amongst mothers aty®ays postnatal. An initial
decrease in depression scores suggested that fabstepression symptoms posed a
problem for many women at a specific time-pointthwpeak occurrence from 4-8
weeks postnatal. However, for many women depressjmptoms persisted at two
years postnatal. Previous depression, limited atrsapport, and parental distress
increased depression symptom severity. The stuaty nited by its use of the
Beck Depression Inventory (BDI) as a screeningumséent to detect the prevalence

of depression, and small sample size.

McMahon et al (2005) prospectively investigated tlaetors underlying the
maintenance and persistence of postnatal depres3ioay looked at 100 first time
English speaking mothers who had been admittedpobécly funded parent craft
centre for a 1-week program of support with infdifficulties such as feeding,
settling and sleeping. These women were invitegadicipate in a longitudinal
study of postnatal depression and child developm&hé sample was recruited

when infants were between two and four months Altligh percentage of women
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(90%) agreed to participate in the study, givingimtial sample of 127 mothers.
The retention of participants across the two assessperiods was very high. The
Composite International Diagnostic Interview (CIDVorld Health Organisation,
1997) to used to establish whether the women nagndistic criteria for an episode
of major depression post birth. Women were alsessssl for depression at both
four and 12 months using a self-reporting scale, @entre for Epidemiological
Studies Depression Scale (CES-D; Radloff, 1977pm&h with a total score of 16
or more at the 12-month assessment were consittetrexe persistent depression.

Of the 100 women, 62% met diagnostic criteria fanajor depressive episode in
the four months since the baby had been born. #t fomr and 12 months, 30% of
mothers scored above the clinical cut-off of 16vare. Sixty percent of mothers
who scored 16 or more on the CES-D symptom meaduiur months also scored
above 16 on the CES-D at 12 months. This studywshthat a significant
proportion of women with postnatal depression (3ti%he total sample and 60% of
those with elevated symptoms at four months posthatontinued to report
heightened symptoms of depression 12 months aiftier. bHowever this study had
many limitations. A restrictive eligibility critex was used to select the participants,
for example only women living with a partner weeenuited into the study. The
sample was skewed as only mothers having diffiesiltvith children were included
in the study. Therefore results did not refleet éxperiences of women with limited
parenting difficulties and not living with a parthend can only be generalised to
English speaking cultures. The study also had & Inggention rate, particularly

amongst young mothers.

Blabey et al (2009) looked at tipeevalence of postnatal depression that continued
beyond the postnatal period. This was a populdiesed public health surveillance
project that collected self-reported information onaternal attitudes and
experiences 2-6 months postnatal and two yearsgast They used th@€regnancy
Risk Assessment Monitoring SystefRRAMS) which measured depression with

two questions, each with ordinal response categiorigne first question measured
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depressed mood by asking, “How often have youd®ltn, depressed, or hopeless
since the new baby was born” and “How often have lyad little interest or little
pleasure in doing things?They also looked at the association between pensgis
postnatal depression and number of partner thregtsrted. This study did not
specifically measure postnatal depression as itndiduse a first or second stage
diagnostic interview to assess postnatal depressibmeir method of identifying
depression was through use of The Pregnancy Risks&sent Monitoring System
(PRAMS). They reported that 10% of the women reggbidepressive symptoms

two years postnatal.

Uguz et al (2009) looked at a total of 38 womerhwitgh symptoms of postnatal
depression according to the EPDS during the sixkevpestnatal period. The study
took place in Konya, Turkey and was part of a lag®spective study. Out of the
38 women, 19 had a diagnosis of depression ac@rinEPDS at six weeks
postnatal, and 19 women also had a diagnosis far oreset major depression
according to the Structured Clinical Interview f@8M-IV (SCID-I). These women

were assessed one year later with the EPDS. Tieeofapersistent postnatal

depression one year postnatal was 32%.

37



1.1.4.1. Summary of findings on persistence of posital depression

The rate and course of persistent postnatal depregaries across the world. Two
of the studies (McMahon et al 2005 and Uguz et0@I92 found very similar rates

of persistent postnatal depression. Furthermbeefwo studies also used similar
methodologies, including similar time-points to s depression scores and
both used diagnostic interviews for depressione o studies were conducted in
different countries, one in a developed country KMbon et al 2005) and one in a
developing country (Uguz et al 2009). However,ikinrates were found across

two different cultural groups.

A limitation of the Uguz et al (2009) study is theample size. In addition, only
half of the women had a diagnosis of depressionthadther half only had high
scores on the EPDS. Therefore their rate of gergislepression may not reflect
clinical depression but symptoms experienced simaldhat found in the Blabey et
al (2009) study. Both of these studies employddngitudinal design, but very
small numbers limit the generalisability of thessults. Longitudinal studies are
also limited with high rates of attrition. The deéor studies measuring the
specific course of postnatal depression beyonditstepostnatal year with robust

methodologies still remains.

It should also be noted that these studies didnadide a control group of non-
postnatal women, so the extent to which the finslimgn be indicative of a
distinctive pattern of the course of postnatal depion rather than depression in
general is still to be confirmed. Conversely, thessults do show that some
women do experience a continuity or recurrenceepfessive symptoms for a long

period of time after childbirth.
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Country

Australia

Australian

Assessed
time -point
9 months postnatal
20-26 months postnatal

Author

Small et all 1994

Table 2: The persistence of depression from birtha four years postnatal

Rate (%) of Persistent PND

15% at 9 months

34% of those depressed at 9 months remained dedras20 to

Diagnostic
Instrument

26 months
UK Caucasian 3, 6,9, 12 months Kumar et al 1997 17% at 3 months SPI
postnatal 9% at 4 years
4 years postnatal
Finland Finnish 4-8 weeks postnatal to twad/iinamaki et al 28% at 4 to 8 weeks GHQ
years postnatal 1997 9% at two years
us Caucasian 4 months postnatal to twp Campbell et al 1997 48% at 4 months SADS
years postnatal 13% at 24 months RDC
Australia Caucasian 4 and 12 months postnataMcMahon et al 30% CIDI
2005 CES-D
us Unspecified 2 — 6 months postnatal to Blabey et al 2009 10% PRAMS
two years postnatal
us Caucasian From 4 weeks postnatal|t¢lorowitz et al 2004| 42% at 4-8 weeks BDI
two years postnatal 31% at 2 years
Turkey Turkish 6 weeks postnatal to twg Uguz et al 2009 32% EPDS
year postnatal SCID (1)
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1.1.5. Persistent depression in women of Pakistagihnic origin

The literature search revealed three studies thnat imvestigated the persistence of
depression in Pakistani women up to one year ptadtiiavo of these studies looked
at the persistence of depression from pregnancyhéo postnatal period with
Pakistani women living in Pakistan (Rahman et 807 Husain et al, 2011) and
one study looked at Pakistani women living in the (Husain, Cruickshank et al.
2012). Pakistani women have been found to expegidngh rates of persistent
depression. Some research suggests that persigerassion is more commonly
experienced by Pakistani women living in the UK ¢dn et al., 1997; Gater et al.,
2009; Gask et al., 2010, Chaudry et al., 2009 amshith et al., 2012). No study has
been identified in the literature that provides finevalence rate for the persistence
of postnatal depression after the first postnatdry The persistent nature of
Pakistani women’s depression and the high ratedepfession identified, warrant

further attention.

Research conducted in rural Pakistan (Rahman ae@dC2007) looked at the
persistent nature of postnatal depression. This thva first study conducted in a
developing country looking at the persistent natofrgoostnatal depression. The
study consisted of 701 married women aged 17 tondtheir third trimester of
pregnancy, identified over a period of four monthg/omen were identified by
obtaining official lists from 120 government-empboly Lady Health Workers
(LHWs), who are the equivalent of community midvavim the UK, and these
LHW’s routinely collected data on new pregnanci€sit of the 701 women
identified, 670 women (95%) agreed to take pare $tudy followed good ethical
practise by obtaining informed consent from alltiggyvants after the procedure had
been fully explained. Exclusions were made of womith a physical illness or a
complicated pregnancy, with an anxiety disorderaolearning disability. After
exclusions were made, 160 women were diagnosed Mir10 (WHO, 1993)
Depressive Episode, giving a prevalence rate ofedspve disorder in the antenatal
period of 25%. Out of these 160 women, 129 womerevessessed at three, six,

nine, and 12 months postnatal. Psychological assa#s were carried out at all
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time-points by two trained and experienced climsiausing the Schedules for
Clinical Assessment in Neuropsychiatry (SCAN). #ierviews were carried out
after translation, using back-translation method after cultural adaptation, raising
the content validity of the measures used. Psypgicdl symptoms were assessed
during pregnancy by the same interviewers usingS#ié Reporting Questionnaire
to ascertain depressive symptomatology (SRQ-20)ri@Vvblealth Organization,
1994).

Of the 129 women, 121 (94%) were depressed at thozths, 98 (76%) at
6 months and 80 (62%) at 12 months. Out of theid2@tified depressed mothers,
80 mothers (62%) remained depressed at 12 mongisgial but seven of these had
not been depressed at 6 months; thus 73 (57%) depressed at all time-points.
These percentages show the persistent nature oés$epn in Pakistani mothers.
The study used standardised and valid instrumentsagnose depression and was
conducted in a naturalistic community setting whatbo reflects good ecological
validity. However, common physical health problesugh as underactive thyroid
and vitamin D deficiency, which have also been dimhko depression, were not
screened in the mothers in this study. Other étiahs include a relatively small
sample size and the fact that all the women caroen fone sub-district of
Rawalpindi, which only makes the results generblesdao poor rural population.
The self rating questionnaire was administereddyeone else thus going against
the self rating aspect of the scale and may appedrave face validity but the
responses of participants may be influenced byrttezviewer, interviewer bias, or
the participants may be rating themselves in athvaithey feel is expected of them
by the interviewer in order to please the intengewhus leading to participant bias.
The SRQ responses were based on the participaxriences over the past 30
days, thus increasing chances of memory bias.

Husain et al (2011) conducted a recent study inafribe largest cities in Pakistan,
Karachi. A large sample size @63 women who were assessed for depression

using the Edinburgh Postnatal Depression Scale @RDst birth were reassessed
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three months after childbirth (Husain, Parveenl.e2@l1). A 38% prevalence rate
of persistent postnatal depression was found atethronths postnatal. This rate is
considerably lower than the rate found in the Rahetaal (2007) study conducted
in rural Pakistan, where they found a rate of 94%heee months postnatal. This
study did not use a second stage diagnostic proeeald relied only on a self

report instrument of depression (EPDS).

In a UK based study in Manchester (Husain, Cruiak&het al. 2012), British
Pakistani women were assessed for postnatal depressThis is a UK based
prospective cohort study. Pregnant women in thieird trimester attending
antenatal clinics were recruited and screened Wi¢hEPDS. Those women who
scored 12 or more on the EPDS were interviewedgusia SCAN and the LEDS.
Social support was assessed with the Multidimemsi@tale of Perceived Social
support (MSPSS). These women were reassessed m@bsiths postnatal using the
same measures. A 17% prevalence of depressionownad in the antenatal period
and 19% in the postnatal period. Twenty-six pertad these women remained
persistently depressed at six months postnatale dédpressed mothers presented
with more non-health related difficulties, such fasusing, financial and marital
problems. They also had less social support anc wecially isolated. Social
isolation and non-health related difficulties wévand to be independent predictors
of depression. However, the study lacked interrregkability testing between the
individuals carrying out diagnostic interviews. eTstudy sample did not accurately
represent the general population and informaticsutithe origins of depression in

this group of mothers was limited.

1.1.6. Summary of prevalence of postnatal depressio

The prevalence rates of postnatal depression vaiye highest rates have been
found amongst women from developing countries. &omomen, particularly
Pakistani women, have been identified in more tbae study with experiencing

persistent depression. Currently the course amdtida of postnatal depression is
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not established. The next section will look at flaetors associated with the

development and maintenance of postnatal depression
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1.2. Factors associated with the development of goatal depression in the

developed and developing countries

Studies looking at factors associated with the bgveent of postnatal depression
have provided a number of explanations. Theséeativided into three categories:
biological, psychological and social. Some factoray only be present in some
women and not others. The following factors hagerbidentified in women in the

developed and developing countries. These faet@also summarised in table 3.

1.2.1. Factors associated with the development ofogtnatal depression in

developed countries

Findingsfrom a meta-analyses of over 14,000 subjects,saidequent studies of
nearly 10,000 additional subjects suggest that follewing factors were the
strongest predictors of posthatal depression ineldged countries: depression
during pregnancy, anxiety during pregnancy, expeiigy stressful life events
during pregnancy or the early puerperium, low Isvef social support, and a

previous history of depression (Robertson, Graes. &004)

A systematic review also reported the above meatlomsk factors related to the
development of postnatal depression in women frév@ developed countries
(Villegas, McKay et al. 2011). These included: tpdspression or psychiatric
history, antenatal depression, and recent life &svemn addition, this review also
reported the following risk factors: having no par low self-esteem and past
sexual abuse. An unwanted pregnancy has alsodtaetsu in the literature (Rich-
Edwards, Kleinman et al. 2006).
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1.2.2. Factors associated with the development ofogtnatal depression in

developing countries

The risk factors for the developing countries ided: sociodemographic
characteristics such as being yowngingle, having low education or husband's low
education, low incom@and small household size; reproductive history udirig
unplanned pregnancy, previous history of abortideljvering through cesarean
section, not breastfeeding, unwanted sex of babynatal death, poor knowledge
of infant care, and having more than five child@nhaving 2 or more children
under age seven; and sociopsychological problemisidimg prenatal depression,
history of depression or mental health problemssstul life or past-year events,
low social support, problems with in-laws, numbefsyears married, unhappy
marriage, physical abuse during pregnancy and efii&tbirth, and husband's use of
alcohol (Villegas, McKay et al. 2011). Some aduial contributory factors to
developing postnatal depression are: being an imamig(Danaci et al, 2002), an
unsettled baby (Fisher et al, 2004), poor housitgaton (Kitamura et al, 2006,
Rahman et al, 2003) and health problems in the f2abgaci et al, 2002).

1.2.3. Biological explanations for the developmermf postnatal depression

Postnatal depression can also be caused by a ddrgelogical and psychosocial
factors. Genetic factors may contribute to as maglone third of the aetiological
variance of postnatal depression (Treloar, Martial€1999). A more recent study
showed that siblings of women with postnatal depogsalso showed a high risk of
suffering from the same condition (Murphy-Eberesandi et al. 2006). Hormonal
changes in oestrogen and progesterone may alsasacbntributing factors to
developing postnatal depression, but have foundathey results (Zonana and
Gorman 2005). Recent findings suggest a possibtdvement of Omega-3 acids
in the development of postnatal depression (Reesti et al. 2005). However,
more evidence is needed to draw firm conclusiongindings from these studies
cannot be generalised across ethnic group as ssaalple sizes were drawn

predominantly from a White population.
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1.2.4. Psychological explanations to the developntasf postnatal depression

The type of personality one has may also have gadmon the development of

postnatal depression. A study looked at mothedsfatmers of newborns and found

neuroticism to be the most significant risk fadtmrdeveloping postnatal depression
(Dudley, Roy et al. 2001). However, although néaiem was a strong correlate of

PND, further analyses of the data suggested tbatalt was neither necessary nor
sufficient for developing postnatal depression.epi2ssed groups of both, mothers
and fathers on average scored higher on neurotitiamnon-depressed groups. It
was also noted, that depression in the father wHsenced by the state of the

marital relationship; whereas depression in therelged mother was influenced

primarily by her personality and infant relatedtéas.
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Table 3: Psychosocial risk factors of postnatal depssion

Psychosocial Correlate
History of Previous Depression or Psychiatric
Problems

Country (Author)
USA (Rich-Edwards et al, 2006lAE (Ghubash et al, 1997)\ustralia (Boyce et al, 2003)

Stressful Life Events

UAE (Ghubash et al, 1997 orocco (Alami et al, 2006)Pakistan (Rahman et al, 2003)\ustralia (Boyce et al,
2003)

Marital Problems

Turkey (Danaci et al, 2002)JAE (Ghubash et al, 199jetnam (Fisher et al, 2004)

Lack of social support

UAE (Ghubash et al, 1997 akistan, (Rahman et al, 2003)S (Campbell et al, 1997)

Financial Hardship

USA (Rich-Edwards et al, 2006)urkey (Danaci et al, 2002Rakistan (Rahman et al, 2007)

An Unwanted Pregnancy

USA (Rich-Edwards et al, 2006QJAE (Ghubash et al, 1997 orocco (Alami et al, 2006)Vietnam (Fisher et al,
2004),Japan (Kitamura et al, 2006)

Physical Disability

Pakistan (Rahman et al 2007)

Health Problems in The Baby

Turkey (Danaci et al, 2002)AE (Ghubash et al, 199®orocco (Alami et al, 2006)

Antenatal Depression

India (Patel et al, 2002Morocco (Alami et al, 2006)Pakistan (Rahman et al, 2003\ustralia (Boyce et al,
2003)

Number of Children

Turkey (Danaci et al, 2002), 5+ Childreakistan (Rahman et al, 2007)

Being an Immigrant

Turkey (Danaci et al, 2002)

Serious Psychiatric Disorder in the Spouse

Turkey (Danaci et al, 2002)

Problems with the Parents in Law

Turkey (Danaci et al, 2002)

Occupational Status

UAE (Ghubash et al, 199jetnam (Fisher et al, 2004)

An Unsettled Baby

Vietnam (Fisher et al, 2004)

Gender of the Newborn

Japan (Kitamura et al, 2006)ndia (Patel et al 2002)

Poor Housing Situation

Japan (Kitamura et al, 2006 Rakistan (Rahman et al 2003)

An un educated husband

Pakistan (Rahman et al 2007)

Ethnicity

UK (Kumar et al, 2003)
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1.2.5. Maintaining factors of postnatal depressiomn the first postnatal year

and beyond

Some researchers have identified maintaining facigsociated with postnatal depression
from birth to up to four years postnatal (Table Bactors that were associated with
maintaining depression from birth to four yearstpatl were: poor social support, marital

related difficulties, financial hardship, a histooy previous depression, and depression
during pregnancy. Mixed findings occurred regagdithe association of postnatal

depression with history of depression, with somgeaechers indicating an association
between history of depression and depression ar |pbstnatal periods, and some
researchers indicating no association. It may lesipte that some factors associated with
persistent postnatal depression in the early stamebe resolved within the first postnatal
year, such as doubts related to being a good motkawever, continued exposure or

experience of certain risk factors such as pooiaksapport, financial hardship and marital

difficulties may exacerbate the effects of deprssihus manifesting in a persistent nature.
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Table 4: Factors associated with persistent postnaltdepression up to
four years postnatal

Authors (year) Latest point of Factors Associated with Persistent postnatal

assessment in depression
Postnatal Period

Kumar et al 4 years postnatal Marital conflict

(1984) Severe doubts about having the baby

Horowitz and 2 years postnatal Lower income

Goodman (2004) Lower perceived social support
Higher depression scores at 4 to 8 weeks
postnatal

Campbell et al 2 years postnatal Less satisfaction with spougad@u

(21997)

Viinamaki et al | 2 years postnatal Poor financial situation

(1997) Inadequate social support

History of mental health problems before or
during pregnancy

Partner relationship problems

Higher depression scores after delivery
Greater perceived life stress

Poor relationship with mother

Postnatal alcohol and cigarette use

McMahon et al | 12 months postnatgl Having an insecure state ofl mgarding
2005 attachment

Blabey et al 2009 2 years postnatal A controlliagtiper

Uguz et al 2009 1 year postnatal High baseline EB@Bes

Existence of a personality disorder.
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1.3. Impact of postnatal depression in the first pgtnatal year and beyond

This section looks at the impact of postnatal degica on the child and the partner.
Some studies have investigated the immediate impiapbstnatal depression and
others have reported more long-term effects. Thlewing literature looks at the
impact of the mother's depression in terms of, upsons in mother-infant
interaction, mother-infant attachment, intellectualevelopment, cognitive
development, vulnerability to affective disordergeight-related problems, and

breastfeeding patterns.

1.3.1. Impact of postnatal depression on the child

1.3.1.1. Mother-infant interaction

Weinberg and Tronick compared a non depressed grooqothers with a depressed
or anxious group of mothers. The findings repotgdthe authors suggest that
mothers in the depressed/anxious group were maengaged with their infants
than the mothers in the non-depressed group (Wiegndsed Tronick 1998). The
depressed-anxious group of mothers were foundkdess to their infants, showed
few facial expressions of interest, were less {ikel refer the infants’ attention to
objects, and touched their infants less than théhems in the control group. In
return, the infants of depressed or anxious motsleosved less interest, more anger
and sadness, and a greater tendency to fuss antharyinfants of non-depressed
mothers during face-to-face play. However thiglgtdid not separate the impact of
the depression and the anxiety and so it was diffto distinguish the causes of the

children’s behaviours.

Campbell et al (1995) found that women whose deppagersisted past six months
postnatal demonstrated, fewer positive interactwitl their infants than women
who were not depressed. In addition the depressimgtoms resolved before six

months. In this group of women, some authors hawggested that it is the
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persistence of depression of mothers, rather thardiagnosis in the postnatal
period, that is more associated with negative &ffen the child (Campbell, Cohn et
al. 1995; Brennan, Hammen et al. 2000). This pgeuted by a meta-analysis of 19
studies, in which postnatal depression was foungaiee a moderate to large effect

on maternal-infant interaction (Beck 1995).

1.3.1.2. Attachment style of children of mothers v postnatal depression

McMahon et al (2005) looked at the association betwpostnatal depression and
the mother—child attachment. To measure the irgastachment style they used a
robust method using the ‘Strange Situation’ procedifAinsworth, Blehar et al.

1978). Interestingly, they found that briefly depsed mothers were no more likely
than never depressed mothers to have insecurdagat relationships with their

children. Only 26% of chronically depressed mottveese reported to have securely
attached infants, thus confirming that adversedcbutcomes are more likely when

mothers are chronically and/or severely depredsgah6-Ruth, Wolfe et al. 2002).

In another study infants were observed in the fgjea situation” phenomena
(Righetti-Veltema, Bousquet et al. 2003). Infanfsdepressed mothers showed
more anxiety and were less happy than childrenoofaepressed mothers. They
showed more avoidant attachment as compared touaesattachment displayed by
children of non-depressed mothers. These infamisvad less verbal interaction
and less playing interaction. Even at 18 month&nits of depressed mothers
performed less well on object concept tasks, andewwnore often insecurely
attached to their mothers. Developing an inseatt@chment style was another
negative effect of postnatal depression on thedcf@ampbell, Brownell et al.
2004). Campbell et al (2004) found that women \atie, intermittent, orchronic
depressive symptoms were more likely to have olildvho were insecure even at
36 months.
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1.3.1.3. Intellectual development of children of nibers with postnatal

depression

According to Sharp et al (1995), the first yealifef, especially the first few months,
may constitute a sensitive period for intellectdavelopment. In their longitudinal
study they examined the effects of postnatal depyesn boys, specifically looking
at their intellectual development. The childrensinat risk were those of depressed
mothers and came from families classified as wagrkilass. Even when the mother
had recovered, these boys continued to show loglléstual scores, thus showing
the harmful exposure of postnatal depression ity edlldhood. However, children
whose mother became depressed after the firstgtastyear did not show such low

scores (Sharp, Hay et al. 1995).

In another study, children of women who reportedrenchronic depressive
symptoms performed more poorly on tests of schealdiness and expressive
language. These children were rated as having mxternalising problems and
poorer social skills than children whose mothergeweot depressed or whose

symptoms were only intermittent (Evans, Heron e2@01).

1.3.1.4. Cognitive development children of mothenwith postnatal depression

The persistence and severity of depressive symptmagelated to poorer child
adjustment and cognitive functioning at schoole@@rennan, Hammen et al. 2000;
Arseneault, Kim-Cohen et al. 2005) and in adoleseefHammen and Brennan
2003). However these studies have high attritetes and predominantly include
women from White ethnic backgrounds. Postnatalelspon can also negatively
influence the psychological and cognitive developmef children. The

Millennium Cohort study (Hansen and Joshi 2007) hegorted that British

Pakistani children are upto one year behind in tivgndevelopment by the age of
three. The study also reports the highest ratdseb&vioural problems in British

Pakistani children.
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1.3.1.5. Affective disorders in adolescents of maghs with postnatal depression

Postnatal depression has also been associatetiigiiter rates of affective disorders
in adolescent offspring (Halligan, Murray et al.0Z). These studies suggest that
more chronically depressed mothers not only provess support for children's
emotional and behavioural regulation but also gtevess cognitive stimulation and

engage their children in less conversation.

1.3.1.6. Weight of children of mothers with postnatl depression

A study conducted with Pakistani women living irkBtan, suggests that maternal
depression is associated with low birth weight (Rah, Lovel et al. 2004). This is
particularly important for British Pakistani womeas their children’s birth weights
are lower than the national average, even of segendration women (Harding,
Rosato et al. 2004). Low birth weight is also assed with behavioural problems
(Weinberg, 1998).

Some researchers have argued that risk of childlub@s$ity, may be related to
increased exposure to postnatal depression (Tav@ilman et al. 2010). Wojciski
et al (2011) looked at the impact of exposure tstmatal depression on infant
growth up to two years postnatal. Infants weregived and measured at 6, 12 and
24 months postnatal. Exposure to persistent ptadtda@pression was associated
with the child being underweight and with reduceglght gain in the first 2 years of
the child’s life (Wojcicki, Holbrook et al. 2011).

1.3.1.7. Breastfeeding patterns of women with postital depression

Research has also looked at the importance of tmase interaction between the
mother and the child. Research has focused omtpact of postnatal depression

on breastfeeding (Henderson, Evans et al. 2008)s Study reports early cessation
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of breastfeeding was found to be significantly etated with postnatal depression.
Therefore infants of mothers with postnatal depogss this study were less likely

to receive the health and nutritional benefits@ignged breastfeeding.

These findings suggest that postnatal depressiamihers has a negative effect on
their infants. The findings also suggest that isggace of postnatal depression
throughout and beyond the first postnatal periad regult in children experiencing
a range of developmental problems.

1.3.2. Impact of postnatal depression on the partme

The impact of postnatal depression can have semopbcations on interpersonal
relationships (Lovestone and Kumar 1993). Lovestand Kumar found that half
of the spouses of depressed women in their saniidé&?4) were affected by
psychiatric illness. This 50% rate was higher thaat in the control group whose
partners remained well after childbirth. It waschkear in the study whether the
onset of the partner’'s psychiatric disorder wasoteefor after the onset of the

postnatal depression.

A community based study of 200 couples found a 98vgdence rate of depression
in fathers at six weeks postnatal, and 5% at sinth® postnatal. Postnatal
depression in fathers was found to be associated wiprevious history of
depression and the presence of depression in thiees or partners during

pregnancy and soon after delivery (Areias, Kumaal.€1996).

A recent study looked at the elevated levels ofrelepon in male partners (Davey
2006). Partners in this study were asked to ppaie in a six week group treatment
program specifically tailored for male partnershe$e men described their feelings
towards their partners’ postnatal depression agmatising, overwhelming,

isolating and frustrating. The treatment programpmevided a comprehensive

range of therapies, for example cognitive therapyréducing depressive thinking
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styles. As a result of their participation, mepaded lowered levels of depression
and stress, and higher levels of social suppodwever a self report measure was

used to assess depression.

Evidence suggests that partner support can betactik@ factor against postnatal
depression even six months after the delivery (lglawieck et al. 1996) and may
be used as part of a treatment programme for wowidéim depression (Misri,
Kostaras et al. 2000). Burke also provides evidemt the detrimental effects of
postnatal depression on partners of depressed worfibe author postulates that
depressed women need to be educated about theiglo&tfects of their illness on
the child and the partner, without being made & geiilty (Burke 2003).

The majority of the literature cited so far in thistroduction discussed the
objectively measured aspects of postnatal depressioorder to describe the
condition. There is a branch of cultural psyclyidlrat looks at explanatory models
of illness. These explanatory models explore #ath beliefs of those affected by
the condition. The following chapter further ex@d the concept of postnatal

depression using explanatory models of health tselie
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1.4. Explanatory models of iliness

Kleiman (1975) emphasises illness is culturallypgth Social class, cultural beliefs,
education, occupation, religious affiliation, paskxperiences with illness and
services all influence how we perceive, experiezoeé cope with illness and form
an ‘explanatory model’ of illness. Kleinman (197#G)ther adds that people hold
belief's about the aetiology, the onset of symptotine pathology and the course of
illness and the possible treatments. This affduisy the symptoms are expressed,

help-seeking behaviour, and how people communiedketherapists.

A disparity in the explanatory models between péti@nd doctor can result in
problems in clinical management such as poor canpé and poor clinical care.
Patients have expectations when seeking treatridégih(nan, 1975). For example,
in Taiwan, patients expected western-style doctorsprovide injections, with
limited time left to explanations and questionsin@se-style doctors were expected
to prescribe herbs and symptoms and diet would Ise discussed. Folk
practitioners were expected to show more interegheir patient's problems and

show an interest in personal and social issuesr{iian 1975).

Kleiman (1975) interprets illness, in terms of ttiéficulties resulting from the
illness including the personal, interpersonal, walk reactions to discomfort and
disease and the malfunctioning of biological of gtsyogical processes. The
biomedical view in both developed and developingintoes focuses on the

underlying biology of disease.

Kleinman argues that the biomedical model is lessrésted in the psychological
and sociocultural issues, and more concerned Wwélctiring of the disease, and not
managing the illness. Provision of health care isesvin both developing and
developed countries invest in services based onbibemedical model. The

biomedical approach is the only model that canesyatically recognise and treat
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disease and potentially treat the illness. Theesg\suggests ignoring other models
is less clinically effective as is less likely tedt both disease and illness (Kleinman
and Benson 2006). A negotiation of shared modelsuggested. For example,
where the patient accepts the use of antibiotidsbielieves burning incense or

wearing an amulet is needed the physician musipattéo understand this belief

and not attempt to change it. Where the patienises medication due to a belief
that penicillin is inappropriate, a ‘hot’ remedy @ ‘hot’ disease, the physician must
persuade the patient of the incorrectness of tiedief.

1.4.1. Culture and explanatory models

The DSM-IV includes an Outline for Cultural Formtide to incorporate cultural
issues into diagnosis. DSM-IV classification congaa ‘list of key parameters by
which a psychiatric patient can be described ims$epf the culture to which he

belongs:

1. Cultural identity of the person,

2. Explanation of illness in terms of culture,

3. Cultural factors related to psychosocial envinent,

4. Cultural elements in patient-doctor relationship

1.4.2. The application of explanatory models explarg depression in South

Asians

Some work has been done on Explanatory Models (Ebfslepression in South
Asians. Evidence suggests South Asian women ugeh@social explanations to
describe their depression (Bhugra 1996) and uderallly specific expressions to
describe mental distress (e.g., “thinking too mutkhe heart”, (Fenton and Sadig-
Sangster 1996). These women consider depressiamvodve the mind or soul

(Patel 1998). A recent study found Pakistani wonuse culturally specific
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expressions of anxiety and depression, such akifigirof heart”, “the earth moved

from underneath my feet” (Naeem, Ayub et al. 2009).

A qualitative study conducted in New York found ttisouth Asian immigrant
women viewed depression quite differently from Whwomen (Karasz 2005).
White women attributed symptoms of sadness to dodimal cause such as
“hormonal imbalance” or “neurological problem”. dontrast, South Asian women

interpreted the symptoms as a reaction to “lifebfgms” or “situational stress.

So far the studies looked at South Asians as aatole group rather than looking at
the specific sub-groups such Pakistani’'s. Thesesab-cultural differences between
these groups. Pakistani women in particular, Heen identified with high rates of
depression. Only a handful of qualitative studugth Pakistani women were found.

These studies are presented in the following sectio
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1.4.3. Qualitative studies exploring postnatal dem@ssion in Pakistani women

To date, no qualitative study has explored the reatf postnatal depression in
British Pakistani women. A transcultural qualiatistudy (Oates, Cox et al. 2004)
looked at postnatal depression across differenntci@s and cultures. Fifteen
centres in 11 countries took part in this studyrd@aux and Paris (France), Dublin
(Ireland), Florence (ltaly), Gothenburg (Swedemwa City (USA), Kampala
(Uganda), Keele, London, Manchester and Nottingfidi), Kyushu (Japan), Porto
(Portugal), Vienna (Austria) and Zurich (Switzedan This was the first study to
simultaneously explore origins and consequencegostnatal depression. Three
different groups of informants were recruited: neathers; relatives (grandmothers
and fathers); and health professionals. In twihefUK study sites, Nottingham and
one of two groups in Stoke on Trent (Keele), theéhreoand relative informants also
came from an British Asian ethnic minority group Wwver, within the broader

Asian group, specific ethnic groups were not spextif

The interview guide explored the informants' viewsderstanding and beliefs about
the factors contributing to happiness or unhapgindisring pregnancy and after
birth; their understanding of mental health proldeamd their causes at this time;
their views on what could be done to help, and eatigns for improving health

care. For centres studying ethnic minority groupsre were additional probes for
health professional informants about whether theught mental health problems
were more or less common and the reasons for tinethait particular group of

women.

Amongst other themes, morbid unhappiness (or ptatndepression) was
recognised by all centre informants as a commomanenon following delivery.
Interestingly, UK Asians, did not use the term ‘{masal depression’ to describe this
condition, and did not mention hormones as a catigestnatal depression. It was
also clear that the UK Asians in this study did regard professional or medical

help as appropriate or felt that treatment was e@ed@he strength of the study is
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that the interviews were conducted in the nativegleage of the interviewees,
reducing language barriers and misinterpretatiddowever, it does not specify if
the interviews were conducted by clinicians or aecsleers who were fluent in the
native language, or lay interpreters. Limitatioof this particular qualitative
research study lie in the small numbers of infortean individual centres and so

findings cannot be generalised to the whole popriat

A more recent UK based qualitative study found tB&ck Caribbean women
subscribed to biopsychosocial theories of perinatepression but tended to
privilege social and psychological over biologieaplanations (Edge and Rogers
2005). Ten of the 12 women suggested that psycluabfactors such as severe
stress, experiencing traumatic labour and delivang lack of emotional stability
were potential triggers of their depression. Hosvevthe women in this study
rejected the idea of ‘postnatal depression’ asnatcact for understanding responses
to psychological distress associated childbirth aady motherhood. The rejection
of depression as illness was mainly to normalisdress and perpetuate a self-
concept which stressed the importance of beingorguBlack-Women’ for
maintaining psychological well-being. This identaggrved to reinforce notions of
resilience, empowerment, and coping strategies achenised by the need to

problem-solve practically, assertively, and matbria

In another UK based study, White women afaobuted a psychosocial aetiology to
their symptoms of postnatal depression, relatinthéostresses of parenthood, such
as changed relationships, reality not meeting exgtieas, and the birth of the child

triggering memories of past events (Chew-Grahanayskt al. 2009). Women in

this study described insights into and awarenegbaf symptoms, often because
they had suffered from depression in the past.hcdlgh these women suggested
that the cause of postnatal depression might dereift to the cause of previous

episodes, it may also reflect the persistent naifitkeir depression.
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General depression in women has been previoushifei as persistent in nature
through qualitative accounts in the White populat{®axwell 2005; Saver, Van-
Nguyen et al. 2007), and in the British Pakistaopydation (Gask, Aseem et al.
2010). A recent qualitative study (Gask, Aseemakt 2010) looked at the
experiences of persistent depression in 15 Briskistani women, four British
born and 11 born in Pakistan, ranging in age fr@n®73 years of age living in
East Lancashire. All women had a diagnosis of eé&ponwhich was persistent or
recurrent in natureby their general practitioner (GP) and had beessgibed
antidepressant medicatidor a period of between 1 and 16 year©f the 15
women, five women described postnatal contributfagtors to their persistent
depression and five women described volatile nlarreEationships as the
contributory factors to their persistent depressidimese contributory factors were
also described as the maintaining factors for tkejpression. Women reported
‘feeling stuck’ in the realms of family conflictpsial isolation, societal stigma of
depression and the depression itsélimitation of the present study is that it was
carried out in only one suburban area of the Unitedydom, Eastancashire, thus

limiting the generalisation to British Pakistaninven in urban areas.

1.4.3.1. Marital problems and postnatal depression

Relationship disharmony, domestic violence, neglseparation and divorce, and
may interfere with the positive environment neettadthe successful transition to
parenthood (Nettelbladt, Uddenberg et al. 1985;a08HL986; Fatoye and Fasubaa
2002). Quantitative research has also linked dspye to marital difficulties,
negative effects on the family unit and the depoesbeing chronic (Boyce 1994;
Cooper and Murray 1995; Murray and Cooper 19973sefl on current quantitative
research, the strongest predictors of postnatalredsjpn are experience of
depression during pregnancy, a previous historydepressive illness, marital
problems and low social support (Robertson, Gracal.e2004). Some studies
conducted in the UK and in other Western socidigge investigated the corelates
of postnatal depression in women of Pakistani origsing qualitative methods
(Belliappa 1991; Kumar 1994).

61



Fazil & Cochrane (1998) identified four culturalbpecific vulnerability factors of
depression in Pakistani women living in the UK (Fand Cochrane 1998). These
were social isolation, living with an extended fgmian unhappy marriage and
intergenerational conflicts. These studies algmest that depression and postnatal
depression were strongly associated with maritabblems, particularly
maltreatment by the husband or family in law (Patehl 2002, Ulrich, 1987), and
show high rates of suicide in the early years ofrrage (Singh 2002). British South
Asian women have a high suicide rate compared taa/Momen living in the UK
(Neeleman, Mak et al. 1997), particularly thosehwan affective disorder (Hunt,
Robinson et al. 2003). Husain et al (2012) sugBesish Pakistani women have
particularly severe social difficulties in the nesl of marriage, health, finance,
housing, and they lack supportive relationshipsom& of these difficulties are
similar to those found in White Europeans but miamyily factors are unique to this

population. These may only become clear when BrRigkistani women seek help.

A qualitative study conducted in the USA lookedoimharriage, depression and
illness in the South Asian community in New YorktyCi{Karasz 2005). The

participants were presented with many vignettele fbcus was on the attributions
made by the South Asian women. For the depressgnette, causal attributions
referred to a specific family or marital problenThe study concluded that South
Asian women in health care settings may be unresperto explanations and
treatments that emphasise western psychiatricnteds to illnesses. Therefore,
when developing such interventions, the experiavfcthese women needs to be
considered; as their interactions with, and acdesshealth care services, and
opportunities for social networks and support méfed significantly from other

groups. The study also indicated that South Asiamen are more responsive to

supportive and social or problem-focussed coumgetipproaches.
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The research so far suggested a series of factsxiated with the development
and persistence of postnatal depression. It & suggested in many of the earlier
stated studies that postnatal depression may exisearly all cultures around the
world. Contrary to these findings, Stern & Kruckm@ 983), in their review of

anthropological studies of postnatal depressioestion the existence of postnatal

depression across all cultures.

Stern & Kruckman (1983jound little evidence of the phenomenon identifiad
Western diagnoses as postnatal depression. Thggested that the lack of
postnatal rituals in Western society might be aseaof postnatal depression. The
authors hypothesised that the high status of miotioel, and social support might be
protective factors against postnatal depressiaoliectivistic societies. The authors
further add that the effectiveness of counsellingreating the condition may be
through its re-creation of postnatal ‘structuredahe provision of social support
which might formerly have been provided by the egel family and public
recognition of the new role. However, this studgk place almost 30 years ago and
at present some of the points raised in this pdaiicstudy still stand, such as the
protective elements of social support but previpasscussed findings suggest high
levels of postnatal depression and the risk facéssociated with, becoming and

remaining depressed (Stern and Kruckman 1983).

The available interventions for postnatal depresgiedominantly included women
from a White background. Therefore a case for lbgweg culturally adapted

interventions was subsequently identified and prieskin the next section.
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1.5. Interventions available for Postnatal Depresen

Postnatal depression is a treatable disorder @eir] Zlotnick et al. 2006). Mild to
moderate depression can be treated with talkingagies, such as Interpersonal
psychotherapy (IPT) (O'Hara, Stuart et al. 2000in&ép and Endicott 2003),
nondirective counselling by health visitors (ElfjoGerrard et al. 2001), psycho-
education (Honey, Bennett et al. 2002), and cogmnitbhehaviour therapy (CBT)
(Prendergast 2001). The use of baby massage &daopzGlover et al. 2001),
exercise (Daley, MacArthur et al. 2007), and grobpsed parent training
programmes (Bevc 2004) are also found to be effectevere depression can be
treated with antidepressants (Wisner, Peindl etl889). The majority of the
interventions can be categorised as pharmacologisyichological, and psycho-

social. These are as follows.

1.5.1. Pharmacological interventions for postnatadlepression

Antidepressant treatment has been used in the reareaq of postnatal depression.
Many studies have reported that antidepressants aacSertraline, Paroxetine,
Venlaflaxine, and Nortriptyline, can be used saf@yynursing mothers of healthy
full term infants (Wisner et al, 1997). Howeveludxetine has been linked with
side-effects including irritability, sleep disturi@®, and poor feeding in infants
exposed to it in breast milk (Burt, Suri et al. 20 Little is known about the long-

term effects of antidepressants on the child’'s kbgpweg brain. Therefore, many
new mothers remain reluctant to take such medicatibilst nursing (Burt, Suri et

al. 2001).

1.5.2. Psychopharmacological interventions for posatal depression

There is a need for randomised studies evaluati@gharmacological treatment for
postnatal depression. There are only two studias Have done this. One study
looked at a comparison of four treatment groupspXétine plus a single session of
cognitive behaviour therapy (CBT), placebo plus iagle session of CBT,

Fluoxetine plus six sessions of CBT, and placelus gix sessions of CBT. After
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four weeks of treatment, similar improvements ometiramong women receiving
either six sessions of CBT; or Fluoxetine plus @ession of CBT. The results
indicate that women’s choice of treatment may belaypl by their preference of
pharmacological or non-pharmacological approachéseatment (Appleby, Warner
et al. 1997).

Another study looked at the comparison of threatinent groups; Interpersonal
psychotherapy (IPT), Sertraline, and a Sertraling BT combination (Pearlstein,
Zlotnick et al. 2006). The results showed thatralf¢here was a reduction in mean
depression scores in all three of the treatmentsbowed. However, the authors
agree that the sample size was too small to rglidistinguish differential efficacy

among these treatments. The results confirm pusvilmdings by Appleby et al

(1997) as there was a trend for breastfeeding wolmept for treatment without

medication (67%) rather than treatment with meaea(33%). There was also a
trend for women with previous histories of depressto choose treatment that
included medication (86%) rather than a treatm@mr@ach without medication

(14%). The treatment preferences show that néalfyof the sample (11 of the 23
women) selected IPT alone, two selected sertralioee, and 10 selected combined
sertraline and IPT combined. Interestingly, boththed women selecting sertraline
alone cited time constraints which prohibited mapation in weekly psychotherapy

sessions.

1.5.3. Psychosocial interventions for postnatal deg@ssion

Among psychotherapies, Interpersonal psychothergyT) and Cognitive
behavioural therapy (CBT) have shown efficacy ie tineatment of postnatal
depression, (Prendergast & Austin, 2001; Pearlgtead 2006, O; Hara et al, 2000;
Segre et al, 2004).
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1.5.3.1. Interpersonal psychotherapy for postnatadepression

Interpersonal Psychotherapy is a brief and highlsuctured manual based
psychotherapy that addresses interpersonal isaugspression, to the exclusion of
all other focus of clinical attention. This apprbaallowed modification of the

original treatment manual for depression to a warief illnesses (Weissman,

Markowitz et al. 2000). IPT is found as effecti@eross cultures. Bolton et al
carried out a randomised control trial of Grougetpersonal Psychotherapy (IPT-G)
for depression in Uganda. The group receiving @had a substantially greater
decline in mean depression scores than the treamsarsual group (Bolton, Bass et
al. 2003).

Zlotnick et al carried out a 4 week interventionngsIPT for at-risk pregnant
women who had at least one risk factor for develgmostnatal depression. Within
3 months of giving birth, 33% of the control grodeveloped postnatal depression
compared to none in the IPT group (Zlotnick, Joimnebal. 2001). Another trial
looked at IPT versus parenting programmes in thenatal period. A significant
improvement in the IPT group was obtained than gheenting programme, at
measures of mood at termination; as well as a 6G8wvery rate in the IPT group
(Spinelli and Endicott 2003).

Group Interpersonal Psychotherapy (IPT-G) has bken used in recent studies
(Reay, Fisher et al. 2006) to assess the potepffalctiveness for postnatal

depression. The study looked at 18 mothers (wifants 12 months or less)
diagnosed with postnatal depression. These woraeitipated in two individual

and eight group sessions of IPT-G. A two hour pegducational session was also
held for the partners of participants. Severitpres on all the measures of
depression decreased from pre to post treatmeotvetr, no overall improvement
on the social adjustment was noted; although oglahip improvement was shown

with the partner.
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A study conducted in Vienna (Klier et al, 2001)cathowed efficacious results of
IPT in a group format. Depression scores of 1 e receiving IPT-G decreased
significantly from pre to post-treatment. Follow-wassessments at six months
continued to show the treatment effect. Howeueeré was no control group for
this study. Nevertheless, these results indidadé IPT adapted for a group model

has positive implications for the treatment of pastl depression.

1.5.3.2. Cognitive behavioural therapy for postnatiedepression

Cognitive Behavioural Therapy (CBT) is a psycho#psr based on cognitions,
assumptions, beliefs, and behaviours, with the@imfluencing negative emotions
that relate to inaccurate appraisal of events (Mmbaum, 1976). The main
objectives of CBT are to identify irrational or radhptive thoughts, the underlying
assumptions and beliefs that are related to datiild negative emotions and
behaviours. The aim is to identify how these thdsgbehaviours, assumptions and
beliefs are dysfunctional, inaccurate, or simply Imelpful. This is done to reject the
distorted cognitions and to replace them with moealistic and self-helping
alternatives (Dodge , 1993). A number of studiaséhused CBT in the treatment of
postnatal depression and found positive resultplgyy 1997; Honey et al 2002;
Prendergast & Austin, 2001).

The Appleby et al, (1997) study mentioned earlieoveed promising results for
CBT for postnatal depression. An Australian stugsing CBT for postnatal

depression (Prendergast 2001) reports the long-édficacy of CBT. This was a

nurse led intervention under Psychiatric supemisi&arly childhood nurses were
trained in modified CBT. The results indicatedtt@8T alone was not sufficient in
significantly reducing the severity of depressiontiae end of the treatment.
However, at six months follow-up a greater effestigss of CBT was obtained. It
was suggested that psycho-education may also bertamp in the treatment of

postnatal depression.
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1.5.3.3. Psycho-educational interventions for posaital depression

A psycho-educational group intervention (Honey, i&het al. 2002) comprised of
three components: educational which included piingidnformation on postnatal
depression, strategies for coping with difficultiidfcare situations and eliciting
social support; the use of CBT techniques suchhalenging women’s erroneous
cognitions about motherhood; and the use of relaxaéchniques. The intervention
was not manualised but a pre-defined structuredrprome was developed. The
results indicated a significant reduction in EPD&ores of women in the
intervention group when compared to the treatmenisauial group. The reduction
was not related to anti-depressant use. Moreorgtavements in mood were not
accompanied by changes in coping, perceptions oifalsesupport, and marital
relationship. Therefore, interventions incorporgti more problem-solving
techniques with regards to marital difficulties mlag beneficial for women with
postnatal depression. The authors’ suggesitperitance of involving partners in

such interventions.

1.5.3.4. Intervention using baby massage for postta depression

Baby massage can be a very effective way of impgwarientation and sleep, and
reducing excitability in full-term infants (Field al, 2004). A study conducted by
Onozawa et al (2001) looked at the effects of usnfignt massage to improve the
mother-infant interaction in women with postnatagpcession.  Postnatally
depressed women were randomly allocated to antimf@ssage class and support
group (massage group) or to a support group (cbgtomp). The study, although
limited by small group numbers and high drop-oué ralid show that that EPDS
scores reduced significantly in both groups in pisteeks. However, the mother-
infant interaction significantly improved only imé massage group. The use of
baby massage is a safe and cost-effective inteorefdr mothers and their infants
(Feijo et al, 2006).
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1.5.3.5. Intervention using exercise and postnatdepression

Physical exercise has long been associated withovements in mood, reductions
in depression and anxiety (North et al, 1990) amghrovement in self-esteem
(Palmer, 1995). Women with postnatal depressioy benefit from the use of
exercise since it is effective in treating mild rtioderate depression (North et al,
1990; Cramer et al, 1991). Pram walking is anvégtthat can be integrated into a
mother’s life relatively easily; it can be fittedoand the demands of the baby and
no additional childcare is required (Daley et aD20 An example of this is the
Australian “Stroll your way to well-being programin€urrie et al, 2001). This is a
community based pram-walking programme designadd®@ase access by mothers
to sociable postnatal exercise. Seventy percetiteomothers were still walking at

16 months after the programmes commencement.

A 12 week randomised controlled trial was condudigdArmstrong and Edwards
(2003) to investigate the combined effects of eser@and social support (multi
intervention group) compared to a control grouphe Exercise component of the
intervention involved the participant to walk thrig@es per week with their infants
in a pram, with the group for a period of 30-40 wtés. After the walk,
refreshments were provided, and a chat and play tvé children was encouraged
in a group setting. Mothers in the interventioouwgy significantly, improved their
fitness levels and decreased their depressive syngtblogy. However, no
significant differences in levels of social suppaostre observed between the two

groups.

1.5.4. Reviews of interventions for postnatal depssion

Stuart et al (2003) carried out a review of psybkapeutic treatments for
prevention of postnatal depression. Accordingh&rtfindings, the majority of the
studies carried out in this field, support the sty of preventative
psychotherapeutic interventions for postnatal depo&. However, a few studies
failed to show any efficacy (Hayes et al, 2001, dbra et al, 2000, and Stamp et al,
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1995. In addition, the authors also suggest tlsgthotherapeutic interventions
should be used as a first-line treatment, rathan ths an adjunct to medication
treatment (Stuart, O'Hara et al. 2003).

Dennis (2004) in a critical review of psychosociaterventions for postnatal
depression found home visits by a community suppamtker had no protective
effect on postnatal depression and expressed ridatidually based interventions
may be more beneficial than those that are grogedéDennis 2004). However,
none of the studies in this review have conductgtbap based therapy programme
with the ethnic minorities; in order to see if suakerventions work with women
from minority ethnic groups. In addition, intentems targeting “at-risk” mothers
were found to be more beneficial than those inclgdia general maternal

population.

Although the above stated reviews, (Stuart et &32Mennis 2004) have found
some support for the effect of psychotherapy fastpatal depression; nonetheless,
these reviews did not use a meta-analysis as metlwodtatistically integrate the
results of the individual studies and were not @bléest whether different types of
therapies differed significantly from each otherA recent meta-analysis of
controlled and comparative studies of psychologit@atments of postnatal
depression looked at seventeen studies which iadludcontrol and treatment as
usual group, allowing effects sizes to be compdf@dijpers, Brannmark et al.
2008). The results showed only a decreased nuofostudies were available to
draw conclusions about the relative effects of pslmgical treatments compared to
pharmacological and other treatments. Neverthethesstudies that were available
showed that psychological treatments have modeséfects on depression in

women with postnatal depression.

Conversely, this review included women who weregdased for postnatal

depression through clinical interview and/or selport questionnaire. This is
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problematic as we cannot infer from the findings ttue proportion of women who
were clinically depressed as opposed to those womvkno were identified

experiencing depressive symptoms above a cut-ofhtpon a self report

questionnaire. This review also reflected thathssitidies were only conducted in
developed countries, primarily with Caucasian pgéints, thus representing a
specific sample of women and limiting generaliggbdf results. In addition, the

review highlighted that the few studies that comegapsychological treatments to
other treatments indicated that the other treatsnenere somewhat more effective.
According to the authors, this could be an indaratihnat psychological treatments
may not be the treatment of first choice for potthdepression. However these
this finding needs to be treated with caution &srtbmber of studies in the review

was too small to draw any definite conclusions.

1.5.4.1. Absence of non-White populations in review of interventions for
postnatal depression

In the literature identified, there was not a singlystematic review to date that
looked at the efficacy and/or effectiveness of psjyagical, social or
pharmacological approaches to the treatment ohptatdepression in non-western
population from developed or developing countri®esearch in this area which in
the main has been undertaken in the West may beepto Western cultural
influences. Therefore, the findings from studiegntioned earlier could be
considered or termed on Western based constriitisse constructs in the main are
used to identify and elicit findings from the predoantly White/Caucasian
populations. This clearly reflected the need enidy such studies and report their

findings to lend support to empirical data.

There is also little empirical evidence addressimg adaptation of evidence based
treatments/interventions to ensure their appligghid specific ethnic communities
(Miranda, Bernal et al. 2005; Lau 2006). Randaahisontrol trials (RCTs) identify

the impact of interventions by measuring outcom&le US Department of Health
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and Human Services (HSS) report a range of efficectreatments for most mental
health disorders (U.S Department of Health and HuBervices, 1999). However a
supplementary report also highlights that minogtgpups are underrepresented in
efficacy studies of treatments in mental healthS(UDepartment of Health and

Human Services, 2001).

In the U.S, the HHS report on efficacy studies fiognguidelines for the major
treatments in bipolar, schizophrenia, depressioth ABHD consisted of a total
9266 participants. This included: 591 Black, 99ih@t 11 Asian American/Pacific
Islanders and O American Indians/Alaskan Nativeke Bupplementary report
highlighting underrepresentation in efficacy stedgaw a decline in number of
RCTs that included culturally diverse groups. #ated earlier, RCTs have mainly
been conducted in nonminority populations. Therditure search identified only
two randomised controlled trials that have attemipitetreat postnatal depression in
non-western populations, (Rahman et al, 2007, Rejas 2007) which will be later

discussed.

1.5.5. The need for culturally tailored interventians

Most economically developed nations are multi-ethniThe following literature

argued the underrepresentation of ethnic minorityugs. This may be due to
barriers encountered by this group when seeking fogl mental health problems.
The following section looked at demographic rated health differences in ethnic
minorities in north-west England, help seeking h#has of people from ethnic
minorities, the barriers these people encounteaed, the recommendations for

culturally adapted interventions.
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1.5.5.1. Demographics of ethnic minority group intie Northwest England

The proportion of the UK population belonging tonan-White minority ethnic
group increased by 53% between 1991 and 2001, (&@million to 4.6 million).
Among the minority groups, South Asians make upr dwadf the ethnic minority
population in the UK and are one of the fastestvgrg groups in Manchester
(ONS, 04). The largest ethnic minority group ire tNorthwest is of Pakistani
family origin (UK census 2001). This group of peoghow prominent cultural
differences to the majority population in the UKdmong ethnic minority groups,
British Pakistani women have the highest birthggtearge and Ghosh 2006; Leon,
Moser et al. 2008). If current demographic trendstinue, societies will become

more ethnically diverse.

1.5.5.2. How is ethnicity defined?

Ethnicity has been shown as hard to monitor andrde¢ONS, 2002) and only
became mandatory in publicly funded mental headtirises in 1995. South Asian
People from the Indian subcontinent might want &fire themselves as, for
example, Pakistani, Gujarati or Punjabi; but in 281 Census they were offered
the options of 'Indian’, 'Pakistani’, '‘Bangladegi' 'other Asian'. The National
Institute for Mental Health in England (NIMHE) suggied that self-identified
ethnicity should be documented routinely (NIMHEQD2]D

1.5.5.3. Demographic health differences

Black and Ethnic Minority (BME) groups in particulexperience higher levels of
social and material deprivation compared to majowhite group. They have
poorer morbidity experience, and long standingesl and a registered disability
(Nazroo 1997). Current research is starting toadisr that despite higher levels of
ill health and disability, ethnic minorities appdarhave poor access to particular
types of medical care (Feder, Crook et al. 200%nongst the BME groups, British
Pakistanis have reported significant mental hgadtiblems. In a UK based survey,
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British Pakistanis and Bangladeshis were 50% mketylto describe their health as
fair or poor compared to Whites (Nazroo (1997).utBoAsian groups presented a
similar socioeconomic profile to African-Caribbearoups, but with marked
language, religious and cultural differences (Nazd®97).

1.5.5.4. Help-seeking behaviour

Studies have looked at help-seeking behaviour enVithite and Black population
with common mental disorders, but there is littibormation on the help-seeking
patterns of British South Asian population. Somfetle information found

suggested that South Asian people in the UK tradoess help for their mental
health problems but fail due to a number of bagrtertreatment. A national survey
conducted in the UK found, people classified asaAsir Oriental experiencing a
depressive episode had the highest consultaties vath physical complaints, after
the White group (Meltzer, Gill et al. 1995). Withihe Asian/Oriental group,

depressed women between the ages of 25 to 34 eradst at-risk group and had
almost double the rate of presentation with somsyimptoms to the GP (30%)
when compared to men (16%). Within the Asian grd@nitish Pakistani’'s had the
highest GP consultation rates than any other etgroap in the UK (Balarajan,

Yuen et al. 1989). However, little is known abthg quality of these consultations.

A number of barriers to mental health treatmenieople from British South Asian
background have been identified. These includsjdentification of symptoms by
health professionals, lack of information on sessicavailable for treatment of

mental health, and language barriers.

1.5.5.4.1. Misidentification of symptoms by healtiprofessionals

Evidence suggested most individuals from South Abiackgrounds with common
mental disorders were not identified by the GP ¢Bat998) This may be due to

difficulties in communication, or cultural differees in the presentation of
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symptoms (Abas 1996). This may also be duthéaliffering explanatory models
between the physician and the patient, which ofesult in the patient remaining
undiagnosed and untreated (Jacob 1998). Anotlossilplity was cultural

stereotypes that can misdirect diagnosis and tesgttpathways (Burr 2002). The
misidentification of symptoms may explain the vaadas in mental health service

use by ethnic minorities in the UK.

1.5.5.4.2. Lack of information on services availabl for treatment of mental
heath

A survey of 27 000 participants with mental healtbblems found ethnic variations
in the experiences of mental health service useisnigland (Raleigh, Irons et al.
2007). The survey showed when compared to the eMpopulation, the Asians
(including, Indian, Pakistani, Bangladeshi, Asiathew) were provided with
significantly less information about mental heal#rvices, had a shorter duration of
contact with mental health services, and less coméh community psychiatric
nurses. Furthermore, compared to the White papualaia significantly fewer

number of Asians received any form of talking tipéea or care plans.

1.5.5.4.3. Language barriers

A local qualitative study in Manchester found laage barriers to be an important
factor in designing interventions for British Pdkis women (Wood, 2007). This
study was carried out by the Manchester Public tHdaévelopment service with a
group of British Pakistani women who were involvada focus group. A number
of issues were explored and themes that emergéaded; perceptions of mental
health and illness, factors affecting mental heaitti stigma, and barriers to seeking
help. The most emphasised aspect of the focuspgbguthe British Pakistani
women was language and cultural barriers. It wias #ound that a lack of
understanding about existing help and servicesgmted most of these women from

accessing formal support.
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1.5.5.5. Government recommendations and guidelindsr services for ethnic
minorities

The UK population has become increasingly diverBailoring practice to an area’s
demographics is crucial to providing effective treant. The National Service
Framework for Mental Health (DoH 2003) reaffirmduk tissue of inappropriate
services for Black and ethnic minority (BME) comntigs such as British
Pakistanis. Among other DOH policy documents NSF;Mhkide Outside the
Department of Health (DoH 2003) has published aomepn Delivering Race
Equality in Mental Health Care, which is a five-yeaction plan for tackling
discrimination and achieving equality in services &thnic minority patients and
communities (DoH 2005). Standard one requireskingrwith both individuals
and communities so that disparities can be combated that the mental health
services work against social exclusion, especiaitih regards to people from black

and minority groups.

The Department of health (DOH) has also allocatdatantial funds for Improving
Access to Psychological Therapies (IAPT) in the Uts. principal aim is ‘to

implement NICE guidelines for people suffering frodepression and anxiety
disorders’. The document specified BME groups ‘bBexd-to-reach groups’ and

must have better access to psychological therapithe UK.

The NICE Guidelines suggested that women who devalmental disorder during
pregnancy or the postnatal period, should be gordturally sensitive information
at each stage of assessment, diagnosis, courdecatrient about the impact of the
disorder and its treatment on their health andhéalth of their foetus or child
(NICE 2007). The guidelines also made recommeadsatfor culturally sensitive
services and suggested that the NHS Trusts mustifi@ board member to take
responsibility for diversity and ethnic issues. spensibilities must include

adequacy of service provision, training on cultutéference, monitoring service
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usage by ethnicity, consultation with local BME gps and achieving targets set in

advance on a year by year basis (NICE 2007).

These guidelines suggested that people from ethimorities should be provided
with culturally appropriate mental health servicedn particularly, the NICE

guidelines also stated that women from ethnic niiypw@roups should be provided
with culturally sensitive information and treatmerior postnatal depression. The
next section focused on what is involved in thecpss of developing culturally

adapting interventions.
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1.6. How can interventions be culturally adapted ad developed to meet needs

of specifically targeted cultural groups?

In order to answer the above question, we neecdetcléar on what is meant by

cultural adaptation and what is involved in thisgass. A systematic methodology
also needs to be followed to drive this processrder to show the evidence base for
the selected intervention. Interventions targesipgcific groups can be complex in

their nature. The Medical Research Council (MR@} hleveloped a guide to

developing complex interventions (Craig, Dieppale2008).

1.6.1. What is cultural adaptation?

“Cultural adaptation” refers to program modificat#othat are culturally sensitive
and tailored to a cultural group’s traditional wbrliews” (Kumpfer, Alvarado et al.
2002). The primary aim in cultural adaptation & generate the culturally
equivalent version of the treatment/interventiofranslation from one language to
another is the most obvious form of treatment aatept. Avoiding activities that
create cultural conflictvith a cultural group’s values or traditions iscabs process
involved in cultural adaptation. For example, asteen approach to assertiveness
sometimes teaches women to express themselvesyop@&his can conflict with
cultural norms in traditional British Pakistani faies, for whom it is inappropriate
for a woman to question the husband’s authoritysingy culturally appropriate
material in the intervention, for example usingtetdlly specific case studies, role

play, handouts, exercises is also another fornulbfi@lly adapting an intervention.

As stated previously, one of the aims of culturadigapted interventions is to
generate the culturally equivalent versions ofttremts/interventions. One of the
ways in which this can be targeted is through tatahe exploratory methods.
These methods can be useful in identifying the amgtiory models of illness
employed by participants. Qualitative testing edso provide means of developing
interventions that target specific areas. Onehef dreas that can be particularly

useful to identify is the theoretical frameworktbe intervention. Research in this
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area in the main has been undertaken in the WHsis research may be prone to
Western cultural influences. Therefore, the figgifirom studies mentioned earlier
could be considered or termed on Western basedrootss These constructs in the
main are used to identify and elicit findings frothe predominantly
White/Caucasian populations.  According to Gilbg001), treatments or
interventions can be extrapolated into differentures. However in order to do
this, we need to pay attention to the most cruagdect on the intervention or
treatment, the theoretical base.

1.6.2. Theoretical base of treatments and interveiuns

Gilbert (2001) claims that our approaches to waykwith people are based on
specific theoretical and cultural assumptions, ipaldrly in relation to the “self”.
The “self” as in the need to understand the clgeitther world, and also the “self”
in relation to developing the personal skills aetf &nowledge of the helper. All
Western therapies, of whatever theoretical oriemtatire based on the premise that
greater knowledge and understanding of one’s oWrdetermines one’s capacity to
help and understand another. These theoreticarstatieings of “self” are rooted in
North American/European culture and it can sometirhe forgotten that these
assumptions regarding the experience of “self” may apply to those from very
different cultural backgrounds. Gilbert (2001)cabrgues that some cultures, such
as South Asian, Eastern Asian, and tribal cultusesialise their peoples
predominantly in an interdependent view of selfisThiew of self prioritises the
relatedness of individuals to each other, attendimgothers, fitting in, and
harmonious interdependence with them. On the dthed, cultures of the North
assume an independent view of the self in whiclabdéishing and maintaining
independence from others and discovering and esipgesinique inner attributes is

given priority.

These cultural assumptions have profound implicatidor how an individual

experiences him/herself and what is considered iemadty “mature” adult
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behaviour. In cultures with an interdependent viefvthe self, maturity is

considered to be the control and reduction of one/s individual views and needs,
and establishing a social position within a hosintér-relationships and networks.
However, in cultures with an independent view oflf, sseparateness and
independence are culturally valued, and the capaxiéxpress one’s own views and

opinions is considered an essential part of seledg@ment.

Applying Western approaches to cultures with ddfgrassumptions about “self”’ is
intrinsically problematic because all the undenyitiheoretical assumptions stem
from the individualistic culture of North Americay which an independent view of
the self is implicitly assumed. Can such theoré@ssumptions have relevance to a
culture with an interdependent view of self, sushttzat of the Pakistani or Latina
cultures? Do these approaches have any value ianltarec with very different

implicit assumptions, and, if so, how should suppraaches be modified?

An example of a study that displayed the need tdetsiand the theoretical
background of the population that was being studied treated was by Bhui et al
(2008) which looked at religious practises withive tMuslim population, but also
across two different cultures (Pakistani and Basheghi) who followed the same
religion. Theyfound intercultural differences within Muslim pa&ipants with

psychological distress and in terms of their copmgchanisms. Bangladeshi
Muslim participants in this study showed the grsiateliance on religioupractises

for coping. The Bangladeshi Muslims (more so thakigtani Muslim) participants
tendedto embrace distress and become more adherenthimdort religious practice
as a way ofremedying distress. For example, some participdisteinced the self

from bad (irreligious¥eelings such as greed.

Listening to religious words on tape was used asy of distancingoneself from
worries and diverting one’s mind. There was a nameepting attitude anddesire

to offer service to people, to offer hospitalitydarespect. Doing this led to “feeling
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goodinside”. Prayer also served a similar function ahhied to having little or no
worries. Prayer helped to clear the marttl see the problem as there was relative
perspective to a problem. Reciting religioeesrses and also using prayer beads
were other ways of inducing these states of no ydine Bangladeshi respondents
emphasised living in the right way and a respolfigibio God that included not
making a problem out of their distress. If the mrsgents had a difficulty then it was
evidently acceptable to God; and so they felt #legp had to accept it as natural life
eventsand circumstances. This may indicate the use ljior as a coping
mechanism when considering interventions within Baegladeshi population with

psychological distress (Bhui, King et al. 2008).

1.6.3. Process of adapting psychosocial interventi®

According to Barrera and Castro (2006), the proaafsadapting psychosocial
interventions involves targeting specific commungyoups and identifying the
target problem, ways of measuring effectivenessintérvention, socio-cultural
context, symptom presentation, levels of engagenmestudy, and that the process

needs to be driven by empirical findings (Barrard €astro 2006).

1.6.4. Stages of adaptation

Barrera and Castro (2006) further describe theestafjadaptation. This is initiated
by comparing two or more sub-cultural groups, i of their engagement, action
theory and conceptual theory. The latter stageslve observing all three stages
and identifying effective adaptations by informatiogathering, preliminary
adaptation depending on the information found aestirig the intervention by
preliminary adaption tests, which then help witle tlefinement of intervention.
Interventions targeting specific groups can be demm their nature. The Medical
Research Council (MRC) has developed a guide toeldping complex
interventions (Craig, Dieppe et al. 2008).
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1.6.5. MRC Framework for developing Complex Intervations

As stated earlier, the Medical Research Council @QY1Rave provided a framework
for development and evaluation of RCT’s for complaeterventions to improve
health care (Craig, Dieppe et al. 2008). The frnaork describes Complex
Interventions (CI's) to be made up of several congmds. All of these components
may be essential to the proper functioning of titervention, and act dependently
or interdependently. There are different typesamhplex interventions. Some are
intended to improve Individual patient care (e.qnoxel form of CBT). Some can
also be delivered in the form of Organisational service modification (e.g.
Introducing a CBT therapist in the primary careveg®r). The intervention can also
be Targeted on the health professional (e.g. edunzdtinterventions in the form of
treatment guidelines) and/or Delivered at a poputatevel (e.g. media delivered
health promotion campaign). The following is anfiework for developing and
evaluating randomised controlled trials of compieterventions (Craig, Dieppe et
al. 2008).

\VAVAVAV,

Figure 1: A Framework for Trials of Complex I nterventions
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The framework consists of the five following stagksnonstrated in figure 1. The
Pre-clinical or Theoretical stage consists of assgsthe theory and evidence for
example through the use of literature searches;caitidally evaluating previous
work in the field. It also allows one to incorptadhe relevant theory to ensure best
choice of intervention and hypothesis, for exantpke pre and postnatal depression

research. At this stage predict major confoundatsdesign issues can be explored.

Phase 1:This is the modelling stage. It deals with develgpan understanding of
the intervention. The components are designed witlinderstanding of the
interrelationship between the components. This lmardone through the use of

qualitative interviews or using a focus groups.

Phase 2:This is the exploratory trial. This has beencdégd as a crucial stage to
the main randomised control trial (RCT). It hagemeegarded as a flexible stage
that allows adaptive experimentation with the imeation, i.e. study design,

analyses. At this stage evidence that supportsekieally expected treatment effect
can be obtained. Also the identifcation of appiater control groups is made

possible and the use of outcome measures is tedWateover, the estimates of
recruitment for the main trial are acquired as \asllany other requirements of such

trials.

Phase 3:This is the main trial or the definitive RCT. ¥ & more rigid and
structured intervention. This is the central siteghe evaluation of the complex
intervention. Therefore it is more attentive tanstard issues of adequate power,
randomisation and blinding, outcome measures, theedural aspects of obtaining

consent from participants, and other features df designed trials.

83



Phase 4 This phase is involved with the the long term liempentation of findings.
A separate study needs to establish the long tednreal life effectiveness of the

intervention. This stage is most likely to involae observational study.
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1.7. Culturally adapted interventions for ethnic mnority groups with

depression

There are no identified culturally adapted treatthetervention studies for

Pakistani women with persistent postnatal deprassidhere are four culturally

adapted intervention studies that have attemptetretat general depression in
Pakistani women, (Ali, Rahbar et al. 2003; Chaud?®@9; Gater, Waheed et al.
2010; Naeem, Waheed et al. 2011), and one for atadtdepression in the first year
(Rahman, Malik et al. 2008). There are six othdtucally adapted interventions

with other ethnic minority groups. Two intervemtlook at depression in general
(Miranda et al, 2003, Bolton et al, 2003); three preventative interventions for
postnatal depression (Munoz et al, 2007, Grotel et2909, and Crockett et al,

2008); and one in the first postnatal year, (Rejaal, 2007). The details of these
studies are as follows.

1.7.1. Culturally adapted interventions for generaldepression

Miranda et al (2003) looked at women from particul@nority ethnic groups,
Latina women born in Latin America, African Amencavomen and White
women born in the United States. They argued thiaority women are less
likely to receive appropriate care for depressioant White women. The lack of
evidence for the effectiveness of guideline-basede cfor depression with
impoverished minority women, who were most liketyriot seek help, was not
highlighted.

The aim of the study was to determine the impacamfintervention to deliver
guideline-based care for depression compared véfarnal to community care
with low-income and minority women. A randomisedntiolled trial involving

women living in a suburban area, experiencing curmajor depression, was
conducted. Participants included three groups aherw Black and White women

born in the United States, and Latina women borrLatin America. These
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women attended county-run Women, Infants, and @midood subsidy programs

and Title X family planning clinics.

The Hamilton Depression Rating Scale (HDRS) wagl usenthly from baseline

through six months to measure depression. Ingngah role functioning and and
social functioning were measured using the Socidjugstment Scale (SAS) and
the Short Form 36-Item Health Survey (SF3). Thesee measured at baseline,
three months and at six months.

Eighty-eight participants were randomly assignea@roantidepressant medication
intervention, 90 to a psychotherapy interventioigl{e weeks of manual-guided
cognitive behaviour therapy) and 89 were refereccammunity mental health

services. The results showed that participantsih, the medication intervention
and the psychotherapy intervention reduced depressimptoms more than the
participants in the community referral group. Thedncation intervention also

resulted in improved instrumental role and soaigctioning. The psychotherapy
intervention only resulted in improved social funoing. The women randomly
assigned to receive medications were twice as \likel achieve a Hamilton

Depression Rating Scale score of seven or lessdnthrsix as were those referred
to community care. The results also showed thatem@omen engaged in a
sufficient duration of treatment with medicationsnpared with psychotherapy,

and outcome gains were more extensive and robustédications.

The promising results from the medication group nha@ye been achieved as
consultations were with Psychiatrists and Nursd®) may have unknowingly also
given the participants a therapeutic encounter e &s providing medication.

One of the major elements of CBT is the educatw@monent, but women in the
medication group also received four educationasises, therefore matching the
educational aspects of CBT. This can lead to quasg of beneficial elements of
the medication. That is, would the benefits bengéeparticipants were prescribed
medication by General Practitioners as opposed e¢ntah health professionals
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such as Psychiatrists? The nurses in this studgdsded weekly telephone calls
to assess adverse effects, adherence, and treagfifieciis. This is not normally
done in routine primary care services and partidipare mostly left to their own
devices and are asked to attend only in case d@reqing adverse effects. In the
CBT group, if after eight weeks of treatment a jggrant's scores were still
elevated, an additional eight-week treatment waterefi. Therefore some
participants could have potentially received 16sgB®s and some received eight.
The question arises regarding the nature of thue tf intervention: i.e. Brief CBT
or longer term CBT? Regardless of what the intefio® was aimed to provide,
the uptake of the intervention was poor as womerewess likely to complete an
adequate course of CBT, 48 (53%) received four orenCBT sessions, and 32

(36%) received six or more sessions.

Nevertheless the study shows steps were taken toulbarally sensitive to the
sample needs. Firstly bilingual therapists treaté&panish-speaking women and
all written materials, including psychotherapy malsy were also available in
Spanish. Of the six psychotherapists, one was Blao# three were Spanish
speaking. None of the four nurse practitionersengliack, and two were Spanish
speaking. In addition, all psychotherapists andsaysractitioners had extensive
experience with and commitment to treating low-imeoand minority patients.
Despite the measures for cultural adaptation, théysshows poor engagement of
women and the researchers were unable to obtaphehe diagnostic interviews
for nearly one third of the women who screened tpasifor depression, despite
persistent attempts. All measures were read tticgznts based on the high
proportion of women who had not finished high sdh@diranda, Chung et al.
2003).

Bolton et al (2003) found that only a few contrdllmtervention trials related to
depression in African populations have been pubtishiThey aimed to test the
efficacy of group interpersonal psychotherapy ifewaating depression and to

evaluate the feasibility of conducting controlle@dls in an African population.
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A similar cluster randomised controlled clinicaktrto Miranda et al (2003) was
conducted. Thirty villages in the Masaka and Raksiricts of rural Uganda were
selected. Fifteen villages were then randomly asigfor studying men and 15
for women. In each village, adult men with selfedified depression or
depression identified by other villagers were miwed using a locally adapted
Hopkins Symptom Checklist and an instrument assgdsinction. Based on these
interviews, lists were created for each villagealioig 341 men and women who
metDiagnostic and Statistical Manual of Mental Disagjd-ourth EditiofDSM-

IV) criteria for major depression or subsyndromal degion.

Interviewers revisited the participants in orderdgfcreasing symptom severity
until they had 8 to 12 persons per village. Of he48 participants agreed to be
in the trial and nine refused; the remainder diedetocated. A total of 108 men
and 116 women completed the study and were revietged. The intervention
group consisted of participants from 8 (out of figle villages and 7 (out of 15)
female villages and the control group was randoasisigned the remainder of the
participants. The intervention villages receiveduy interpersonal psychotherapy
for depression as weekly 90-minute sessions fow&éks. The main outcome
measures were depression and dysfunction seveorgs based on scales adapted

and validated for local use.

The results showed a mean reduction in depresgieerisy was more apparent in
the intervention groups than the control group.efEhwere also significant mean
reductions in dysfunction in the intervention greughan the control groups.
Following the intervention, a significantly loweirgportion of the intervention
groups met criteria for major depression (6.5%)nttiae control groups (55%),

when compared prior to the intervention.

The results may be a reflection of the steps takesnsure cultural sensitivity and

adaptation. The study used culturally validatedasoees. The authors also
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focussed on the illness perception model of theufajon that was being studied
and this heightens the chances of developing airallly appropriate intervention,
meeting the needs of the users. The study revegded engagement into the
intervention aslte dropout rate was only 8% and 54% of participattsnded at
least 14 sessions. However, the study could resttity the most active ingredient
in the intervention, in terms of reducing the degren. They could not separate
interpersonal psychotherapy per se from the groypamiics of simply meeting
together. However, some of the participants suggdeshat the group problem-
solving element of IPT was vital, but once agais th not conclusive (Bolton, Bass
et al. 2003).

Naeem et al evaluated the efficacy of a culturaltiapted CBT intervention in
Pakistan (Naeem, Waheed et al. 201ih)a randomised controlled trial, the authors
compared a combination of CBT and antidepressantthe treatment arm and
antidepressants alone in the control arm of thdystuParticipants had an ICD-10
diagnosis of depression and were randomised tmtéesention and control groups.
The Hospital Anxiety and Depression Scale (HADSY aBradford Somatic
Inventory (BSI) were used to measure changes imedsn, anxiety and somatic
symptoms. Thirty four participants were randomloedted to one of the two
groups. There were no demographical differencesd®t the two groups except for
financial status, as more people were in the lawenthly income group in the CBT

group compared to control.

The results showed statistically significant imgrments on in depression and
anxiety scores, and in somatic symptoms, in paditis receiving CBT when
compared to antidepressant alone group. Six or msessions of therapy were
attended by 82% of the participants attended, stgwhat an evidence based
treatment was effective in reducing symptoms of reggion and anxiety in
participants of a Pakistani family origin. The dguwas limited by small sample
size. The effect size achieved for the reductiodepression score was found to be
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0.60, which is a good effect size. The attendarates of (82%) reflects the
acceptability of the intervention. The complianmeges for medication were also
better in the therapy group (65%) compared witls¢hm control group. A close
contact with therapists in the therapy group mipave led to this improved

compliance.

Ali et al (2003) provided counselling sessions tonven experiencing depression
and/or anxiety. They conducted this study to $egomen who were minimally
trained as community counsellors could reduce tleanmevel of anxiety and/or
depression in women of their own community. A mamésed controlled trial was
used as the design and the study took place irwarimiddle-class, semi-urban
community in Karachi, Pakistan. A total numberl@26 women were screened for
anxiety and depression using an indigenous instniin@ut of these: 366 women
were found to have anxiety and/or depression; wlevewmarried (83%) and,
predominantly Muslim (86%). These women were ramded to intervention and
control groups after providing informed consentorén from the same community
were trained in 11 sessions as counsellors. Raatits in the intervention group
were counselled once weekly for eight weeks bytthieed community counsellors.
After the eighth session, the screening questioanvaas re-administered to both the

groups.

A highly significant reduction was found betweee thean anxiety and depression
scores of the two groups. This study demonstrdtatlcounselling by minimally
trained community counsellors can reduce levelsrofiety and/or depression in
women of their own community. However, the ressh®uld be interpreted with
caution. The women in this study were not experran clinically diagnosed
depression or anxiety levels. Therefore, the tesuldicated that low level
psychological distress may be reduced through suntbrventions but not
necessarily more serious and clinically diagnosegpression or anxiety.
Additionally, the study was not blinded; therefotewas subject to potential

researcher and participant bias. Neverthelesssttdy showed promising results
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for the acceptability of group intervention for Fs&ni women during the

childbearing age.

A UK based study in Manchester also used a psyciasgroup intervention in the
treatment of depression in Pakistani women (Chaudivaheed et al. 2009). A
pilot study was developed and tested a culturahsgive social group intervention
for persistently depressed British Pakistani womeA. total of 55 persistently
depressed women were identified and the first carisee 18 who agreed to
participate were recruited into the study. Out ludse, eight women dropped out
before the start of the intervention, one womaenrated the first session only and
nine women attended 10 weekly sessions of the grodme Self Reporting
Questionnaire (SRQ) and the Schedule for Clinicedessment in Neuropsychiatry
(SCAN) were used as outcome measures at baselideaarthe end of the

intervention. Social support was not measured.

The results revealed that all nine women attentiéshat six of the 10 sessions. The
overall mean depression score at baseline was idhwlgnificantly dropped to 12
at the end of the intervention. In addition, ths@emen reported reduction in
suicidal ideas. Satisfaction was portrayed throagkcdotal feedback from the
participants. The most important factor attributedhe success of the intervention
was the relationships developed between the paatits and. Provision of transport
was also highly appreciated and proved beneficRarticipants reported positive
experiences from the intervention resulted inngtof their self confidence. One
of the criticisms of this study is that it did neteasure social support which has
been measured in previous pilot studies using gnot@ovention (Reay, Fisher et al.
2006).

Gater et al (2010) looked at the efficacy of a abgroup intervention. They
compared three groups: the social intervention grethe antidepressant group, and
the combined intervention plus antidepressant groAptotal of 123 women with

general depression participated in the study. fdsearchers reflected cultural
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awareness in their approach to recruit their ppditts as multilingual invitation
posters were used to encourage recruitment. Ty simetable was also planned
to avoid recruitment, interventions and assessmeuatsng Muslim festivals and
school holidays. Language barriers were also eatell by the use of bilingual
research assistants who screened British Pakistamien aged between 16 and 65
years, by communicating with them in English, Urdu Punjabi. Those with
intellectual disabilities or severe mental illnesplanning a visit abroad during the
next six months were excluded. Participants who ewealready receiving

antidepressants or any psychological interventierevmot excluded.

This study also paid particular attention to thieural sensitivity of the intervention.
For example, participants were collected by taxoagpanied by a female transport
facilitator. The groups took place in a culturadigceptable venue with provision of
childcare facilities. The participants in this sfudere addressed and greeted in a
traditional manner and at the beginning of eaclsisesthey were reminded about
confidentiality in order to prevent non-engagemwith services. The selection of
group activities was also constructed with cultuappropriateness and food was
provided at the end of each session. The sodiahantion took place weekly for

ten weeks at local voluntary agencies.

This study also engaged in user-led developmentseimtervention. For example,
at the first session, the participants were givendpportunity to choose from a list
of indoor and outside activities for subsequensises. Incidentally, this may have
resulted in women feeling some level of empowernoereéquality as a service user
and may reflect the acceptability of the interventi It also included a psycho-
educational session, which provided information wbdepression including its

nature, symptoms, causes and treatment.

A strength of the study was that the researchen® \appropriately trained and

tested to be culturally competent in working wigresific cultural groups. Group

92



facilitators underwent a five-day training programrdelivered by psychiatrists
experienced in cross-cultural mental health, a gragilitation skills trainer, and a
British Pakistani mental health worker. Trainingluded lectures, case scenarios
and role play covering principles of randomisedl$;i communication and group
facilitation skills. The format and content of theup sessions were described with
particular emphasis on developing empathy, maimginconfidentiality and
facilitating engagement. The outcome measures wsd severity of depression
(Hamilton Rating Scale for Depression), social fioming (self-rating social
functioning questionnaire) and service satisfact{derona Service Satisfaction

Scale) at three and nine months.

The results showed greater improvement in depnessidhe social intervention
group and the combined treatment group comparech Whtose receiving
antidepressants alone fell short of significancher& was significantly greater
improvement in social functioning in the sociakirvention and combined treatment
groups than in the antidepressant group at botethnd nine months. This shows
that British Pakistani women with depression fotimelsocial groups acceptable and
their social function and satisfaction improvedthey received social treatment
compared with only having antidepressant medication
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1.7.2. Culturally adapted interventions for prevenion of postnatal depression

Crockett et al (2008) developed a preventativerwetation for postnatal depression,
but in a different population of women. They id&et postnatal depression in low
income African-American women as a major healthofgm. The aim of the pilot

study was to examine the initial acceptability,sibdity, and effectiveness of the
intervention named the ROSE Programme (Reach @andSStrong: Essentials for
New Moms). This programme was based on IPT andsked on enhancing social
support, familial communication, and managing titemss. IPT had previously

demonstrated efficacy in reducing factors assodiatith perinatal depression and
major depression among at risk pregnant women s@tsic groups (Zlotnick et

al. 2001, 2006).

Participants in the study were 36 African-Amerigaregnant women at risk for
postnatal depression who attended a rural hospgitfliated prenatal clinic.
Participants were randomly assigned to either tB&R Programme or to treatment
as usual (TAU). Outcomes included measures of dejw& symptoms (Edinburgh
postnatal depression scale), postnatal adjustneotigl-Adjustment Scale Self-
Report Questionnaire (SAS-SRInd parental stresBdrenting Stress Indea) three
months postnatal. At three months postnatal, ttuelysfound no significant
differences between the two groups in degree ofedspre symptoms or level of
parental stress experienced. Conversely, womdneinntervention group reported
significantly better postnatal adjustment at thmeenths postnatal than women in
the TAU group. Those in the ROSE Programme alsorte@ improvements in
depressive symptoms over time, whereas women i &i¢ group did not show

such changes.

A major criticism of the study was that it aimedni@asure the acceptability of the
intervention but ignored to measure a crucial aspéacceptability, participant
satisfaction. Nadormal measure of participant satisfaction was @ygd and was

indirectly measured by participant’s anecdotal bsstk and researcher observations
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during the sessions.The researchers claimed that their results proviigal
effectiveness for th&ROSE Programme in improving postnatal functioningai
group of low-income, rural African-American preghamomen. Therefore this
intervention was not successful at preventing aaatrdepression or parental stress

and what is meant by postnatal functioning is vague

One possible explanation for the failing of thitenvention for preventing postnatal
depression may be the apparent lack of culturatiseity in this study. The

original intervention was designed for a differgrdpulation, White indigenous
women, and no measures were enforced to cultuaal@ypt the intervention to the
study population. For example, in the Gater €2@lL0) study, the participants were
also from a low socioeconomic group but measure® et into place to ensure
transportation to the intervention. However, iis thtudy,participants who received
the intervention faced obstacles getting transpiortao sessions.This was already

anticipated by the researchers, but no action akesntto overcome this barrier to

engagement into the study (Crockett, Zlotnick eR@D8).

Grote et al (2009) also pilot tested a preventativiervention for postnatal
depression. They designed an eight-week individirddanced Brief Interpersonal
Psychotherapy (IPT-B) intervention designed for -loaome, mostly African

American and White women during pregnancy, followsd monthly treatment

during the first six months postnatal. The reseanchdentified through literature
that depression during pregnancy was one of tleng#st predictors of postnatal
depression with higher rates found amongst Afridamerican women. The
primary question guiding the randomised controltedl was designed to test
whether, culturally relevant, enhanced brief inéggonal psychotherapy (IPT-B)
was better at reducing depression in low-incomegpant women than those

women from enhanced usual care in this population.
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The Enhanced IPT-B treatment was a multicomponerdainof care designed to
treat antenatal depression. It consisted of aaggment session, followed by eight
IPT-B sessions before the birth and maintenanceupTo six months postnatal.
IPT-B was specifically enhanced to make it cultiyreglevant to socioeconomically
disadvantaged women. The study included 53 norwterd-seeking, pregnant
African-American and White participants receivingematal services in a large,
urban obstetrics and gynaecology clinic and whaoestd?2 or above on the EPDS.
Twenty-five women were randomly assigned to receambanced IPT-B and 28
women for enhanced usual care, both of which wezlveted in the clinic.

Participants were assessed before and after treatore depression diagnoses,

depressive symptoms, and social functioning.

The results showed that participants in the enrthiié&-B group, compared with

those in the enhanced usual care group, showedicign reductions in depression
diagnoses and depressive symptoms before childfpirtbe months from baseline)
and at six months postnatal and showed signifidgamirovements in social

functioning at six months postnatal. These findisgggest that enhanced IPT-B
improves depression during pregnancy and prevemfsredsive relapse and
improves social functioning up to six months pottha

One of the criticisms of the study is that the mdation provided for the cultural
sensitivity aspect of the intervention is too Hyiedlescribed and vague in some
places. However the study does show cultural seitgito the pragmatic aspects of
the trial, that included, free bus passes, chiklcand the facilitation of access to
needed social services (that is, food, job trainmusing, and free baby supplies),
sessions were delivered in an office in the ladggtetrics and gynaecology clinic to
make treatment more accessible and less stignmatidihen participants could not
attend treatment, the session was conducted ophbee to maintain continuity,
used therapists who were trained in cultural coempe¢ and used considerable
experience working with persons of racial-ethnicanity groups who were living
in poverty, utilised the component of metaphorsdigplaying culturally relevant
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pictures of racially and ethnically diverse infamsthe therapist’s office, by using

stories from the participants’ cultural backgrouadeinforce treatment goals.

To address the component of concepts, therapistsided education about
depression in a way that was congruent with théguaant’'s culture and used the
word “stressed” instead of the word “depressed,’omder to reduce stigma of
depression. The component of content was addrdsgeskploring what coping

mechanisms and cultural resources had helped ipariis through adversity in the
past and by building on these resources duringnreat. Therapists helped clients
develop treatment goals that were personally anturally relevant to them.

Finally, methods for shortening treatment to redpeeticipant burden were also

employed.

Some further limitations of the study were thatfirgs are from a small sample of
low-income participants with depression who werearantidepressant medication
when they entered the study during the mid-trintestgoregnancy and, therefore,
may not be generalisable to other pregnant, lowsre African-American and

White women with depression. Second, to compldtelys assessments, the
independent raters took extra time and effort testablish contact with participants
in the control group who were more difficult to ceathan participants in the
enhanced IPT-B group. Therefore, it is specul#tadl due to the clear differences
encountered in being able to assess participant®tim groups, study raters were
less likely to remain blind to a participant’s tme@nt condition, posing a threat to

internal validity of the study (Grote, Swartz et2009).

Munoz et al (2007) were interested in the effeceahother’'s well-being on her
child relationship. They acknowledged that a reothas a lot of contact with the
healthcare services during pregnancy and afterbimthso considered this to be the
best time to intervene. The purpose of the projeas to develop a 12-week

Spanish and English preventive group interventianual in order to reduce the
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incidence of major depressive episodes duringptinatal period and evaluate its
acceptability. The manual was designed to addhessocio-cultural issues relevant
to a low-income, culturally diverse population. ihgent was to teach participants to
recognise which thoughts, behaviours, and sociatacbs had influence on their
mood, the effect of mood on health, and the benefitstrengthening maternal-

infant bonding.

Participants were recruited via flyers, directeredls from health care providers,
and/or by research assistants who approached theheiwaiting area and asked
them to participate in the study. Recruiters wecellhural and bilingual and trained
to be sensitive to recruiting individuals within bBusy women’s clinic.
Approximately 70% of the sample were Spanish-spepkiatina women born in
Mexico/Central America, and were on average 19 syeafr age when they
immigrated to the U.S. Therefore having bilingaat bicultural recruiters shows
cultural sensitivity and a helpful strategy to rtetand engage women from hard to
reach minority groups. They looked at Latino wonbetause based on available
literature, this group of women have an increasgidaf postnatal depression due to
high major depression rates and have a high risldeMeloping symptoms of
postnatal depression. Latinos are the largestegnaup in the US. Approximately
half of the Latino women are in their child-bearexge, where onset of depression is
known to peak. Based on a US report on gearirgguahtions towards ethnically
diverse populations they selected a high risk grotipvomen with a history of
depression but not depressed presently. These mvbia high scores or at sub-

threshold level of depression.

In total, 408 women were screened and 41 weréddignto the study. There were
two groups, the intervention and control group.e Titervention group underwent a
twelve week mood management course based on CREigegs during pregnancy
and four booster sessions at one, three, six amtivéwmonths postnatal. The
intervention was administered in Spanish or Endiessfour groups of three to eight
pregnant women, led by two group facilitators. ©again, this reflects the cultural
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appropriateness of the intervention. A clinicalyg®logist, provided weekly

supervision using face-to-face supervisory meetargs videotape review to ensure
consistent adherence to the course content andstuss salient sociocultural
themes elicited by the participants; thus showingdyresearch practise.

As stated earlier, the course intended to preveptession not treat it. On average,
seven sessions were completed and one out of tmstér sessions were completed.
In the control group, five (25%) out of the 20 deyed postnatal depression and in
the intervention group, three (15%) out of 21 depet postnatal depression. The
study showed good ethical practise as alternatelp kb people identified with
depression was provided. The course was cultuaglfpyropriate and sensitive as it
was tailored to the needs of the target populagioth designed with a focus on the
educational level, intra group cultural, racial dmdjuistic differences apparent in
this group of women. The acceptability of the imétion was measured through a
focus group. Randomisation procedures were usellicing chances of selection
bias. However, one of the rationales for delivgrihe intervention in a group
format was to increase support but support wasneaisured? An educated sample
was also used as women who were illiterate weréudgd, thereby, limiting the
generalisation of the results (Mufioz, Le et al. 200
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1.7.3.Culturally adapted interventions for postnatal depression

The Thinking Healthy Programme (Rahman 2007) wasedbaon a cognitive
behavioural approach (Rahman, Malik et al. 2008y particularly focuses on the
here and now problem solving techniques. The vetdion focussed on training
health visitors known as “Lady Health Workers” ialistan with the “Thinking

Healthy Programme”.

The pre-intervention focus group indicated thatimtervention should not only
include the mother, but other members of the fanaity In this intervention, most
of the activities for infant development were diszttowards the mother. However,
these activities may not have been received sausiat$tically by the other members
of the family, if maternal depression had been ftmus of attention rather than
infant development. This study emphasises tharventions targeting maternal
depression in Pakistani women should be sensitiviarnily preferences, in order

for the mother to receive support from the famiigoughout the intervention.

The results of the trial showed highly significamiprovements in depression in the
intervention group. This suggests that if the agefal treatment is based on
optimising the child’s physical and cognitive healthen the intervention should
include child centred activities such as baby ngesand parenting programmes
such as learning through play. A manualised imtietion was developed that
employed CBT principles to help depressed motharsn@ pregnancy and in the
postnatal period. The intervention focused on gmobolving in the postnatal stage.

Rojas et al (2007) looked at ways to improve redagnand treatment for postnatal
depression in developing countries. In their RQeytcompared the effectiveness
of a multicomponent intervention with usual caretgat postnatal depression in

low-income mothers in a primary care setting inl€hiThey randomly allocated
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230 mothers with major depression attending poaknatinics to either a

multicomponent intervention (n=114) or usual carel(16).

The multicomponent intervention involved a psychemdional group, treatment
adherence support, and pharmacotherapy. Usualrcdueled all services normally
available in the clinics; including antidepressaintigs, brief psychotherapeutic
interventions, medical consultations, or extere&tmal for specialty treatment. The
primary outcome measure was the EPDS score at #meesix months after

randomisation.

The results showed that 208 (90%) of women who warglomly assigned to
treatment groups, completed their assessmentanéaa EPDS score was lower for
the multicomponent intervention group than for tiseial care group at three months
(8:5) compared to (13). Although these differenoesveen groups decreased by
six months, EPDS score remained better in the caumtponent intervention group
than in usual care group (11) compared to (12-B¢ decrease in the number of
women taking antidepressants after three months greater in the intervention
group (59% to 36%) than in the usual care groupd1a 11%).

Some limitations of the study are that the EPDS usexd to diagnose depression
and this is not a diagnostic tool. The study celmly on one type of recruitment
strategy which was through primary care and evidetiscussed earlier suggests
that minority groups often do not access primame cervices for various reasons
(Rojas, Fritsch et al. 2007).
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1.8. The case for developing interventions for British Bkistani women with

persistent postnatal depression

The literature suggested that women from South rAdiackgrounds commonly
present to their GP’s with depressive symptoms.eyThad poor experiences of
mental healthcare. British Pakistani women in ipaldr showed high levels of
depression. Compared to other ethnic groups, Rakistomen living in Pakistan
and in the UK were also identified with high ratafspostnatal depression. Their
depression tended to be persistent in nature ratitee also provided support for the
persistence of postnatal depression beyond theprstnatal year. There was a gap

in research identifying British Pakistani womentwpersistent postnatal depression.

In order to be better informed about appropriateises and to meet the needs of
women with postnatal depression, qualitative regeanethods have shown to be
particularly appropriate in identifying dimensiootcare and treatment that matter
to health care recipients. These dimensions of canebe used to influence health
care decision-making and treatments. Qualitatiueliss found British Pakistani
women with depression had difficulties in the remlaf marriage, housing, health,
finances, and they lacked supportive relationshigeme of these difficulties were
similar to those found in White Europeans but sdastors were unique to this
population such as language and cultural diffiegltiNo qualitative work on the
explanatory models of British Pakistani women wa#rsistent postnatal depression

has been identified.

Postnatal depression has been identified as albleatlisorder (Cooper & Murray,
1998). However the treatment for persistent paatndepression has not been
identified. The importance of developing and ea#ihg treatments that may
prevent the adverse infant outcomes has been destusA number of individual
and group interventions targeting postnatal deesaere identified, but in the
majority White population. Only two culturally goted interventions had been

conducted with women with postnatal depression: fhiveking healthy programme
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in Pakistan (Rahman et al, 2007), and the multifpoment intervention in Chile
(Rojas et al, 2007).

Such trials in the ethnic minorities in the UK wamet apparent in the current
literature. This indicated a need for developingurally appropriate interventions
for postnatal depression in the UK. British Padstwomen have the highest birth
rate in the UK, and are considered 'difficult tagle' due to language and cultural

barriers.

Recent reports indicated inequalities in materredlth and a need for tailored
maternity services to improve access to care fom&m from ethnic minorities.

Suggested key projects included: to identify andeagp best practice, to build
bridges between services, and their local commasmiaind to provide data on
exactly what mental health problems women havetla@dort of help and care they
were being offered (Knight 2009).

The views of British Pakistani women on dimensiohsare for persistent postnatal
depression have not been identified. Currentlgrehs also a clear gap in research
in developing and providing culturally adapted magntions for persistent postnatal
depression for British Pakistani women living ie tdK.
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1.9. Aims and objectives

1.9.1. Aims:

1.9.2. Objectives:

The overall aims of the study were to develop @st &
feasibility trial for British Pakistani mothewath persistent

postnatal depression.

The first objective was to explore British Pakistaromen’s
explanatory models of persistent postnatal depesdheir
experiences of depression and the type of help wueyd find

acceptable.

The second objective was to develop and exploréetmsbility
of a culturally tailored intervention for BritishaRistani women

with persistent postnatal depression

The third objective was to explore the acceptabibf the

intervention.
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2. Chapter 2: Methodology

This section includes the methodology in four stageéStage 1 consisting of the
methodology for the qualitative study. Stage Z)sisting of the methodology for
the development of the intervention, and testing fiasibility of the culturally

adapted group psychosocial intervention. Stagen3isting of the methodology for

testing the acceptability of the intervention.
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2.1. Methodology stage 1: Qualitative study

2.1.1. Design

An interpretive approach was adopted (Ritchie aedis 2003) using qualitative
methods to explore the views of British Pakistaoinven with persistent postnatal
depression about their iliness perceptions of despoa and subsequently to inform

the development of a culturally adapted interventmr future use with this group.
2.1.2. Setting

The study was conducted in North-West England.ti¢haants were recruited from
a high-density area of Pakistani-origin populationCentral Manchester. The
definition of ethnicity strictly required three oaf four grandparents to share the

same ethnic group and was also self-defined usgngus categories.

2.1.3. Selection criteria

2.1.3.1. Inclusion criteria
» Pakistani origin
» Participants over the age of 18
* Have one or more children

* Meet the criteria for mild to moderate current aegsion

2.1.3.2. Exclusion criteria

» Diagnosed physical or learning disability or psysiko
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2.1.4. Procedure
2.1.4.1. Ethical approval

The meeting for ethical approval took place in Masgter and my Supervisor
accompanied me. As the chief investigator, questigere directed at myself about
the risk management in the study and the procedureplace for clinical
supervision. The impact of the length of the assests on the participants was
also inquired in order to assess the level of lsdme the assessments may have
on the participants. These participants were famnongoing prospective study and
had undergone lengthy assessments in the last 1&hsmo Upon receiving
satisfactory answers, the Local Research Ethics mitse and the University of
Manchester (Ref: 08/H1006/46) approved the studis letter can be found in
Appendix 2. Written informed consent was obtaibetbre the interview took place
and the participants were reminded that they cautlddraw at any time (Appendix
3).

2.1.4.2. Recruitment of participants

Purposive sampling was used to ensure that adolye of views and experiences
were explored. British women of Pakistani origiarh a larger study of maternal
depression and infant health were contacted topgakiein the current study. A total
of forty-seven women residing in Central Manchest@re identified as being

depressed in their postnatal period. Out of tmg/feeven women, eleven could not
be contacted. The remaining thirty-six women weoatacted by the research
assistant from the MHIG project (SMK) around twasgepostnatal and they were
given information about the current study, bothtle format of a participant

information sheet (Appendix 4) and verbally by tresearch assistant (SMK).
Informed written consent was then obtained priorrégruitment. Once these
women gave consent to take part in the study, vhene screened for depression
using the Edinburgh Depression rating Scale (EPP&)ticipants who scored 12 or
above on the EPDS were invited to take part in agmbstic interview for

depression, using the Revised Clinical Intervieweslule (CIS-R) (Lewis, Pelosi et
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al. 1992). Eighteen out of the 36 women scored@ld@ on the EPDS, which is the
threshold for depression in this study, and megmbatic criteria for mild to
moderate depression. All eighteen women wereasted in the project and were
all thus asked to take part in a qualitative inmw covering topics to understand
Pakistani women’s experiences of depression ands widydeveloping culturally
tailored interventions for persistent postnatalrdepion. Three out of the 18 women
could no longer participate and thus opted outhef $tudy. The remaining 15
participants agreed to take part in the qualitativerview. For the recruitment
process see figure 2.

Figure 2: Flow chart of recruitment for the intervention
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2.1.4.3. The qualitative interview

Fifteen face-to-face qualitative interviews werendocted between October 2008
and February 2009. An interview topic guide (Apgigrb) was developed by SK
under the supervision of an experienced qualitategearcher (KL). The questions
included in the topic guide were based on themestified in the literature review.

Key areas explored were:

1. Perceived causes of the persistence of depressidnhaw the distress

impacted the women'’s lives (lliness perception)
2. What help they had received for their depressicrcéasibility)
3. The type of help they would like to receive (Accplity)

The interviews were also supervised by KL. Theyensonducted in the homes of
the participants, lasting approximately 40-80 mésutbased around the topic
guide but responsive to issues raised by partitgpaBteps were taken in avoiding
any model of illness. Following each interviewywnguestions which emerged as
a result of the issues raised by the participantse added to the topic guide.

2.1.4.4. Data analysis

All interviews were digitally recorded and trandad verbatim. Data were
analysed using the five stages of framework amslyfsimiliarisation of the data,
identification of a theoretical framework, indexjngharting, and mapping and
interpretation (Ritchie J and Spencer 1993) and agett on Microsoft Excel.
Following detailed readings of the text a themé&i@nework was developed. The
coding frame was applied manually to the intervieanscripts and then pasted to
the excel spreadsheets. Using the spreadsheetsesgarchers (KL and myself)
independently searched data samples by closelynge#ite transcripts for patterns,
mapping connections and seeking explanations fleaset patterns. This process of
developing explanations enabled us to look at ioelahips between codes.
Findings were interpreted and re-analysed withenftamework to distil the themes

and sub-themes. The researchers then jointly dpedla framework of three main
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themes and ten sub-themes, and compared the exgesief depression in terms of
causes, impact, and help needed. The framework apped manually to all
transcripts and lifted to a Microsoft Excel sprdestt for charting, where key
guotations were labelled and identified for lattrieval when reporting. Responses
were anonymised and are reported using particigssigned numbers, for example
(P1). This procedure allowed us to develop antdtall of the process of analysing
the data.
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2.2. Methodology stage 2: Development of intervern

The development of the intervention involved a psscby which findings from
multiple methods, data sources and theories wemgbiteed to obtain an in-depth
understanding of the issues involved in designing delivering the proposed
intervention. My supervisors and | reviewed thetbgsised data to select the
theoretical approach most suited to the populatian could be adapted in line with
conclusions drawn from the data. This process défieavily on the information
obtained in the qualitative interviews. Thesemigvs were conducted in order to
find out the type of intervention that will be féale and culturally appropriate for
persistently depressed British mothers of Pakistagin. The focus of the
interviews was on finding the most suitable waydebver the intervention in terms
of the setting, the name, the content, the duratma the approach. The overall
picture of depression reported in the qualitatiwgenviews indicated that British
Pakistani women perceived depression as a hoéigperience. There was a range
of factors described when talking about the pessist of postnatal depression.
These will be discussed in the results chapter. é¥@w it is essential to report them
in this chapter in order to describe the processh@i the intervention was

developed.

Based on the qualitative interviews, four main areaeded to be addressed in the

process of developing a culturally specific interien. These were:

1. To address the sociocultural risk factors for degian in Pakistani
women.

2. To target needs specific to the cultural group.

3. To design an intervention based on the culturglbcgic explanatory

model of depression.

4, To reduce cultural barriers to engagement in treatm
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The sociocultural risk factors and specific culturaeds of Pakistani women were

identified mainly using qualitative methods. Laarre based on Pakistani women

with postnatal depression identified the followingquirements for a culturally

adapted intervention (Rahman 2007). These reqemé&ninvolve three levels,

participant, delivery and facilitation, and the hieasystem level. Rahman et al,

(2007) devised the following requirements.

Participant = family level

Should focus on overall maternal health rather thaternal depression
Should focus on the identified maintaining factfmsdepression
Should be active and empowering

Should be skill based

Delivery and facilitation level
Should be culturally sensitive
Should be simple and pragmatic

Should avoid stigmatisation

Health system level

Should be evidence-based

Should move away from ‘medical model’ to a ‘Psyatmespiritual’ model
Should be community based

Should be culturally adapted

Should be cost effective

1. Participant level

Many women, contrary to their families, viewed degmion as a longstanding
problem, requiring intervention. However, the laad support and
acknowledgment from their families often discouhgeese women to seek

help for their depression. Some women felt stigsedt to be labelled
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depressed and felt if the intervention was packafgedoverall health, as
opposed to mental health, it would be more readdgepted and attended.
Therefore, if efforts to achieve better health wareagenda, all key family
members, including the mother, husband, the extendévork of family and
friends, would be more receptive towards the irgation. This agenda could
provide a window of opportunity by which mothersidaheir families) could
be accessed for intervention. Within this shareehdg, differences could be
put aside and efforts to improve the overall healtithe mother could be

addressed without much resistance or stigma.

The risk factors found in the qualitative interveeshould be incorporated into
the development of the programme components. Baskion should be
designed to target a specific need found in thditgtige interviews.

Changes in thinking and attitude had to be accomgdaby changes in
behaviour and action. Mothers must therefore nobime passive recipients of
advice but actively participate in seeking and fisaty health-promoting
activities and the interactive exercises shouldcbkurally appropriate and

tackle persistent or chronic depression withinghiédbearing years.

Women discussed managing their mood in a proaotaener. Therefore the
intervention should include a skills based approaviolving teaching women
practical skills to manage their mood. This showdude a collaborative

approach where women could learn and practise giedein the sessions.

. Delivery and facilitation level

The women expressed that a culturally sensitivecgmh should be adopted
in delivering and facilitation of the interventio.his should include having a
well-informed therapist in terms of understandingltwal and religious

practises, and showing sensitivity towards culta@ains and values.
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The intervention should be simple and pragmaticaoyout. It should be
easy to follow. There should be tangible outcormésch participants should
be able to monitor. The contents of the interventghould be tailored

according to the needs of the mother.

The intervention should be called “programme”hatt than “therapy”, and
the therapist “facilitator” rather than “mentdlealth worker”. This would
avoid stigma and emphasise the active and non-metliaspect of the
intervention. Under the facilitator's guidance,men would share in a group
setting depression related problems and healthfiiegegoals and desired
outcomes. However, some of the women expressedraf openly speaking
in a group. They wanted to know other people’seegmces, but were
reluctant to share their own stories. Therefooe,giroup exercises culturally
specific case vignettes should be designed to enabimen to identify with
the characters and to reduce the pressure of sye@ka group about personal
issues. Using the characters representing mothdesits and other family
members, the vignettes were also designed to hefpen identify problems
in thinking and behaviour that might apply to thavn situations. Issues such
as stigma of attending a group for depressed wahenld also be addressed

by using a non-stigmatising name for the grouprirgetion.

Health system level

Some of the well-known organisations working withtiBh Pakistani women
were contacted regarding the facilities they weoyiding for these women
and their depression. A counselling approach westified at most services
by staff who had received minimal to no traininging counselling skills.
Therefore, the intervention should be evidence-d&s@rovide these

organisations a manual based intervention withvasheace base.

The most readily available treatment for depressamorted in the qualitative
study was antidepressant treatment and women equtes desire to have
access to alternative treatments. These womerdeavession as a problem

that caused not only mental distress, but also ipalysealth and spiritual
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problems too. Therefore, women showed an intdéoegards a more holistic
approach to the treatment of depression and tleubttus moved away from a
‘Medical model’ to a ‘Psychosociospirituall model. The proposed
intervention would rely on psychological techniquesa social setting with

some focus on spirituality rather than pharmacaialgiherapies.

Social isolation has been found to maintain theekegive state. The literature
review also pointed out social isolation as a rfaktor for depression.
Therefore a group format should be used to allevigelings of social

isolation and psychological distress.

The intervention should be culturally adapted basedhe identified cultural
needs. Therapies such as counselling were seéweatern’ by British
Pakistani women. The intervention should be cultyirappropriate. This
could be achieved through careful field-testingha# intervention during the
development phase. For example, if the interventias to take place in a
group setting during the afternoon, arrangementsafprayer facility should
be incorporated on the premises. Careful considesashould be made of
the timing of the group in terms of dropping offdapicking children up from
school, as well as leaving plentiful time for hduslkl activities to be
completed before attending the intervention, ireottd be culturally sensitive

to the needs of family members.

It should be cost-effective and easily accessihléerms of transport and
childcare. Existing services for mothers with yguhildren should be made
use of in order to best utilise the funds availailéhese services, such as free

childcare and room hire.
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2.2.1. Development of the Positive Health programme

Based on the previously mentioned findings anditesture review of empirical
culturally based therapies for depression, mysetf ey two supervisors who
were experienced in developing culturally adapted &ailored interventions,
chose Cognitive Behaviour Therapy (CBT) as the rsoged approach that could
be adapted for use with British Pakistani womene Trere and now’ problem-
solving CBT approach was felt to meet the requimrgisieeported above and in the
gualitative interviews. Based on this approachully fmanualised intervention
called the Positive Health Programme (PHP) was|dpeed. The key elements of

this programme are outlined in the following table.
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Table 5: Key elements of the Positive Health Progmme (PHP)

Structure of
intervention

Structure of
session

Areas
covered

Tools

Training

Supervision

Additional
features

Theoretical Based on principles of Cognitive Behaviour TherapyCBT)
basis

Delivering Minimally trained Clinical Health Research Faciides.
agent Mental Health Graduates such as Assistant Psycistdog

IAPT Psychological wellbeing Practitioners

Intervention is simple enough to be delivered byoare trained in mental health

12 sessions, each session approximately 60-90 esinut

Group welcoming and connecting, Introduction to thession topic, Grou
discussion, Engaging in skill based activities,nRlag Individual goals and

Homework setting.

Identifying the pressures and expectations of baimgman
Understanding and managing self-esteem

“Keeping up with the Joneses”

Exercise, looking good and ways of building motivat
Religion and spirituality

Relaxation: “Taking time out”

Assertiveness and confidence building

Breaking Social isolation and building social netkso
Practising CBT and assessing change

Developing relapse prevention plans

Group CBT based manual with step-by-step instrastior conducting each
session
Activity workbooks and handouts for mothers

Ongoing training and development from clinical tatluding a Senior CBT
therapist and a Senior Psychiatrist

Weekly supervision from a Senior CBT therapist

Use of culturally appropriate vignettes to encoerggpup participation
Use of Culturally appropriate behavioural exercises

O
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2.2.1.1. Cognitive behavioural therapy for depresen

Cognitive Behavioural therapy was also seen asnibst suitable therapy to use as
the theme of controlling irrational thoughts wastgyrominent in the interviews.
The relationship between thoughts affecting behavamd feelings was understood
well by these women. Some of them reported thiewsccycle of negative thoughts
in the qualitative interviews and wanted to reduite the way they perceived their
environment and the events that took place inghaironment. The model that was
used to demonstrate the role of thoughts, feelagd behaviour was the ABC
model (Lang, 1979) of cognitive behavioural thergi®Beck, 1976). Figure 3
illustrates the model used for depression to erpldie interaction between
cognitions, behaviours, emotions, and physiologieaponses with an emphasis on

social factors.
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Figure3: CBT based Model of Depression
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2.2.1.2. The five areas model within a CBT framewdr

The five areas model within a CBT framework (Willia and Garland 2002) was
incorporated in this intervention as the factorsatided in the qualitative interviews
fitted within the five areas model. The model pded a clear structure to
summarise the range of problems and difficulti@gison can experience in each of

the following domains illustrated in figure 4.

Figure 4: The Five Areas Model of Depression

Life situation,
relationships,
practical problems
and difficulties

Altered behaviour

or activity levels Altered thinking

Altered physical Altered feelings
feelings/symptoms (also called moods
in the body or emotions
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2.2.1.3. The role of the vicious cycle of depresgio

The role of the vicious cycle of depression wa®riporated to be used extensively
to describe the persistence of depression (illtedran figure 5). The persistent
nature of depression was described, by explaimagtocess in which physical and
emotional feelings are coupled with extreme andelpfbl thinking styles. These
unhelpful thinking styles can often result in reedcactivity. As the thoughts
become more negative, positive behaviour is reduesdlting in further negative
thinking and reduced positive behaviour. The folly example was included and
was designed to be used in the first group sedsia@xplain the vicious cycle of
depression.

Figure 5: An example of the Vicious Cycle of adepr  essed woman

Thought: ‘I'm incapable of anything’

Tired

Depressed no appetite

No activity

This example was used to explain the negative eatwaepression, in that, negative
thoughts lead to depressed feelings, lack of dgfiand tiredness/loss of appetite,
and are in turn reinforced by each of these symptoiithe symptoms on the bottom
line also interact with each other in vicious cgckeg. feelings of depression can
lead to loss of appetite, while lack of proper itiatn is likely to leave the person

more vulnerable to feelings of depression.
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2.2.1.4. Cognitive triad of depression

Beck's (1979) cognitive triad in the following figu(figure 6) was also included to
explain the maintenance of negative thoughts. tiiad involves negative thoughts
about: the self (i.e., the self is worthless), wWarld/environment (i.e., the world is
unfair), and the future (i.e., the future is hogs)e It has previously been used in

order to demonstrate the role of thinking in maimitey low mood (Beck 1979).

Figure 6: Beck's cognitive triad

Negative
view of
Self

The
Depressive
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Negative Negative
view of view of
Future World
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2.2.1.5. The application of CBT techniques in thentervention

Some of the techniques designed to be used imtaesention included: identifying
irrational thoughts, making use of the dysfunctidhaught records, setting realistic
goals and doing homework, and using behaviouraaan exercises as a way of
increasing activity levels. A collaborative appbdo recovery was used as well as
the technique of guided discovery. An educatioglgiment was added to this
intervention, to teach the British Pakistani wonsegns and symptoms of persistent
depression and the impact of depression, in ordedetect the early signs and

symptoms of depression and to prevent future reRps

In order to design a structured and repeatablevie¢ion, a manual was needed.
The idea of the manual was to provide the intefeenfacilitators with a structure

and a format to follow in the sessions.

2.2.2. The development of the manual

The manual was developed and written by SK under silpervision of KL (a
trained and experienced Professor and Cognitivebaéviour therapist) and was
designed with a view in place that it was to bedusg minimally trained research or
clinical staff in the area of mental health. Dugrihis development phase particular
emphasis was placed on ensuring that the interveingi culturally appropriate. As
mentioned earlier, the theoretical basis of the umabhnncluded Cognitive and
Behavioural principles using the Cognitive-Behavaunodel (Beck, 1976). The
manual was divided into 9 distinct sections thatmeaup in the qualitative
interviews, targeting areas that needed addressingakistani Mothers with
persistent postnatal depression. For examplejtgtiad interviews showed a lack
of empowerment in these women and very low seHest and self-confidence.
Based on this, the intervention pays particularusoon different exercises to
improve self-esteem and confidence. Table 6 iredutie key tasks for each of the

12 group sessions.
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Table 6: Key tasks in the 12 Sessions of the PogdiHealth Programme

Group session Key tasks

Session 1

Refreshments

Group Introduction to intervention
Setting ground rules

Explanation to the origins of depression
Persisting nature of depression
Maintaining factors of depression
Introduction to the principles of CBT

Session 2

Identifying daily pressures
Expectations from self and others
Lowering pressures and expectations using CBT ipiee

Session 3

Understanding and managing good self-esteem

Identifying barriers or threats to good self esteem

Ways of improving self esteem

Identifying unhelpful thinking patterns and replagithese with positive self schemas
Identifying culturally specific threats to self esin

Session 4

Targeting negative feelings and beliefs resultirognf comparing self to others in a bet
position
Re-inventing positive feelings and beliefs aboet sklf

Session 5

Describing link between exercising and feeling drett

Explaining the physiological benefits of exercisifig. production of endorphins in th
brain reducing stress levels)

Psychological benefits such as breaking the vicayate

Social benefits such as making new friends.

Practical exercises include identifying ways ofdrporating exercise in the women'’s dal
routine as well as building the motivation to exsec

Discussion on barriers to maintaining healthy tifEsand ways of minimising barriers
Behavioural activation exercises and motivationaitkw

0]

ly

Session 6

Discussion on subjective ideas of depression digiae

Challenging negative or dysfunctional thoughts gdiactual information on a religiou
perspective of depression and its causes

E.g. Guilt related concepts such as religious matspe on abortion, on looking afts
elderly parents, the role of past sins hauntingentlife etc.

7

=

Session 7

Managing time using time sheets to plan activitiegelaxation

Practising mindfulness techniques and breathirigiigaes for reducing anxiety or panig.

Discussions on more further ways of relaxing
Goals setting in order to incorporate time to réfagaily schedule.

Session 8

Discussion on assertiveness in terms of whatahdhow to achieve

Threats to assertiveness

A group role play exercise demonstrating ways afidpassertive

Outline of benefits of being assertive as wellresdosts of not being assertive

Session 9

Identifying social networks to alleviate distressised by social isolation
Ways of improving social support

Building social confidence

Threats to becoming socially active

Session 10

Measuring positive changes in lifestyle

Identifying lack of changes and the barriers to imglpositive changes

Practicing CBT skills

Discussing challenges of using CBT skills and témpies and becoming comfortable wi
practising the techniques used in the intervention

>

Session 11

Introduction to relapse prevention plan

Women identify early signs and symptoms of theprdssion
Signposting to other available agencies

Managing depression in the early stages of recoeren

Session 12

Award Ceremony for the completion of the Positivealth Programme
Free play session
Women talk about what they have learned and irdeaton using techniques in future.

Session in a social setting (bowling game and lunch

The Intervention Manual can be found in Appendix 6.
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2.3. Methodology stage 3: The feasibility study

2.3.1. Study design

A within-groups before and after design was used. this design instead of
comparing two groups, a control and an experimegtal compare the same group

before and after the intervention and so partidipant as their own control.

2.3.2. Participants and procedures

Purposive sampling method was used. This is ysutihe for the purpose of
selecting (not randomly) the individuals that willovide the best information for
the study. The 15 women who took part in the qualitative staagntioned earlier
were asked if they remained interested in taking ipaa 12 week culturally tailored
intervention for persistent postnatal depressidhyes, they were briefed by the
Researcher (SK) about the nature of the interverdiod were informed that they
would receive a letter containing the practicabdstabout the intervention, such as
the dates, the details about the venue and camgaf&cilities etc. A flyer would
also be included with information about the topiltscussed in each session. The
idea of attending this intervention was welcomed 1% participants and the
participants were reminded that they could withdratvany time during the
intervention. These women were assessed usingagedine measures administered
by a trained researcher fluent in English and Urdihe assessments took place in

the participant’'s homes.

2.3.3. Assessments and measures
2.3.3.1. Primary assessments

As this is a feasibility study, it looks at the ddality of the intervention in terms of
accessibility and the acceptability as its primargasures. There were two aspects

to the primary assessments. The first was theddtece relating to the accessibility

125



of the intervention. The second aspect was relabethe acceptability of the

intervention, which will be described in the negt&on.

2.3.3.1.1. The attendance procedure for the interméion

The accessibility of the intervention was one sfgtimary measures. It is measured
by the attendance records for the group sessidmghe beginning of each session
out of the 12 sessions, the group attendance wésd oy one of the group
facilitators. Those women who were absent werevied up after the session and
the facilitator discussed the reason for their abseand made a note of the reasons

in order to report them as part of the resultdefibtervention.

2.3.3.2. Secondary assessments

The women were assessed at baseline, end of intemeand six months after the
intervention. The women were also assessed agfulieight weeks with the EPDS
for depression ratings. All the measures werestated into the Urdu for
participant’s whose first language was not Enghsld preferred to be interviewed
in Urdu/Punjabi (the two most prominent languagpsksn in Pakistan). The
presence of depression was assessed with the Egimpostnatal depression scale
(EPDS) a self-report measure, at baseline, weakd48eof the intervention, end of
intervention and 3 months after the interventioihe diagnostic interview for
depression, the Clinical Interview Schedule Revised also used only at baseline.
Quality of life was measured using the EQ5D. Mdnelationship was measured
using the Dyadic Adjustment Scale, and social supp@as measured using the
Multidimensional Scale of perceived social suppoithe HOME inventory was
used as an observational method to measure mdikidriateraction in the natural
environment. At the end of the intervention tleeptability of the intervention
was measured using the Brief adapted Verona SeBatisfaction Scale and eight
semi-structured interviews. The methodology for teé&ght semi-structured

interviews is described in the consecutive section.
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2.3.3.2.1. Diagnostic measure of depression

The Revised Clinical Interview Schedule (CIS(Rwis, Pelosi et al. 1992) was

used in a structured interview format as the diagodool for depression. This

instrument has 14 sub-sections: somatic symptoatgule, concentration, sleep
problems, irritability, worry about physical healtdepression, depressive ideas,
worry, anxiety, phobia, panic, obsessions and cdsigns. Scores for sub-sections
range from O to 4. The ratings obtained at inewiprovide a score for each

section, which together can be summed to yield\aaratl score. The CIS-R score

may be analysed in three ways:

i. As a continuous score, along a single continafiseverity (Krueger, 1999)
il. As a dichotomous variable (case threshold gf(L2wis et al. 1992)

iii. As ICD-10 diagnostic categories (Meltzer et 4PB95; Singleton et al.
2001).

The third option was used in this study. Diagreoatgorithms for use with the CIS-

R cover depressive episodes classified as mild.enadel or severe. It is a valid and
reliable assessment and highly standardised insmynwhich has been tested
internationally and can be administered by "lagimiewers”. The CISR was used
in the UK based Empiric study (Weich, 2004) withnyathnic groups, including

first and second generation Pakistani women. K alao used to detect common
mental health disorders by other UK based studBebpington 2000, Bhui, 2001,

Mumford, 1989 , Jenkins 2003, Gater et al 2010 etc.

2.3.3.2.2. Screening measure for depression

The Edinburgh Postnatal Depression rating Scal®&HRCox, Holden et al. 1987)
is a 10 item scale used in the perinatal periddvak used to assess the severity of
depression. It includes the assessment of thewolg symptoms: anhedonia, self-
blame, anxiety, fear or panic, inability to copdfficllty sleeping, sadness,
tearfulness, and self-harm ideas. Responses areds6, 1, 2, and 3, increasing

with severity of symptoms. The total score is gklted by summing all item
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scores. The final score ranges from 0 to 30 withdr scores indicating greater
severity of postnatal depression. This scale leh lused with Pakistani women
with postnatal depression in previous studies, Rah#008 and 2009, Husain 2006,
Husain 2009 and 2010.

2.3.3.2.3. Measure for assessing quality of pareng and home environment

The HOME Inventory (Bradley and Caldwell 1988as used to assess the quality
of parenting and the home environment providedafohild. This inventory uses an
interview and observation format to assess theakoemotional and cognitive
support available to the child in the home settifige HOME consists of 45 "yes"
or "no" items divided into six subscales: 1) veraad emotional responsivity of
mothers, 2) avoidance of restriction and punishm@&nbrganisation of the child's
physical and temporal environment, 4) maternal ivemment with the child, 5)
provision of appropriate play materials, and 6) apmnities for variety in daily
stimulation. The HOME instrument has been usednsxely around the world in
research studies and has satisfactory reliabilitizsis tool has not been used in the

Pakistani depressed population.

2.3.3.2.4. Measure for assessing marital relationgh

Marital relationship was assessed using the Dya&dipstment Scale (Spanier
1976). This is a 32 item self-report measure lati@nship adjustment. Four factors
are reported: dyadic satisfaction, dyadic consergyeslic cohesion, and affectional

expression. This scale has not been used in thist&a depressed population.

2.3.3.2.5. Measure for assessing perceived socigbgort

Perceived Social support was measured using theidwaénsional Scale of
Perceived Social Support (MSPSS) (Zimet, Dahleral e1988). It is a validated
12-item instrument designed to assess perceptibosit asupport from family,

friends and a significant otherThe scores can range from 1 to 7. A high score
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indicates high levels of perceived support. In a U&sed study of postnatal
depression in Pakistani women, the Urdu translatibthe MSPSS was found to
have good construct validity, and the internal csieacy (Cronbach’s alpha) of
MSPSS was 0.92 (Akhtar, Rahman et al. 2010).

2.3.3.2.6. Measure for assessing perceived healtdated quality of life

Data on quality of life was collected using the BQ&uroQol Group, 1990), a
nondisease-specific instrument for describing aaldimg health-related quality of
life. It is often used as an outcome measure th binical and health care services
research. The EQ-5D provides a descriptive prafilbealth related quality of life
as well as a subjective overall rating of the jpgreint’'s own health state on the day
of administration by means of a visual analogudesda a UK based study, the
EQ5D was used in the Urdu-language version for tspleaking patients (Duddu,
Husain et al. 2008).

2.3.3.2.7. Measure for satisfaction with support athtreatment

The Brief adapted Verona Service Satisfaction S€h#msella, 1991) was used to
measure satisfaction with support and treatmeit.it&ns were extracted from the
scale and tailored for this intervention and weodlectively named “Satisfaction
with support and treatment”. This scale has bessd in the previous MRC funded
trial with British women of Pakistani origin (Gat&010).

2.3.4. Setting

The intervention took place in a Children’s Surdgstentre in Central Manchester.

2.3.5. The CBT-based culturally adapted group interention

The intervention consisted of 12 sessions. Womeh ah a Surestart children’s
centre for 12 weeks for 1.5 hours each week. Thamwas led and facilitated by

two females of Pakistani family origin (myself aB¥K). The lead therapist was a
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highly experienced Cognitive Behavioural Therafglst) and | was the research
therapist who led this group with some trainingcagnitive behaviour therapy and
leading depression groups using CBT skills andgglas. Regular supervision was
provided by a CBT therapist and a Psychiatrist (&id NH). The previously
described manual developed for this group was asea template for running the
sessions and the topics discussed in each sesgatisplayed in table 7. Créche
facilities were provided by the Children’s Surest@entre and transportation was
also provided upon request. Regular supervisios pravided by an experienced
CBT therapist (Professor Karina Lovell). The grdapilitator took notes on the
content of the discussions in the group and paditis were provided with handouts
containing information about the session. Theigpdants who were unable to
attend any of the sessions were given a phoneacdlscuss their absence and were

briefly informed about the topic discussed in thesson.

The intervention did not take place consecutively 2 weeks. School holidays
and bank holidays were taken into consideratiomme htervention took place on
Friday afternoons from 12.30 — 2.00. It startedhwa warm welcome from the
facilitators and group members were given 10-15 utei® to re-connect.
Refreshments were provided for the initial sessioAswever, the women opted to
bring a dish themselves from session two onwaras) session on a rotary system.
Only those who wanted to bring refreshments werghe rotary system and the
remaining women were not made to feel obliged togosomething. This was also
seen as part of the behavioural activation protms&omen who enjoyed cooking
as these women saw this as an opportunity to ctaking again for pleasure and

not as a chore.
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Table 7: Topics discussed in the intervention

First session Introduction
Rules of the group

Cognitive Behavioural Therapy and the ABC moded@pression

All other Identifying the pressures and expectations of baimgman
Sessions Understanding and managing self-esteem
“Keeping up with the Joneses”
Exercise, looking good and ways of building motivat
Religion and spirituality
Relaxation: “Taking time out”
Assertiveness and confidence building
Breaking Social isolation and building social netkgo
Practising CBT and assessing any change
Talking about relapse prevention plans
Award Ceremony for the completion of the programme

2.3.6. Statistical analysis

Friedman’s K related non-parametric tests weregoeneéd to measure pre and post
intervention scores on depression, social suppprglity of parenting, marital

relationship, and quality of life.
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2.4. Methodology stage 4: The Post intervention sty

This section looks at the acceptability of the nméation. It consists of semi-

structured interviews of women who attended theigreessions.

2.4.1. The acceptability interview
2.4.1.1. Instruments used for conducting the intemew

The researcher under the supervision of the ClirScgervisor (KL) designed the
questions for this semi-structured interview. HEa of the questions was to find

out the women'’s views about the intervention.

2.4.2. Participants

Out of the fifteen women who took part in the intErtion, eight women took part
in these interviews. Three of the women had maedy after the intervention and
could not be located. Three women discontinugdke part in the intervention due
to practical problems such as committing to attegdhe intervention on a specific
day and so did not want to be interviewed and émeaining one woman had health
problems and was not able to take part in the viger. Out of the eight women
who had time for the interview, four women had tifoea long, detailed interview
and allowed the interviewer to record the intervielihe remaining four women did
not want to be recorded as they felt the recorduogld stop them from openly
expressing their opinion about certain aspectshef intervention. These four
women did not want to displease the research teaithey felt happy about the
team, but not other aspects of the interventiongchviwill be later discussed in the

results chapter.

2.4.3. Setting of the interview

The interview took place in the women’s homes. Moenen opted this as the most

practical and comfortable environment for them.eSdhwomen expressed that there
132



was an added pressure in arranging child-mindieditias or bringing children to

the interview in a new setting.

2.4.4. The interviewer

In order to counteract participant bias and inemear bias, an impartial Psychology
Research Assistant (UK) conducted this intervieWihe interviewer had not been
involved in the intervention or previous assesssiantl this was the reason she was
chosen to conduct this interview. The interviewas bilingual and from the same
ethnic origin as these women and was trained atéviasevel in Psychology. She

was trained in conducting semi-structured intergdwy the research team.

2.5.5. Procedure of the interview

The interview started with an explanation about shreicture and duration of the
interview and women were asked if they had any tiues before the initiation of
the interview. The first question was on the cehtd the intervention. Women
were asked why they had decided to take part inrdBearch study, with specific
probes on benefits to their self or to others @i&ping the research agenda to find
new ways of designing culturally appropriate ingrions for Pakistani women
etc). They were then asked about any barriereteiving the intervention. For
example, possible barrier may have been their teiogy about attending the
intervention or issues around confidentiality ie troup, etc. Women were further

probed when they discussed barriers and enablatsetading the intervention.

The women were then asked about the process afitdr@ention in terms of what

their initial expectations of the intervention wesed what they thought about
accessing treatment in a group and how their tlyesapsions took place and what
they thought about the format and frequency of shssions. The women were
probed on how often and how long they thought #esi®ns should have been or

whether they were content on the duration andreémuency.
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The second set of questions was about the thesapif8omen were asked about the
qualities they liked or disliked about the therépisSpecific probe questions were
around intervention factors such as goal settimpwkedge of the therapists, and
non specific factors such as qualities of the thista such as warmth, empathy,

listening skills, and a non-judgemental attitude.

The women were then asked if they would have predeto have met the therapist
in a different way, such as telephone sessionsnert@-one therapy in a home
setting; if so, why and what they thought might éwdveen the advantages and

disadvantages of meeting in different ways.

Questions were then asked about the handouts givélie sessions on ‘Managing
Low Mood. Women were probed on the usefulnessimeefulness, the
relevancel/irrelevance, helpfulness/unhelpfulnesh®ivignettes used, the choice of
intervention techniques, the information on spedifipics discussed in the sessions,
the layout, and the ease of reading. They wereasked about how often they used
the material, whether they read the handouts ong®bat all, whether they read
handouts throughout the intervention or a once wfiether the booklet added
anything new in their lifestyle, and if they didetlactivities. If so, how often did

they do the activities and which activities didythied useful.

The final set of questions was around the outcofrteedintervention. The women
were asked about how they felt after the end ofitkervention compared to when
they first started the intervention. The probeedusiere on mood or depression
(depending on the term women preferred to use)tiomng in terms of social,

occupational, private, leisure, family relationghipnd anxiety and stress.

The women were asked if they were finding it easiemore difficult to manage
everyday life and their feelings at the time of theerview. Depending on the

answer, they were then asked about what they thawngyht have accounted for
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their present feelings. If the women were feeloggter in their mood, they were
asked if the change was specifically related toititervention. If so, they were
asked which specific aspect of the interventionttethe change; whether it was the
booklet, the therapist, the group and/ or othertofac such as change in
circumstances, other treatments, or all of it. thé women were feeling low in
mood, they were asked to report factors that maye r@ntributed to their low

mood.

Finally, the women were asked if they would recomd¢his intervention to a
friend or family member who was experiencing simddficulties and were probed
on their answers on reasons for their responsee Widmen were then thanked for
their participation and for their time and informoat The interview lasted

approximately between 45 minutes to an hour.
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3.Chapter 3: Results

This chapter presents the results of the qualagasividy, as well as the feasibility

and the acceptability of the CBT based group irgetion.

3.1. Results of the qualitative study

A total of 18 participants who scored high on tHeDES and had a clinical diagnosis
of mild to moderate depression were identified andted to participate. Three
women declined to take part in the interview duevtok commitments and time
constraints. Fifteen women were interviewed. Tharacteristics of these 15
participants are detailed in table 8. To summattse age range was from 23 to 41
years with a mean age of 33 years. The women ha/@rage of three children,
ranging from one to five numbers of children. Eigli the women were first
generation Pakistani and seven of the women werensegeneration Pakistani.
Twelve of the women were living with their husbantigo were divorced and one
separated. At the time of the interview, 11 of plagticipants were housewives, two

working fulltime and two working part time.
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Table 8: The characteristics of the 15 participats

Participant Occupational Number of Marital Immigration status
status at interview children (n) status

1 Works Part-time 3 Married First Generation

2 33 Housewife 3 Married First Generation

3 40 Housewife 3 Divorced First Generation

4 23 Housewife 2 Married First Generation

5 38 Housewife 2 Married First Generation

6 29 Works Part-time 3 Separate(d Second Generation

7 29 Works Full-time 3 Married First Generation

8 41 Works Full-time 1 Married Second Generation

9 25 Housewife 1 Married Second Generation

10 38 Housewife 5 Married Second Generation

11 31 Housewife 2 Separatefl Second Generation

12 30 Housewife 3 Married First Generation

13 38 Housewife 3 Married First Generation

14 34 Housewife 3 Married Second Generation

15 38 Housewife 5 Married Second Generation
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Three main themes emerged from the data relatddpression, and included:

= The perceived causes of persistence of depression
= The perceived impact of the persistence of deprassi

= Previous help sought for depression and the typeipf required

3.1.1. Theme 1: The perceived causes of persisterndelepression

All 15 women in this study clearly understood teent “depression” as a medical
condition, often triggered by psychosocial andigmit causes and were aware of
the impact of depression on their lives. This rhbaydue to their involvement in the
previous study regarding antenatal and postnagaledsion. None of the women
used a medical explanation, for instance hormondaiance, to describe the
persistence of their depression. Instead, a pspdial model with spiritual

explanations was used. The main social causethépersistence of depression
were a lack of support (10) and marital problemss(&ial isolation (7), financial

hardship (6), bereavement (3), which are in linthyprevious findings. The unique
causes found in this study were low self esteempiishment from God for past
sins (3), having a disabled child (1) and a vaafilaternal relationship (3). All

four of the above mentioned factors were a direasequence of women’s negative

relationships with family members, particularly vtheir husband.

3.1.1.1. Marital disharmony as a causal factor fothe persistence of depression

Marital difficulties have been highlighted to adarextent in this study and specific
help for marital problems is required. Poor narielations equated to a lack of
practical and emotional support and often resutigghysical violence. The women
also expressed the need to stay in a poor marfagde sake of their children’s
future and a lack of choice in terms of financieapdndence on their husband:

“Basically he is very violent by nature. He coutshbme up at any time. When he is stressed he beatp, he beats me up

at anytime. And he abuses me physically and vigitbalP3)

“I'm living with him for the sake of the kids. l&seen kids who grow up without a father. Theytcsgem to make a good

life for themselves. They (children) are scaredthadir father and get some support from him. Had found another



supportive man | would’ve long left him. When Esay life, | feel like throwing him out of the haubefore dark. But when
| see him with the kids, | can’t do that. He ierafor them. Tomorrow if | separate and | camétvide for my kids and they
astray, what will | do? If they start staying dilltlate, how will | discipline them, what woulddo if they don't listen to me?”
(P13).

3.1.1.2. Lack of support as a causal factor for thpersistence of depression

Lack of social support has been reported as thé camsmonly associated factor of
depression. A change in these women’s family sire¢c from an extended to a
nuclear system, may have contributed to the dejpress all of the women in this
study lived in a nuclear household, potential suppetworks may have been lost.
Feelings of loneliness were often reported andntlagority of the women had not
shared their feelings with anyone in fear of disingpthe peace with their husbands:

“I'm not getting any support or the support thaieled. People do come to me, help me out but Ifiaget the support that |

need. My mum just recently passed away in Juive. been really depressed since then. I've hasupport”. (P10)

“The depression started when | moved from Pakistahere. | was pregnant at that time. It wasfirst pregnancy. |
thought people cared about you, but they don’ter&lwas no one to talk to. Just being alone altithe”. (P14)

3.1.1.3. Spirituality and depression

Alongside social and psychological factors, spaiitalements were also perceived
to contribute to the Persistence of depressionprevious study found that Black
women were more likely to seek help from spiritgalrces for depression than
White women and perceived spirituality as a copmgchanism (Edge 2005).
Notwithstanding, women in this study stopped tisgiritual practices as a result of
their feeling punished by God for their past siSod was no longer seen as the
source of support and women ended up with contgqhdéelings of remorse and
persecution. These feelings can be seen as atpatipg factor in the persistence of
depression. The underlying mechanisms for thedéaunishment from God often
arose from feelings of guilt for various reasongy &xample, undergoing an
abortion, rebelling against parent’s wishes, arnglaating elderly parents. The fear
of punishment and eternal suffering prolonged degive symptoms of hopelessness
and helplessness:

“Sometimes, | think | am being punished by God vidrat | did to my dad, making him upset you knowttigg married
without his will. That's why, even though I've glids now, healthy kids, I'm still not happy”. (P6)
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“There’s just an evil eye on this family, espegiahe. | used to be such a happy person but dirdid that one thing
(abortion) that’s going to take me to hell, thigisd’s punishment to me. | can'’t get out of thebiv (P15)

3.1.1.4. Financial problems

In line with previous findings from different etltngroups (Husain, Creed et al.
2000; Rahman, Igbal et al. 2003; Edge 2005) firermmioblems were seen as causal
aspects of depression. Women described feelingigbently low in mood and
stressed due to financial burdens. Their lack in&ricial contribution to the
household caused these women to feel unworthy aseingowered, and this
sometimes resulted in marital disharmony:

“Our financial worries make me sad. We are so aejemt on my husband’s brother. He supports uswschmAll of this is
from him. | sometimes wish that we didn't haveasts anyone or live on someone else’'s money. Hhesnsful in our

community isn't it? So | do feel very sad and aséd in front of my other relatives. | didn’t everagine a life like this”.
(P2)

3.1.1.5. Volatile relationship with the mother

The link between parental maltreatment and inckais& of a chronic episode of
depression in White women has previously been ifietht(Brown, Craig et al.

2008). Nonetheless, no study to date has idedtithis link in the Pakistani
population. In this study, women spoke openly aldbe negative influences of
their mothers on the persistence of their deprassulatile relationships with their
mothers and the mothers lack of understanding awdadof depression, led to
many of these women suffering the effects of degioesin silence:

“My mother has always been a big problem. Sheeiy aggressive and angry. She treated her dasgfiterdirt, felt

embarrassed of us in public and shouted at usbtigouSlapped us and hit us and talked to us agifvere supposed to be
treated this way. Emotionally, verbally she wasyaggressive”. (P8)

“I can only talk about my mum. If she sees mengyishe says, “Why are you crying? There’s nothimgng with you.
You're just being yourself, you do this all the &inyou cry for no reason, you're happy, you're hgya have a nice husband,
and you have no major responsibilities like | didpsill yourself together”. (P14)
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3.1.1.6. Low self esteem

The role of low self esteem in the development pesistence of depression was
also found to be an important factor. The reagonbaving low self esteem varied
from dissatisfaction with appearance to a lack areer achievements. Low self
esteem due to negative marital relationship was alsdent. Studies on White
women suggest a link between low self esteem ara puarital relationships
(Brown, Bifulco et al. 1990; Brown, Bifulco et dl990):

“He makes me feel bad about myself? Why am | dg thgit he doesn't want to know me, but it's beemsany years now

since we've been married. | was a confident peetdahat time, but over the years | lost it. Thetid a self-esteem course
and that picked up my confidence but then | loagain”. (P10)

| just don't feel very worthwhile. I've struggldd life. | feel meaningless, unsubstantial. élfehave no value, pointless,
useless, everything about me. What have | achievéd almost as though | have lacked achievemérjust keeps coming
back. It's constantly affecting my relationshipy work, it's affecting everything. It's constantipvering around me.” (P6)
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3.1.2. Theme 2: The perceived impact of persistepbstnatal depression

The participants reported several impacts of deppaon their lives over the years.
These were categorised as impact on psychologezdih) physical health, and their

relationship with their children.

3.1.2.1. Impact on psychological health

The most commonly reported mood related symptome wenstant crying (11/15),
guilt (9/15) and poor concentration (6). Otherampd symptoms were loss of
interests and hobbies, feeling angry, agitated, ilowgelf esteem and confidence,

hopelessness, overeating, poor sleep, panic, neghtbughts.

The crying was described as:

“It's like from inside | just want to cry, and spithe day crying you know. Even though nothing hagpened, but | can’t
help crying. | cry and let things get on top of. {€6)

“I cry a lot, and get agitated with the kids, abthe kids but just with myself and the situatiqi?4)

“I just have a panic attack and cry it out. Wlieoomes to migraines, | also cry it out or shutself out and stay in bed.”
(P11)

The feelings of guilt were mostly around neglecteiderly parents, especially the

mother and the lack of practical support these woaofered to their mother:

“Recently my depression is about my mum’s dedtltan’'t get the guilt out of my head that my murediwhen she was

alone, | should have been there for her. | caetttigese thoughts out of my head. (P10)

3.1.2.2. Impact on physical health

Women reported a range of physical health problemet as frequent headaches or
migraines, back and shoulder aches, problem wittigoswelling of hands and feet,
Vitamin D deficiency, anaemia, underactive thyroidiegular heartbeats, and
problems with pregnancies.

“The other major problem is migraines. The doday's it tension headaches, but | don’t know what/tare, when they
start, I'm in agony, and then it's really hard ®atlwith the kids and the housework.” (P2)
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3.1.2.3. Relationship with children

The women stressed the quality of the relationshigh their children was very
important to them and was disrupted due to moodtedl symptoms such as
constant agitation, unnecessary shouting, a lackttehtion. Feeling angry and
agitated particularly towards the children was dtsond in a study conducted with
Indian women living in Goa (Rodrigues, Patel e28l03). As a consequence of the
negative interactions between the women and theidren, they perceived their
children to exhibit behavioural problems:

“I take all my frustration out on my kids. | donptay with them, | even shout at them for no reasiareally want to be a good
mother but | just can’t seem to stop feeling degeds (P6)
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3.1.3. Theme 3: Previous help sought for depressioand the type of help

required
3.1.3.1. Previous help sought

The majority of the women expressed their reluctaogvards taking antidepressant
medication due to side effects and perceived agressants as “numbing the pain”
rather than addressing the issue. Antidepressadication was prescribed initially
to 11 of the 15 participants. However, 7 out & 11 participants were then offered
counselling at some point. Four out of the 15ipg@nts had never approached the
GP for any type of help for their depression asas seen pointless and the type of
help that was available was not perceived as useful

“| got treatment at that time, when | had my fichtld. | was really bad at that time. | was degee all the time, just really

bad. It got worse with my second child. They gmeesome antidepressants. | didn’t really take aflthem. | didn’t want

to. ljust didn’t want to take any tablets.” (P11)

“Doctors can’t do anything. They just say here go have some pills. For the panic attack they gae some kind of
depression tablets and | refused to take them bedaey're addictive and have side effects to theiR11)

Out of the 7 participants who were offered coumsg|l only 3 attended the
counselling sessions. The counselling was seehelgul to an certain extent;
however it lacked certain cultural knowledge sewisytwhich in turn made all 3 of
the participants not attend the full course treatmerhese women emphasised the
importance of having a therapist who was culturadfyned or was from the same

culture as them:

“The type of depression that we have is differe@ur depression is different to White people. They't have the same
issues regarding family life and family feuds witte in-laws. For these issues, we have to deal thiém ourselves, get out
of the house, and talk to other people.” (P12)

“My counsellor does tell me how to cope but shesghings like, leave your husband. And | know sheght but | can’t do
that.” (P5)

3.1.3.2. The type of help British Pakistani women anted for persistent

postnatal depression

The majority of the women favoured a group psychiotreatment to reduce

social isolation and to increase social supportlthdugh women wanted the
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treatment to have a supportive element, supportealeas not seen as sufficient to
overcome depression. These women expressed theforea more directive and

problem focussed approach. Help was requireanfarave self esteem and self
confidence, to learn coping skills such as assarégs, problem solving, time
management, relaxation, anger management. Theiparits also wanted help with

managing negative thoughts:

| would love that (group treatment), just to shgoeir emotions with people, talk to people becausan'lt just go out there

and talk to anybody. | can’t find anyone who car mith me”. (P11)

“You need more problem focussed approaches thatd@aolutions. You should provide knowledge altbetareas that are

causing the problems.” (P7)

The women also showed an interest in exercisedlibgilsocial networks, practising
religious activities and emphasised that religiacvities should be incorporated in
modern day psychosocial interventions. These wobmieved having faith in

religion had previously helped them cope bettelifey prior to the onset of their
depression.

“We should incorporate practising prayers in thtenvention, then read the translation of the Qumadh try to follow what it
says. Put some blind faith into God.” (P13)

“I don't really know. | mean what can anyone dbheed to do something myself. | need to perfamgnprayers again. |

used to be so good with my prayers before | gotiethr | used to feel at ease but now I've totédlst my routine.” (P1)

“I think prayer is the best thing, | don’t prayknow | should. | feel really guilty about it. &er makes you feel good and it
makes you closer to God.” (P10)

The lack of family interventions for Pakistani fdies was strongly emphasised by
women who were experiencing marital problems. &hesmen highlighted the
need for specific services for Pakistani men ag there seen as the main perceived
cause of their persisting depression. Accordindpése women, not enough is being
done to engage Pakistani men into treatments foitaheelated problems.

“I think it's mainly these marriages. Because ur marriages everything stays within the four watiser people don’t know

what's going on. Even though at times when we hmaen screaming, the voices don’t go outside.”0fP1

“Our problem is not with ourselves but it's wittetminds of men. Someone needs to sort themWhat's the point sorting
us out, making us feel better when they will makdael bad again?” (P11)

“There should be more counselling services fonma place where they can be advised on what to howhat aspects they

are right in and where they are going wrong.” (P13
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The perceived barriers to attending treatment \ale of transportation to services,
unavailability of childcare, language, workloadmé of day, and mainly the

husband. Over half of the women believed thatr thesband would prevent them
from receiving any treatment for depression. Times it was expressed that the
treatment should be advertised to family membera esurse for positive ways of
coping with motherhood and the positive and berafisutcomes for the children

should be expressed more than the benefits to tmaw alone. This was also
suggested to eradicate some of the stigma assoaiatte mental health issues and
treatment for mental health problems. Therefore Wwomen suggested a non-

stigmatising name for the treatment.

“I mean if my husband finds out that this a groapWomen, he’s not going to let me come to it.”{P1

“Yeah the husbandf he’s having problems with her, he’s not goigaant her to get all strong now would he. Orrism
might not let her get out.” (P15)

“There are still some people who think you are lemsipetent if you are depressed and feel sorrydarand look down at
you as a charity case. Because having depresgansmot coping with life, and some people thirét frou are not coping
with life because you are a weak person. But siamestcircumstances can make you weak”. (P5)
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3.2. Results: The feasibility of the culturally adpted CBT based group

intervention

3.2.1. Demographics

Fifteen women agreed to take part in the intereenti The demographics of these
women are presented earlier in the qualitative ltesthapter intable 8 The
following demographics (table 9) consist of the \®®amen who completed the
culturally adapted CBT based group Interventionsifde Health Programme
(PHP). These 10 women were aged between twergydnd forty and the mean
age in years was thirty-three. Eight out of threw®men were married, with a mean
number of years married as eight. One of the womeas divorced and one was
separated from her husband. The mean number lof@hiwas three, ranging from
one to six. All of the women were housewives exéepone who was working on
a part-time basis. Half of the women were firshgm@tion Pakistani and the other
half were second-generation British—Pakistani wam@fi, but two of the women
could speak English, fluently. These two womenld¢dawnderstand basic English
but struggled with the more complex terms, whichravexplained to them by the
bilingual therapist. All of the women were educhst least up to the GCSE level.
Table 9 contains the demographical information.
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Table 9: Demographics of the ten women who completehe PHP

Demographics of Frequency Percent

Participants who completed
intervention (N=10)

Age 25-40 (Range) 33
Marital status 1-16 (Range)
Married 8 80
Separated 1 10
Divorced 1 10
Number of Children 1-6 (Range) 3
1 1 10
2 1 10
3 6 60
5 2 2
Employment Status
Housework 9 90
Working Part-time 1 10
Immigration Status
First Generation Pakistani 5 50
Second Generation Pakistani 5 50
Highest Qualification
GCSE or Equivalent 4 40
A level or Equivalent 2 20
First Degree 3 30
Higher Degree 1 10

148



3.2.2. Primary variables: attendance of the Positey Health Programme (PHP)

Attendance to the intervention was used to meabréeasibility and acceptability
of the intervention Table 10 displays the attendance to the interventid@he

Positive Health Programme (group intervention) wdesigned to consist 12
sessions. However, session four was cancelledodiine unavailability of a room at
the Children’s centre. This session was incorgarain the remaining eight
sessions. Out of the possible eleven sessiongasticipants (40%) attended ten
sessions, 1 participant attended 9 sessions (7% titipants (13%) attended six
sessions, 1 participant (7%) attended 4 times,ricpant (7%) attended 3 times,
one participant (7%) attended only once, and 3gypants (20%) did not attend any
of the sessions. One of these three women was edgvidlr at the time the

intervention started, one was in full-time work ati@ other could not travel to
attend the intervention as she lived over 20 nalgay from where the intervention

was held.

Table 10: Number of group sessions attended

Number of Sessions Number of Participants = Percentge of participants

Attended (N =15)

0 3 20
1 1 Lz

3 1 Lz

4 1 o

6 2 13%
9 1 Lz
10 6 406
Total 15 10%
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3.2.2.1. Attendance of PHP completers

Completers were defined as women who remainedanstady at the end of the
intervention. The PHP was completed by ten outthaf possible 15 women.

However, not all of the ten women who completedittiervention attended every
session. Sixty-percent of the ten women who cotaegl¢he intervention attended
ten out of the eleven possible sessions. Thewolg table displays the attendance
figures for these 10 women. The median number s$ises attended by the ten
women who completed the intervention was 10 andntkan number of sessions

attended was 8.

Table 11: Sessions attended by PHP completers

Number of Sessions Number of Participants ~ Percentge of participants

Attended (N =10

4 1 10

6 1 10

9 1 10
10 6 60

3 1 10
Total 10 100%
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3.2.2.1.1. Attendance of session one

In this first session, none of the possible 15 wom&o had agreed to take part in
the intervention attended. All of fifteen womeene contacted via the telephone to
enquire about the reasons for not attending th&aa@es The following reasons (table
12) were given for not attending the group; six @iuthe 15 women reported health-
related problems with themselves or to a family themwhich restricted them to
coming to the session, three of the women repagprea commitments such as
attending work and attending a fulltime coursedlege, one was involved in a car
accident, one of the women forgot to attend, ontmn@fwomen was on holiday, one
was out celebrating her birthday with friends ame& evas busy preparing for her
holiday. One of the women was not allowed to attére group by her husband. At
the request of this woman, the staff visited henb@n three occasions to provide
her husband with information about the interventiostill, he resisted in his
decision about his wife not attending the interi@ntand she withdrew from the
study at this point. Another three women also dngtiv from the study at this point
due to various other commitments. Two of the womeétindrew due to having
work commitments and not being able to attend tio&ig at the set time and day.
Another woman reported having severe pregnancyecekickness and informed the

researchers that she could no longer commit tgibep.
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Table 12: A list of reasons for not attending grougsession one

« 1l child (2)

Involved in a Car accident (1)

* lll themselves (4) Forgot (1)

- Flu

On Holiday (1)

- Food poisoning Husband did not allow her to
- Pregnancy sickness attend (1)

- Severe back pains

Celebrating Birthday with friend
* Prior Commitments (3) (1)

- Attending work (2)

Busy with holiday preparations

- Attending Higher Education (1)

College (1)
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3.2.2.1.2. Attendance of the remaining sessions

The attendance of the remaining sessions is detailldable 13. By session two
another woman who only attended this session alduwdsew from the study. Her
reasons for withdrawing were predominantly aroumot fitting in with the group’.
She described experiencing the set of women irgtbap as, ‘On a different level'.
When asked to explain what she meant, she desdtigegroup to have a collective
set of problems that were related to the Pakistahure. She did not see herself as
belonging to this culture and felt that the issdissussed in the group were irrelevant
to her problems and decided to pursue therapymior@ Western form and preferably
one-to-one as opposed to group therapy. By sedisien, there were ten women left

in the intervention.
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Table 13: Attendance of intervention

Session

Attendance of
participants

Reason for
absence from

group

Session

Attendance of
participants

Reason for
absence from

group

Session 1 Session 2 Session 3 Session 4 Session 5 Session 6

Group=0 Group =10 | Group=9 Group=0 Group =9 Group =8

N =15 N=11 N =10 N=10 N=10 N =10

Busy =2 =1 Holiday = 1 Group Holiday = 1 House

Car accident=1 Cancelled- No decoration =1

Forgot=1 room

Holiday = 1 available Holiday = 1

Husband = 1

Il child = 2

lliness 4

Work = 2

College =1

Session 7 Session 8 Session 9 Sessionl10 Session 11 Session12

Group =10 Group =10 | Group=7 Group =10 Group =9 Group =8

N =10 N=10 N =10 N=10 N=10 N =10
House House House
decoration = 1 decoration =1 | decoration =1
n=1

Courtcase =1

=1
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3.2.3. Secondary variables
3.2.3.1. Depression

The Revised Clinical Interview Schedule (CIS-R)gtiased nine out of the ten
women with a diagnosis of mild depression and oca@ & diagnosis of moderate
depressive episode at baseline, using the ICD-a&6sifications for depression.
Reduction of depressive symptoms was measured usadg=dinburgh Postnatal
depression scale (EPDS) at five different time-fmibaseline, week four and eight
of the intervention, end of the intervention anceéhmonths after the intervention
finished. A highly significant reduction was fouadross the five time-points, X2 =
30.1, df = 4, P < 0.01. At baseline the mean ERD&e for depression was 20
which reduced to 13 by week four and 10 by weeklt&ropped to half of what it

was at week 8, which is 5, by week 12 of the irdation (table 14). The drop in
depression scores remained consistent even threghsnafter the intervention

finished. The graph is displayed in figure 7.
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Table 14: EPDS scores across five different timegmts

Time-points Minimum  Maximum Mean Std.
Deviation
EPDS EPDS EPDS
Baseline EPDS Scores 10 13 26 20 4.4
EPDS Scores at 4 10 8 22 13 51
WEEKS
EPDS Scores at 8 10 5 13 10 2.5
WEEKS
End of Intervention 10 0 21 55 5.9
EPDS Scores
Three month post 10 3 9 5 1.6
Intervention EPDS
Scores
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Figure 7: A line graph to represent the drop in deression scores across five

time-points
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3.2.3.2. Quality of parenting and home environment

Significant improvements were also found in qualdf parenting and home

environment, X2 = 10.2, df = 2, P < 0.006. Witlflerence to table 15, in terms of
the mother’s responsivity to the child, women wstering above the median even
at baseline, which remained consistent acrosshies ttime-points. The possible
score women could obtain for acceptance towards tieldren was 8 and the

women in this study scored substantially belowrtieglian score of 6, matched it by
the end of the intervention and sustained thisesawen three months after the
intervention.  Women scored above the mediarofganisation at the end of the
intervention and once again the score remainedeatheeymedian even three months
after the intervention. In terms of providing heiag material to their children,

women scored nine out of nine at the end of therweintion but this dropped to six
three months after the intervention. This was alsted with women'’s involvement

with their children where the scores went up frémeé to six at end of intervention
but dropped to five at three months follow-up. Wamnalso jumped up the median

score at end of intervention for providing vari&ytheir children.
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Table 15: Median HOME scores across three time-pota

Subscale Possible  Median Baseline | EOI 3month

Score Median | Median Median
Score Score  Score

I. Responsivity 11 9 10 10 10

Il. Acceptance 8 6 3.5 6 6

[ll. Organisation 6 5 4 6 6

IV. Learning Materials 9 7 4.5 9 6

V. Involvement 6 4 3 6 5

VI. Variety 5 3 3 4 4

Total Score 45 32 28 41 37
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3.2.3.3. Marital relationships

Table 16 shows the improvements in marital relatimos, as the higher the score,
the better the marital relationship. A significamhprovement in marital
relationships was obtained, X2 = 8.97, df = 2, ®.G1.

Table 16: Mean Marital Scores across three time-pots

Time-points Minimum  Maximum @ Mean Std.
Deviation
DAS DAS DAS

Baseline DAS 10 22 107 55 30.3

Scores

End of Intervention 10 22 117 78 34.8

DAS Scores

Three month post 10 22 112 76 32.1

intervention DAS

Scores
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3.2.3.4. Social support

Table 17 shows the means for perceived social stippoNo significant
improvements in women'’s perceived levels of sosighport were obtained, X? =
1.8,df =2, P =0.407.

Table 17: MSPSS mean scores across three time-pisin

Time-points N Minimum  Maximum Mean Std.
Deviation

MSPSS MSPSS  MSPSS

Baseline MSPSS 10 26 58 38 9.2
Scores

End of Intervention 10 53 72 62 7.6
MSPSS Scores

Three month post 10 40 72 59 9.7
intervention MSPSS
Scores
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3.2.3.5. Health

Table 18 shows the mean perceived health scoresigniicant improvement

in health was also obtained, X2 = 18.5, df = 2, @.60. At baseline the mean

percentage of health was 50%, which went up torggm&o percent at the

end of the intervention and dropped at follow thmeenths follow-up to 68%.

Table 18: EQ5D mean scores across three time-point

Time-points N  Minimum Maximum | Mean Std.
Deviation
EQ5D EQ5D EQ5D
Baseline EQ5D Scores 10 6 14 8.5 2.5
End of Intervention 10 1 8 6 2.0
EQ5D Scores
Three month post 10 0 5 1 1.5
intervention EQ5D
Scores
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3.2.4. Positive health programme sessions
3.2.4.1. Introduction to the Positive Health Progranme

Women sat around a round table in a room consistimgfreshments and tea/coffee
making facilities. They were given an opportunaysettle the young children in the
creche in order to relax and be comfortable dutiregsession. The group members
were introduced and ground rules for the group w8ete A general introduction to
depression was given by the lead therapist, as agelh brief description of the
available treatments of depression. The principdésCognitive Behavioural
Therapy were introduced in very simple terms. Ewgample, the women were
informed about the persisting nature of depresaimhsome of the factors that may
contribute to the persistence. This was done mdunifocussing on factors such as
the nature of irrational thoughts and the vicioysle.

3.2.4.2. Identifying the pressures and expectatiortd being a woman

This session was about looking closely at the piressthese women faced in their
daily lives and they were taught techniques tat@rjower some of those pressures
and expectations using CBT principles.

Some of the women discussed some of the activategts in Pakistani families
that lead to negative beliefs and thoughts. Faumgde, one of the women
expressed that Family Politics in Pakistani farsilay a vital part in her persisting
depression. This opened up the discussion leadisgme more women identifying
with this concept and sharing their stories. Tommon theme was that ‘politics in
Pakistani families will never go away’. Some wonuiacussed how even when
living away from the family in-law, there is interence in their own homes as most
of these family problems are not left behind evéaraseparating from the family
in-law. Some women described the outcome of supleréences as becoming very
angry and taking their anger out on other peoplgduding their children. They also

described how the ‘in-laws’ used tactics to putnithgown, for example, by being
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derogatory about their physical appearance, or tmoking etc. According to
these women, they were all part of ‘power gamesppe play. For example; the
comparing of one daughter in-law with another idesrto encourage competition
and conflict between them. The women said thissed insecurity in them and
making them feel unworthy and low about their selfl believing that nothing they
do is good enough. We then discussed ways inhwvhie can improve our
encounters with the family in-law and alter behav#in these situations towards
more neutral or positive outcomes as opposed tativegoutcomes. The task for
the week, for the women who were experiencing thigblem, was to avoid
challenging behaviour by understanding the impath® behaviour. We discussed
some of the ways of thinking that could lead to enpositive or neutral outcomes.
For example, one of the women said she would lkenaintain her relationship

with her family in-law without becoming too emotadty involved with them.

3.2.4.3. Understanding and managing self-esteem

This session looked at barriers or threats to gabidesteem, ways of improving self
esteem and identifying the individual's unhelpfblnking patterns and replacing
these with positive attitudes and feelings towardsself. It specifically looked at
culturally specific threats to self esteem suchvaktile relationships with the
family in-law, as discussed in earlier sessionsthim literature review and in the
qualitative interviews, were found to be more pnoemt in South Asian cultures
compared to Western cultures. A specific exangplef one of the women, who
talked about pressures of motherhood and womanh8beé. described how she felt
overwhelmed with the demands made by her childeeised her too much pressure.
She wanted practical support but had nobody to tmrnShe felt particularly bitter
about her husband who she forced to leave duestadrag abusing behaviour and
the impact his behaviour was having on her honee I8he discussed her negative
self image, ‘Il am not a good mother and the lackself belief to survive this
situation. Notwithstanding, she also disclosed #fe had previously attended a
parenting course and started going to a gym to ongther negative self image.

Another woman talked about her negative self imagd how that lead her to
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attempt suicide twice in the past. Her thoughtsualthe situation were that she was
only living for her children and had nothing mocelive for in life. She described
how her husband used financial threats to preventfrom leaving the physically
and emotionally abusive relationship. Neverthelske found the courage to leave
him and was at the time of the intervention, gdimgugh court procedures for a
divorce. Her main problem at the time was the latkelf belief and self image.

She considered herself to be a ‘weak’ person.

In both of the above cases, the remaining womethéngroup gave their input
regarding their perceptions of these two women. eyThvere presented with
evidence which suggested contrary and more poshelefs about them.  For
example the first woman was challenged on ‘notdp@rgood mother’ and she was
presented with evidence which suggested that stseeavgood mother. She was
given examples which suggested that her behaviasrtiat of a good mother, such
as attending a parenting course to improve hetioakhip with her two children
and to manage child-related stress more effectivéliso the fact that she had, on
her own, raised two children for the last six yeaithout any practical, emotional,
social or financial support. The women appraideel positive elements of her
children and gave her an alternative positive vaiewhow they perceived her as a

good mother.

The second woman was also told that her behavsowoti consistent of a person that
was ‘weak’ because the women felt it takes a lataafrage to end a marriage when
there is financial insecurity. She was also ag@iabout her bravery to move on in
life and once again she was reminded of the evelaritch suggested that she was
a strong and wilful person. These are only sonth®ftase examples and a number
of other topics were also discussed, such as meghbdy image, confidence in

social settings, and marital problems and the impgeaey have on self-esteem, and

feeling inferior to other people due to financitltss.
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3.2.4.4. ‘Keeping up with the Joneses’

The qualitative interviews showed that some ofghdicipants were striving to go
up the social ladder and as a result, feeling aesehhopelessness and despair from
trying to keep up appearances. This session tigetgative feelings and beliefs
that may have resulted from individuals comparimgmselves to others who were
in a better position and re-inventing positive iiegs and beliefs about oneself.
This also came up in the previous session as atthoepositive self esteem. We
went into depth on this matter in this session soihe of the reasons the women
described that contributed to the struggle of mgvup the social ladder were
mainly around low self esteem and the social pressu be ‘doing well. One
woman described having financial assets as a medeagthers that ‘we are doing
well’. “It signifies survival, which leaves us ithe safe zone. If people see us
struggling, it gives them room to attack us in @iéint ways, even if it means verbal
abuse. It gives them room to talk about us beladback, and that can cause
embarrassment and loss of face in front of othethe community”. Therefore, we
discussed this concept of keeping ‘face’ or honaund talked about the costs and
benefits of engaging in such behaviour. The Ifstasts outweighed the benefits
and we encouraged women to contemplate on wayswélaping more positive
beliefs about what they have rather than what th@yot have. Another woman
talked about her insecurities in terms of feelinglged by others, which often
resulted in her wanting to achieve everything to feel judged by everyone. The
group discussed the impact of other people as rieb&n getting to know yourself
better and finding out what pleases you as a pawsther than what pleases others.
They also talked about the intrinsic benefits afgsing yourself and the boosting

effect of this on mood.

3.2.4.5. Exercise, looking good and ways of buildgrmotivation

The link between exercising and feeling better wasonstrated by explaining the
physical benefits of exercising such as the pradoaif endorphins in the brain thus
reducing stress levels, psychological benefits agreaking the vicious cycle of

negative self image and social benefits such asingakew friends. Practical
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exercises included identifying ways of incorporgtexercise in the women'’s daily
routine as well as building the motivation to exsgc The barriers in the way of
maintaining a healthy lifestyle and ways of minimgs these barriers were also
discussed. Behavioural activation exercises wecerporated in this session as
well as some motivational work. The group exexigeluded in this session were
practical activities in the domain of the Pakistaniture. For instance, given the
financial and social restrictions in this group,maen were asked to make use of
things that were readily available to them, suctwalking the children to school
opposed to going in the car to increase physicavigc Women were also told
about some free television channels that featuréf@érent types of exercises,
ranging from dance workouts, Pilates and Yoga ¢éontlore traditional aerobics and
toning workouts. This was particularly welcomeg¢ the women due its

convenience of a workout in the house and not lgatarpay any expenses.

3.2.4.6. Religion and spirituality

The concept of depression being a punishment fet pas was discussed in
numerous qualitative interviews. This group ofreem were quite practising in

terms of religion and from the interviews it wastquapparent that they held a lot of
subjective ideas of depression and religion. Téession looked at ways of
challenging negative or dysfunctional thoughts gsfactual information on a

religious perspective of depression. What religaentified as depression and the
causes of depression. Some of the concepts tha&t escussed in this session
included the religious perspective on abortion|awking after elderly parents, the

role of past sins haunting present life etc.

All of the women agreed that depression was nairin fof punishment for them.
Conversely, one woman had previously disclosed liatdepression resulted as a
punishment for her past sin, an abortion. She ieedaquiet in the group until she
found the courage to openly speak about the coneckmbortion. The group

therapist provided the group with some factual rimfation about the religious
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teachings on abortion and left it open for a distus Most of the women were
positively surprised with the religious teachingsl delt empowered by having faith

rather than feeling judged.

Some women talked about Salat, the five times apdayer which is obligatory in
Islam. They discussed why they didn’t perform tt&alat and how it made them
feel afterwards. Some of the reasons why they'dierform their Salat were
temptations from Satan, laziness and selfishndssvas important not to discard
any religious beliefs, such as the temptations fisatan, as this is one of the
reasons described in religious scripture abounttare of Satan and what he does.
The women talked about the fact it is important §fau perform Salat for yourself,
not for others or when you have been told by otherpray, as this defeats the
purpose of praying and diminishes the spiritualdbén of praying. One of the
women discussed how most people, including hersaliy pray when they are in
despair or in need but never in periods of hapginég&ome women included this on
their behavioural activation sheets and decida@-iotroduce Salat in their lives, as
they acknowledged feeling sinful and only focussimgthe negative aspect of not
praying, rather than the positive aspects of p@ysuch as feelings of completing

an obligation and thus feeling empowered.

3.2.4.7. Relaxation: “Taking time out”

This session included more behavioural activitieant cognitive. Women were
taught to manage their time using time sheetsda fheir activities or just to take
‘time out’ to relax. Mindfulness based exercisesavtaught in this session as well
as breathing techniques for anxiety or panic. @s®ns on ways of relaxing took
place and goals were set in order to incorporateestme to relax. Some of the
goals included, going for a walk, making time toda chat with friends and family
over the telephone, watching general televisiora davourite movie, gardening,
doing meditation such as Dhikr (religious exeraiseolving the use of repeating

religious words and different breathing exercises).
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It was acknowledged in the group that this may bidfecult task to achieve, due to
the busy family lives. However, looking at the b&ts of taking time out, gave

women the motivation to engage in this activity.

3.2.4.8. Assertiveness and confidence building & eaking social isolation and

building social networks

The two sessions were incorporated into one. Agseess in terms of what it is
and how to achieve it, and threats to assertivewess discussed in this session. A
group role play exercise was done to demonstrates wé being assertive. The
benefits of being assertive were discussed asasdle costs of not being assertive.
The topics that came up had been discussed inquewwessions and we tried to

practise some of the techniques or positive belasim a role play.

Ways of identifying possible social networks toesihte the distress caused by
social isolation and improving social support wascdssed in this session. The
women talked about their feelings and behavioursoaifal isolation and described
being alone, trapped, sad, crying, miserable, yguilbt getting out, and staying in
bed. When asked about why they didn’t want to tallanyone, women replied it
was due to feeling stressed, hormonal, angry, lgai@mily problems and tiredness
of looking after a baby. Some further barrierautbieving good support found were
a lack of trust in friends, family politics, andwoself confidence to join new
networks of friends. One of the women described ds, “When you are feeling
down, you push people away, and | pushed my famigy”. The women then
discussed the physiological elements of feelingated, stressed and down, such as
pains in knees, heels, back and shoulders. Woneea advised to become more
socially aware of their environment and look fopogunities and ways of building
social networks. The benefits of having good dosigport was discussed and
some of the women suggested that having someatiaktto allows them to release
negative emotion, such as ‘crying’ and ‘talkingutt’ and ‘getting rid of loneliness’.
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Social confidence was discussed and the threatgetcoming socially active were

also discussed.

3.2.4.9. Practising CBT and assessing any change

This session was about measuring the positive @sang lifestyle and also
identifying a lack of changes and the barriers &kimg positive changes. It was
also used to as an opportunity to practicing CBillssk The challenges of using
CBT skills and techniques and becoming comfortabte practising the techniques

used in the intervention were also discussed.

3.2.4.1.0. Talking about relapse prevention plans

A relapse prevention plan was introduced. Paditip were asked to identify early
signs and symptoms of their depression. They waks@informed about the contact
points for help and how to manage their depressidine early stages of recurrence.

3.2.4.1.1. Award ceremony for the completion of thprogramme

Participants were given certificates for completthg Positive Health Programme
for depression. This was a more free play typsession where women were asked
to talk about what they had learned and how thegnohed to use these techniques in
the future. The group session took place in aas@&tting where women went out

for a bowling game and lunch.
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3.3. Results of the acceptability of the interventin

Eight out of the ten women who completed the PasilHealth Programme agreed
to take part in the semi-structured interview. Tamaining two women were not
available to take part in this interview. One wontead gone to Pakistan to visit

family and the second woman did not participate tdu#é health.

3.3.1. Current feelings after the interventions

The semi-structured interview began with the qoestiHow are you feeling these
days?” Almost all of the women (6/8) reported iiegla lot better since attending
the PHP. Women reported improvements in theistyfie by the active changes
they had introduced since attending the PHP. Timegmvements were in building
a positive self esteem (1), managing stress mofectafely (1), learning to

appreciate things more (1), feeling more contrdifan (2), feeling less stressed (2),
adopting a positive view of life (1), exercise (15ome examples of what the

women said when asked this question are;

Example 1

“| feel very good. | didn't feel too bad befojast didn’t understand why | felt so low withouetle being any reason. | had
everything in life, but didn’t feel satisfied. Nomhave learnt to appreciate things more, things tthave and other people

really want.”

Example 2

“I'm feeling very good thank you. | feel | can nzge my stress more effectively. Before, any littieng that happened, |
would take it to heart, but now I try and see dnfra positive point of view, then things don’t seim bad. You know, it's
not the end of the world kind of thing. | also mise more now because before | thought the onlytavaxercise is if you go
out of the house like to the gym, but when in #egsion Sobia said that we have all these free wfagigercising, you know
that channel on sky that she told us about. | thpeexercise session and then when | have freg tido the exercise at
home. That has really helped me because my weight hgen¢ up either, it's stayed controlled. Yeah,ésgil feel more in
control of my life”.

Two women reported feeling somewhat low in moodi&xed that this was due to
the social isolation they had experienced sincegtioelp finished. They described

the group as being a place for social support ancesthe group finished they

171



experienced feeling alone again. Both of these @omere fairly socially isolated
and were going through a separation period witlir thhesbands at the time of the

intervention. For example, one of the women said;

Example 1

“I'm ok, but then again you need support around.yduhen | was in the PHP | felt quite good. Yowknwhen you meet
other people, you feel much better. You talk toheather and that makes a lot of difference. Atitioment I'm just doing
housework, running around. You need time for yelfir®o. | don’t do much for myself and | keep pioe for the sake of
the kids”. [When probed on why it was that she/etiapositive for the sake of the kids and not Herske replied], “My
separation with my husband makes me feel this wagts me down, no matter how positive | try toitogtill gets me down.

| feel hurt, and being positive doesn’t get ridieé pain, it still hurts”.

3.3.2. Motivators to participate in the interventian

The second question was about motivators to ppatiicin in the PHP. Some of the
women expressed it was to learn about mental hgaitiblems, in particular

depression (4), the need to adopt a positive d#itand build self confidence was
also expressed (1) and to be able to share probterdsmake new friends (4).

Below are some examples of the type of responsemsstgjuestion.

Example 1

“I thought that | needed some kind of therapy.eéded somebody to talk to me. | found that vetgfbk when you have
someone who can advise you and you can expressefbtw them and they understand you. Someone gites you
guidelines, how to improve your health, adopt atpe@sattitude. So that helped me”.

Example 2

“l just wanted to build some self confidence batknyself and experience something different aratesimy problems with

different people and get to know people. Listeth&irs”.

Example 3

“To learn about depression, you know what it is ey people have it because you know us Asianstdeally know much

about depression and don't really see it as aes#inlike you see a real iliness like cancer”.

3.3.3. Barriers to attending the intervention

There were no major hindrances to social groupigaaation in the present study.
In the initial qualitative interviews, the womenaséd concerns about potential

resistance from family members, particularly hustsan Therefore measures were
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taken to reduce the husband’s reluctance to allewwife in attending the group
intervention. One of the women reported time t@msts as a barrier to attending
the sessions. However, she acknowledged thathkatime settings could not be
suited to all of the members and she attended wkleeecould and missed the

sessions where the timing did not suit her.

A key factor encouraging attendance was the créehneice. All of the women
stressed the importance of having a creche availfasl mothers with children to
attend any type of intervention. The créche wasatd next to the intervention
room in order to make access to the children rgaalibilable. This reduced the
mother’s anxieties about being away from her chaldd also gave her the
opportunity to check on the child whenever shedb# needed to. For example the

following woman said:

Example 1

“There were no barriers but créche was very gdogiave me time away from the children, which isyvgood when you are

with them all the time. | guess | work too so Igkt time away but | needed time away from work oche, and children”.

3.3.4. Encouragement for attending the intervention

Some participants described their initial apprelmmabout the nature of the groups
and the degree of disclosure that would be expeckttmlvever, the majority of the
participants said they did not need convincingtteral the group. The following

are examples of what some of the women said:

Example 1

“1 just had to convince myself. | thought it woldd better to go there and meet other women yotskare your problems

with and that did help me a lot because | don’ttna@gone. | thought that was very nice.”

Example 2

“Yes | did. | guess because you don’t know wreeekould be there, if there was going to be otleapfe there who you
knew and then they would talk about you behind lmagk, but when Sobia said that we were not alloteediscuss what
happened in the session, it made me feel moreee@@ipviously, you can't stop people from talkibgt the way | see it, we

were all in the same boat”.
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3.3.5. Initial expectations of the intervention

The second part of the interview focussed on thecgms of the intervention.
Women described their initial expectations as ‘weuld be working together to
tackle our problems’ and ‘learn about positive kinig’. Most women enjoyed
meeting other women, and particularly liked beinghe company of others who

shared similar experiences to themselves, For ebeamp

Example 1

“I thought it was gonna be about sharing and urnideding each others problems. Working togethéackle problems. Just
knowing that other people, how they solved theibfgms. You do hear a lot of stories about this@ehad experienced this
and that, but for the first time it was nice to spenly women talking about their problems andislgathem. It was a shock
to know what the White therapist was saying abootnen’s problems how similar that is to us. It dgese you a lot of

encouragement and strength when you get home”.

Example 2

“I thought it would be helpful, and positive toesether people in similar situations as it helps y@ cope with your own

situation. My expectations were good.”

Example 3

“| expected to feel like a part of a group that pleavould also want to make friends but they didhfelt they couldn’t relate
to me. | didn't know much about CBT so | wantedlgarn about ways of making yourself feel bett&ut | knew my
problem was loneliness and my husband, so | dekpect much from the group”.

174



3.3.6.1. Views on accessing treatment in a group

Accessing treatment in a group was welcomed byfathe women. Although,
some women did express feeling anxious at firstdwetrcoming the anxiety soon
after the intervention started. One of the womewught that one-to-one therapy

was more for introverted women.

Example 1

“At first it was a bit embarrassing to talk in fitoof everyone but then | found it good because wyman start talking you

realise someone has more problems than you. Isamething to look forward to.”

Example 2

“ liked the way it was all set out in a groupfound a bit insecure to talk about myself in frofibthers, but the group was
genuinely a nice group and | did open up. | gues&s to do with the trust in the group that made open up, the way
people were and their body gestures.”

Example 3

“I liked the fact that it was in a group. It gave a chance to speak to other people other thakiday It felt like the old days
when | lived in my mum’s house. |took the compé#arygranted but | felt appreciative of the compaugpt from the group.”

Example 4

“I really enjoyed being part of a group again, likecollege when we had a group of friends. Theyenall very nice women,
and | felt good in their company. All had veryfdient personalities, but we were all the same Umeave had children, and
we were married and similar age, so | could refat@ost of the women. “

3.3.6.2. Views on format and frequency of group imrvention sessions

The women did not seem unhappy about the venuddantervention or the length
of the session; however, a few women suggestedthtieaintervention should take
place once a month or something should continuer difte sessions have ended.
The suggestion was maybe to have the sessionsestalggn order to wean the
women off the social gathering and prepare theminitate their own social
gatherings, independent of the intervention groeamily pressure against engaging
in outside of family and home activities was alseinmuated by one of the women
and she suggested maybe having the sessions onoeth. She also suggested this
as she felt meeting every week did not allow hepraxctise her homework and the

techniques she had learnt in the sessions.
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The session on self esteem was patrticularly likedthe women and many of them
talked about how they benefitted from the sessidrhe use of case studies to
illustrate the debilitating effects of depressiomswalso found very useful by
women. The women who were going through maritabjgms perhaps did not gain
as much from the intervention as those women witbrhare problems with their
self, in terms of low self esteem and confidencegative thinking etc. Some
women with marital problems described feeling disexted to the group due to the
differences in their problems; whereas others dasgrtheir approach to tackling
marital problems changed due to practising CBTrti€lpants engaged in the trial
because of the culturally appropriate format andtexat of the sessions. They felt
reassured by the multilingual facilitators who werarm and understanding. The

following are some accounts of what the women thoafout the sessions;

Example 1

“The length was reasonable, and carried out vendgeery informative. Talked about one case stadg that was very
useful. The case study described their depressibat someone is feeling and how depression affbet1. Found the
sessions enjoyable, it was depressing to know qikeple’s problems but at the same time we hadeat daugh. Just
knowing what other people are going through helpedin terms of knowing that other people have gotsl too and how
they managed them. For example, some people Bctréd in the sessions, maybe they couldn't eryfront of their
families, so the sessions were good in terms @vielg people’s problems through crying. My sedfeem was low at the
time of the session but the session helped bedaystea more positive attitude. | think this waseay useful session to have
as we need good self esteem all the time beingra pruwvorking or meeting other people, so it teaghesple good coping
skills. All the sessions were useful. Religiosssen was very helpful, many people are religiousibside our hearts we

don’t have the full belief.”

Example 2

“The car pool was good, liked the length. It didseem too long, time flew because we enjoyed twgseso much. It was
great the way it was set out. It had differenteatp or levels of situations people had experiesodswas good to sort it out
step by step. |really liked the session on s&lem and religion. To talk about the self estéeshwas really good because
it made you get out of your shell and then tacklepproblems. The CBT really helped me controtaie situations. For
example there are times when my husband wants metdtiate back in the worst way but | control msew, thinking
about CBT, and walk away from it just to sort titeaion in a much calmer way. Before the whol@ghbourhood would've
heard us screaming.”

Example 3

“I learnt how to control my anger, | realised tifag¢re are other ways to handle your emotions ahg@e point across and
get what you want done. You can do things calfiolyexample, if | shout at the kids they don'tdistto me, | get wound up,
but if you ask them calmly they do eventually IisteBy being angry I'm only working myself up anetting stressed, | don’t
benefit, so that is what | have learnt from thesiess. Before | used to get stressed and thehdedtress out with anger, now
| control the stress to control the anger. | wabké that before. | hope | stay this way. Irtkithat people should be taught
about CBT. | enjoyed meeting people. Once a wemkd be difficult but a session once a month wdwédgreat.”
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Example 4

“I think having therapy every week was too muchéwese there isn’'t enough time, even though | reaipyed it, | would
have preferred it if it was every month. That giw®u enough time to do the homework exercises @teagd not feel

pressured. Also family members can’t complain alisugoing out if it is once a month.

Example 5

Sessions were great. | liked talking about difiét®pics each week because you got a lot of névvriration, so you didn’t
get bored. | thought it was a good idea to taleuabmproving confidence because that's what eofotis needed. Even
confidence about making decisions, because in wlture a lot of the decisions about us are madetbgr family members,
when we hit real life, we don’t know how to makeid@ns. | also liked talking about taking timet thiat was really good. |
never thought you could take time out without feglguilty, for doing something for yourself, butvnd do and | hope | can

continue it.

Example 6

| felt like | wasn’t really part of the group. hihk | had very high expectations of the groupe l&k magic cure. | didn't feel
like | belonged there. They all had husbandsinktlone or two didn’t, but the rest couldn’t undarsl what it is like to be on
your own, with the kids, struggling to make endsemd understood what Sobia was trying to telabsut positive thinking,
but I just couldn’t do it. | tried but | couldn’tl just want a husband who is there for me andigoane, a father to my girls.
So even when | tried to think positive about theation, it didn't change it. Everyone else in tireup had, what | didn’t

have, a complete family. So | felt people’s viearsl opinions were very different to me.

3.3.6. Qualities of the therapist

The women appreciated the therapist's understandiintye sociocultural context
and the ability to explain the nature of CBT angbréssion in very simple terms.
The cheerful nature of the therapists was alsoulisef terms of reducing the
anxieties women had and made them feel calm arakeaelabout attending the
intervention. The women expressed a sense ahfeghportant and equal to the
therapists. To come across as non-judgmentaloana similar level of authority
was expressed as an important quality to havahermpist. It also seems important
to show a good level of commitment to the interi@nin order for the women to
feel that they are participating in something ibatalued by the team members such

as the therapist.

Example 1

“she [therapist] was amazing, someone who you aanvéey comfortable with. Very cheerful. Thatsweery helpful for

me as | needed someone who was cheerful as | vieauleeling very low before | went to the sessiohdtie would cheer me
up. If she wasn'’t good, | wouldn’t have gone. Evee way she kept in touch with everybody, wayggrod. There were

occasions when she didn’t have to but she still didere are no qualities that | didn’t like.”
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Example 2

“I loved her, she was absolutely brilliant. Shedmaou feel so important, just by taking an interesyour life. At first |

thought she was a bit snobby, but that was my @wit.f | thought what would she understand aboutifayshe doesn't sit at
home and look after kids but when | got to know, Istie was very similar to us. Like she knew owrrgtaries, you know,
what is expected of us as women, and wives andhdexsy So when she gave us group tasks, she aimags sure it was
something that we Pakistani’s could do. For exanghe gave us confidence to make the first moweaking new friends
not by joining new classes or groups, but just mgkise of what we already had, like the kids schdatlidn't have the

confidence to do that before. Even when | wersLt@start, | wouldn’t engage with the other munus,rfow | do.”

Example 3

“Oh she was like an angel. Just brilliant. Shdlydanew how to make you feel good and fun. How shade such a sad and
emotional topic so fun, | don’'t know. We need mpesple like her, with her enthusiasm, who dor@atrus like patients in a
therapy group, but real people with real probler8fie didn't treat the group like a job, instead skated it like something

that she felt very strongly about and gave it lE94.”

The women had no problems with the way they metchvivas in a group format.
One of the women would have liked to have met herapist as the first point of
contact after her children were born. She fefh#ty have reduced the chances of
her becoming postnatally depressed if she had meiran and informative midwife
instead of the midwife she had met who was rusimedshowed no interest in the
mothers’ mental state after a traumatic caesareetios.

3.3.7. Handouts

The handouts were generally found useful and ealbpethe content on CBT. Some
of the women found the handouts a little confusangl hard to understand. The
illustration of problems through stories or vigesttwas highly appreciated by
women as they described the stories as similar batwhey have heard or
experienced previously. This helped them to connecelate more to the stories
and use it in their learning process for depresaiwh how to deal with depression.

Below are some examples of what the women said.

Example 1

“I thought they were a bit confusing at first, llhen when | got a moment to look through | did fthém useful. | do refer
back to the handout when | am very down, theniitgsr me back on track. They were easy to redd,dbnsistent with the
sessions. | found the case study useful, thereomascase study that reminded me of my auntie, lwhiade me a bit

emotional, but then again also reminded me thagropieople have problems too. It makes you warghtre your own
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problems, it's a good way of getting into your mieniotionally. The leaflets also gave info abowgreise activities, which |
found very useful.”

Example 2

“I find it easy to implement on the things writtenthe booklet. It tells you how to divert you’peoblems, how do you deal
with it. | used to be very insecure about the ffeitdout now | have made myself more confident amtenin control of my

life.”

Example 3

“I found the booklet useful because it had exampleother women in there, the stories. | reakgd the stories because you
know people who are also going through similardlinwhich is why it is meaningful. | learnt thréuthe stories, what bad

time women are having, so made me appreciate myndre.”

3.3.8. Present mood

In order to find out about the outcome of the m¢etion, women were asked
specifically about how they were feeling in ternistioeir mood, low mood or

depression, functioning (social, occupational, ey leisure, family relationships),
and anxiety and stress. A boost in confidence thasmost frequently reported
change by the women. Changes in more engagem#ntkidren such as playing
and going out together, were also reported. Thamgkes below indicate the
positive change experienced by most of the womero wdok part in the

intervention.

Example 1

“| felt very panicky and very stressed quite ofteffter the therapy | felt very relaxed and it heipme to calm down. My
relationships have been good but with my eldesghgay, it's been hard with her, there’s been ofaerily problems that
have affected her. But as | said, | am calmingrdoww, so that helps her to calm down she is redtireg as much. | was
passing on my problems to her and so she would teabem. | feel socially confident and have colied my anger, and
have a more positive attitude, and feel less stteasd panicky. | plan leisure activities morerforself as well now. | am
going to buy some exercise mats from Tesco to d@ mxercise now.”

Example 2

“| feel quite good. I've realised I've got to doeitigs for myself. | make time for the family, iake time out for myself too.

It's like most of the time you avoid going out, with these sessions | really thought this is stinet| really have to go to,

so | would look forward to it and plan it all. Meglationship with the kids is ok. Socially, | fembre confident. | used to
avoid people and going out, but now | do go out take the little one. For example there was adobil’'s group down the

road, | never went there before but yesterday | ditiked it, played in the créche with the litime, and would never have
done that before, now | have a confidence boost.”
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Example 3

“| feel like a roller coaster, because of my ownlggems but now I think | can manage better. [Bsght my confidence back,
my self esteem. You can see where you are goitigeifiuture. | have actually written in my book¥gtere | want to be in
my future so it really has helped me in that wagutplanning my life. | react in a different mannlean | used to before.
My relationship has really improved with my daughteam much more involved. Social life is gettithgre, | used to ignore
my friends phone calls, but now | go out for a walkthe park, just getting out of the house. Befbisat at home...for
example, if you compare this to the way | was yauld be shocked. | would never sit in front of ang without my face
plastered with makeup, but now | have no makeupnofiont of you and | feel ok. That's because neyf ®steem has
improved. | have accepted myself the way | am.sdme ways my confidence has increased too andoluganore. My

relationship has slightly improved with my partnétalk in a calmer manner. I've controlled myop@ating habits.”

Example 4

Pretty much the same. 1 still have self doubts$,| lave stopped crying now. | don’t cry as musH esed to. With the CBT,

| have got a bit of a wakeup call, and | do makeews an effort now for my children.

Example 5

“| feel fantastic. | have lost a lot of weighhfee stones], and this is one of the things thed tis make me feel so bad about
myself. | don’t second guess what other peoplekthbout me because it doesn't really make thatnafi@ difference to me
now. | believe people when they are complementiegon my weight loss, before | would never takedteelit for anything
but now | feel proud of my achievement. | justi f@dot more relaxed. Everyone has noticed thésages in me. My kids
play with me now, or let’s say | play with them.eWo out more and do more things as a family.”

3.3.8.1. Managing life

Most of the women reported managing their everyldaymore easily than before.
One of the women, (who has been previously mentiow&h regards to not
achieving much from the intervention, due to ongomarital problems) expressed
that she was feeling low since the interventioneehds she benefitted not from the

CBT but the social aspect of the intervention.

Example 1

“I'm finding it easier. Before | used to think tigs will never sort themselves out, will take lond®it now I've been feeling
a lot more patient now. I'm waiting for things b@ppen, more positively, and they are happenin. also part of our
religion, so that is helping now.”

Example 2

“Half and half. If | do feel low now, | talk to p@le or look through my booklet, whereas beforeolld just hideaway and
not face the problem.”

Example 3
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“I'm ok. | think I'm managing very well. The th@nl find easier to manage now is to control my anigefore if my husband
said something which | didn'’t like, | would alwatgke it negatively. Now | try and think in a mgresitive way and sort of
try and see the opposite side of what he is sagmwhy. That helps me, because | can get rilehegative thought and
this avoids getting angry.”

Example 4

“Much easier since | got rid of the negative thaisghl can’t say | got rid of the thoughts, becathsy do come back but |
have learnt to control it. It was really funny, tad to do a group task where we wrote down onatiegwe all had all the
time, and the person next to you had to say itdalowa funny voice. It was a way of making furtleé negative voice and not
taking it so seriously. That really helped mealdo feel more confident now. | don’t hide awagnfrmy problems, | move

forward and make decisions. | go out more, try lmo#t good, express my feelings more rather thapkkem in my heart.”

Example 5

A bit harder, now | have no one again. | needetlititeraction with other people. So | feel quitevn again.

3.3.8.2. Reasons for change

Positive thinking and being part of a group werporéed as the most frequent

responses to why women were feeling better now bledore.

Example 1

| think the positive thinking really helped. | evbought a CBT book which | read a lot, when | aelihg down. | really
enjoyed meeting new people, you know other mums alBo felt down like me. | mean some of them hadtamore
problems than me but still, | understood what tveye saying.

3.3.9. Recommendation of the intervention

All of the women said they would recommend thistneent to others. The positive
effects of the group on others in the participaritees were also reported.
Therefore, women who were not attending the int&rea, such as friends and
family members, were also learning about CBT aral tthpics discussed by the
women in the intervention. They were sharing tHearning with others and

encouraging change in others too.

Example 1

“I would definitely recommend it to my sister ang mum; they even wanted to come then. Even withizerh going and me
just teaching them what | have learnt has reallgdtethem. | think there should definitely be #ngsoups.”
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Example 3

“I would definitely recommend it to a friend. |evrecommended it to the lady at surestart. Iheldthat there's a Pakistani
lady who works with women with depression and CBi@l &er group was so good and that they shouldaakder to work

with their service.”
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3.4. Findings from the brief adapted Veronica Serge Satisfaction Scale

At the end of intervention, women were given therstadapted Verona Service
with Satisfaction Scale. The results from the es¢al table 19) showed that all of
the ten women who completed the intervention watesfied with the service they
were provided. Five out of the ten women said thefynitely got the support and
treatment they wanted and the remaining five da@g generally got the support and
treatment they wanted. In terms of the effecthef treatment in helping to relieve
their symptoms of depressions, six reported feedetgsfied and four reported being
very satisfied. With regards to feeling relievednfi other problems, five were very
satisfied, four were satisfied and one was noskati. The questionnaire output
supports what was said in the semi-structured vigess about recommending the
treatment to others. All of the women said theywldaecommend this treatment to
others. Seven out of the ten women reported thaf their needs were met by the
intervention. Two said almost all of their needsl bbeen met and one said only a

few of her needs were met by this intervention.
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Table 19: Satisfaction with service

(N = 10)

Did you get the kind of support and treatment you

Yes Generally =5

wanted?
How you feel about the effect of the support aedtiment
in helping to relieve your symptoms?

Yes Definitely =5
Satisfied = 6
Very Satisfied =4

How you feel about the effect of the support aedtiment
in helping to relieve your other problems?

Not satisfied = 1
Satisfied = 4
Very Satisfied =5

If a friend were in need of similar help, would you
recommend this support and treatment to her?

Yes | think so = 4
Yes definitely = 6

Have the services you have received helped yoedb d
more effectively with your problems?

Yes they helped somewhat = 6
Yes they helped a great deal = 4

To what extent has the helped you received met your
needs?

Only a few of my needs have been met = 1
Most of my needs have been met =7
Almost all of my needs have been met = 2
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4. Chapter 4: Discussion

This study, to the best of my knowledge, is thstfin the UK to specifically explore

British Pakistani women’s experiences of persisigpdétnatal depression and the
first to design and carry out a feasibility tridlaoculturally adapted intervention for
persistent postnatal depression. This chapterbedin with discussing the findings
from the qualitative study and then moving forwéwddiscuss the results from the

feasibility study in terms of the feasibility andcaptability of the intervention.

4.1. Results of the qualitative study

The results from the qualitative study highlightte@ role of many psychosocial
factors associated with the persistence of podtdefaession and demonstrated the
debilitating effects of untreated depression. €hascounts show how persistent
postnatal depression impacted these women in €ifteareas of life such as
relationships, health, and future prospects.

4.1.1. Explanatory model of depression

The results also suggested that depression waslEbsby women as a reaction to
negative life events with a psychosocial explanatoodel rather than a biomedical
model In stark parallel, a similar finding was found argeth Black and White
indigenous groups (Edge 2005; Chew-Graham, Shagd. ¢009). Furthermore,
past studies had also highlighted a certain di§posiamongst South Asian to
employ such psychosocial explanatory models in gaet to the lack of perceived
social stigma associated with them (Savarimuthhjl&asu et al. 2009). However,
Oates et al (2004) found thBtitish South Asians also mentioned hormones as a
cause of postnatal depressiomthe perceived causes of distress shared by the
women in this study were similar to previous firghnof British Pakistani women
(Gater, Tomenson et al. 2009; Gask, Aseem et aD)2€uch as low social support,
marital difficulties, financial hardship, past sséul life events, and poor physical

health (Husain 1997), those reported in Pakistah(fan 2003; Husain 2006) and
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those reported in the Western culture such as poantal relationship, social

isolation, financial hardship, bereavement (Brow®87). In addition to the

previously mentioned causes, low self esteem wperted for the first time in

studies with British Pakistani women, and a divpwishment from God has not
been reported elsewhere.

4.1.2. Low self esteem

Low self-esteem has been reported as a risk factordeveloping postnatal
depression in the West (Villegas, McKay et al. 2000t not mentioned in studies
from the developing countries. One possibility nieythat self-esteem is perhaps
not identified in women in developing countries Isias Pakistan, and may require
further exploration. Some of the British Pakistaramen in this study attributed
their low self-esteem to weight gain. This wa®dfsund as a cause of unhappiness
in the Oates et al (2004) study but with Europeamen and not the British Asian
women. The British Asian women in their studyibttted alack of food and losing
weight following birth as a cause of unhappiness| attributed an adequate supply
of food as a source of happiness. The Oates(@084) study took place almost a
decade ago and based on their findings, the resittss study may indicate a type
of cultural shift within British Pakistani womenMost of the women in the current
study reflected the unhappiness of the Europeanemomm the Oates et al (2004)

study with regards to gaining weight.

4.1.3. Support

Around half of the women described suffering froergistent postnatal depression
related to lack of social, emotional, and/or piaatisupport following the postnatal
period. This was experienced more so after hawioge than one child. A US
based study also reported similar results with @abomen who continued to be
depressed two years after giving birth and wereeniely to have less social

support (Horowitz and Goodman 2004). This is afsdine with findings from
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Oates et al (2004), who found loneliness, lack mbt&onal and practical social
support, poor relationships with partners, famibnflict and fatigue as commonly
recurring themes across nine centre’s worldwidethin Oates et al (2004) study,
British Asian women found having too much domestick within a large extended
family as a source of unhappiness. However, aystodducted in Pakistan showed
that Pakistani women’s depression did not persisttd a lack of practical support
such as assistance provided in daily activitiesteimd the persistence of depression
was associated with a lack of a confidant or fri§Réhman and Creed 2007).
Nevertheless, the results may be associated wattbémefits of living in extended
families whilst the Pakistani women in this studyetl in a nuclear family system.
The authors (Rahman and Creed 2007) further pdsiuih may be that there are
gualitative differences in the type of social suppbat predict a worse outcome of
depression, and so studies using better measusexial support may be required”.
Interestingly, the present study did not find amkd between the relationship of
mothers with their mother-in-law specifically, wkas this has been previously
found across cultures; in particular, Oates e@D4) found that the British Asian
and Japanese women in their study found the matHesw as a source of

unhappiness following birth.

4.1.4. Marital problems

More than half of the women attributed marital peohs as a significant factor for
the persistence of their depression. Marital dislosay was associated with
different factors such as experiencing regular [@aysand emotional violence,
sometimes a direct consequence of drug and alaihwde, and marital infidelity.
Oates et al (2004) also found infidelity on thetpafrthe husband as a cause of
unhappiness following birth by the British Asianmwen in their study. Conversely,
they also found having a faithful husband as a eaof happiness. Marital
disharmony can often lead to suicide in South Asimmen (Hicks and Bhugra
2003). Although none of the women reported angidal ideation presently, they
discussed past suicide attempts. These resultmnted attention as South Asian
women have a high suicide rate compared to Whitenevo living in the UK
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(Neeleman, Mak et al. 1997), particularly thosehwanh affective disorder (Hunt,
Robinson et al. 2003).

4.1.5. Implications for practice

The lack of studies investigating the views of BhtPakistani women regarding the
management of postnatal depression, suggest #rat ithlittle information available
to inform the development of current guidelines floe management of postnatal
depression in the UK. Oates et al (2004) found, thlthough Asian women, in
particularly Pakistani women, attributed a medicabdel to the aetiology of
postnatal depression. These wonaiéh not regard professional or medical help as
appropriate or feel that treatment was needdue British Pakistani women’s
conceptualisation of depression in this study way wseful in understanding and
developing the current intervention for persistgostnatal depression. The women
in the current study showed a preference for treaten for their depression.
However, the lack of culturally appropriate intamtiens raised a question for the
appropriateness of existing services for the treatmof persistent postnatal
depression. In particular, the women in this stsiypwed a dislike towards
antidepressants. Women described their fear oictold, side effects, and the
social stigma attached to mental health probleestriient as contributing factors in
their poor adherence to medication. A lack of pggocial treatments was also
emphasised which often stopped these women frokingedelp from their GP.
This is in line with recent findings on White womevith postnatal depression
(Chew-Graham, Sharp et al. 2009). Women in theeatirstudy viewed depressive
symptoms as a legitimate reason for seeking catehby also felt unable to do this

due limited treatment options offered.
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4.1.6. Development of a culturally tailored intervation
4.1.6.1. Group based problem solving approach

Findings suggest that there was a need for psyclasteatments to alleviate
persisting symptoms of postnatal depression. Maoynen expressed treatment
should be administered in a group setting to irewetlhhe chances of improving
social support or reducing social isolation. THene a group intervention for
British Pakistani women was considered. Howevemes women’s reluctance to
join local groups for confidentiality issues waskda account of, in order to
understand their fears and to develop more effectivategies of engaging British
Pakistani women in group interventions. Counsgllservices were described as
being helpful in that they provided, “someone tik ta”. However, women in the
current study favoured directive problem solvingpra@aches to the treatment of
persistent postnatal depression. These women ibedcra degree of
disempowerment and asked about ways of improviey thelf-esteem and self-
confidence. However, there were certain issueBet@aware of. Although these
women described a liking to become more empowehey, wanted this within the
domains of the Pakistani culture. For example,esoiithe women reported advice
from healthcare professionals as being culturaipppropriate. In more than one
instance, women experiencing marital problems vesked to leave their husband.
This has implications on different levels for thegemen, both social and financial.
Divorce, according to these women, was still regdréis a taboo subject with

negative consequences for the woman and her childre

As half of the women in this study were first geatem Pakistani immigrants, they
faced challenges such as cultural, language arahdial barriers. Therefore,
considering divorce for these women was not anoaptnost of the time. There is
evidence suggesting partners of women experienpogfnatal depression also
having a higher chance of experiencing depressimmselves (Davey 2006).

However, there is no study that has looked atnigact of postnatal depression on
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fathers in the Pakistani population. Women whasenéed with marital problems

favoured support for these specific problems omtidapressant medication.

4.1.6.2. Religion and coping

The results highlighted the role of religion regortas a coping mechanism for
depression. British Pakistani women mention thedrte include religious activities
in treatments for postnatal depression. This metlbehavioural exercises such as
practicing ritualised daily prayer as well as reglyl reciting portions of the Quran
(the Muslim holy book). The role of the therapisthin a cultural context was also
discussed. The general opinion about health mfieals was that they lack
knowledge and understanding of the Pakistani cailamd did not understand the
underlying roots of British Pakistani women’s pmals. The women suggested that
the main therapist should be from the Pakistaniucellor should at least have

culturally appropriate training before working winitish Pakistani women.

4.1.7. Limitations of the qualitative study

The limitations of this qualitative study are ackhedged. This study took place in
one geographical area in England so these resalysnot be generalisable to other
populations. The participants were from a Pakidbackground so the results may
not be applicable to the other South Asian culturgdgs recognised that selection
bias may have been introduced as the women whdacipated were part of a
longitudinal cohort and may have felt obliged t&etgpart in the current study.
However, three women withdrew from the study whstlggests that women felt
comfortable enough to decline participation in gtedy. A major strength of this
study is the ability to follow up the same womerthair postnatal years and explore
the course of their depression in terms of thegieed causes that further prolonged
their depression. These women were first appraheheix months postnatal and
then followed up over two years postnatal. Furtiege, the team approach
involving, Senior Psychiatrists, Cognitive behaviderapists, and the inclusion of
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the service user, provided a robust framework retbping the present study and

future interventions and monitoring the researadh @mical process.

4.1.8. Conclusions of the qualitative study

To the best of my knowledge, this is one of thetfstudies to explore in-depth
accounts of the course of persistent postnataledsmn over two years postnatal, in
British Pakistani women. The results highlightad tange of psychosocial factors
involved in the maintenance of depression during ¢hildbearing years and the
impact these have on British Pakistani women. Heurhore, the results indicated
that treatments for British Pakistani women withrgistent postnatal depression
warrant further consideration in order to provitterh with culturally appropriate

services. Although these were women with mild toderate depression, clinical

staff should take these experiences seriously Isecaiithe persistent nature of their
depression, affecting their health, their relatiops, and other crucial areas in their
lives. Women in this study had not received theetpf help they required from

mental health services and the effect of their e&gon on their day-to-day quality
of life was highly apparent. It was essentialdous on helping these women and
designing a culturally tailored intervention asjtheelong to one of the largest

ethnic groups living in the UK.

4.1.9. Key findings from the qualitative study

* Highlighted the serious effects of persistent paisthdepression on British
Pakistani women and their families.

» Identified psychosocial factors that may perpettia¢epersistence of postnatal
depression.

* Presents the views on the type of treatment BrRiakistani women liked for
their depression.

* Provided recommendations on developing culturgbyrapriate interventions

for British Pakistani women experiencing persistgpgtnatal depression
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4.2. Results of the feasibility of the culturally dapted CBT based group

intervention

This is the first feasibility study conducted onitBh Pakistani women with
Persistent Postnatal Depression. The goals aht¢est manual and establishing
effective recruitment strategies were achieved. Stuely was also successful in
engaging and retaining participants in the groupruention. Feedback from the
brief adapted Verona Service Satisfaction questizanand the semi-structured
questionnaire, demonstrating strongly positive ltssundicates that this type of
intervention is highly acceptable to British Pa&ist women with persistent
postnatal depression and that these women bendfitin a culturally adapted CBT

based intervention.

4.2.1. Acceptability of the intervention

The drop out rate from the group intervention mikr to that found in a previous

study with British Pakistani women with persistaigpression (Chaudry et al,

2009). The acceptability of the intervention magvén been enhanced by the
availability of free childcare provided, which isveell-documented obstacle to
treatment for women with young infants. The studly ot experience problems

arising from the recruitment strategy, as 15 oua gfossible 18 women agreed to
take part in the intervention. Two-thirds of ttemple completed the intervention
(10/15) and remained in the study till the endhaf intervention. This also provides
an estimate in terms of recruitment for futurel$ritnat a third of the participants
may drop out of such interventions. Nevertheldss,study successfully recruited

and engaged with participants from a hard to remohp.

4.2.1.2. Engagement

Several measures were put into place to engageetaid the women in the study.
Firstly, in order to engage with the women, | fiéltvas necessary to identify the
barriers and enablers to attending the interventidrhis was established in the

qualitative study which highlighted factors suchlasguage, cultural knowledge of
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the therapist or facilitator, childcare facilitiaad financial barriers. This was given
particular attention especially since in the fgession none of the women attended
the intervention. This caused particular concespecially since all the women
were sent letters with the dates and times, theeadf the venue, and spoken with
over the phone a week prior to the interventiontisig. All 15 women were
followed up and asked if they were facing diffiedt in attending the intervention.
The reasons varied and some of the women reparéithd anxious about travelling

to a new place.

4.2.1.3. Transport

Providing transport has shown to be an importactofain this study. A previous
study reported reducing the number of sessionséir tintervention in order to
reduce the burden and travel costs to the partitsp@Naeem, Waheed et al. 2011).
The volunteers in the current study agreed to bwogien who were experiencing
difficulties with transportation to the interventio This was also found as an
enabler to group facilitation in a previous studithwBritish Pakistani women,
(Gater et al 2010), and lack of transport was fotmthe a barrier in the Crockett
(2008) study where women reported facing obstairiegetting transportation to
sessions. According to Gater et al (2010), aflketor encouraging attendance to
their intervention group was the taxi service wahfemale transport facilitator.
Chaudry et al (2009) also stated that provisiotrasfsport was an absolute necessity
in their study as only one woman could drive andet would have found it
difficult to attend the sessions using public trgors. In addition, Gater et al (2010)
reported that it was not only the fact that a tpamsfacilitator was provided in their
study but also the qualities of warmth and empétly the facilitators displayed. In
their study, the women reported feeling obligecatiend as the group facilitators
had made elaborate arrangements and the partisifglhthey should not let them

down.
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4.2.1.4. Engagement with families

Another key factor in engaging and retaining wonnerithe intervention was the
engagement with their families. In a previous gtudth British Pakistani women,
Gater et al (2010) reported that a major hindrancgocial group participation was
resistance from family members, particularly husisanin their study, the family
often did not recognise depression as meritingideiteelp and lacked faith in the
appropriateness of the social intervention. Addiily, women also described their
initial apprehension about the nature of the graams the degree of disclosure that
would be expected. In another study with Pakistsamen living in Pakistan
(Rahman et al 2007), improved engagement to therviamtion based on the
findings from their pre-intervention focus grouphese findings indicated that the
intervention should not only include the mother btlier members of the family
too, in order for the mother to receive supporinifrthe family throughout the
intervention. This showed to be particularly usé&bu the participation of women in
their intervention. This information was takenoirdonsideration whilst developing
the recruitment strategy for the present study. e ©@h the ways in which the
intervention was presented to the families of thesenen was that it aimed to
improve the parenting qualities of the mother, Iiygaroducing beneficial outcomes
for the child. In the Rahman et al (2007) studygstnof the activities in the
intervention for infant development were directedards the mother because the
activities may not have been received enthusidistibg the other members of the
family, if the woman’s depression had been the e dgenda rather than infant
development. They also emphasised that intervesititargeting postnatal
depression in Pakistani women should be sensiaviarmily preferences. In my
intervention, although no activities directly inved children, but the issue of

having young children was taken into consideration.

4.2.1.5. Childcare
A free créche service was provided and the childvere in the room situated next
to the intervention room, and mothers were frega@nd check on their children as

they pleased. The Reay et al (2006) pilot intetie@nstudy of a group interpersonal
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psychotherapy for postnatal depression also regpdttat free childcare facilities
were provided by accredited childcare staff in elpsoximity to the group facilities.
In the current study, the fact that some of thehm@ had older children was taken
into consideration. Therefore, the interventioaki@lace during the school term to
attract mothers with additional school age childegrd minimise dropouts. This
was also done in the previously mentioned studgagRet al 2006), and showed to

be useful in retaining women in a group intervemtio

42.1.6. Group therapist and facilitators

A positive relationship with the group therapistidacilitators also showed to be a
vital enabler to participation in the interventiam this study. Women reported
feeling accepted and safe in the group and the,teapecially the main therapist,
having a non judgemental attitude, seems pivotdidécengagement and retaining of
British Pakistani women in this intervention. Wamalso expressed that it is
important to show a good level of commitment to ititervention in order for them
to feel that they are participating in somethingttis valued by the team members
such as the therapist. The Chaudry et al (20@)ysalso reported that based on
anecdotal feedback from the women in their studweytidentified that the
relationship developed between the women and faichs was the most important

component to the success of their intervention.

4.2.1.7. Culturally tailored sessions

Another key feature of this study is the culturateptability of the intervention.

Based on feedback in the semi-structured questisjawomen in this study

reported engaging in this intervention becausehefdulturally appropriate format
and content of the sessions. Women reported fealmgfortable because the
multilingual therapist and facilitators were warmdaunderstanding towards them,
and written materials were available in their owanduage. Many women
commented that, although the number of sessions aaequate for their needs, in

the future, the sessions be spread over a longeydpef time; for example, they
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explained that weekly sessions be transitioned imbomithly sessions as to appease
familial pressures. Rahman et al (2007) also dtabat the understanding of
sociocultural context is very important in cultlyahdapted interventions. In their
study the lady health workers were from the sanmangonity as the women, and
understood the sociocultural context of the womgmsblems. This was also

expressed by the women in my study.

The study was also successful in reducing depresspmptoms in women with
persistent postnatal depression. Persistent dg@prebas been reported as hard to
treat because of its longstanding and complex ediwnch et al 2012). However,
one of the advantages of this study is that th&ggaant’'s depression rooted in the
postnatal period, so the duration of the depressiaa not difficult to establish.
This also made it unique in the sense that it wesnte specific and related

particularly to postnatal experiences.

4.2.2. Practical feasibility of the intervention

The financial implications of such interventionsrev@cknowledged in this study.
This was a very small scale study with no fundingowever, an 11 week (one
session was cancelled) culturally adapted intergenh a surestart centre with free
creche service and transport was carried out, déggs of this limitation. This
demonstrates the practical feasibility of this imémtion. The surestart children’s
centre was very supportive of the intervention ammedssed the need and importance
of culturally adapted and tailored interventionghe room for the intervention was
kindly made available and the creche was bookedthier 12 sessions by the
Surestart manager. As stated earlier, the womewesth some anxiety about getting
to the intervention, but they were supported by wbkinteer facilitators. Once
women felt confident about making their own wayshe intervention, they were
encouraged to car share to avoid financial co3ise main therapist, who was an
experienced Cognitive Behavioural Therapist (KL)soakindly volunteered to

supervise and run half of the sessions. The fawlis were also very supportive
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and essential to the running of the interventiohe women in the intervention
volunteered to bring food to the sessions and dipva rota between themselves
thus creating a sense of cohesion in the groupis dlso demonstrates that this
intervention can become part of existing servie@swomen and children, such as

surestart centres.

4.2.3. Changes in mood

The specific symptoms of postnatal depression ifieat in the introduction
included, feeling emotionally detached from theamfand showing no affection
towards family members. It was also reported soate women may feel worthless
and isolated due to the physical and emotionalssti@during delivery and the
dilemma in meeting the demands of infant care ah@rofamily members. This
may perpetuate feelings of inadequacy in motheasising them to experience
feelings of guilt and embarrassment. Bodily symmp such as wound pain,
headache and back pain, and ideas about self-hadrs@Ecidal plans were also
reported (Lee 2007). Women in this study repoaedmprovement in mood due to
“feeling better” and being part of a group. Wheskexd to report how they felt
better, many of the women talked about improvemantkeir lifestyle that led to
improvements in their mood. These lifestyle chanigeluded building a positive
view of self and a more positive worldview, managsiress more effectively, and
feeling more in control of their lives. These impements can also be seen as

coping strategies.

The women also reported that being part of a ggaye them the opportunity to
understand other people’s problems, which enalilethtto share their problems.
Although this helped to improve their mood, thid diot improve perceived social
support. This will be discussed further in the tnegction. Adopting a more
positive view of the self may have helped to redgoene of the above listed
symptoms of postnatal depression, such as feelfigsorthlessness, emotional

detachment, guilt, and embarrassment. Chaudny(20@9) reported that women in
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their study eagerly looked forward to attending treups and used the terms
“mood became fresh” and “forgot their problemsds ways to describe their
positive experience which resulted in a liftingtbkir self confidence. This was
also reflected in the current study where womeronted positive thought-related
reasons for improvements in mood, such as, “pasitinnking really helped me”

and “now | try and see things from a positive pahtview”. They also reported

having the opportunity to talk to other women amdeherapeutic, and particularly
in the last session, women expressed how they hagngto appreciate the group
and were sad at its ending. The women also exptélee interests in maintaining

contact with group members. Women in the Chautlay €009) study also wanted

to continue to maintain the social networks thateAfermed during this period.

4.2.4. Changes in marital relationships

A significant improvement in marital relationshipgas also found. = Women
reported improvements in relationships due to feethore in control of their anger
and applying a more positive attitude. One ofwloenen reported that CBT really
helped her in avoiding marital disputes. She gavexample that in the context of
a marital dispute, her husband tries to get hae&at negatively, but she controls
herself by using the CBT based techniques she athfriom the intervention, and
adapts a calmer approach than she did previouslghough CBT helped some
women with marital problems, others reported mimoprovements. There were
two women in particular who reported severe maditficulties. These two women
reported feeling somewhat low in mood since theerirgntion ended as they
described the group as being a place for sociap@tp Since completing the
intervention, they reported experiencing a senséonéliness they attributed to
social isolation. Both of these women were sogiglblated and were undergoing a
separation period with their husbands at the tim@@intervention. In contrast, all
of the women in the Reay et al (2006) study repbketter improvements in the
quality of their relationships with their partner©ne explanation for this may be

that IPT may work better for reducing symptoms epression if they are related to
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interpersonal problems as many of the participaattiment goals focus on resolving
interpersonal disputes with their partners. In ddj the involvement of partners in
a psychoeducational evening class may also haveahpdsitive impact on the
outcomes in their study. Reay et al (2006) sugtiedtpostnatal depression has a
negative impact on relationships with partners asdlepressive symptoms subside,

relationships with partners may improve.

4.2.5. Changes in quality of parenting

A significant improvement in the quality of paremgiand the home environment
were also found. The HOME inventory captures aspeicthe quality of parenting
and the home environment.  This study looked @&t wkrbal and emotional
responsivity of mothers, avoidance of restrictiom gounishment, organisation of
the child's physical and temporal environment, nmatieinvolvement with the child,
provision of appropriate play materials, and prowydopportunities for variety in
daily stimulation. The results showed improvementsll six of these aspects.
Although the mothers in the current study had abmoeglian scores at baseline in
terms of responsivity towards the child, they wahamost three points below the
median scores for acceptance of their child. T@sponsivity of a mother can be
categorised in terms of social, emotional and, glaysesponses. For example, the
physical responsiveness can be measured by obgehamother caress or kiss the
child at least once during the intervieAcceptance was measured by looking at
physical aspects of punishment or restrictions ntad#he child, for example, by
measuring the number of times the mother shoutiseathild during the interview.
This is in line with the findings of the qualitagivstudy where women expressed
feelings of anger towards their children, resultingnegative behaviour such as
shouting at the children. The acceptability questaires reported women feeling
more in control of their anger and establishingtdretelationships with their
children. For example, one of the women reportsgliig calmer resulting in a
more relaxed relationship with her daughter as dlaeighter mostly reacted
aggressively to her mother's anger. A drop inreay material provided was

observed at three months after the interventioeénd his may reflect the financial
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difficulties of providing children toys in the cemt economic environment and not
necessarily the lack of initiative by the mothers this study. However, the
Millennium Cohort study (Hansen & Joshi 2007) répdrthat British Pakistani
children are upto one year behind in cognitive ttgument by the age of three and
have amongst the highest rates of behavioural enakl Therefore, interventions
should promote the provision of learning matertalhildren in British Pakistani

families.

4.2.6. Changes in perceived health

Significant improvements in women’s perceived Healtere also reported. The
findings from the qualitative study showed that somomen had gained weight
after pregnancy which caused self esteem problémesight-loss was expressed as
a way of improving self-image and self-esteem. segoently, it was incorporated
into the exercise and living healthily interventieession. Many women reported
physical aches and pains in the qualitative stuaty r@ported both an increase in
physical activity and better physical health at émel of intervention. One of the
women reported a three stone loss in weight siakmg part in the intervention.

She expressed that a positive approach to weigkthelped her gain confidence in

her ability and stopped her from second guessingrgieoples views about herself.

4.2.7. Changes in perceived social support

According to Reay et al (2006), participation igraup treatment can help to reduce
social isolation for women experiencing postnaigbreéssion. The opportunity for
women to share their experiences of adjusting ttherbood, struggling with their
relationships, and just generally experiencingdfiects of postnatal depression can
be seen to have positive benefits for womelm particular, it can be seen to
normalise their experiences and reduce feelingsohifude and loneliness (Reay et

al, 2006). This was not found in my study or ie RReay et al (2006) study where
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they found no significant improvement in socialusdinent overall, but there was a

trend towards improvement.

However, a group social intervention improved sosigpport in the Gater et al
(2010) study. This may be due to the reasonsthigaactivities in that study were
focussed more on social aspects, and there wasyahglogical input. This may
have helped women become more social or feel $pcapported. Miranda et al
(2003) also showed that CBT improved social fumgtig at six months post
intervention; but antidepressant medication showgebater improvements.
However, Gater et al (2010) reported a greatereas® in social functioning in the
social intervention group and the combined treatmgroup than in the
antidepressant group at both three and nine mapdlss intervention, but these
improvements were significant only at three mordahd did not sustain after nine
months. This may indicate that social intervergionay be good at increasing
social support and adjustment immediately afteriniervention, but removal from
the social intervention may result yet again inexigncing social isolation and low
social support. In contrast, the Rahman et al {280udy demonstrated that one-to-
one CBT can improve social functioning, and theéects sustained even after one
year post intervention. However, this may be duthé fact that the participants in
the Rahman et al (2007) study, who were Pakistamn@n living in Pakistan, had
more social support as 54% of the women in thervetgion group lived within
joint families. However, none of the British Pakis women in the current study
lived within an extended family network. In theHRa@an et al (2007) intervention,
the modules covered three areas: mother’'s moogarsbnal health, mother-infant
relationship, and relationship of mother with sfgrant others. Therefore a third of
the intervention focussed on improving relationshipth others. This suggests that
CBT alone may not be sufficient in improving sogapport and added attention to
interpersonal relationships may show more benéiitsterventions for persistent

postnatal depression.
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4.2.8. Strengths, limitations and future directions

The limitations of this feasibility study are ackvledged. This study took place in
one geographical area in England so these resalysnot be generalisable to other
populations. The participants were from a Pakidtackground, so the results may
not be applicable to the other South Asian cultuiéss recognised that self esteem
was not measured. A major strength of this stsdyé ability to engage the same
women from their postnatal period and retain tharthe present study all the way
to follow-up assessments. These women were fpgraached at six months
postnatal and then followed up over 2 years posktnanhd by the time the women
started the intervention, it was almost three ypargnatal. Furthermore, the ethnic
matching of the team involving Senior PsychiatristSognitive behaviour
Therapists, research staff, and intervention fatdrs adheres to the framework for
cultural adaptation. One of the weaknesses of #tisdy is the cultural

inappropriateness of some of the outcome assessowdsit

4.2.8.1. The Dyadic adjustment scale

The Dyadic Adjustment Scale was used to measurgaiaiationship. One of the
difficulties encountered with this tool was the tawhl acceptability of sharing

personal information about the nature of womenati@nships with their husbands.
Most of the women in this study held the belieftttiee intimate nature of a marital
relationship should not be discussed outside ofréth@ionship. They found the
scale to be too explicit and detailed which madanthfeel uncomfortable whilst
answering the questions. Therefore, some of theemoshowed a dislike towards
this scale and expressed preference towards a oubngrally sensitive way of

measuring relationships within cultural boundaries.

4.2.8.2. The HOME inventory

The HOME inventory has never been used with BriRsikistani population before
this study. Although it showed cultural flexibyjtsome of the items may not be
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culturally significant within the Pakistani poputat. For example, the inventory
looked at having pets as a positive aspect of &l€home environment. However,
most of the women reported this as being culturaikignificant. One woman
described her child wanting a dog as a family petdhe refused due to a cultural
belief that dogs should only be permitted to staysioe of the house and not
allowed inside of the house. This is a commonlid lpFactise amongst Pakistani
Muslims as the belief behind it is that angels db enter the house of a Muslim
where a dog is present. The caging of birds i® alsmetimes prohibited to
confining birds from their natural environment. 3@me this may seem bizarre, but
it is a culturally held belief and to be culturabgnsitive these beliefs need to be
identified in order to work within their frameworksn the future, it may be an idea

to replace this item in the inventory with a mouttarally relevant or suited item.

Although perceived social support was intendedriprove in this intervention by
implementing a session on building support andatawetworks, it did not show
improvements in social support. This suggestsithptovements in social support

may require more transitional work and this shdaddncorporated in future trials.

4.2.8.3. Self esteem

Another suggestion for future trials is to measse# esteem. This was such an
important aspect of the intervention, but due toeticonstraints in carrying out
secondary assessments, a measure for self estegdnnad be incorporated in the
assessments. In future, the Rosenberg Self-Esteaie (1965) could be used as it

has been found to be a reliable and valid scaselbfesteem.

4.2.9. Conclusion of the feasibility study

To the best of my knowledge, this is the first gttm carryout a feasibility trial of a
CBT based intervention with British Pakistani womeith persistent postnatal
depression. The results highlight the acceptgbitif this culturally adapted
intervention to British Pakistani women. Furthermoit is evident from this

203



intervention that culturally appropriate servicas ceduce postnatal depression that
is persistent in nature in British Pakistani womenterventions targeting postnatal
depression in British Pakistani women should pastidar attention to ways of

improving social support and marital relationships.

4. 2.10. Key findings from the feasibility study

» Highlights the cultural accessibility of the intention

» ldentifies key factors for engagement into cultyrabapted interventions

» Analyses improvements in mood, marital relationshiplity of parenting and
home environment, and health

» Explores the views of British Pakistani women ime of acceptability and
service satisfaction

» Recommends areas needing further refinementhe present culturally
adapted intervention for British Pakistani womenpenencing persistent

postnatal depression.
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4.3. Overall conclusion

Following the previously discussed MRC complex iméations framework (Craig

et al, 2008), the development of a culturally addp€BT based intervention for
persistent postnatal depression has completed tlrtesf the five sequential phases:
a selected literature review defined the theorkbeais, qualitative interviews were
conducted, and a feasibility trial was carried o8tages four and five are currently
underway in a subsequent pilot trial running a p@deRCT and evaluating the real
effectiveness of this culturally adapted CBT basetkrvention for postnatal

depression. The current manual is also being aseghrt of the intervention. This
trial has been funded a £250 000 Research forrRa@ienefit grant, on the basis of

work presented in this thesis, by the Nationalitut of Health Research.

Research for Patient Benefit (RfPB) was establishé06 to generate high quality
research for the benefit of users of the NHS inl&mdy It funds regionally-derived
applied research projects in health services aodlscare. The main purpose of
this grant is to develop evidence-based qualitgaesh to improve, expand and
strengthen the way that healthcare is deliveregdtients, the public and the NHS.

The qualitative findings showed poor experience8ritish Pakistani women with

inadequate and culturally inappropriate psycholalgeervices. British Pakistani
women expressed a need for culturally tailoredristietions. The persistent nature
of their depression also indicated the absencdfedtere interventions for postnatal
depression which resulted in their depression b@wprmmore persistent and

ongoing.

This study was successful in engaging participénot® a hard to reach group and
meeting most of their needs in a group based meedatulturally adapted CBT
based intervention. The following diagram displdlye process of developing a
complex culturally adapted intervention for persigtpostnatal depression.
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Figure 8: The process of developing a complex cultaily adapted
intervention for British Pakistani women with persistent postnatal

depression

Resources required
- Funding
-Venue acceptable for Group Intervention

- Persistently depressed women willingness to speal
about their experiences

- Facilitators for the group intervention
- Creche facility

- Transport to Group Intervention

|

Development of Group Intervention

-Theoretical Phase (Literature review)
- Modelling Phase (findings from the qualitativadst)

l

Mode of delivery of the Intervention

- Group format
- Discussions via use of case studies

- Intervention handouts with group and individual
exercises

- Group discussion

l

Change in:
- Knowledge: increased awareness of symptoms

- Skills in terms of handling negative thoughts

- Positive thinking attitudes

l

Engagement in Group intervention and
Improvements in;

- Mood scores

- Marital

- Parenting style and home environment
- Health
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Appendix 1 — Letter from Faculty Librarian

The University of Manchester Library
MANCHESTER The University of Manchester
1824 Oxford Road Manchester M13 gPP

The University of Manchester tel: +44 (0)161 275 3751

www.manchester.ac.uk/library

To whom it may concern,

This letter is to certify theBobia Khan has conducted a literature review using a sysiemat
method, to identify the key studies in her ardée conducted an OVID search to find articles
in the area of postnatal depression and persigtatihatal depression, searching for articles
relating to the impact of postnatal depression, teeatments available.

Kind Regards,
Olivia Walshy.

Faculty Team Librarian for Medicine
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L § School of Community Based
c Medicine
|_L|5 3 Floor, University Place, Block 3

University of Manchester
Oxford Road, Manchester
M13 9PL

Study Number:
Patient Identification Number for this study:

CONSENT FORM

Title of Project: Developing a culturally adapted cognitive behavioual therapy based intervention for British Pakistani
mothers with persistent postnatal depression

Name of Researcher

| confirm that | have read and understood the mfifon sheet for the above study and have had pipertunity to ask
questions.

| understand that my participation is voluntary amak | am free to withdraw at any time, withowtigg any reason, without my
medical care or legal rights being affected.

| understand that sections of any of my Hospitalf@®lical notes may be looked at by a research wénd@ the University of
Manchester. | give permission for these individualbave access to my records.

| understand that the research worker’s will contag general practitioner in order to inform theboat my participation in this
study. | give permission for them to contact my GP.

| agree to take part in the above study.

Name of Patient Signature Date

Name of Person taking consent Signature Date
(If different from researcher)

Researcher Signature Date

1 for patient; 1 for researcher
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D m©
D) § 3 Floor, University Place, Block 3, University of Marester, Oxford Road, Manchester, M13 9PL
Ly
|_ O Developing a culturally adapted cognitive behaviaral therapy based intervention for British Pakistani mothers with
persistent postnatal depression
Introduction

You are being invited to take part in a reseatatlys Before you decide it is important for yowtaderstand why the research is
being done and what it will involve. Please takeetto read the following information carefully adiscuss it with others if you
wish. Ask us if there is any thing that is notagler if you would like more information. Take tirtedecide whether or not you
wish to take part.

Postnatal Depression is a common and treatabkeazfupeople not being able to lead a normal lifeften occurs 4-6 weeks
after the baby is born and last up to four yeastratal. In our previous research, we have fahatl women of Pakistani-
family origin are particularly likely to sufferdm depression, which is often persistent. The stuglare asking you to take part,
aims to find better ways to help women to recamere quickly from depression.

What will | have to do if | take part?

If you agree to take part, you will be asked tepete some questionnaires. This questionnaire as&st your recent health
and well-being. You will be able to complete theestionnaire privately, or with the help of theearcher. Those women who
complete the questionnaire, will be asked of thidybe able to complete a second interview witfemale researcher, which
would take place at your home, or if you prefethat University sites or a Surestart Centre. Tieersé interview will take about
one and a half hour, and should occur within teet two weeks. All the interviews will be with fefeainterviewers who are
fluent in English and Urdu.

Women who complete the interviews will be askethte part in the intervention to help recover noueekly from depression.
We are trying to find the best ways to help amdiléurally adapted intervention is being asses$hd.treatment we are studying
includes attendance at a social group therapwigiom of information about depression and its ttreent, and treatment of
depression with psychosocial therapies such as CBT

If you have consented to take part in the intetiean you will be asked to take part in a 12 weekitive health programme.
This is a group based intervention for postnaggirdssion. There will be further interviews aftes intervention has ended and
again at 3 months later. These interviews willtbeask about your health and your satisfaction i intervention. These
interviews can be completed at your home andbeilarranged at your convenience.

Are there any possible benefits?
Yes, all the intervention is planned to help spesbvery from persistent postnatal depressionshondld be enjoyable for those
taking part.

What are the possible risks of taking part?
There are no risks with the questionnaires, int@rs or the intervention.

Will the information obtained in the study be confdential?

All information that is collected about you duritige course of the research will be kept strictyfadential. Some of the
interviews may be tape recorded with your conséng, the tapes will be remain anonymous andtitied only by a participant
study number. They will be stored and locked seaure premise. Any information, which will hax@r name and address,
will be removed so that you cannot be recogniserh fit. The research worker may also access youergé practice records,
with your consent.

Do | have to take part?

It is up to you whether or not to take part. [iydo not wish to, then you need not give any reasa@il. We can assure you that
your treatment will not be affected if you deciugt to take part. If you do start participatingttie study and then change your
mind at a later date, you will be free to withdraithout it in any way affecting the standard ofecthat you receive. However,
we will use all the data provided by you for onabsis.

What are the alternatives for diagnosis or treatmst?
Your general practitioner can diagnose and asdepgession, and can prescribe treatment, whictsuslly antidepressant
medication similar to that used in this study eumselling.
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What if new information becomes available?

Sometimes during the course of a research profest, information becomes available about the imtetion that is being
studied. If this happens, we will write to you ayml will be able to discuss with a member of tegearch team whether you
want to continue with the study. If you decidetmtinue in the study you will be asked to sigrupdated consent for.

What do | do now?

If you agree to take part you will be given thigormation sheet and asked to sign a consent fhis is now an ethical
requirement for all research studies to ensureathery participant has been provided with inforieragind had the chance to ask
questions before agreeing to take part. For thidyswe have two consent forms. The first is thasemt form for a brief
questionnaire that you complete today. You willyobe asked to complete the second consent forpouf agree to a later
interview. If you wish, you may take a few dayshimk about the study or discuss it with somedse,esuch as your family or
friends, before deciding whether you agree to t and sign the second consent form.

Who is organising and funding the research?

The research is being organised by the Univedditanchester as part of a PhD Project. The stadyrided by the University
of Manchester.

If you have any further questions at this timeloring the course of the study then you can contact

Sobia Khan or Dr Nusrat Husain

3 Floor, University Place, Block 3, University of Mehester, Oxford Road, Manchester, M13 9PL

Tel: 0161 306 7928 or 7921
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Appendix 5 — Qualitative Topic Guide

ID No:
D.O.B:

Date on Interview:

10.

11.

12.

A Topic Guide for the Qualitative Interview

Introduction about the study and the interviewer.
“Many people have feelings of sadness, stressaamébty and for some people these persist over tinaen interested to
know if you have ever had persistent feelings riedy, stress or sadness?”
Are there any current or ongoing difficulties thatthe participant has? If so, probe and askit would be helpful, if you
could give come detail on what these difficultie=?a
Probe on the participant’s belief about the causesf these problems Ask, “Can you please tell me a little bit more
about what you think has caused these problemgoia?”

Prompts: Biological causes Birth of the baby, health problems etc.

Psychological causes Previous depression, trauma, guilt etc.

Social causes Moved house, isolation.

Relationships- Marital problems, abuse.

Financial/ Housing problems Poverty, poor living conditions.

Ask about the type of things that maintain the depession “I understand what you think the cause/s of yowr lmood
are, but what do you think keeps the depressidavemood going?
Ask about any current or past help sought for thepiession “Have you sought help in the past?Find out theagency
the participant sought help from. For example,Gife Midwife, Health visitor, Voluntary or any other source of help
“Do you currently receive any help for your low nat?d
e.g. Counselling therapies, Medication, Alternativerapies?
If so, has it helped?‘l wonder if you can tell me why you think thisdtment has helped you?Probe the actual
treatment?
If not, why not?*“l wonder if you can tell me why you think thisatment has not worked?”
Enquire about the kind of help the participants curently wants. Ask,“What kind of help would help you best”
Probe:  For example,
Group/IndividualPsychosociatherapy?
Group/IndividualPsychologicalttherapy?
Medication?
Family Intervention?
Emotional support?

What should the focus of any help for Pakistani womn be or? Ask,“Do Pakistani women have specific needs when it
comes to help for low mood? If so, what shoulddiee?

Probe: For example, involving the family?

Involving children?

Religious or cultural practices?

Ask about the barriers for obtaining treatment? Ask, “What would make it difficult for you to accesssthielp?”
Probe: For example, permission from the family?
Chidcare?
Time?
Stigma associated with mood disorders?
Find out about the things that would make it easiefor these women to receive help for their low moadAsk, “What
would make it easier for you to access help foroeod?”
Probe: Providing transport?
Childcare?
Flexible timeframe?

Enquire about the type of agency these women woulike to receive help from. Ask, “Who would you like to provide
you with this help?”

Probe: GP?
Local community groups like Surestart or Neesa Wusneellbeing project?
Hospitals?

The name of the treatment? Ask, What should this type of help be calledProbe on whether the name should be a
medical name or a non-medicalised name? Shoulé italled treatment or support? Ask about stigrih help for
depression?

For example: Therapy?

Advice?

Support?

Mention talking therapies. Ask about the elements that may work. Ask aboul Giave they heard about it? What do

they know about it? Could it work with Pakistandmen? Does it need to be adjusted to or adaptédet®akistani
Cultural framework?

222



Appendix 6 — Intervention Manual

Heallh Programiie

Instructional Manual

A Cognitive Behavioural Therapy based interventiorfor Persistent
Depression in the Childbearing years of British Mohers of Pakistani
Origin
May 2009

Sobia Khan MSc
Dr Nusrat Husain MD

Prof. Karina Lovell

University of Manchester, University Place, Oxfétdad, M13 9PL
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Session 1: Introduction to the Positive Health Prgramme

Objectives of session:

* To learn participants expectations from the group

* To emphasise the commonality of problems

* To set some ground rules

 To educate group members about depression and Bie mibdel and its role in
improving their mood

» To find out participants expectations from thisgreanme and establish goals.

Welcome and introductions

F1. “Hello and welcome to the positive health programndy name is

and | am one of the group facilitatdram really keen to get to know all of
you better over the next 12 weeks that we wilivbeking together. | should tell you
something about myself...I am a with _years experience working in
mental health. In the past few months | have bemking with you all to try and find out
the best way to make you feel even better. yemgyking with women and helping them
to start feeling better and enjoying their lifeamg | will now pass you onto my
colleague Professor Karina Lovell”.

F2.“And my name is and | will be facilitgtihe group with

It is pleasing to see you all here today knowiogyHdifficult it can be to set aside time
from your busy schedules. We appreciate thatstgrabably taken a lot for all of you to
get here this morning. | am a with years experience in mental
health. In the past __ years | have become maegasted in working with different
ethnic groups and have worked in both researchtesatment settings.

» Group Introduction

The first thing we would like to do is get to knawit more about each other. What we
would like you to do now is turn towards the persdting next to you and spend a few
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minutes each getting to know each other. Then Weet you to introduce your partner
to the group.”

> Exercise 1:In pairs each person introduces themselves tor@mera gives brief
introduction about themselves, partner then intceduithem to rest of group.
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Structure of today’s session

Write up on whiteboard and discuss:

Welcome and introductions

Information about the group: how it works, structur e and expectations.
Group agreements

Tea break

Discussion about tensions in women'’s lives

Cognitive Behavioural therapy and the ABC model

Goal setting

Wrap Up

Information about the group

“I'm going to talk a bit about the nuts and bolfste group and to answer any of your
guestions about the group.”

» Checklist of things to mention

* Why group was developed

* Length of group

» Breaks

» Group structure: check in, body of group and wrap u

* Phases of group: Goal setting, actively workinghwitdividuals, pairs and group
as a whole, techniques and strategies, consolglalianges

* Expectations: commit to all sessions, be on timgyely participate, here and now
relationships, express feelings, no extra groupamn

Length: “The positive health programme is specifically deped to address some of
the common issues faced by mothers affected bgsstihe group will be meeting
every week at this time for 2 hours over 12 wedhk#.way through the group we will
take a tea break and get back down to business.”

Group structure: “Each group is divided up into three phases: thedtin, main

body of the group and the check out. During theckhin each of you will get a few
minutes each to talk about how you have been pssgng with your goals. During
the middle phase of the group the group facilitetwill work with you to develop
some strategies to deal with the issues that argributing to your stress. We will
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also read stories about issues affecting womemwougin the use of teen aurtien
teen kahaniyan, and collectively draw out sometgmis to their problems. At the
wrap up you will again have a few minutes to désclhow you have found the
session and what plans you have for the followiegk?

Group Phases:*The first few sessions will be structured by theugrleaders and as
you progress group members will gradually take enoesponsibility for what is

discussed. Sometimes we will focus in on one pargsues in detail in order to help
all of you generate some insights and ideas fdriesing your goals. It will be

important that you actively work to discover hdwstrelates to your issues and
problems.”

How the group works and expectations: Inh order to do this work it is important
that you are clear about what is expected of Yga.ask that during the group that
you commit to attending all 12 sessions. You dse hkely to get the full benefits of
the group if you actively work on your goals eaebek and use the group to help
identify ways that you can reach your goals. Wk lvé helping you to work on your
current, here and now problems in life. Whilst gast has a very important influence
on how we relate to others, we have found thabcud on current problems is a
beneficial approach to alleviating stress. Thusilitbe important that you talk about
your problems openly with the group, your feelidput the group and how well the
group is meeting your needs. In group we will pdevopportunities to experiment
with new ways of making a positive change to ylfie; one way of looking at the
group is like a “laboratory” in which to experintemith ways of doing this.

Group agreements
Using a whiteboard the group leader brainstorms tk group agreements

Example: “In order to be able to feel comfortable about shagi personal
information with the group it will be important tdhhave some rules and agreements
with each other. What group agreements would ydelto suggest?”

Examples:  Confidentiality
Being on time
Suspend judgements
Allow everyone to contribute
Make positive suggestion but avoid direct advice
Interruptions: phones/ children/emergencies

Best ways of discussing problems Generate a group discussion
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“What do you think is the best way of talking abgaur problems? For example we
can use an anonymous box where everyone canhsistbmments and so cannot be
identified by anyone in the group? We can usdéeg@bout other Pakistani women
such as the “Teen aurtien teen kahaniyan” frormthvespaper or we can use role play
to act out commonly occurring scenarios in ouesi¥

Provide some education about depression in the dthibearing years

“What is sadness or low mood? What happens wheefeal sad? Can anyone tell us
how they think people feel and act when they ad®s An example of someone who
Is feeling sad is Khalida. | will now read heorstto you.”

» Read Khalida’s story

“Let’s talk about the experience of stress in Kéials life. | will write your ideas on
the board. What are Khalida’s main symptoms ohgad and stress? Are there any
signs and symptoms you can identify with?”

» Draw picture of a woman on the whiteboard. Write thre women’s symptoms on
the board and discuss. Facilitate discussion and dhlights similarities and
differences between group participants.

Cognitive behavioural therapy -Explain CBT model
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Cognitive behaviour therapy (CBT) is a treatmetich helps people to manage a
wide range of difficulties. It was first used help people who were experiencing
depression and anxiety, but over the last fewsy@anas been successfully used in
many other areas for example obesity, sleep pmudblehronic pain and other medical
conditions.

CBT is a ‘talking therapy’ based on a view that thay we act (behaviour) and our
thoughts (cognitions) and our physical sensatideslings) are all interlinked and
change what we do. CBT helps to identify the Upfaé and helpful feelings,

behaviour and thinking that you have. It can hap to change the way you think
and act and in doing so reduce the impact thabblgm has on your life. CBT is
about working in partnership with you and togethlmking at and trying the best
solutions. CBT is an umbrella term and there aa@yrinterventions that can be used.

Discuss the ABC model of depression

Depression is an emotional disorder. Emotionasienup of 3 interrelated but
separate components. (Draw this). Depressiommadfect on three different parts
of us:

Behavioura

Autonomic - Things we feel physically

Behavioural - Things we do or stop doing

Cognitive - Things we think

Autonomic — Things we feel physicallywhen we are struggling with depression or
low moodinclude not being able to get to sleep and frequeakening, particularly
early in the morning. Other physical symptoms idelypoor appetite, weight loss,
comfort eating, tearfulness, exhaustion and ponceotration.
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Behavioural - Things we do or stop doingnclude avoiding things because we feel
they might be too difficult or because we have lostrest in them. We end up not
doing things that we previously enjoyed. Other siongs include feeling restless or
agitated.

\y

-

8. »

e

Cognitive - Things we thinkinclude guilty or worthless thoughts which makdes
less confident. People might think that everythihgy do comes out wrong. Some
people have thoughts that life is not worth livinghilst others may have definite
thoughts of killing themselves.
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The ‘Vicious Circle’ of Depression and Low Mood

Things we feel, do, and think are all related toheather. For example, our physical feelings
can lead to changes in the way we do things andiélyewe think. If we stop doing things we
can feel worse physically and have very negatieaghts. Depressed thoughts can mean that
we stop doing things and feel physically unwell.

This ‘vicious circle’ of unhelpful thoughts, charsgm behaviour and physical symptoms can
keep your mood low. Here is an example:

Feeling

Aching, stabbing pain,
pins and needles,
constant fatigue,
headaches, poor sleep
and poor
~ concentration
A\
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Your own personal feelings, behaviours and thougbt

Now let’s think about you. What are your feelingsehaviours and thoughts? Below is
a copy of a sheet which you can use to write daaww your low mood is affecting
you. Just jot down the main areas where your pghy$eeling, the things you do and
the way you think they are a problem for you.

It can be quite difficult to write these thingswu It is like bringing everything out

into the open. This is an area where your self-lvelach can help you. Although it
might be tough, it is an important first step @covery. Make sure you talk it through
with your coach and, if you want to, with a cldsend or family member. Have a go
now.

> Exercise 2 -Now | would like you to take any emotion i.e. sasand then make the
links using the ABC model to explain what is goog- i.e. that our thoughts affect
our behaviour, and behaviour affects thoughts drydipal feelings.

My own physical feelings

Things | do or have stopped doing

My own thoughts
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» Now have a look at your lists above. Can you idgiitow the three areas are linked?
Write this in the space below. Once again, youupgrtacilitator can help you with
this. Discuss this in the next group session.

My feelings, behaviours and thoughts are linked irthe following ways:

> Exercise 3:Expectations from this Programme and Setting goals

“I'd like you to begin talking about what brings ydere and what you would like
to get out of this group. Write down what you khinis group can help you with and
the goals you want to set for yourself. Spendestimme thinking about what you
want to start with? We will be using your commeatshodify what you would  like
to achieve in this group. Would anyone like to mmnt on their goals?”
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My healthy living Goals
Today'sdate............ccovevvvieninnnnn.
Goal number 1

| can do this now (circle a number):

0 1 2 3 4 5 6
Not at all Occasionally Often Anytime

Goal number 2

| can do this now (circle a number):

0 1 2 3 4 5 6
Not at all Occasionally Often Anytime

Goal number 3

| can do this now (circle a number):

0 1 2 3 4 5 6
Not at all Occasionally Often Anytime

Wrap Up: This may be a useful process for gauging how theaup has gone for
people and allow them time to gather themselves foge leaving.
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“The final task for today is to go around the grgugiving each of you just a few
minutes to say how you found the group today?”
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Session 2- Pressures and expectations of being awam

» Review of participants expectations from the PH® their goals

* What is expected of women, and any cultural diffeneces?

» The pressures on women nowadays?

» Consequences of these actions

* Begin to identify the unrealistic expectations gedpave of them and
the stressors in life

* To understand the connection between their symptordghoughts as
a consequence of these pressures and unrealipctations

Objectives of session

Housekeeping: Group agreements on the board. Goals to be Hamdeat the start
of the group.

Check in: Members to reintroduce themselves to the group.

“Welcome to the % week of the Positive Health programme. Let’s skgrifinding
out how you have been going in your life this wéé&o we have handed your goals
back to you so have a look at them and let us khohey reflect what you want to
achieve in the group or whether any changes nede imade?”

Therapist should reiterate participants’ role in the group:

» Checklist about the group participants’ roles:

» Feel comfortable to raise the important issues &yaur life

* Express your feelings about your thoughts (postive negative)
» Express your feelings about the group (positive rreghtive)

* How the work you are doing is affecting your symp#o

“We'd like to reiterate a few things about yourlecas group members. It will be
important that you feel comfortable to raise thgortant issues that are going on in
your life. We will be active over the weeks inrmgvthe group structure; however it is
up to you to decide what the important issuestlaat you would like to focus on. We
will also be encouraging you to focus on the gaad the bad things happening in
your life. Even what you think about being in ¢gimeup. We will need to know if you
are struggling or having trouble understanding wimsaid in the group. Whilst we
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don’t spend a lot of time in the group talking absymptoms, we are interested in
how being in the group and working on your goalaffecting your symptoms.”

Pressures and Expectations of being a Woman

“For the rest of the session today we are goindpéotalking about the pressures of
being a woman. This is one of the key problemsatieat mothers really relate to. We
all know there are certain pressures on women, #iede can increase in the child
bearing years. We also know that women are eggdct cope with certain things or
behave in certain ways todhis usually occurs at a time of decreased socippsrt.
When we enter a transition like marriage or motigerd, it is common to be focused
on the many new roles and challenges facing ush&ve found it useful to spend
some time thinking about and reflecting on thdsalenges. In particular, the not so
good aspects in your life.”

“It would be useful to find out how you would likcediscuss this issue,

You can work with partners to discuss these issues

- You can write these issues down
Or you may decide to comment on the following ystbout the pressures this
following woman has in her life

Case study of Shehla

“Shehla is a 34 year old married woman. She liveés her family in law, husband
and her 3 children. She has a very busy lifer étigest child is 10 and the youngest
is 2. Her father in law suffers from severe gmleand has had a stroke in the last 6
months. Shehla is the primary caregiver for laghdr in law as her mother in law
also suffers from ill health, severe arthritishe8la’s sister in law Sara has been
recently divorced and is living with them at thement. Sara does not help with the
household chores as she is heavily pregnant. I&ligles not have much support
from her husband and is expected to look aftemthele family as this is her role as a
wife, a daughter in law and a mother. Her husharal taxi driver and works very
long hours. He is the main provider for the fanahd so feels responsible only for
the financial side of the things and feel he doese than his fair share. Shehla
works long hours in the house. She keeps theehexisemely tidy as this is expected
of her from the family, she doesn’t get much titnespend with her children, which
she feels very guilty about. She misses her psayehich she also feels guilty about.
As a result of this constant hard work over tret [HL years, she now feels unwell,
both physically and mentally. She gets tensicedbehes if her work is incomplete,
she doesn’t have much time to sit down and eashsonibbles all day on sugary
foods to give herself some energy. She is naglgtter diet, her sleep and personal
hygiene. Her relationship with her husband igesufg too. They often argue about
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her being too tired at night to fulfil his manlgeds and the fact that she looks a mess!
What is Shehla doing? How can she feel better?

“If you want to work with partners then I'd likeoy to work in pairs, using your
partner to explore the issues women face in mgeiand motherhood more deeply.
Ask questions to prompt each other and we wid\@elable to answer any

guestions.”

Exercise 1: Exploring the pressures and expecttonvomen
In pairs participants are asked to share with edlclr the pressures they face and the

expectations others have of them in their new aftler marriage and motherhood (for
ten minutes). After a 10 minute break the thestaphould bring the group back
together and facilitate discussion about thessspires and expectations, and attend to
the consequences of these pressures and expestatio

Therapist uses a grid with boxes on the whitehdaadilitates discussion amongst the
group about the pressures and expectations of wome

Pressures on women

(The issues)

Consequences of these expectations
(What do you think?)

(How do you feel?)

Examples of questions to facilitate group discussi
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“What are some recent examples of the pressuresage in your life?”
“What are tensions in your life?”

“What is expected of you as a woman?”

“Are there any cultural differences?”

“What are the consequences of these expectatiothpeessures?

» Exercise 2: Sharing these pressures and expectatsn

Participants are asked to share with the grougptessures and expectation they face
in their current life. Therapists should facilgadliscussion to help develop a varied
perspective of these issues.

“Pressures and unrealistic expectations can bebpgmatic and burdensome for
mothers when some of the negative aspects areatiodited or when some of the
positive aspects are not apparent. Take a moneergflect with your partner about
the problems these pressures and expectationsdaaged for you.”

Facilitate group discussion using the whiteboard the grid. Highlight similarities
and differences. Acknowledge the thoughts assetaith the feelings.

» Therapist summarises the main points raised by thegroup and during the
discussion:

- On the grid write down feedback from the particigg&n

- Ask about the pressures and expectations?

- How do they make them feel?

- How do they make them think about themselves?

- The consequences of dealing with these pressue®xectations, day in and day
out? On health, children, partners and other famiynbers etc

- Is it healthy to cope with these pressures andaapens?

» Exercise 3: Generate a group discussion on Ways déaling with pressures and
unrealistic expectations
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“Now that we have identified some of the pressy®s face and the expectations
others have of you, | would like you to re-evadutitese pressures and expectations.
Are there certain pressures that you can deal wittany other way? Is there an
alternative way of thinking and behaving? It vl useful to write these down and
we can talk to you individually or in a group telp you with some of these goals.”
On the whiteboard write the list of the participarsuggestions of positive ways of
dealing with pressures and expectations.
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On the following grid, write down alternative apdsitive ways of thinking about
these pressures

Consequences of these
expectations

-What you think?

-How you feel?

Consequences of adhering
to these expectations

Some additional examples are:

Paying attention to your own feelings and beliéfewd what is right and wrong
Inner strength and self-confidence can help yondstam

Walk away and resist doing something which will malkou feel under pressure
When faced with pressure or unrealistic expectattatk to someone you trust
Don't feel guilty if you've not managed to do evbiyg

“I would now like you go back to the goals you feetyourself in session 1. Can you
make any changes to the goals? Are there thifgshwou can remove from your list
of goals, as it may increase pressure on yourself is an unrealistic expectation?

Now, | would like you to write any additional tggthat you may have realised that
you could do to refrain from pressures and uniadiexpectations.”

“For example, of one way of dealing with pressuresncerning things to is
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You do not feel so well one day, but you are drdeto do a lot of things that day.
You feel pressured right from when the day sta@is.what can you do? Well you can
make a priority list. In this list you prioritisthe things that are the most important to
you (Task A) and things that are of somewhat figidrut can wait a day a two (Task
B) and things which are not a matter of prioritfagk C).” The example is as

follows;

B tasks C tasks

Shopping Cleaning the oven

Cook dinner for husband as it may avoid him beingrg. However, you do not have
to cook something which will take a long time tolcoChoose something simple.
Taking children to school: you can ask a friencaaneighbour or a family member to
help out. If nobody available, then you can asurylmusband. If he cannot either,
then that day the children can stay at home.

If your home is not in the best condition or adioarily tidy, and you get a surprise
visit from someone. If this person comments meggton the state of your home,
what will you do?

Think, “Oh my God s/he thinks I’'m such a lazy patso

Or,

Think, “It's ok, everyone’s entitled to an opinisihe doesn’t know the full story that
| have not been feeling so well lately”.

Wrap Up

Take time to do a thorough wrap up of the groud aheck out how people are
feeling and managing. Encourage members thanfgelncomfortable in the group is
common at this stage and that these feelings evdéintually improve as the group
begins to get to know and trust each other.

“How did you find the group today? What has it hdike for you to discuss the
experience of pressures and expectations?”

Session 3 — Understanding and managing self-esteem
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Objectives of session:

Maintain a focus on discussing issues relatedvoskelf-esteem
Understanding the role of our thoughts and feelmg®ur behaviour in maintaining low

self esteem

« To

Understand other processes involved in maintailongself-esteem

encourage members to implement change in thas lin terms of achieving good

self-esteem

>
>

mood.

Housekeeping: Group agreements on board and hanaeaitable.
Check-in statements

The group therapist summarises the content of dassion and the progress that
members have been making. Members are then aslksthte for 2-3 minutes about
their weekin terms of their mood and what progress they aremaking towards
their goals.

“Hi and welcome to the third week of the positivealth programme. | am very
pleased to see you all again and hope you have beaking progress with your
If any of you need to speak to either dherg, please feel free during the break to
come and discuss your problems with us. Todawiwée discussing a topic most of
you here will be able to relate to; low self-esteel would like to generate a group
discussion on the topics as follows.”

What is self-esteem?

Exercise  Generate a group discussion about people’s uiateliag of low self-
esteem? Ask participants to either say aloudrdgewlown what the term self esteem
means to them.

“The term Self esteem refers to the opinion yowehaf yourself. High self esteem is
a good opinion of yourself and low self esteera sd opinion of yourself.
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Your self esteem depends on many questions:

Is your marriage worthwhile? Do others respect wioatdo? Do you?
Do you believe you are successful?

How do you see yourself (your self-image)?

How do you feel about your strengths and weakn@sses

What do you think of your social status?

How do you relate to others?

Can you make your own decisions? A lack of choleads to low self esteem.

What causes low self-esteem?

Exercise 2 — In a group generate ideas about wheauses low self-esteem?

Some of the issues to discuss may be:

You are not born with Low Self Esteem

Low Self Esteem starts at a very early stage inligas; and can also begin at a
later time in our lives

Low Self Esteem can be the result of our backgrpondur status as we grow in
age

Our social status, beauty, physique, personaiitgligence etc

Influences from the media, such as TV, Press, Raahid the Internet, can also
cause you low Self Esteem.

The over flogged idea of trying to model yourselktit “the ideal lifestyle, life of
the famous and the rich, the superstars” can relakyroy your Self Esteem.
Parents could also cause low Self Esteem. A honsenhere’s no love produces
nothing but negativity. A situation where you act praised by who you are,
what achievements you have made cannot encourage yeel happy about
yourself
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How is negative self-esteem maintained?

Exercise 3— In a group discuss the factors that m#ain low self-esteem

(Write down the ideas on the board)

Discuss the following factors, if not already raise the discussion:

* Through negative beliefs about ourselves, e.g.idtupcompetent, unlovable,
ugly.

* Through various things that have happened to ustla@dvay we interpret
these events.

» Our responses to certain day to day situations

* The way we process information around us

* We pay attention to things we expect to happen

* We interpret things in a way that is consistenhwaitir expectations

Case study — Shazia’s story

* How does Shazia feel about herself?

* What has made Shazia feel this way about herself?

* What is maintaining the way she is feeling?

* How could she change the way she is feeling?

* How can you stay mentally healthy within the sam@r@nment?

The ABC of our thoughts and behaviour

“We have discussed the ABC model in the earlissisms. Let’'s see if we can apply
the ABC model to our self-esteem. Certain thingppen in our lives which result in
us feeling low or bad about ourselves; For exampéeing an argument with your
husband. The argument may result in you feelegrful, thinking that you're
worthless, avoiding your husband or sulking. pitwl thought may be “if he valued
me, he wouldn’t have said all those awful thingsme”. So the Autonomic or
physical response may be the crying, the behavitay be avoiding your husband
and the cognition may be that you are a worthtegsson. Getting the hang of ABC
format is easier if you break it down into thelseee steps. This gives you the chance
to catch the negative automatic thoughts and hghsunderstand the relationship
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between your thoughts, your behaviour and physesgjonses. The more negative
the meaning you give to an event the more neggtivewill feel; and so you are
more likely to act in a way which maintains theeling. Can you think of an event,
which has led you to feel bad about yourself?”

> Exercise — 4.

« Think of something that occurred recently, in tlestpor you anticipate may happen
some time in the future. It can be pretty muchtling, e.g. something negative
someone has said, something that happened whiatieesn you feeling negative
about yourself.

* In the ABC box write down your autonomic respongeur behaviour, and your
thoughts.

e My own physical feelings

e Things I do or have stopped doing

“Changing your thoughts can change your behavioWorking with the same
example, after you have the row with your husbgnod, could think, “there may be a
1001 reasons for him behaving this way, when loalis | will discuss this with him
or maybe not. Your behaviour may be that you gisehis space and continue with
the good things in your day to day life, sometHikg playing with your child, or

watching your favourite programme on TV, and yoaymmot feel the negative
physical reactions.”

Exercise — 5.“1 would now like you to write down in the followirtgx the old
meaning you had with your negative event. Howalofeel? Now | would like you
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to write a new meaning to the event. This shbelé more positive meaning. How
do you feel about yourself now?ADiscuss these new feelings in detail and
emphasise the thoughts and emotions attached tosmew meaning).

Negative event Old meaning New meaning

(How did you feel, behave (How did you feel, behave
and think after the event) and think after the event)

What do you need for good self-esteem?

For example — doing things we value

“l read stories to my 3 year old daughter. Thsasomething that | value. Being a
good mother is very important to me and | am abvipoking for feedback. By
reading stories to my daughter | get my feedb&dutbeing a good mother.”

“Can you maximise in other areas of your life tlaaé working well, rather than
focussing on those that aren’t working so well?”

Some other examples of achieving good self estgem

Always try your best and try to be happy with your®lf. Know what you can
achieve, and what may be difficult to achieve. ser skills and do your best.
Accept your best as good enough.

Enjoy your life for the gift it is. Experience and give love. Don't drive yourself so
hard you no longer enjoy life or see the goal yeuysurself. First think about your
health and allow yourself time to reflect and gametiown each day.

Understand yourself Identify what your strengths and weaknessesYare.will find
satisfaction when you are doing what you are gaodnal when you accept your
weaknesses. Chances are you will also be more ssfat¢his way. Try new things
and don't be scared to do so. If you feel the néweh try to improve yourself but
don't waste effort and time on those things whighreot for you.

Faith in God is very helpful to many of us. Religion teachesous importance as
people but also reminds us we need help from atwaehieve anything real. Always
hold on to your beliefs and values and don't bettnayn or you will hurt inside.
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Don't compete with othersas life is not a race. Set yourself your own sséadsl and
try to reach them, but once again, don't be sc#éwethil and accept your own
limitations. Competing with others will only drayou and will take away your good
self esteem because there will always be someoiter liban you. Decide on your
own path and stick to it.

Don’t be too hard on yourself You can't do it all. Don't try to. The best yoan do

is to use your skills and abilities as best you aad trust that everything will work
out.

Reward yourself for your achievements No matter how small these are. Try to
achieve more but don't tire yourself out on thimgsch don't truly matter to you.
Focus on what is really important for you. When ¥mow what you want to achieve
then set goals (small steps) and reward yoursediwyiou achieve each step. It takes
time to achieve things that are worthwhile, so ngree up and lose hope.

Be thankful for all the good things you have Think of those who are lesser off
than you, and the things you have, which they dbaite. Be happy with your life as
it is! Look for the things that are right and tadaisfaction in those. Try to improve
your life yes but be realistic about where youaard where you want to go.

Finally, life is too short and we have to choose what we can achieve andwew
want to live. Choose wisely but have faith in othand in anything you believe in.

Wrap up and Review of Goals

Exercise 6 -Group members are given 2-3 minutes each to disghiasnew insights
they have developed from the group session and tivbg will be doing in next week
to progress towards their goals.

| would like you to re-evaluate your goals accogdin how you are feeling about
yourself now.

Is there anything you feel differently about now?

Is there anything you think you can do now, whidu ythought you could not do
before?

“Thank you for attending today’s session. | hgpe have found it useful. If there is
anything you would like to discuss with us, plefest free to do so. | look forward to
seeing you all next week”.
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Session 4 “Keeping up with the Joneses”

Objectives of session:

Maintain a focus on discussing issues relatedlfeeseeem

To unveil feelings of envy and jealousy and leaomt others

Express feelings and reactions to negative lifenesve

To encourage members to implement change in tlves butside of the group

Housekeeping Group agreements to be put on the board.

Check-in: The group therapist summarises the content dskssion and the progress
that members have been making. Group members aem @-3 minutes each to
discuss the progress they have made since theopsegroup session.

“Hello everyone. It's nice to see you all agaitim interested in how you have all
been doing with your goals. Are there things goeifinding difficult or hard to cope
with? If so, please feel free to come to eitiHarsoand discuss any problems you have
had in the last week. Now you may remember ineadier session about low self-
esteem, we discussed

You shouldn’t compete with others

Life is not a race. Set your own standards antbtngach them

Don't be scared to fail and accept your own linotet

Competing with others will drain you and will talevay your good self esteem
because there will always be someone better than yo

Decide on your path and stick to it

These are just some of the things we discussatithBy are relevant to what we will

discuss today. We know that the society we fiveowv pushes us to do well in a lot
aspects of our life but particularly towards maaétigains. We feel compelled to have
the best and not having the best things can asoadje our self-esteem.

This phenomenon here in the west is known as “ikgepp with the Joneses” or
“Keeping up with the Chaudry’s”. Has anyone essen the Sitcom “keeping up
appearances”, if not then the Pakistani drama alefParosi”. Both these drama
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serials are about relentless efforts to climb soeial ladder within the backdrop of
their less-than-classy families. Well this is wkeeping up with the Joneses is about.
The term in the west refers to striving to matcie's neighbour’s in spending and
social standing. It happens a lot in Pakistan iemeighbourhoods. However, here
in the UK we don't live in all Pakistani neighbtwods. So we tend to compare
ourselves with other family members, friends ajuaintances, women who we bump
into at our children’s schools, at the supermariet

Do you ever compare yourself to other people imseof material things? The
following story is about Aarzoo. See if you cdentify some of the negative thought
processes going through Aarzoo’s mind.

“My name is Aarzoo and | am a single mother witth8dren. Today is Eid day. All
my family has gathered at my mum’s house. Prasehie house are my brother’s,
my sister’'s and cousins and their spouses. l'enaifly one here without a husband. |
know they look at me with pity and think I'm adios Since my divorce, I've not been
doing so well financially. | can’t afford half ¢fie things they all have here. My car
broke down yesterday, | felt so embarrassed. dmveho in this age has a banger for
a car. | didn't tell anyone, | borrowed my besemd’s car today, and I've told
everyone that it's mine. Well I'm not going totleem pity me anymore. Nagina, my
cousin, her husband just bought her a brand new\BRkdér her birthday. She’s
always showing off. | know she purposely triesnike me feel bad, because she’s
like that. That's why | borrowed my friend’s Medes today. They all think I've
done really well for myself. They are a bit cusahough. | mean Nagina works in
the bank and has a very good job. | only workeisco and part time too! | told them
that I've got a new job at the hospital, workimgan office. That sounds better than
working in Tesco’s doesn't it.

The other person who really winds me up is Tahmg, sister. Her husband’s a
jeweller. Oh I tell you, she has the best jewgllever. She has a new bangle set
every time | see her. | don’'t even have any jengeleft. Bit by bit, I've had to sell it
all. | was something once too you know; whenst fjot married. He was a very
generous man. Although he was constantly havifagra and beating me up. But he
did buy me very expensive presents. Now | dee'h éeel like meeting people who
are better off than me, they make me feel vemgcime about myself. Now, my kids
are beginning to pick up on this and | think thedgo behave similarly with their
cousins. Today I'll be ok though, | bought théslee gold bracelets from Southall,
everyone thinks they are real and have really dongmted me on them. So now |
feel a bit better and can probably get through dlag.”
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Exercise L In pairs identify:

A. Aarzoo’s unhelpful thinking patterns?
B. What can Aarzoo do to overcome these negatimkitiy patterns?
C. What's good about Aarzoo’s life?

Exercise 2 —-Generate a group discussion about Aarzoo. Didbesmllowing topics
in addition to the ones identified by the group ahdot already identified by the

group.

A

Aarzoo’s insecurity about herself
Aarzoo’s sense of jealousy and envy

B

Discuss thepressures Aarzoo faces in her lifefinancial, single parent, only
divorced person in the family — What can she do7Ask the group)
Are there anyexpectationsof other's from Aarzoo?hat can she do?(Ask the

group)
Is it healthy to compareyourself to others?

C

Aarzoo is physically healthy

She is independent

She has 3 bright and healthy children
She has a job

She still has family support

She has a friend

“Sometimes we can all think like Aarzoo. It's ast inevitable in this society for us
to feel secure about our lives all the time. #rere things which you feel insecure
about?

Exercise 3 Write down the issues in a box and we can anomgiyadiscuss these
issues in the group.

Write down the issues on the board and discuss withe group
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How to overcome these self defeating thoughts

“We have now identified some of the unhealthy saresss we put on ourselves, which
form negative beliefs about ourselves. Going kdacthe ABC model that we have
been using in the past sessions, | would nowyliketo think of a negative event/s and
how it affected you in the following ways; youtanomic/physical response, your
behaviour and your cognitions or thoughts. (Heran example). If this is not clear
to anyone, please feel free to ask for help andwilego through this with you
individually”.

Event (Autonomic/ Behaviour Cognition
Physical
(thoughts)
response)
E.g. Neighbour went Feel sad, cry, can't Feel resentful “If only my husband
for a holiday with sleep at night towards husband ant took me as well, he
the family neighbour, as a doesn’t value me
result avoid the enough like her

neighbour and get  husband does”
into a mood with the
husband.
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Exercise 4 -Compile a list of healthy thoughts and behaviours

Some of the suggestions are:

Always look at both sides of the story, if somedr@s more than you in one way,
there may be something that you have and they don’t

Not everyone has everything

Talk to people you can trust about these issueseaadf they have ever felt this way
Ask people to tell you some of the good things abgurself to boost your self
esteem

Make a list of all the good things you have in kied be thankful for those things

Put your energy in the good things and make thezn &etter

Avoid investing your energy in lost causes

“Tomorrow’s another day”

Wrap up

“On this happy note, | would like to thank you &l discussing some very personal
issues with us all here today. | know it is nasyeto talk about personal issues and |
would like you to give yourself a pat on the bdok achieving the confidence to
complete today’s tasks. | hope this session leas liseful in further reducing some
of the pressures we put on ourselves which conteerway of our happiness. Take
care and if anyone needs to speak to us in pripéase feel free to approach us at
any time. | look forward to seeing you all nexded(”.
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Objectives of session

Session 5 — Exercise, Looking Good and Building Migation

o

Maintain a focus on discussing issues related tul gelf esteem

Identify the pressures on women wanting to lookdyoo

To identify negative feelings associated with ocodyimage

To discuss the consequences of dieting or ovegeatin

The looking good and feeling good connection

Exercise as a way of managing good weight

To encourage members to implement change in tlves butside of the group

Housekeeping Group agreements to be put on the board.

Check-in: The group therapist summarises the content bskssion and the progress
that members have been making. Group members aemn @-3 minutes each to
discuss the progress they have made since theopsegroup session.

“Hi everyone. Welcome to the fifth week of Posititealth programme. It's nice to
see you all again. Today’s topic is a very touohg for most of us women, looking
good or thin. We are at a stage in our lives wben bodies are changing. We are
no longer sweet sixteen. We have had children anéd result our bodies have
changed, maybe a lot for some of us and a littke dthers. But we have all
experienced some kind of change. | have met mamen who are as thin as a piece
of paper but still regard themselves as fat. Eveugh it's a touchy topic, let's make
it a fun one. We don't have to feel bad abouselves in terms of how we look. You
may remember in our last session we talked abeertyene not having everything. |
mean Angelina Jolie and Aishwariya Rai may begblel standard portrayed by the
media for how a woman should look; we should aebavn standard!

We are all different, you may like my nose anudgdht like your eyes. You may think
| have the perfect sized waist, but | may think lgave the most flat stomach ever to
be seen! | would like everyone to be supportiveatds each other and let's break
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this vicious and unrealistic cycle of wanting tmk good for the wrong reasons. If
you need to discuss some matters privately, pliegddree to talk to either of us here.
Now you may remember in our earlier session ableegping up with Joneses”, we
discussed threats to our self esteem in termsaténml gains. | would like to keep on
the same theme and talk about, yet again anotireat to our self esteem, the way we
look, in particularly our body image. One of thmin causes for having a negative
self image is due to comparing ourselves to othemen. Whether they are in the
media, in our families, social circle etc.

As women, we have much insecurity related to thg we think we look or our body
image. Some of the example are, weight, skinwpleeight, facial features, hair etc.
You can sometimes find yourself thinking about Wy you look, ‘Am | pretty’,
‘Am | attractive’, ‘Do | have a good figure’, ‘Iswy hair silky’ and so on. When we
don't get any positive feedback from ourselves tre people in our
environment, we can sometimes end up comparinggtuas with others in terms of
the above mentioned factors.”

Exercisel — Can you think of any other reasons as to whycampare ourselves to
other women, in terms of how we look? You can waltne, or work in pairs to
generate some ideas.

In the format of a discussion, write down the mlegnerated by the group on the
white board.

“We may feel threatened about the way we lookafaumber of reasons and in turn
compare ourselves to other people as a consequehdas. Our body image is
affected positively and negatively by many eveAtsa woman, the ups and downs of
weight are normal; there are times in life whenee¢ more or less. Events such as an
important personal or social event might lead assiim down temporarily, and a
battle to keep this weight off can be difficulteghancy can also cause weight
changes that are difficult to reverse. All thesegiations and events can lead to
frustration, especially if you weigh yourself evday.”
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You may suggest some of the following ideas, if halready mentioned by the
group;

* Media - health campaigns more about looking béiien feeling better
* Pressure to be thin can come from many areas sacpaeents, friends, and
magazines, TV programmes on diets and weight loss

 We may feel bad about our own body image due togoeiiticised about the way we
look

*  We may feel envious and jealous of other peopleb&ing negatively compared to
other people by members in the family or in thaeaagrcle

» Other areas in our lives may not be doing so welWe generalise the negativity to all
areas of our lives including the way we look

Some of our experiences which can be a threat toioself esteem

» Getting weighed in a social situation e.g. at thetdrs during and after having
a baby and realising that we are a lot heavier bedore

* Trying on clothes and not fitting into them

* Seeing pictures of yourself from different timeqtsiand comparing them

* Spending time with someone much thinner than ydiurse

* A comment by someone regarding weight gain

> Exercise 2— Identify in group discussion, some of the dasgdrwanting to be thin
for the wrong reasons?
Some examples are;

» Continuous dieting can be the start of developiogrpody image

» Constant pressure makes many women feel "fat"

» Statistics show that 70 to 80 percent of womentfe®y} need to lose weight!

* One-fourth of college and university age women haame bulimic
behaviour!

e Up to 60 percent of girls and women have some comms of eating
disorders!

» Bad eating habits make it difficult to maintain mal weight and good health!

* Mood can become directly related to weight fludtuad and dieting success
or failure!

» Dieting itself can cause you to feel low in moodfficulty concentrating,
frequent iliness, pain, poor skin, brittle hair aradls, and irritability!

* These symptoms can cause a rebound effect of ewrsewbody image,
leading to further dieting, eating disorders, oem@ating!
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Affects other aspects of life, such as not wantmgpend time with others
when eating is involved

Regularly skipping social, family, or work actias to avoid eating
Cancelling social engagements based on weight
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The ABC model for negative body image

Exercise 3 -1 would like you to apply the ABC model, which wave used in our
previous sessions, to identify some of the unlliiinking patterns about your body

image.
Negative event Autonomic Behaviour Cognition Positive thought
response
E.g. Family Heart starts  Avoid family “I'mso fatand  “I'm ok with the
member made a racing, feel  gatherings. ugly, no wonder way | am. As
comment in a weepy, angry they don’t think long as | am
social gathering at yourself much of me, I'm healthy that’s all
about you and feel just not going to that matters. If
having puton a under come againto  my weight is
lot of weight confident, another family  over the healthy
after the baby’s and jealous gathering” limit, then
birth of thin perhaps | should
women look at ways to

reduce it”
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Evaluating our Body Image

Exercise 4- If you have body image concerns, as most wonmenraview the
following statements and allow yourself to constiew positive you feel about your
body image. Starred statements suggest a highkofieating disorders”.

Statements to Consider When Evaluating Your Bodyrhage

| seriously worry about my weight on a daily basis.

| want to weigh 10 pounds more or less than | de.no

| have been on more than one diet in the past year.

| have or have had an eating disorder.

People tell me I am "too thin,"” but | always feat.f

Even though | weigh less than | have in the paat,jideel fat.*

| weigh myself more than once a day.*

| get anxious if | can't exercise more than onerlgach day.

If I gain more than one pound, | get anxious orrdsged.*

| feel guilty when | eat foods that contain any*fat

| would rather eat by myself than with family oiefnds.*

| don't talk about my fear of being fat, becausergone tells me | am too thin.*
I'm afraid | won't be able to stop eating if | tar

| get very upset when people urge me to eat.

Sometimes | think that my under eating or overggismot normal.*

*More serious signs that suggest components eaéing disorder

“Agreeing with many of these statements is a $igrt you might need to speak to
your GP about your eating habits. Your GP mayble to refer you to a nutritionist
or advise you her/himself about a healthy diet aating habits. Be aware that even
women with an overall healthy body image occadlgragree with some of these
statements. It takes some discipline to be sutdesaveight management.”

Some of the possible ways of managing weight

» ldentifying the danger in letting this get out @introl and letting it control you!

* Being able to recognise behaviours consistent witing disorders, dieting or
binge eating.

* Knowing that you need to correct thoughts andoastiout of line with positive
body image are that these are key to maintainingfidence, happiness, and
health.
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Some tips for healthy eating: = :
* Replace fizzy drinks and fruit cordials with water
» Eat plenty of fruits and vegetables
» Cook food in olive oil rather than ghee or butter
» Swap whole milk for semi-skimmed, or semi-skimmeddkimmed.
» Eat less lunch than usual. For example, eat ongatthaather than two
* Reduce sugar intake in tea and coffee.
* Have smaller portions of the food you enjoy.
* Avoid having a second helping at dinner.
» Cut out unhealthy treats such as confectionaryarsulgiscuits and crisps
between meals.

Exercise as a healthy means to obtaining good whigand feeling good

Benefits of exercise:

» Helps the circulatory system deliver oxygen andiants around the body

* Helps the removal of toxins and waste products fyoor body

* Improves the condition of your skin

* Reduces the rate of bone loss, the risk of heagladie, hypertension (high
blood pressure) and diabetes

* Alleviates feelings of depression and anxiety

» Controls weight

* Builds and maintain strong and healthy bones, negsahd joints.

» Stimulates the production of endorphins - chemstdistances produced by
the body that make you feel happy and exhilaraBsdnot only is exercise

good for you, but it makes you feel happy too!

How much exercise should you do?

Ideally, you should engage in moderate exercis&@ominutes every day. Moderate
exercise includes taking the children to schooing up and down the stairs, the stairs
or going for a walk during the day with a friendhilst the children are at school etc.
You can do the 30 minutes in one go or dividepitinto a few manageable blocks of

10 minute sessions.
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Ways of increasing levels of exercise

» Walk to the shops instead of driving and carryshepping bags home to give
your arms a good workout. Make sure you balancd#ys between your two
arms.

» Use weekends to get out and about. Take the childréhe park.

* Find a friend to exercise with. This increases yoativation and ensures that
you get there and on time.

* Join an exercise class, one in which you feel commiite and that fits into
your week or invest in a workout video to do at leom

* Go up and down the stairs for 10 minutes

» Try a walking group or a women'’s only swimming erabics class.

* If you have a garden, mowing the lawn, pruning amekding are strenuous
activities that also give a great sense of accahpient and wellbeing.

* For something more gentle and controlled, try yogRilates video which you
can do at home.

Re-evaluating Goals— “At the start of this session, if any of you édelt you couldn’t
feel better about the way you look; | would likeuyim re-evaluate your goals and add this
to your goals. If you think you look good, you Migel good, and if you feel good, you
will look good. It's a win win situation ladiesSo why don’t you go ahead and write
down all the things which will make you feel godabat looking good. If you need any
help, then don’t hesitate to ask.
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Your looking good, feeling good plan

Things | want to achieve

The way | can achieve this

Possible barriers and how
to overcome them

e.g. Want to lose weight

e.g. Better skin

Starting a walk with a friend

May not always be possible,
so the days | Can’t, 1 will
more physical work at home,
such as cleaning the
windows, mowing the
garden, washing all the
curtains in the house.

Eat more fresh fruit andMight not get time to do so,
vegetables, and drink wate or may not have enough
Wash my face after wearingnoney for fruit and fresh

make-up.

vegetable. Then drink plenty
of water!

> Exercise 5 “I would like you to fill in your own looking gaband feeling good plan
now. If you need any help, just ask anyone of ex® land we will help you with the

plan.

Take home message —Your role in life as a mother, wife, family memband
friend will not be affected by more or less pountwill be affected by happiness and

self-confidence. Feel

good about yourself,

questioning how you look is normal.

and stded that occasionally

Finally I would like to thank you all for attendirtgday’s session and | hope it has
been useful in promoting some healthy ways to ¢gad and feel good, for the right
reasons. | hope to see you all next week. If aayoould like to speak to us about
matters discussed in this session, we will be rti@e happy to speak to you.”
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Session 6 — Religion & Spirituality

Objectives of session:

Maintain a focus on discussing issues relateditb &nd spirituality
Identifying negative beliefs about “Punishment fr@uad”

To challenge our negative thoughts regarding matigising the ABC model
Using spirituality as means of increasing innencal

To encourage members to implement change in tlres butside of the group

Housekeeping Group agreements to be put on the board.

Check-in: The group therapist summarises the content o6kssion and the progress
that members have been making. Group members aem @-3 minutes each to
discuss the progress they have made since theopsegroup session.

“Welcome back to the"6week of the Positive Health Programme. We are halfv
way through the programme and | hope you haveesiaio notice some changes in
your health. It doesn’t matter how big or smdietchange is. If you are feeling
concerned about any matter related to your hegltbase take a moment to come and
speak to us. Now, today’s topic is one whichctgfenost women. As women we have
a tendency to feel guilty about anything or ey@ng! We are good at taking the
blame for things which aren’t even our fault. Ahdblaming wasn’t enough we go
one step further and see things as a punishment @od.

I would like to begin this session with Amna’sstorhis is just an extract of how she
is feeling at the moment. | will explain why Anstarted feeling this way in more
detail after the first exercise”

Case study of Amna

“Since June 2007, after my aunt passed away | feveeally down, thinking about
life and how | wish | was not here. | know thisnsong and | hope Allah can forgive
me for thinking this, but it's the mind that sajisthe negative things. | also feel | am
a bad person, as sometimes if it is prayer tinge laam tired, then I'll think, "I will
pray tomorrow".

| was a very healthy person, but since June 200&ve been off work for more than a
year because of my constant tiredness. | fegl weak and nauseated. | always think
negative thoughts about everything. When I’'m happy mind will question me by
saying "Why are you happy?" or when | make pragétsr, my mind says "You're
still ill, you will never get better, so there's point praying to Allah to make you
better." Why do | feel like this? | want to be psp active, full of energy and
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motivated. | am so weak that | feel dizzy wherolablution and | pray sitting down
because | feel dizzy and my vision goes blurrywahnt to be a good Muslim and
perform my duty on this earth which is to obeyaAill

| have a friend who reverted to Islam and | warttedeach her more about it. | just
don't have the strength to help her. The onlyaedsam still alive is because | feel
that it is a big sin to commit suicide and to wddath upon yourself and | think of
Allah, that's what stops me. But | really needphdut | have had help from all

different doctors and specialists and they all gdiysically my insides are fine, it's
just my mental thinking. | want some piece of miridvant to have good health, so
that | can do all the things | want to do, likayffive times a day. If | don't have the
health, how can 1?

I cry myself to sleep thinking and praying thdtdpe | wake up well in the morning.

| have even had a couple of job offers come thnpbgt because of me feeling weak
(no energy) and dizzy and sick, | cannot get ufhéxmorning. | want full strength in

everything | do, and | want to say to all people there to thank Allah for giving you

health, because if you have none of that, you wWave anything. | just want to take
negative things out of my head. | get scared whesple pass away too. This really
puts me down.”

> Exercise 1- In pairs,

(a) Can you identify some of the negative thoughts Amsrteaving?
(b) Can you identify the consequences of these thoights

Some suggestions are: (a) — negative thoughts

* Wants’ full strength in everything she does

» My prayers will never be accepted!

* My Mind say’s “Why are you happy?”

* | Wanting to help other’s but | can’t

* Feeling scared about things that are out of hetrabiii.e. people
dying)

(b) Consequences of negative thoughts

- Feels tired

- Feels guilty

- Low in motivation

- Suicidal, no desire to live
- Physically unwell
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“Amna’s symptoms are not alien to many of us hevée all go through surges of

guilt from time to time. Amna was once a verygyagirl. She wasn't a very

practising Muslim girl but she was a good natueedl righteous person. She wanted
to marry someone from her own choice. This reduih great family tension and

feuds. As a result she gave into the family pmessnd married her cousin from

Pakistan.

This man treated her very badly. When her fapiased away, he did not let her go
to his funeral as they were no longer on talkiegrts with Amna’s family. A few
months later, Amna became pregnant for the firset She felt very happy once
again in her life. However, she had a miscarriageher fifth month. She was
cleaning the kitchen window and slipped. Amnastdhhave children but she is too
scared of losing the baby again. She was disttaughe isn’t getting much support
from her family as they are still not on talkirggrhs. Her husband has become even
more hostile towards her. Putting Amna’s thoughtgontext, can you understand
why she became thinking like this?

She is in an awkward position. Her husband’s béha is unacceptable; however,
leaving your husband in the Pakistani culture @ the easiest thing to do. Are there
way'’s she can cope with her life, without leavilng husband?

Exercise 2- In pairs, can you come up with any solutionsAamna. What can she
do? How can she manage her mood and symptomsIt# gui

Some possible suggestions are:

» Speak to someone about her problems rather thmgoat all up, e.g. a GP, a
friend, a trustworthy family member

* Finding a hobby to take her mind off the curremijpems

» Exploring ways of building energy

* Challenging her unhealthy thinking styles using ABGdel

“Sometimes we can also feel like Amna. When songestarts to get out of hand, we
can sometimes begin to externalise our thoughdshemaviours related to that event.
“It's out of my hands”, “It's a punishment from @6, “I'm getting punished for my
sins” etc etc. These sorts of thoughts can makieel very disempowered about our
own life. These are self defeating negative thtaig
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> Exercise 3- “If any of you here have had similar thoughtsfasna, then | would like
you to write these thoughts on a piece of papenaadvill collect your comments and
put them all in an anonymous box. One by one, Welscuss your thoughts in the
group and work together to come up with more pesivays of thinking”.

Islam and depression

“I have done a little research on the facts in waligion regarding depression or low

mood and distress. The following are some udefttk: Islam does not deny the
existence of depression, and describes it astihsgof Qabd. In Islam, low mood is
due to diseases of the heart or soul. It encoesadentifying the ailments that make
the heart sick. These ailments include:

. Arrogance and conceit (al-kibr wa al-ghurur)

. Ostentation (al-riya)

. Jealousy or envy, hate and deceit (al-hasadhjgd, al-ghish)
. Suspicion (su’ al-zann)

. Anger (al-ghadab)

. Stinginess (al-bukhl)

. Love of Jah (power, money, position and fame)

~No ok WN R

So for example, if my depression is because | igsatisfied with my life and | am
envious of other's wealth/relationship etc; takimgdication is not going to make it
go away. | will have to deal with the root. Degsion is the symptom and
enviousness is the problem. This is quite simdawhat we have already discussed
in our previous sessions. Whether we are religiounot, it is quite obvious that the
above mentioned factors are not good to have aatthey can cause us problems
within our individual minds and our social world-herefore, for any of us here, with
religious beliefs, who think their depression ipumishment from God, | would really
like to emphasise these findings once again. ¢afie be a test, sometimes we go
through happy times and at other times in our, Bfied we can go through distress. It
is up to us to make sense of these events inanahtmanner. It is ok to feel down
from time to time. I'm thankful, if I'm happy grialf of the time, and the other half
passes by too. Never give up hope, we are afladmg and make mistakes. Learn
from your mistakes and move on. It's not a badgthto have faith but use it in a
positive way”.

» Exercise 4- It might be useful to look back to the goals yeant to achieve. Is there
anything you did not include because you felt yauld not be able to achieve due to
irrational thoughts such as being punished by Gdfli8o, | would like you to set
yourself some new goals and go easy on yourseifexample is to perform the daily
prayers or recite the holy book.
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“Thank you for attending today’s session. | hope kave found it useful. If there is
anything you would like to discuss with us, plefest free to do so. | look forward to seeing
you all next week”.
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Session 7 — Relaxation: “Taking time out”
Objectives of session:

* To identify barriers to relaxation

» The effect of relaxation on mind and body

* Some tips on ways to relax

* To encourage members to implement change in tilkes butside of the group

» Housekeeping Group agreements to be put on the board.

» Check-in: The group therapist summarises the content bskssion and the progress
that members have been making. Group members aemn @-3 minutes each to
discuss the progress they have made since theopsegroup session.

“Hello ladies, welcome to the™7week of the Positive Health Programme. Being a
mother is a full time job. As women, we are gabdhanaging our familial duties.
However, these duties often revolve around othembers of the family. Today, we
will examine just exactly how much “me time” weka@r how much we relax in our
day-to-day routines”.

» Exercise 1 —Using the Daily activity Schedule, first | wouldkd you to write down
your routine on a typical day. Starting from whgyu wake up to when you fall
asleep at night. Now, in pairs discuss how mucte tyou get to relax and how much
relaxing you daduring your day.

Daily Activity Schedule

7-10 10-1 1-4 4-7 7-10 10-1 1-4 4-7

» Generate a group discussion about the hassles wésmenwhen wanting to have
some “me time”. What are the barriers to relaxgidcSome suggestions could be:
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e Lack of time

e Don't feel the need

* Too muchto do

* Can’trelax even if tried

* Don’t think it's necessary to relax

* Feel judged by other people

* Feel guilty when wanting some “me time”

The benefits of “taking time out” to relax

Benefits for our physical health

* Reduces blood pressure, which can lead to headkabrr stroke
» Slows the rate of breathing, which reduces the meroxygen

* Gives the heart a rest by slowing the heart rate

* Increases blood flow to the muscles

* Decreases muscle tension

* More energy

» Better sleep

* Better immune system

* Less headaches and pain

Benefits for our mental health

* Increased concentration

» Better problem-solving abilities

» Greater efficiency

* Smoother emotions — less anger, crying, anxietigtfation

> Exercise 2 -Generate a group discussion about
(&) Can you identify some of the ways you currerglax?

(b) Can you identify some of the possible ways @axing in a Pakistani
home? What do Pakistani women need to relax, ateathe activities which
can make a Pakistani woman relax? Some suggestions
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Read the Quran or a novel

Go for a walk with a friend

Go shopping but not for groceries

Watch a favourite programme

Listen or dance to favourite songs

Do some Yoga or Zikr (recitation of Quranic versesvords)
Get a facial done or massage

Go to a “women’s morning” at the local leisure eent

Go to a women'’s study circle
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The following are a number of fun activities, whighu may want to choose from and may
seem fun for you to do.

Fun Activities Catalogue

Soaking in the bathtub

Going to a movie

Jogging or walking

Listening to music

Thinking | have done a full day’s

work

Sitting in the sun

Laughing

Thinking about past trips

. Listening to others

10.Reading magazines or newspapers

11.Spending an afternoon with good
friends

12. Remembering beautiful scenery

13.Card and board games

14.Cooking yourself your favourite
dish

15. Repairing things around the house

16.Remembering the words and deeds
of loving people

17.Taking care of my plants

18.Going swimming

19.Doodling

20.Exercising

21.Flying kites

22.Having light hearted discussions
with friends

23.Having family get-togethers

agrwnE
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24.Singing around the house

25. Arranging flowers

26.Thinking I'm an OK person

27.A day with nothing to do

28. Sketching or painting

29.Doing something spontaneously

30.Doing embroidery or cross
stitching

31.Sleeping

32.Going to classes (baking, sewing,
etc.)

33.Playing musical instruments

34.Doing arts and crafts

35.Making a gift for someone

36. Cooking or baking things you like

37.Writing books (poems, articles)

38.Sewing

39.Buying clothes

40. Discussing books with friends

41.Gardening

42.Going to the beauty salon

43.Watching my children (play)

44.Daydreaming

45. Refurbishing furniture

46.Watching TV or videos

47.Making lists of tasks

48.Walks in the park
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Exercise 3:1 would like you now to devise a relaxation plan yourself. Are there
things you would like to do but can’t make timefowWe have already established the
barriers. Are there ways of overcoming thesei®a?

An example of a relaxation plan is;

Things I'd like to do  When can I fit it in Barriers Overcoming barriers
“I'd like to watch “After I've dropped “I have to cook and “I suppose | can cook
my favourite the kids to school”  clean the whole first and do half the
movie” house today” cleaning today and half

tomorrow. That gives
me time to watch my
movie”

Wrap up

“Finally, 1 thank you all for taking time out ofoyr busy lives to attend this
session today. By coming to these sessions, yoel &iready taken the step to do
something positive for yourself, SO YOU CAN DO KTarry on with the positive
changes in your life and if you are having anyficlidties, come and discuss these
with us. | wish you all a wonderful week ahead.”



Session 8: Assertiveness and confidence building
Objectives of session:

To discuss what it means to be confident and agsert

Discuss issues related to low self confidence aokl bf assertiveness

To teach ways of becoming assertive and confident

To encourage members to implement change in tlres butside of the group

Housekeeping Group agreements to be put on the board.

Check-in: The group therapist summarises the content bskssion and the progress
that members have been making. Group members aemn @-3 minutes each to
discuss the progress they have made since theopsegroup session.

“Hello everyone. It's nice to see you all agaitim interested in how you have all

been doing with your goals. If you encounterey difficulties, then please feel free
to come to either of us and discuss any problesashave had in the last week. Now
you may remember in one of our earlier sessionsalked about self-esteem, which
is your opinion about yourself. One of the tlisetd good self esteem is low self
confidence; however, low self esteem can alsoechws self confidence. Sometimes
as a result of having low self confidence, you fnegome less assertive and more
passive or aggressive. We will begin today’sieassith a definition confidence.”

Group exercise 1— Ask the group what their understanding of confidencd an
assertiveness and then give the following defingio

Confidenceis generally described as being certain, whenkmaw you are correct
about something, or the way you have decided teaioething is the best or most
effective way. Self confidencas having confidence in yourself.

Assertivenessis defined as standing up for yourself and expmgsgour thoughts,
feelings and beliefs in a direct, honest and apptg way without taking away
another person’s rights. Non-assertiveness iswallp others to take over your
rights.

Exercise 2— In a group discussion ask the women, “How does donfidence and
lack of assertiveness impact on your lives? Whatthe specific things that you
would like to change?
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When | am

”’ being

“...I express who | am. | tell you what | thinkowu | feel and what | believe. | do so
in a direct and honest way, which is also appsateril don’t think it is appropriate to
tell someone as soon as you meet them that yoootidike them but it may be
appropriate to tell a friend if they have said stimmg which has upset you. It is also
important to be aware that other people have sigh. | like to speak to people in
the same way that | would like to be treated arkep to?” When | am being
assertive | express myself in a way that is batke to myself and to others. | do not
like to be put down nor do | try to put anyoneeetfown. Assertion is a win-win
situation. | approach a person with respect aa#td responsibility for my words and
actions too.”

An example of being Assertiv

What does it mean to be Passive?

Being passive is the opposite of being assertivés when you stay quite when you
want to say something. Or when you want to doething, but feel you don’t have
the ability to do so. Why does this happen? Sofmes are naturally shy, not saying
something is a lot different to not saying someghecause you feel you can't.

Exercise 2 -n a group discussion ask, “Why do people actpassive manner?”

Some suggestions are

Lack of willpower: "I know | can't say anything toake a difference, so there's no
point in trying in the first place".

Lack of hope: “Saying something doesn't work. Iverehas done; it probably won't
work now either".

Lack of encouragement from other people to stickfaip yourself: "I can't say
anything by myself, and there's nobody there tgetpme”.

Negativity: "It won't end up well. By saying sometd, I'd rather not change anything
than risk an even worse result".

“Think about the way you tend to act when you'bmw to ask for something. If

there's something that stops you from asking kthimout the first negative thought
that comes to your mind. What kind of negativeidginds are these? Are these similar
thoughts to what we have discussed before?”

Exercise 3- In pairs, identify the negative thoughts thatmeointo your head, in
situations which require you to be assertive?
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An example is:

Situation Old Thought (Negative) New Thought (Posite)

You are being asked to “l can’t say no, everyone wil “I don’t think it's wise to
cook on Eid a number of think I'm incompetent” cook something which I'm
dishes that you are not very not very good at so | think |
good at making! should tell the truth and

suggest | will cook the dishes
that | am good at”

How do you feel? Feel anxious & embarrassed Feel in control, calm,
empowered

Challenging negative thoughts— If you think about the above example, you can see
that negative thought generated negative emotananxiety and embarrassment.
However, if this negative thought is challengeduycan come up with a more
positive thought which exert positive emotions. onf®@ of the possible ways
challenging negative thoughts are by asking ydiurse

* Why do you think or act in a particular way?

* On what belief is this based, how did you coméhai tlecision?

* And if your belief is based on the views or opirsasf others, what
sort of reasoning is behind their thinking?

* How realistic/true is this thought?

* What is the evidence which supports this thought?

* What is the evidence against this thought?

Some possible ways of developing assertiveness:

» Ask for help if you need to, don’'t feel embarrassat be confident!

* Be more positive about yourself and others andtdamays assume the other
person has negative intentions!

* Be expressive: practice Speaking up when you haveea or opinion

* Be consistent: practice standing up for your opisiand stick to them

* Be bold: don't be afraid to ask for what you want

* Be comfortable: practice saying no

* Learn to accept compliments

» Learn to accept constructive criticism
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Exercise 4: Group exercise — In pairs;

“This is just a little exercise, for those of yaho find it hard to say no, and end up
saying yes, even when you mean no. In a graigpde this following exercise;
“Imagine a scenario in the past where you havel Sges” but meantno”.

Explain to the group what the situation was, whatdutcome was and how you felt.
Ask the group to ask you the question that you khbave saidno” to. This needs

to be one sentence.

It shouldn't turn into a debate! We're not lookingthe person asking the question to
give a convincing argument of why they neeges".

As soon as they start to ask the question, inteang say clearly and loudly say
"NO!"

If there are several people in the group, get tteeform a line. Each person should
begin to ask you'Can you pick?" or"Mum, please can you help me do this so
on”. As soon as you have sdib" they must go to the back of the queue.

With each request youno" has to become more and more determined, bluninand
a confident manner. Whether you're working in pairas part of a group, the
questions should come thick and fast, in as manys\aa you can imagine.

This exercise can go on for at least'86’s". Once you've finished, jot down on a
piece of paper how you feel. Focus on the posfeedings you're experiencing. Keep
this piece of paper with you.

The next time you feel likeaying "yes" remember your feelings and how you felt
writing down those words. Feel freeday "no". Back it up with a short, reasonable
explanation if necessary, but if you mean "no" thegrnt be heard!

Wrap up and Review of Goals

Exercise 5 -Group members are given 2-3 minutes each to disgliasnew insights
they have developed from the group session and tivbg will be doing in next week
to progress towards their goals.

| would like you to re-evaluate your goals
Is there anything you feel differently about now?

Is there anything you think you can do now, whiadu ythought you could not do
before?

“Thank you for attending today’s session. | hgpe have found it useful. If there is
anything you would like to discuss with us, plefest free to do so. | look forward to
seeing you all next week”.
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Session 9: Breaking Social Isolation & Building Saal Networks
Objectives of session:

* Maintain a focus on discussing issues relateddio ¢ social support

» Talk about the benefits of social support

* Using social support as protective factor

* To encourage members to implement change in tlves butside of the group

» Housekeeping Group agreements to be put on the board.

» Check-in: The group therapist summarises the content bskssion and the progress
that members have been making. Group members aemn @-3 minutes each to
discuss the progress they have made since theopsegroup session.

“Hello everyone. It's nice to see you all agaitim interested in how you have all

been doing with your goals. | hope you're alllieg good. If not, please feel free to
come to either of us and discuss any problemshgee had in the last week. Today
we will be exploring different aspects relatedgteial support.”

» Exercise 1 -Generate a group discussion about social suppodt @sk;

What is Social support?

An example is:

“A network of family, friends, neighbours, and commity members that is available
in times of need to give psychological, physiaat financial help”.
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Why do we need Social support?

Some examples are:

Need help with managing day-to-day tasks — e.gctdd to take the baby
out, need someone to help mind the baby and yod toego to a doctor’s
appointment.

Valuable to emotional health — e.g. good to havaeesme to talk to when
you are feeling down

People can lift your mood when you are feeling down

Can make doing some activities more fun e.g. glong walk

May need help with English or other formal mattensl it may be useful
to take someone with you

What happens when we don’t have enough social suq?

Some examples are:

Feel lonely

Feel sad

Sometimes hard to manage all alone

Not being able to talk to people, you bottle things
Become anti social

You think too much

Become paranoid

Lose confidence

What kind of people should you turn to for sociakupport?

Some examples are

People you feel good about

People who are supportive

People who don’t expect reversal of favours
People who are not antisocial
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Avoid people who make you feel bad about yourself

“Some people you meet give off positive energyriakes you feel good, and others
give off negative energy which leaves you feajunte bad about yourself. Sometimes
you can have an intuition about people when y@i fheet them. If you pay attention
to those intuitive signals, you'll have a healthisocial circle. Here are some
guestions to ask yourself:

Do you feel relaxed when talking to this person?

Does this person truly understand, accept and stippo?

Do you feel you truly understand, accept and suppem?

Do you feel better or worse about yourself when'ngowith them?

Do you leave them feeling energized or mildly depesl?

Do you include them in your life for positive quads they have, or just to have
more people in your life?

You do not have to get on with everyone you nié#tere’s someone in your life who
makes you feel bad about yourself, who doesntestuay of your beliefs or values, or
someone you just don’t mix well with, it's perfgeicceptable to stay away from that
person, let that relationship fade away, or novalep in the first place. With time,
people can change and grow in different directiombat doesn’'t mean there’s
something ‘wrong’ with either of you. But if somedn your life is no longer good
for you, it's perfectly acceptable to let them You may keep them in your life out of
loyalty, that's OK, too. However, it would be b&cial to remember not to count on
them for support, if they’re not able to give @ you. Only you know if the
relationship is worth keeping or not. But it ispartant to have several people you
can count on for support in your life. “

Ways of developing new social networks & increasgsocial support

“When you are mostly at home, with young childrehook after, it is often difficult
to make time and meet people. It is especialigdraif all your friends and similar
aged women in the family also have young childrérhis limits the number of
activities you can do with or even a chance obadjold chit chat. It may be an idea
to make the most of your existing environment thedinteractions you have within
this environment. This allows you to meet newplee@nd form new social
networks.”
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> Exercise 2-Think of all the people you meet daily or even\a fanes a week

Some examples are:

Women you meet at your children’s schools
* Neighbours

* Women you meet in the children’s Mosques
» At the local grocery shops

* Friends of the family who come to visit you
* At weddings or other occasions

» Doctors surgery

* Local Parks

How can you become more socially active?

Exercise 3 -n a group, generate ideas of becoming more sgaalive or looking
building new support networks. Some examples are:

* Have a Party If you invite all of your current friends and encage each to bring a
friend, you'll have a pool of new people to medtisPyou may inspire your friends to
throw their own parties, where you’ll meet even ennew people.

» Smile! This one may sound simple, but if you give off‘approachable vibe’, you
may find that you're striking up conversations wisw people wherever you go. Not
all these conversations need to lead to a newdsieip, but some might, and just one
warm exchange with someone new can brighten upday(and theirs)!
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> Exercise 3—Building social networks plan

e.g.

| will leave the house 15 minutes early.
This will give me extra time to take the
first step to speak to that nice lady
who always smiles at me at my
children’s school.

When bumping into a familiar woman
at the supermarket, | will make an
effort to say something more than
hello.

| will inquire in my neighbourhood, if

some women want to go for a walk
during the day. This will give me a
chance to get to know them a little
better.

| will visit the local education centre
and enrol onto an ESOL/computing
course. | can meet similar women to
myself.

| can meet some lovely women in the
local women’s Positive Health
Programme.

“Thank you for attending today’s session and seeajl next week”.
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Session 10 and 11 — Chitty Chatty Session

Housekeeping Group agreements to be put on the board.

Check-in: The group therapist summarises the content o6kssion and the progress
that members have been making. Group members aem @-3 minutes each to
discuss the progress they have made since theopsegroup session.

“Hello and welcome to one of the last few sessuafrtbe Positive Health Programme.
We have covered some very heavy topics in ouiquegessions. Today’s session is
more light hearted than the previous sessionsart to have a chance for us all to
get to know each other a little better. Howeveyou feel you need to discuss some
of the previous topics in any more detail, | amppya to do this with you.
Alternatively, | am happy with you all getting know each other a little better and
talking amongst yourselves. Please feel fregofw@ach us for any help.”
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Session 12 — Award Ceremony and Party

Objectives:

To review progress

Plan for future contingencies
Have a party

To say goodbye

Check-in: “This is our final group today and no doubt we ate having some
feelings about that. Today is a chance to reviewr progress, remind yourself of the
ABC model we used in therapy, look at future diffties and to say goodbye. Let’s
start by finding out how have you been feelingha past week and how you have
been doing with your goals?”

Review of progress

An important aspect of the last group is helpingugrmembers to acknowledge their
own progress and what changes they have witnessedch other. What progress
have you made on your goals and what difficultiesydu anticipate in the future?
What progress have people noticed in each otherPhe therapist facilitates a
discussion encouraging members to acknowledge ggedowards goals and positive
feedback.

Set-backs, relapse, maintaining gains and planninigr contingencies

“Slips and setbacks are common in our mental healdgular maintenance is
important to ensure continuing good mental heditis important to spend some time
distinguishing a slip from a relapse. | wonder & wan go back to our old goals and
see how we managed to stick to our goals, whatidrarwe faced and the things that
made it easy for us to achieve our goals. Disthiese in the group.”

Wrap up: “Ball of wool”

“This ball of wool symbolises aspects of motherhdbis used to keep us warm, for comfort,
it is a symbol of creating and giving to othershdis much in common with motherhood. We
are going to use this ball of wall to take turngisg goodbye. The idea is that when you are
holding the ball of wool you talk about your feggmabout the group in general and your
feelings about the group ending. When you feel ybatare finished you need to toss the ball
to someone else, until a matrix forms and thepasson is finished. | would like to start and
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my colleague would like to say the final words. cHigator takes first turn expressing their
feelings about the group ending and encouragessotheexpress both +ve and —ve feelings.
“Do you have any last words to the group, how woud like to say goodbye to the group?”

Ceremony of Awards

Now let’s have a party!
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Appendices

Appendix 1 - Case studies of Living with Depressio

Shazia’s story

Ever woke up and wished you hadn't? Wished youdgost be swallowed up by the
bed and disappear? It doesn't matter how londagpthere... the sun continues to rise
and fall and the world outside continues on.

No one tells you it's going to be like this!

Andhairay din (Dark days) are the seconds that tto minutes, then hours... The
days when the darkness isn't going anywhere amldene@m I. The irrational thoughts
and fears all submerge in my very tired mind!

| stagger in a dopey daze to the toilet - onlyaose if | don't my bladder would
surely burst. Occasionally | see sunlight pealkimfyjom behind the venetians. | don’t
dare to step into another room and look outsidesae a person or cars go by, only to
find out that the world was continuing on withoog.

It is hard when | experience these dark days.nltdeant to talk to, or see anyone.
Exactly the opposite of what would be good for in@st hope that with the prayers
that | perform, and the right medication, | cam lgack on track - whenever that may
be. At the moment I'm just working on building tthesire to live!

Something strange happens to a person when deprdagkes control. People have
started to ask me, “Where’s the girl that usetatmh and joke, cook for the whole
family in less than an hour, have kids lookingtop?”

Strangely enough when | look in the mirror | skee body | used to live in, but now
it's slightly puffed with panda eyes and bad h#iris as if aliens have visited and
replaced me with a shadow of my former self.'$ ltard for my family and friends to
accept the changes in this once 'the life of tgyh 'out there', 'bubbly, happy girl,’
imagine how | feel.

I'll be lucky if I can fight my way out more thaam few times a week, add a little
make up and clothes, | actually am able to appsa 'sane’ or 'stable’ human being.

Occasionally | dress up to fool myself and thoseuad me. Upon careful
observation you may notice a little lipstick on fiage, but you'll know that | don’t
have a clue about the latest fashion! | may thivait | am out fooling everyone and on
the road to success, but the depression latchaashcan't yet escape.

| know baby steps are required when planning yescape from this hell. I'm

prepared for experiencing moments of frustratlbonly | can start to see some light.
| so badly want to run straight towards it andheve everything return to normal
ASAP! But someone up there is not so forgiving.
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People tell me “Simple things start the recovalycpss such as getting up at roughly
the same time each morning, exercising, even yoil can only manage a 15-30
minute walk per day. As the days pass, the tinleimarease and so your mood will
improve!”

As my mum tells me, “Monitor your thoughts Shazis, a necessary step for you to
escape this darkness you live in!” 1t is strangehink that | am my own worst
enemy. My Dr tells me, “a chemical imbalance, alldwing negative thoughts and
worries to build up, leads to feeling down”.

Nothing makes sense to me. | no longer have iy, kny husband has left me and in
all honesty, the society looks down at me. They me. The elders think I'm a
weakling!! My Mum tells me it’s the environmentuas raised in, that she was too
soft with me, If only she’s given me a real sldferal had Nimrah, my beautiful little
girl. I married out of my own choice. My husbands a lovely man. It was me and
my pessimism that lead to my divorce. For yeard gears he tried to make me
happy, but gave up in the end. Sometimes | tthikis all a punishment from God, |
used to neglect my family, my mum in particulaitea | got married. | was too
obsessed with my own life. My mum had a hip reptaent in those days, and |
never even went to see her. | guess what goesm@dracomes around. No | am all
alone, my mum pities me. She doesn’t say itan see it though. My sisters think
I'm a liability and my brother is just embarrasseidme. He tells me, “You're a
Pakistani girl, so behave like one, not a whitd! givhat is it like to behave like a
Pakistani girl? Is that what my problem is, arstuck between two cultures? Do
Pakistani girls in Pakistan not get depressed?

| cannot get out of this hell, and | hate myself this. | am fat and ugly; | have no
job and no future. That is my life and thereasascape. Why did | become like this?
| simply do not know. | lead a normal life, buitaf nowhere, things started building
up. | didn’'t do anything about it. And now lo@akere | am. It started with a few
negative thoughts, and has ended with only neigdtiv

Rehana's story

My name is Rehana. | have suffered from chroefréssion for more than a decade.
| feel sadness most of the time, irritability, gy, loss of confidence and motivation,
and a withdrawal from society. | spoke to my Douatbcoping with depression and
dealing with these symptoms in a rational way.cdese, | don’'t know why | am
depressed. Just all of a sudden | became vergrghgust lost interests in all things.

I'd always felt different when | was a child; | saery sensitive and introverted. |
also suffered from insomnia from a very early agghout realising it wasn’t normal
not to sleep. It's these kinds of things that emake think that my tendency for
depression is something that I've inherited, dral it isn’t my fault.
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| had my first depressive episode when | was My behaviour was erratic. | was
constantly upset, and | was preoccupied with theaigf suicide. | just wanted to end
it all. 1 didn’t want to leave the house, | wantedstay in my room alone all the time.
Looking back, | should have sought help then,llidn’t really understand what was
going on, and neither did my parents. This fipisede lasted for about 6 months.

Since then, | have experienced several severedgsof depression, some of which |
can relate to stressful periods in my life, arfieos that | cannot explain.

It's unpredictable, which | think helped me undansl that it isn’t my fault. It's taken
me a long time to be able to admit that to my3&fthat | am really trying to do now is
understand it as much as | can, and not let itrgebetter of me.

Taking that first step to go and try to explainny doctor how | was feeling was
really hard. | felt like it was the last optiorftléo me. I think in the back of my mind |
had put off going in case they couldn’t help m&] & was a waste of time.

| first spoke to a doctor about her depressionnwhavas 20, and was initially
prescribed antidepressants. It seemed like &/ rieigl decision to start taking them, it
was like | was finally admitting defeat. But | wesfinitely hitting rock bottom and
they couldn’t have made me any worse.

| found the daily medication initially helped memtession. The antidepressant first
started to work about a month or so after | begémg it, and | really felt that things
had changed for me. It was a new experience teewgkin the morning and look
forward to the day. I think I finally understoodhat it was like to be normal.

My initial diagnosis came as a relief after yeafsvondering what was wrong. It

scared me, but at least someone was acknowledgatd had a problem and that it
wasn’t in my head. The funny thing was, the doctever actually said the word
depression. The first time | saw that was on myioa records; it was a pretty scary
moment. After initially being prescribed medioat | stopped taking the medication
after about 6 months when my depressive symptomgarb to reappear. |

acknowledge now this was the wrong way to harttesttuation.

| didn't realise then that it was a matter of fimgl the right medication for you: |
thought that if they didn’t seem to be workingenhwhat was the point? | was going
to be depressed forever. This became one of theskoperiods of my life, as | tried to
convince myself | could cope without the medicatio There was a part of me that
still felt taking the medication made me a failure

It was another year before | spoke to a doctoutboy depression, and | was again
prescribed the same antidepressant. After abaubBths with no success, | was
prescribed sertraline. | had a bad reaction t® tiedication, but tried to persist with
it. | felt like 1 wasn’t in touch with reality amgore; | was feeling weak and confused
all the time.

| have persisted with the medication for aboutdhths. | wanted it to work so badly,
it was like this was my last chance. | am nowsprbed Cipramil, which | continue
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to take. I honestly don’t know if this is rightrfone, but | do definitely feel better.
Better in the sense that | don’t cry as muchedl fa little more relaxed and a little
numb.

I know too well how the stigma of mental illnesmaffect someone with a condition
such as depression. | have lost a few friendsdilecided to be more open about my
depression, but | needed to do it for my own gd&aine people don’'t want to try to
understand it, but there are a lot of people waeehexperienced the same thing and
never knew it was depression.

| think there is a perception that you're justylaand can’t be bothered trying to cope.
Some people just can't see that it's not yourtfaaven now, | dread my employers
ever finding out: | definitely think it would undaine me. | admit | had a lot of

preconceptions about mental illness before myraiag. Even in my worst times, it
had never really occurred to me that | was menttjleven after my diagnosis with

depression. I think | removed myself from that.

| find it difficult to talk to family members abouny problems, fearing that they will
see me as weak. But it's reached the point thaadve had to tell them or risk
alienating myself from the family for good; | ditireally have a choice in the end.

Even my family baulk at using the term ‘mentahdss’. They all refer to it as a
breakdown. | think they are afraid of me, but trfasily members and friends have
been quite positive about it, but really, it's maimething we talk about that much. |
think it's hard on everyone.

The idea of talking to someone about my depressidaunting. | have dismissed the
idea of counselling for many years. | don’t reafgel comfortable with telling
someone | don’'t even know about how | feet. | dédmow how to explain why | am
so sad, why | don’t want to get out of bed in therning, and why | seem to be
constantly crying. If I can’t understand it, h@&swvanyone else going to?

| have days when | don’t want to go on. | havelive with depression: it isn’t
something you deserve, and it isn’t something'stging to go away for me. All |
want is try to be happy within myself, and notgige up, for the sake of those who
love me!

Salma’s story

| got married to a wonderful man from Pakistan.vités good looking and had a great
future as an electrician. He used to let me dothamy that | wanted. | started

computer classes at college. He wanted to spéotdoatime with me and never once
complained that | did not drive, so he would dnog to college everyday, which was
25 miles each way to pick me up and bring me bawke. My husband had been
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married before for about a year to his cousinradBrd. He had been divorced about
the same amount of time. When | met him he wasarBI| agreed with him that he
had married too young. | know | was young wherot mgparried, but we all always
think our situation is different, don't we? Thigagt relationship continued for about a
year.

| wanted to study further because | was very ligight, but my mum and dad told me
that | had to get married. | wasn’t happy attfibait when | saw his picture, | said ok.
But I still wanted a little more freedom. He w@qste suffocating. He didn’t like me
to go out much or meet any friends. Even my oamify didn’t like visiting me
much. So | would always go there.

One day | told him | needed to go to my mum’s leoasd he said that he didn't want
me to. | explained to him | had made plans witle oh my sisters and needed to go.
He came up behind me, pulled my arm behind my backpped my hair around his
other hand, and slammed my face into the brick thalt covered the outside of the
house. As he whispered in my ear that | wasnigganywhere until he decided, he
was scrapping my face against the brick and Igadie back inside. This was more
than a shock to me! He had never shown any sigitbo$e to me in the year we had
been married.

At the age of 19 you have a tendency to believeesme when they cry and tell you
they are sorry for what they did and don't knowatvtame over them. That they are
under a lot of pressure and it will never happgaira This became a habit after this
incidence. | could no longer take it but | was szared. |ran away and secretly
stayed with my auntie’s family. Only my middle brer knew where | was. | didn'’t
have much support from anyone else. However, whess finally accepted that |
had left him for good, | came back to live with pgrents. He found out and showed
up with a gun and tried to make them let him talee Fortunately for me, my brother
did not scare so easily. He had been in the andywas not afraid of him. But a
week later he came into a park | was at, and @é@gge to his car, and took me to his
house, hit me over the head with a statue and tige drown me. Luckily, my
neighbours had heard me screaming and calleddiieep After that | moved in with
my middle brother's sister in law to make sureti@dn't find me.

That February | became sick with headaches sotladl would hit the floor in
agony. | was taken to several doctors. They samhs my nerves or that | was under
severe pressure. | had gone from 11 stones tdHass7 stones, (I'm 5'7"). One day
my sister-in-law came home and found me wet ake@dan the floor. She called my
Mum. Mum took me to her house. The next day wetweryet another doctor. He
told her to get me straight to the hospital. Hé saen a dark spot, | don’'t know what
they call it but it was behind my right eye. Lélsan 48 hours later | was having brain
surgery. They assumed it must be a tumour duletdong period of pain | had been
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in but when they operated they found | had a bldot The surgeon woke me up
while | was in intensive care and told me | needhank God because people just
don't go around with their brain bleeding for 6ntits and live to tell about it. He said
that God must have something special in mind fer hagreed at the time but now,
somehow, | question this.

Now let's move on, shall we. About 6 months aftsr surgery | got divorced from
my first husband. A year later | was married tp distant cousin from Pakistan. He
was 3 years younger than me, so you can imagsdisinay when he found out | was
pregnant. | was thrilled, but | was also a litthieler than him (and female). We had a
beautiful little girl'! We stayed married a totdl21/2 years, | just couldn’t get to love
him. 1 loved my little girl more than him. Whdrsaid | wanted another child, he
refused as he thought | was only with him to helwédren, which was true. It was a
very typical loveless marriage. So we decidedy¢d a divorce. The divorce was
more or less amicable, due to the fact | told him wanted was my little girl. He
could have the furniture, house, car, and anytlelsg. The judge also awarded me
£75.00 a week. We did fine until the girl he dised me for, which | found out about
later on, decided she needed to become involvediny decisions we made
concerning our little girl. You know the type, @ys stirring up trouble. Now my
husband wants full custody of my child. He thinkam not fit to look after my
daughter. Yes | know, | am depressed, but | d& after my little girl to the best of
my ability. | can’t seem to concentrate much lo@ good things in life, but who can
blame me?

My family doesn’t support me much, because theyewmt in favour of the divorce.
My second husband was my mum’s nephew. So mysaiamily does not mix with
my family anymore. | feel very guilty for all titeouble that | have caused and the
shame | have brought on the family.

| know | am depressed, but what can | do? | difinish my course at college, so
who would give me a job. Plus I'm too scareddavie my daughter at a créeche as my
ex husband might kidnap her. My physical headttaiwreck, aches and pains all
over. Don’t get out of the house much. Nowhergd. Plus people don’t want to
know you if you've had a divorce. And nobody hias time for you. As a result, |
am very overweight now, and don't like lookingnayself very much.

I went to see my GP, but he wasn’t very helpfble wants me to take the antidepressants.
But | can’t. | don’t want to. | would kill mysklbut it's forbidden and | don’t want to leave
my girl. | really want to live, but a good lifeRight now, I'm living in hell. | have a constant
black hole in my heart, it's just getting more andre deeper by the day.
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Khalida’s Story

| have dealt with depression and anxiety for yebmsas doing very well until the
pregnancy with my second child. Everything camekbfull force and then some.
Since Abid’s birth | have had severe fatigue, gaimy joints: hands, feet, elbows,
etc. | can hardly walk at times. | cannot liveelthe way | need to. My kids are not
neglected, but their life is not as full as it wbbe. | have been tested for Rheumatoid
Arthritis (which my mother has severely) and mantlger things. | am not pleased
with this diagnosis. | know that stress has a hafge in my physical well-being, but
my life is filled with the utmost of stress righbw.

Job losses, having to sell our house because mwtpay our mortgage, you name it,
my mother in laws health, my sister in laws la¢kmarriage proposals, you name it.
Of course, it could be worse. | am so tired ofiigt my family down by not being
able to participate in regular activities. | toytake on new endeavours, but often give
up. | do not want to be a failure. | want to bava and strong, but the fatigue, severe
headaches and physical pain wear me out.

In August of 2006 | tried to take my life and wasspitalised for several weeks. My
children, although small, were without their pripmaaretaker for weeks. | have little
will power and my energy comes and goes. | waagstated in bed last night that |
had to get out and do something. | know that eherg is going to come back to my
stress.

How do | move past it and enjoy my life? | prayGod to help learn this skill, to be
stronger. | have lost friendships due to my neggtand | guess you could say self-
pity. | have already lost one marriage. | mustdhoh to this one. My children are
amazing blessings from God and | do not want tesiteem up! Please help with any
advice you could give me!

Shahana’s Story

I've been in a relationship for 10 years with annhanow realise is abusive to me. He
was extremely jealous and | thought it was a $igih he loved me. But now | know
that was a warning sign of an abusive partneroflg hit me once when we first got
married, and he promised it would never happennagaur relationship was good
until 1 was pregnant. He became more violent abdsi&ve. He called me fat and
stupid, and said no one would want me becausel lgamed so much weight. After
many months of psychological and verbal abuseddsup to him. That was when he
hit me so hard that | had to go to the hospitdbrgjave him for that and for many
more times.

Initially, my family and friends were very suppwd, but now they do not want to
hear about it. It's difficult for them to still teme to stay with him, despite his
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behaviour. | blame myself and feel totally depeelsd feel sad and frustrated and
have spent many years feeling that no one wiklme, and | do not want to be alone.
He is nice sometimes and that is why | am stithviim.

As the years are passing, | do know that the inaglstare increasing, but | don't want
to admit it. | am now starting to wonder how thruge is affecting my kids. As the
violence gets worse, | realise something has emgé. I've admitted to friends and
family about what is happening and they have giventhe same advice, “Stick with
him for the sake of your children”.

I’'m scared of course, because | know that if tits land | left him he would come

after us and maybe try to take the kids awayeéddto keep my children with me but
| don't feel safe. Plus, where would | go and twiauld | do. | can’t support myself,

never mind my children. Sometimes | wonder iBhaun away to Pakistan with the
children but then reality kicks in and | realibattit could never happen.

| often think about how my life used to be. | wasch a happy person. A good
person, | prayed a lot, never did a bad thingrigoae. So why is this happening to
me? | feel so empty, like life has been drainetiad me. I'm very very tired now.
The same routine every day, the same fear ancésigpn that lives with me now. |
look in the mirror and | hate what | see. How tlidecome this way, so timid and
fearful? | hate everything in life, no colour k®its colour, and no food has its taste,
no season to look forward to... just more misenpning my way.

My husband blames me for the violence. He sdy&s always been a miserable woman. |
drove him to this, my negativity, lack of drive life, my personality. | think he has another

woman in life, we don’t even share the same b&dd knows when we did the last time. |

live to cook for him, look after his children, atidht is it. What can | do? Who can help me?
Is there an escape from this living hell?

Amna’s Story

Salaam. Since June 2007, after my aunt passed laveae felt really down, thinking
about life and how | wish | was not here. | kndwstis wrong and insha-Allah (With
the will of God) | hope Allah can forgive me fdritiking this, but it's the mind that
says all the negative things. | also feel | amad person, as sometimes if it is salat
(prayer) time and | am tired, | will say "I wilrgy tomorrow".

| was Masha-Allah a very healthy person, but sihwee 2007, | have been off work
more than a year because | feel tired, very weaki nauseated. | always think
negative about everything. When | am happy, mydmwill then be saying "Why are
you happy?" or when | make du'a (prayer) aftersaat, my mind says "You're still
ill, you will never get better, so there's no gamaking du'a to Allah to make you
better.” Why do | feel this. | want to be happgtiee, full of energy, and motivated. |
am so weak that | feel dizzy when | do wudu (abhjt and | pray sitting down
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because | feel dizzy and my vision goes blurgml so happy | am a Muslim. | want
to be a good Muslim insha-Allah and do my dutytlis earth which is to obey Allah.

| even have a friend who reverted to Islam andhted to teach her more about it. |
ust don't have the strength to help her. The reaam still going on is because | feel
that it is a big sin to commit suicide and to wddath upon yourself and | think of
Allah, that's what stops me. But | really need rybelp. | have had help from all
different doctors and specialists and they saisigllly my insides are fine...it's just
my mental thinking. | want something to pray, sokimal of du'a to pray? | want to
have good health insha-Allah, so that | can dahalthings | want to do...like pray
five times a day. If | don't have the health, hoam 1?

I cry myself to sleep thinking and praying thdtdpe | wake up well in the morning.

| have even had a couple of job offers come thnpbgt because of me feeling weak
(no energy), and dizzy and sick | cannot get uhéxmorning. | want full strength in

everything | do, and | want to say to all peopl there to thank Allah for giving you

health, because if you have none of that, you wWaave nothing...meaning you can't
pray, you can't work.

Can you please, please, please help. Give mefautay depression and a du'a that
will give me strength and will power and energgnfthing that will take negative

things out of my head. | get scared when peop$s pavay too. This really puts me
down.
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