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ABSTRACT 

BACKGROUND  

Women in Pakistan experience a high prevalence of depression; yet make negligible use 

of mental health services. Information about the barriers and facilitators to mental health 

services for women is scarce. The present study explored the barriers and facilitators in 

accessing mental health services and potential strategies to increase the access for women 

in Karachi. 

METHODS  

A qualitative study was conducted to identify the barriers and facilitators in accessing 

mental health services for women.  Women and key informants were also asked about 

their suggestions for reducing the barriers. Women from primary care were screened for 

depression and thirty in-depth interviews were conducted with those who were not 

accessing mental health services. Twenty-nine interviews were conducted with women 

accessing mental health services for depression at mental health clinics. Nineteen Key 

informant interviews were conducted with various stakeholders. Interviews were 

transcribed and coded for thematic analysis.  
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RESULTS 

Themes elicited were categorized into family and household, health services, and socio-

cultural levels. At family and household level, lack of awareness, normalization of 

depression, lack of empowerment, burden of looking after children and threats of divorce 

discouraged women from seeking professional care. Stigma, discouragement to seek 

mental health care and religious interpretations of depression were reported as broader 

socio-cultural issues, driving many to visit faith healers instead. Gaps in medical 

education, general practitioners‘ case overload, poor quality of health care, gender bias, 

poor resource allocation and dearth of referral systems were highlighted as barriers at 

health service level. 

For facilitators themes of awareness, concern for children, the severity of the 

symptoms, family support, receiving a referral, affordability and organizational support 

were identified as factors that enabled women to access services. Both women and key-

informants suggested that providing community-based interventions could be a viable 

option to increase the access. 

CONCLUSION 

Study findings suggest that raising awareness, providing mental health services in 

communities, and reforming medical education through the training of health workers can 

improve access to mental health services for women. An intervention is proposed to 

provide mental health services through community based lady health workers in Karachi. 

This may provide more accessible, and potentially cost effective, mental health services 

to better address the mental health needs of the population.   
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CHAPTER 1: INTRODUCTION AND BACKGROUND  

 

As the prevalence of non-communicable diseases (NCDs) increases globally, 

more attention needs to be paid to depression and the barriers to its treatment, especially 

in developing countries. The burden of disease is shifting from communicable diseases to 

non-communicable diseases (NCDs) which now contribute to approximately 60% of 

deaths around the world (1). In the past few years, it has become increasingly evident that 

non-communicable diseases, including mental illnesses, are placing a significant burden 

on health (2). Approximately 450 million people suffer from mental and behavioral 

disorders worldwide (3). Hence, it is necessary to identify mental illnesses and facilitate 

access to treatment. 

Depression is estimated to remain one of the leading causes of disability 

worldwide (3–5). The Global Burden of Disease study in 2010 ranked depression as the 

second leading cause of years lost to disability (YLDs) globally since 1990 (see Table 1) 

(6). Furthermore, depression is predicted to rank second after ischemic heart disease for 

disability adjusted life years (DALYS)
1
 worldwide in 2030, and is said to become the 

highest ranking cause of disabilities in developing countries (7). Unfortunately, not much 

work is being done to understand the reasons for the high rates of incidence and 

prevalence of depression.  Identifying depression in developing countries is the first step 

to provide accessible treatment. This study aims to identify those barriers that make it 

difficult for women with depression to access required mental health services and those 

                                                        
1
Disability Adjusted Life Years: this concept calculates the potential years of life lost due to 

premature death or equivalent years of life lost due to disability caused by the illness. 
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factors which can enable them to receive these services.  

Table 1:  Changes in rankings for leading causes of YLDs globally 

between 1990 & 2010 

 

1990 Mean rank (95% UI) 2010 Mean rank (95% UI) 

1- Low back pain 1- Low back pain 

2- Major depressive disorders 2- Major depressive disorders 

3- Iron deficiency / Anemia  3- Iron deficiency / Anemia 

4- Neck pain 4- Neck pain 

5- COPD 5- COPD 

6- Other Musculoskeletal 6- Other Musculoskeletal 

7- Anxiety disorders 7- Anxiety disorders 

8- Migraine 8- Migraine 

9- Falls 9- Diabetes 

10- Diabetes 10- Falls 

 

Source: Global Burden of Diseases, Injuries, and Risk Factors Study 2010 (GBD 2010), 

Institute of Health Metrics and Evaluations. Accessed from 

http://www.healthmetricsandevaluation.org/gbd/visualizations/gbd-arrow-diagram 

 

 
Depression: Symptoms and Prevalence 

According to the Diagnostic and Statistical Manual IV Text Revised (DSM IV TR):  

Depression is diagnosed when five (or more) of the symptoms (see Table 2) have 

been present during the same 2-week period and represent a change from previous 

functioning; at least one of the symptoms is either depressed mood or loss of 

http://www.healthmetricsandevaluation.org/gbd/visualizations/gbd-arrow-diagram
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interest or pleasure (8). 

Table 2: Symptoms of depression 

1. Depressed mood most of the day, nearly every day, as indicated by either 

subjective report (e.g. feels sad or empty) or observation made by others (e.g. 

appears tearful). (In children and adolescents, this may be characterized as an 

irritable mood.) 

 

2. Markedly diminished interest or pleasure in all, or almost all, activities most of 

the day, nearly every day 

 

3. Significant weight loss when not dieting or weight gain (e.g. a change of more 

than 5% of body weight in a month), or decrease or increase in appetite nearly 

every day 

 

4. Insomnia or hypersomnia nearly every day 

 

5. Psychomotor agitation or retardation nearly every day 

 

6. Fatigue or loss of energy nearly every day 

 

7. Feelings of worthlessness or excessive or inappropriate guilt nearly every day 

 

8. Diminished ability to think or concentrate, or indecisiveness, nearly every day 

 

9. Recurrent thoughts of death (not just fear of dying), recurrent suicidal ideation 

without a specific plan, or a suicide attempt or a specific plan for committing 

suicide.  

 

 

Source: Diagnostic and Statistical Manual IV Text revised (DSM IV TR) 

The Unique Case of Depression in Women 

The pervasive nature of depression in women is often downplayed which causes 

the risk factors of depression in women to be ignored, especially compared to men. 

Depression is the leading cause of disability among women (4,9). The Global Burden of 

Disease Study (2010) ranked depression as the second leading cause of disability in 
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women aged 15–49 years (see Table 3). Furthermore, researchers have consistently 

reported that women face twice the risk of common mental disorders (10–12), 

particularly depression, compared to men (9,13,14). Not only is depression more 

prevalent in women, it is also more persistent in women than in men (15). This points to 

the need for understanding the unique risk factors for depression in women. 

Table 3: Top ten global causes of DALYs for women aged 15–49 years 

1990 Mean rank (95% UI) 2010 Mean rank (95% UI) 

1- Maternal disorders 1- HIV/AIDS 

2- Major depressive disorders 2- Major depressive disorders 

3- Low back pain 3- Low back pain 

4- TB 4- Maternal disorders 

5- Iron deficiency / Anemia 5- Anxiety disorders 

6- Self Harm 6- Other Musculoskeletal 

7- Anxiety disorders 7- Neck Pain 

8- Other Musculoskeletal 8- Road Injury 

9- Neck Pain 9- Migraine 

10- Road Injury 10- Iron deficiency / Anemia 

11- Migraine 11- TB 

12- HIV/AIDS 12- Self Harm  

Source: Global Burden of Diseases, Injuries, and Risk Factors Study 2010 (GBD 2010), 

Institute of Health Metrics and Evaluations. Accessed from 

http://www.healthmetricsandevaluation.org/gbd/visualizations/gbd-arrow-diagram 

 

http://www.healthmetricsandevaluation.org/gbd/visualizations/gbd-arrow-diagram
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Several biological and social factors place women at greater risk of depression 

compared to men. Among the risk factors for depression in women, genetics, and 

stressful or dysfunctional family environments are well-recognized (16). Depression in 

women can occur at any age regardless of education, economic background, or social 

status. The risk of depression in women increases at various reproductive points 

throughout life. This is partially due to physical and hormonal changes, including the 

premenstrual period, prenatal period, postnatal period (postpartum), premenopausal, and 

post-menopausal years (13). Unfortunately, the relationship between women‘s 

reproductive and mental health is often ignored (17). Psychological distress related to 

reproductive issues (i.e. pre-marital or unwanted pregnancies, miscarriages, abortions, 

lack of control over contraceptive use, surgery, or removal of reproductive organs, 

sexually transmitted infections, fistula, and infertility) make women more vulnerable to 

mental illnesses, particularly depression (17). Additionally, social roles and stressors 

related to puberty, marriage, child birth, increasing responsibility, and gender roles can 

also increase risk for depression (18). Furthermore, women in all societies are at risk of 

child sexual abuse and rape. Rates of depression in women who have been sexual abused 

are much higher than non-victims (19). Women are put at a greater risk of depression as a 

result of these wide range of unique risk factors. 

Impact of Depression  

Depression has become an epidemic leading to loss of lives, functionality, and 

resources. The negative effects of depression on quality of life and functionality are 

similar to those experienced by heart disease patients. The effects are far worse than 
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those experienced by diabetes, arthritis, and peptic ulcer patients (20). Depression also 

leads to several co-morbidities and disabilities. It results in significant human and 

economic loss, in addition to putting an enormous burden on the health care system (21).  

Depression impacts quality of life as a risk factor for other somatic diseases, 

mental illnesses, and unhealthy behaviors. Depression has been identified as a risk factor 

for several communicable and non-communicable diseases, e.g. coronary heart disease 

(22,23), diabetes (24,25), and higher sero-prevalence of HIV (26). A systematic review of 

122 studies has also demonstrated a strong association between depression and chronic 

pelvic pain in women (27). Furthermore, mental illness affects cognitive abilities such as 

thinking and decision making, causing people to engage in more risk-taking activities 

such as smoking (28–30), multiple sex partners, refusing to use condoms, and drug abuse, 

which puts them at greater risk of HIV, hepatitis, cancer, and other illnesses (31). 

Depression also increases the risk of communicable diseases such as TB and malaria due 

to reduced immunity and poor adherence to treatment (32–34). Thus, treatment of 

depression can contribute significantly to improving the quality of life of patients. 

Depression has an economic impact as well. If left untreated, mental illness leads 

to disability, which increases health care costs andeventually drives people into poverty 

(see Figure 1) (35). Furthermore, research shows that poor people are at a higher risk of 

mental illnesses (36). The interaction between untreated mental illness and poverty traps 

people in a vicious cycle of poverty (36,37). In fact, untreated depression increases the 

cost of non-psychiatric health care through an increase in somatic problems and 
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emergency visits (38). Therefore, providing access to affordable mental health care is an 

important pillar in the treatment of depression. 

 

Depression in women has a far greater negative impact on a community than has 

ever been realized. Early diagnosis and treatment of mental illness and depression in 

women is crucial, not only for the health and wellbeing of women, but for the entire 

family and community, children in particularIt not only leads to behavioral problems in 

children but also affects the child‘s physical health and growth. Studies have consistently 

demonstrated that depressed mothers are less likely to receive antenatal care and are more 

likely to partake in risky behaviors, including smoking and improper diet. These actions 

are injurious to the unborn child, and lead to premature births and low birth weight (39–

41). Studies also suggest that depressed mothers provide less stimulation to their children 

Economic Impact 
Reduced productivity 

Disability 
Increased health costs 

 

Economic Deprivation: 
Malnutrition, Low Education, 

Domestic Violence, 
Indebtedness, etc. 

 

Ill-Health 
e.g. Depression  & 

Anxiety, 
Alcohol Abuse 

 

Figure 1: A vicious cycle of poverty and mental illness 

Source: Patel V.  Is Depression a Disease of Poverty? Regional Health Forum 2001; 5:14–21 
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and expose them to greater family discord compared to non-depressed mothers. Exposure 

to such adverse events leads to stunting in many children (42–45).  

Neglect of depression in women at the global level exacerbates the negative 

impact of depression. Mental health for women was not mentioned clearly in the 

Millennium Development Goals (MDGs), although MDGs 3, 4 and 5 promote gender 

equality and women empowerment, child mortality reduction, and maternal health 

improvement. This is unfortunate because maternal mental health are closely linked to 

these goals and can provide insight into   a mother‘s degree of empowerment in 

society,recognition of her contribution to society, and her independence to make 

decisions for herself and her children (39,40,46). 

Identifying and treating depression brings a number of benefits to the individual 

and the community. The benefits of treated depression include increased productivity, 

reduced absenteeism, reduced disability, and reduced burden of care on the family and 

government. These benefits suggest the need for developing cost-effective treatment 

options through increased investment in the treatment of mental illness. 

Depression in Developing Countries 

Developing countries are experiencing a shift in the burden of disease from 

communicable to non-communicable diseases. However, unlike developed countries, the 

presence of specific institutional and cultural factors can create complications for 

depressed pateints. Approximately 80% of deaths from non-communicable diseases are 

reported from low and middle-income countries, such as Pakistan (1). According to one 

estimate, 10–44% of people suffer from depression and anxiety disorders in developing 
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countries (13). These estimates reveal that depression alone creates an enormous burden 

on the developing world. Of the approximately one million suicides committed every 

year, 86% occur in low-income and middle-income countries. More than half the suicide 

victims are between the ages of 15 and 44 years (47,48). However, these figures may be 

underestimated due to underdeveloped reporting systems in developing countries. In 

addition, several cultural factors, including shame and guilt suffered by family members, 

also play a pivotal role in underreporting of suicide (3). Furthermore, death by suicide is 

reported separately as self-inflicted injury, which prevents the actual impact of depression 

and mental illness on mortality to be measured (2). 

The Challenge for Women  

The situation for women in developing countries becomes more precarious. A 

complex web of sociocultural factors such as domestic violence, lack of decision making 

power, limited access to education, lack of respect in family and society, humiliation, 

preference of sons, and heavy workload increase the risk of depression, while 

simultaneously preventing recourse to professional help (49,50) (see Figure 2). Evidence 

suggests that gender discrimination and stressful life events increase the incidence of 

depression and suicide attempts among women (18,51,52). 
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Figure 2: A conceptual framework for the social risk factors for common mental 

disorders in women 

 

Source: Patel, V. et al. (2006) Gender Disadvantage and Reproductive Health Risk 

Factors for Common Mental Disorders in Women: A Community Survey in India, Arch 

Gen Psychiatry, 63(4): 404–413. doi: 10.1001/archpsyc.63.4.404 

 

Delayed Access to Mental Health Services for Depression 

Although a wide gap exists between the prevalence of mental disorders and their 

treatment throughout the world (53), people in developing countries take longer to seek 

mental health services after a mental health problem has been identified. In fact, Lancet‘s 

series on mental health reports that whereas approximately two-thirds of people with mental 

illness in the developed world do not receive treatment (54,55), the percentage of such 

people in the developing world is 90% (56–60). Similar results were reported by Wang et 

al. in a study conducted in seven countries where it was found that the proportion of 

people using mental health services in resource-poor settings was very low (55). More 

recently, a WHO study investigating the age of onset for various mental illnesses and 

time to initial access to mental health services in 15 countries, shows that the onset of 



 

 

11 

depression varies greatly from country to country (unlike other illnesses) showing a wide 

median age (25–45 years) and an even wider interquartile range (17–65 years) (61). 

Countries are also found to differ in their first contact with mental health treatment (p 

<0.0001) (62). Another WHO study reports a gap of 1 to 14 years from the onset of 

symptoms to accessing mental health services, with a larger gap in developing countries. 

As a developing country with poor overall health indicators, Pakistan‘s delay in access to 

mental health services is similar to other developing countries (62). Hence, identifying 

and eliminating barriers to affordable mental health care is essential to reduce this gap. 

Barriers to Accessing Mental Health Services in Developing Countries   

Effective evidence-based treatments for depression are available, yet almost 90% 

of patients in the developing world do not receive treatment (56–60). Studies examining 

barriers to accessing mental health services in developing countries are scarce. Moreover, 

while most studies report delay in seeking mental health services, very few identify and 

discuss the barriers to accessing mental health services. 

In a study to investigate the length of delay from onset to treatment of mental 

illness, and pathways to care at a hospital and five clinics in Ghana, Appiahpoku et al. 

(2004) reported that those who visited traditional faith healers or pastors approached 

mental health clinics sooner. However, the study does not identify the determinants of 

delay. A multi-country study by Gater et al. (1991) explores delay in accessing mental 

health treatment in Pakistan. However, the study only analyzes the length of delay and 

pathways to care without studying its causes (63). Naqvi and Khan (2006), in a single site 

study in Karachi, reported 3.8 years of delay on average in approaching a mental health 
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care provider for depression and anxiety treatment (64). Like previous studies, the study 

also stops short of identifying the causes of delay or barriers.  

On the other hand, a study by Nasir et al. (2005) identifies lack of awareness 

about depression, dearth of appropriate services, rejection of depression diagnosis by 

patients, excessive workload on healthcare providers, and other social issues as major 

barriers to depression diagnosis and treatment in Jordan (65). This is one of the very few 

studies to identify specific barriers to delay. 

While this body of literature reflects an increasing effort to identify the length of 

delay and barriers to treatment in developing countries, studies that offer rich qualitative 

information about these barriers from the perspective of both patients and providers of 

varied background have been scarce. In the absence of studies that identify barriers and 

facilitators to mental health care access in developing countries, appropriate programs 

and policies to address the need for depression treatment cannot be formulated.  
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CHAPTER 2: SIGNIFICANCE OF DEPRESSION IN PAKISTAN  

 

Pakistan is the sixth most populous country in the world with an annual growth 

rate of 3 percent and an estimated current population of over 180 million people. It is a 

lower, middle-income country with reported per capita GDP at $2900 in 2012 (74, 76). 

Overall health statistics in Pakistan are among the worst in the developing world (78, 80). 

Pakistan has not yet overcome the challenges of communicable diseases and the 

country‘s health programs are still focused on managing those diseases. In fact, the 

burden of disease, as measured by disability adjusted life years, shows that the percentage 

of DALYs lost due to communicable and non-communicable diseases in Pakistan are 

almost equal at 38.4% and 37.7% respectively (66). The burden of non-communicable 

diseases would be much greater if the burden of injuries was also included in non-

communicable diseases (see Table 4). Pakistan is losing productivity of its working 

population due to the emerging challenges of non–communicable diseases .  

Table 4: Burden of diseases in Pakistan 

 

 

 

 

 
 

Burden of disease Percentage 

Communicable disease 38.4 (%) 

Non-communicable disease 37.7 (%) 

Maternal and prenatal conditions 12.5 (%) 

Injuries 11.4 (%) 
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Prevalence of Depression 

Non-communicable diseases (NCDs) are gaining increased importance, and 

depression is one of the most important NCDs. The Global Burden of Disease Study 

(2010) shows that disability due to depression has climbed up from the third rank to the 

second for Pakistani people within the productive age range of 15–49 years (see Table 5). 

Table 5: Top ten causes of DALYs for Pakistani people aged 15–49 

1990 Mean rank (95% UI) 2010 Mean rank (95% UI) 

1- Tuberculosis 1- Tuberculosis 

2- Maternal disorders 2- Major depressive disorders 

3- Major depressive disorders  3- Road Injury  

4- Low back pain 4- Low back pain  

5- Road Injury 5- Ischemic heart disease 

6- Mechanical forces 6- COPD 

7- Diarrheal diseases 7- Maternal disorders  

8- COPD 8- Self Harm 

9- Iron deficiency / Anemia  9- Migraine 

10- Ischemic heart disease 10- Interpersonal violence 

11- Migraine 12- Iron deficiency / Anemia 

12- Self Harm  14- Diarrheal disease 

15- Interpersonal violence 15 Mechanical forces 

Source: Global Burden of Diseases, Injuries, and Risk Factors Study 2010 (2010) 

Institute of Health Metrics and Evaluations. Accessed from 

http://www.healthmetricsandevaluation.org/gbd/visualizations/gbd-arrow-diagram 

http://www.healthmetricsandevaluation.org/gbd/visualizations/gbd-arrow-diagram
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Depression is more prevalent among Pakistani people than is usually assumed. In 

fact, according to the WHO country profile, 10–16% of people in Pakistan suffer from 

mild to moderate psychiatric illnesses whereas 1% suffer from serious psychiatric 

problems (67). Although national level or epidemiological data on depression in Pakistan 

is unavailable, a systematic review of 20 studies by Ilyas Mirza and Rachel Jenkins to 

examine risk factors, prevalence, and treatment of anxiety and depressive disorders in 

Pakistan reports a prevalence rate of 34% (29–66% for women and 10–33% for men), 

much higher than the 11% life-time depression rate in low/middle-income countries 

(68,69). Another study conducted by Gadit in three major cities of Pakistan finds a 46% 

overall prevalence rate of depression and a 35.7% prevalence rate in Karachi—the largest 

city of Pakistan with an estimated population of 20 million—which is consistent with 

other studies conducted in Pakistan (70).  

Prevalence in Women  

Depression in Pakistani women demands immediate attention due to its steep rise 

in recent years. According to a study, depression is the leading cause of disease burden 

for Pakistani women aged 15–49 years, and has risen from the third to the first ranking 

between 1990 and 2010 (see Table 6). Studies conducted in different provinces and 

regions of Pakistan consistently reported a high level of common mental disorders in 

women. This is perhaps the biggest loss of DALYs for any NCD in women younger than 

65 years. Furthermore, in a study conducted in the Punjab province, Atif Rahman et al. 

report that 25% of women develop depression during the prenatal period and 28% during 

the postnatal period (45).  
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Regional Prevalence  

Approximately half the women visiting health centers in the Northern Areas were 

found to be suffering from depression or anxiety disorders (71). A study conducted in a 

mountainous village of the Hindu Kush range also reported 46% of women suffering 

from depression and anxiety disorders (72). The situation is equally discouraging in 

urban parts of the country. A study conducted in the lower-middle class, semi-urban areas 

of Karachi found 30% of women reporting symptoms of depression and anxiety (73). 

Furthermore, 11% of studied pregnant women registered at a prenatal clinic at an urban 

tertiary care hospital in Karachi had considered suicide whereas 45% of those had 

attempted it (74). A recent study conducted with Pakistani women in Pakistan suggests 

that depression during pregnancy is associated with low birth weight in newborns, which 

in turn leads to behavioural problems (41). The impact of these trends is illustrated in 

Figure 3 below, which shows that Pakistan has the highest rate of years lost to disability 

due to depression in women of reproductive age (15–49 years) when compared with 

neighboring countries, developing countries, and the world overall. 
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Table 6: Top ten causes of DALYs for Pakistan women aged 15–49 

1990 Mean rank (95% UI) 2010 Mean rank (95% UI) 

1- Maternal disorders 1- Major depressive disorders 

2- Tuberculosis 2- Maternal disorders 

3- Major depressive disorders 3- Tuberculosis 

4- Iron deficiency / Anemia 4- Low back pain 

5- Diarrheal diseases 5- Migraine 

6- Low back pain 6- Iron deficiency / Anemia 

7- Ischemic heart disease 7- Ischemic heart disease 

8- Migraine 8- Anxiety disorders 

9- COPD 9- Self harm 

10- Anxiety disorders 10- COPD 

11- Self harm 11- Diarrheal diseases 

 

Source: Global Burden of Diseases, Injuries, and Risk Factors Study 2010 (2010), 

Institute of Health Metrics and Evaluations. Accessed from 

http://www.healthmetricsandevaluation.org/gbd/visualizations/gbd-arrow-diagram 

 

http://www.healthmetricsandevaluation.org/gbd/visualizations/gbd-arrow-diagram
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Figure 3: Rate of YLDs in females due to mental and behavioral disorders

 

Source: Global Burden of Diseases, Injuries, and Risk Factors Study 2010 (2010), 

Institute of Health Metrics and Evaluations. Accessed from  

http://www.healthmetricsandevaluation.org/gbd/visualizations/gbd-cause-patterns 

 

Prevalence compared to men 

In addition to rising rates of depression among women across the country, there is 

a higher prevalence of depression among women compared to men.  In the Health 

Indicators of Pakistan, Gateway Paper II, Ilyas Mirza reports that females suffer  form 

anxiety and depressive disorders more than males (approximately 29–66%). A study 

conducted in a rural village of the Punjab province reports 25.5% prevalence of 

depressive disorders in males but a staggering 57.5% in females (75). Similar disparity is 

evident in the tribal areas where depressive symptoms were reported in 45% of males and 

http://www.healthmetricsandevaluation.org/gbd/visualizations/gbd-cause-patterns
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60% of females (76). Similar results were found in  a study conducted in a rural village in 

the Sindh province. The study found 54.2% of women suffer from depression and anxiety 

compared to 28.7% of men (77). The same pattern occurs in cities as well. A study 

conducted at a hospital in Karachi investigated para-suicide
2
 patients over a period of 3.5 

years, out of whom married women made up the single largest group (78). Analysis of all 

non-fatal suicidal cases over a 6.5-year period at the psychiatric department of a Karachi 

hospital reported a 4:1 ratio of women over men (79). As these studies suggest, it is 

crucial to make mental health care accessible to women as they constitute the most 

vulnerable and deprived group of depressed patients in Pakistan. 

Impact on Children‘s health and wellbeing 

As in other developing countries, research conducted with Pakistani women 

reveals damaging impacts of depression on women‘s personality, health, wellbeing, and 

the wellbeing of their family and children. Adversities experienced in the early years as a 

result of depressed mothers can have a deep impact on the wellbeing of children. This 

was evidenced in a rural community study in Rawalpindi, Pakistan, where it was reported 

that over 25% of women suffer from depression in the antenatal period and 28% in the 

postnatal period (39). Whilst postnatal depression affects approximately 10–15% of all 

mothers in Western societies (19), rates as high as 25% have been reported in Pakistan 

(41). It follows that women who are prenatally depressed give birth to babies with lower 

birth weight than normal mothers. At the same time, a prospective cohort study 

conducted in Rawalpindi suggests poor growth of children in antenatally or postnatally 

                                                        
2
Para suicide: An attempt at suicide, commonly called a suicidal gesture, in which the aim is not 

death. 

http://www.medterms.com/script/main/art.asp?articlekey=24418
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depressed mothers (42). Almost half the children under five years of age suffer from 

malnutrition in Pakistan, despite food sufficiency (80,81). Infants of depressed mothers 

have been reported to have high rates of diarrhea and low rates of immunization. 

Potential benefits of treatment 

Timely treatment of depression in mothers brings huge dividends for child health. 

It has been suggested that if maternal depression is eliminated from the population, 30% 

of infant stunting can be reduced in less than one year (42). According to a study 

conducted in Pakistan, treating maternal depression can help reduce malnutrition and 

stunting in children in Asia (42,82). This can be achieved if adequate public and private 

mental health care services are provided. 

Mental Health Budget of Pakistan 

Despite the urgent need to provide mental health care to people in Pakistan, 

women in particular, the measures taken at present are insufficient and inefficient. 

Pakistan‘s health budget is less than 1% of GDP, and the mental health budget is only 

0.4% of the total health budget (83) (see Figure 4). This is nearly the lowest percentage in 

the world for health expenditure as a percentage of GDP – much lower than Iran, India, 

and other neighboring countries. Although the government sector provides free 

consultation, patients need to buy medication. In addition, health insurance is not 

provided to government employees and only a few large international organizations 

reimburse limited medical costs to their employees. Consequently, people have to pay for 

all or most mental health treatments out of their own pockets (86, 87).  
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As a result of the inadequacy of public health care, nearly 70% of health care is 

provided by the private sector. The private sector offers services for a fee and is very 

costly. A study conducted by Gadit, on the out-of-pocket expenditure for depression 

among patients attending private community psychiatric clinics in Karachi, reports that 

often the cost of treatment for individual patients exceeds the financial resources 

available for the average Karachi resident (84). The study further reports that 65% of the 

people in the sample were earning only $86 per month whereas the cost of depression 

treatment was $51.40 per month in 2004 (84). This situation reflects the inefficiency and 

weakness of public health ministries in Pakistan. 

Figure 4: Portion of mental health budget within the overall health budget 

 

Source: WHO (2009) WHO-AIMS report on mental health systems in Pakistan.  

Federal Mental Health Authority 

The Federal Mental Health Authority (FMHA) was the supreme public body for 

mental health care in Pakistan until 2010. Formed in 2001, it was assigned the 

responsibility to advise governments on mental health prevention and promotion, setting 

up mental health services, and prescribing a code of practice for mental health service 
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providers. It was also responsible for drafting rules and regulations to help governments 

enforce mental health laws. Sadly, the 2005 term of the FMHA ended without any 

significant accomplishments (86). Frustrated by the ineffectiveness of the body, the 

Pakistan Association of Mental Health (PAMH) filed a case in the Sindh High Court in 

2007 for reconstitution of the FMHA, which was ordered in 2008. The FMHA was 

reconstituted in December 2009 and met in December 2010 after the PAMH initiated a 

signature drive asking FMHA and the Supreme Court to implement a Mental Health 

Ordinance (MHO) (86). However, in April 2010 the National Assembly passed the 18
th 

Amendment to give autonomy to the provinces and hence the FMHA and MHO were 

dissolved. Recently the government has established the Ministry of National Health 

Services, Regulation and Coordination Division, to consolidate all health departments in 

the country. This new ministry has been unable to determine its priorities as it is still in a 

nascent phase and is reviving from the post-devolution fragmentation (89, 90). At 

present, it cannot be predicted with any certainty whether the new ministry will perform 

any better than its predecessors. There is a remaining need to remove barriers to 

affordable and high quality mental health care for women in Pakistan. 

State of Mental Health Systems and Services in Pakistan 

The resources available for mental health care in Pakistan are appalling, and there 

is desperate need of expansion and improvement. Pakistan has four public mental 

hospitals, one of which is in Karachi. The three public teaching and three private teaching 

hospitals have psychiatric units. A few small private hospitals also operate in Karachi. At 

present, about 184 psychiatric beds are available in Karachi (85). Karachi has only 44 
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registered psychiatrists for a population of 21 million (85). The ―brain drain‖ has been 

instrumental in diminishing the existing services as many psychiatrists have emigrated 

overseas (89).  

An estimated 125 psychiatric nurses, 480 clinical psychologists, and 600 mental 

health care social workers support the feeble mental health care infrastructure across 

Pakistan (85). These mental health care providers are concentrated in the major cities. 

Although Karachi, being the largest city of Pakistan, enjoys the availability of mental 

health services in government, private, and charitable sectors, access to mental health 

services for women appears to be a challenge.  

Use and Abuse of Psychiatric Medications 

The situation for women with depression in Pakistan is made bleaker by the 

absence of policies and regulations to promote responsible use of psychiatric medication. 

As a result, many psychiatric medications can be bought over the counter. One study 

conducted in an out-patient clinic in Karachi reported that 40% of the sample was using 

psychoactive drugs without any doctor‘s advice (90). Another study conducted in urban 

and peri-urban settlements of Karachi reported that the use of benzodiazepines is on the 

rise, with 14% of the sample (significantly more women) reporting benzodiazepine use 

(91). Out of the sample, only 3% had seen a psychiatrist and 40% were using it on the 

prescription of local practitioners. Only 22% of the sample was using it on genuine 

complaints (depressive disorder). More surprisingly, studies show that general 

practitioners prescribe these medications without educating the patients about the 

duration of use and side effects from long-term use (92). Thus, many patients take these 
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medications for much longer than needed and end up suffering from addiction or 

substance abuse disorder (92). This risk of abuse highlights the urgency of facilitating 

access to qualified and responsible mental health care professionals in Pakistan. 

Summary 

Studies reveal a higher prevalence of mental disorders in Pakistan, especially in 

Karachi where a study reported depression rates as high as 35.7% (70). Furthermore, 

depression is reported to be twice as common in women compared to men. Studies have 

also reported that untreated mental disorders are likely to worsen with associated co-

morbid disorders, greater disabilities, and occupational difficulties (93,94). Due to 

insufficient public mental health care in Pakistan, the population depends almost entirely 

on out-of-pocket expenses (86, 87) for mental health treatment. The high cost of 

treatment, poverty, economic dependence, and mobility dependence of women, along 

with stigma, keeps the utilization of available mental health services low for women and 

further adds to loss of productivity and misery for them, their families, and society in 

general (84). Thus, early diagnosis and treatment of mental illness and depression in 

women is crucial, not only for the health and wellbeing of women, but also for the entire 

family and community, children in particular.  
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CHAPTER 3: METHODS  

 

 

Introduction 

This chapter elaborates on the dissertation aims and the methods used for the 

dissertation. This chapter describes the process used in the in-depth interviews and key 

informant meetings, and site selections. Subsections include the selection criteria, 

methodology, and analysis. 

Research Goal  

The purpose of this study was to explore the barriers and facilitators in access to 

mental health services for women with depression in Karachi, Pakistan; and thoughts of 

women and key informants regarding possible strategies to increase the access; and to 

inform the development of relevant interventions and policies.  

 Specific Aim(s) 

To date, there has been no research to understand why existing services are not 

used by women with depression in Karachi. In order to achieve the goal of this project 

the three main specific aims were: 

(1) To understand the barriers and facilitators from a patient‘s perspective 

(2) To understand the barriers and facilitators from provider and key informant‘s 

perspective 

(3) To synthesize information gleaned from this research to inform intervention 

and policy development in Pakistan. 
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Knowing and understanding both barriers and facilitators would help in 

developing future interventions to improve access to mental health services for women. 

The long-term objective of this study is to provide evidence and input for intervention 

and policy development to improve access to depression treatment for women in Karachi, 

and to contribute towards improving women and child health achieving MDG 4 and 5. It 

is hoped that this study would make a significant contribution to our understanding of 

existing barriers and facilitators by gathering the thoughts of women and key informants 

on improving access to services, and through the collection of rich data using qualitative 

methods through quantitative scales. . 

Study Design 

A cross sectional qualitative study was conducted using in-depth interviews and 

key informant interviews in Karachi,Pakistan from August to November 2012.  

Sampling Strategy  

 Selection of Sites within Karachi  

The study was conducted at three different primary health care sites of Karachi 

for women not accessing mental health services, and at three different mental health 

services sites for women accessing treatment services for depression. Three different sites 

for both primary health care and mental health care were selected to include the 

experiences of women accessing services from different public, private, and charitable 

health facilities from different parts of Karachi. Populations accessing services from 

different sites are from different socioeconomic backgrounds and potentially have 

different experiences. 
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Selection of the samples  

Qualitative interviews were conducted with three groups of participants to ensure 

the inclusion of diverse perspectives on the issue: women seeking primary care, women 

seeking mental health care, and providers. As typical in qualitative studies, the sample 

size was driven by saturation, which is the point at which the same stories, themes, 

issues, and topics emerge. This is when a sufficient sample size has been reached (95,96).   

 Patient Selection 

Adult women within the reproductive age range of 18 to 44 years, who could 

communicate in Urdu or English, were chosen as participants for the study.  Participants 

younger than 18 years were not included, as they would cater to the factors relevant to 

children or adolescents. Similarly, women over the age of forty four have a different 

status and role in Pakistani society than women of reproductive age and could have a 

different set of barriers and facilitators . 

 Women seeking primary care 

A total of thirty women were interviewed from primary care clinics (refer to the 

table 7). To recruit thirty women who met the depression criteria, one hundred and five 

women were screened with the help of the Patient Health Questionnaire (PHQ-9)(97–99). 

Other studies in Karachi and elsewhere have reported that around 35–40% of patients in 

primary care clinics have common mental disorders (100–103). A translated version of 

(PHQ-9) is available in Urdu. PHQ -9 has been reported to give valid and reliable results 

in screening depression in primary care settings (75,104,105). The score of 15 or higher 

on PHQ -9 indicates moderately severe depression, and recommends the need for 
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psychotherapy or medication. This was used as a cutoff point to be eligible to participate 

in the study. Moderately severe depression means that the patient‘s functionality and 

quality of life (i.e. change in appetite, trouble concentrating, or feeling bad or hopeless 

most of the time) is being affected by the symptoms of depression for at least the last two 

weeks.  

Out of 105 women who were screened, 58 did not meet the criteria, and 17 

women who met the depression criteria refused to participate in the study. Ten of the 

women refused to be interviewed because they were accompanied by someone and did 

not want to keep them waiting.  One young woman was unable to complete the interview 

because she  was accompanied by her father who had to return to work. Seven refused 

because they were not comfortable with their interview being recorded. The women who 

refused or could not complete the interview might have different experiences of barriers 

and facilitators.  

Women with depression, who were screened for depression from primary care 

clinics, were included in the study to investigate what currently impedes their access to 

services. These women could also add to the knowledge of how they look at their 

symptoms and problems. However, it was difficult to recruit women from the 

community, who are depressed, but not accessing mental health services. This is why 

primary care health centers were selected to recruit women with depression who were not 

yet accessing mental health services.  

 

 



 

 

29 

Women seeking mental health services  

Twenty nine in-depth interviews of women accessing mental health services were 

conducted (refer to the table 7). Other similar studies have also reached theoretical 

saturation with this sample size (95,96,106). Women who were currently accessing 

mental health services were included in the study in order to understand, not only the 

challenges that they faced before reaching the services, but also the factors that facilitated 

them to access mental health services. Including both the women who were accessing 

mental health services and women who were not accessing mental health services can 

help understand barriers and facilitators from different perspectives.  

Provider Selection 

Key informants were selected by the investigator who is a clinician in Karachi. 

She contacted the key informants from leading academic, governmental, and non-

governmental organizations based on her knowledge of the stakeholders in mental health 

and general health. The informants consisted of mental health care providers, general 

health care providers, government health officials, and people working for health access 

and health promotion to include the perspective of providers at different levels, program 

developers, policy makers, and field workers.  Key informants were included in the study 

because their work withdepressed women directly, or through program and policy 

development and implementation, gives them insight into the issue of accessibility of 

mental health service for women in Karachi. Key informants included in the study were 

male and female health care providers at different levels, program and policy developers, 

and other experts working on women‘s health issues.  



 

 

30 

In terms of the key informant interviews, saturation and a variety of perspectives 

were reached within nineteen key informant interviews (refer to the table 7). Seven key 

informant interviews were conducted at the beginning of the study, and then in-depth 

interviews were conducted with the women participants. In the end, the second round of 

remaining key-informant interviews were conducted with remaining key-informant 

interviews as a feedback loop. The recommendations in the study were derived from the 

responses of the participating women and providers when asked to suggest 

improvements. 

Table 7: Number of Participants in each study group 

 

Group 1 Women with depression, receiving mental 

health services 

29 

Group 2 Women screened for depression from primary 

care clinics 

30 

Group 3 Key informants 19 

Total  78 

  

Study Tools  

Development and use of a questionnaire to collect data on the issue could limit 

participant responses and the study could lose vital information pertinent to the culture 

and experiences of women in Karachi.  Therefore, it was decided data would be collected  

through qualitative methods of in-depth interviews and key informant interviews to gain 

Verstehen; which is attempting to understand people‘s perspective in a specific time and 

context in their own words to provide rich information on the relevant issue (107).  
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Interview guides: 

Interview guides with open-ended questions were developed with the help of 

researchers at Boston University for each group (refer to Appendices). In-depth 

interviews were designed for participants to tell their stories of how they went through 

the process of identifying their symptoms and accessing services. And for those who 

were not accessing mental health services, open-ended questions were developed to 

explore what they thought of their symptoms and what kind of treatments, if any, they 

were receiving. Further open-ended questions were included to explore barriers, enablers, 

situations, circumstances,people that facilitated the process or posed any challenges in 

obtaining services, and to explore participant perspective on how to design culturally and 

gender appropriate services. Key informant interviews were designed to explore the 

observation of the stakeholders about barriers and facilitators that women face (refer to 

Appendix -1).  

An interview is a qualitative interactive tool which can allow us to collect data as 

participants share their experiences in their social world and express the meaning that 

they attach to their experiences of depression and access to services in their own words 

(108). An in-depth interview is a conversational tool that provides the means to re-

construct the meaning of participant life experiences through research questions (109) 

and is helpful in capturing individual participant voices. This is particularly helpful when 

the conversation is about a sensitive issue, like depression in women, and when 

confidentiality is important due to the stigma attached to it (107).  
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Key informant interviews were used to collect data of observations from key 

informants at broader cultural, community, and health services level. Key-informants  

included those who have studied these issues within communities and can provide 

valuable information and data from participants with different backgrounds, observations, 

and expertise (110). The qualitative methods of in-depth interviews and key-informant 

interviews were used for this study to provide deeper insight and to advance knowledge 

about factors that facilitate or impede women‘s access to depression treatment at various 

levels.  

Compensation: 

Patient participants were paid a small stipend in the amount of 500 Pak rupee 

(US$5.8) and key informants were paid 1000 Pak rupee (US$11.6) for participating in an 

in-depth interview to cover the costs of travel and/or lost work time. Monetary 

reimbursement for the interview helps compensate participants for their time and effort. 

The amount was  paid in one lump sum at the conclusion of each interview. 

Ethical approval: 

IRB approval was obtained from Boston University Medical Center. From 

Pakistan, letters from local consultants were obtained from professionals in Pakistan to 

endorse the ethical standards of the study, since there is no central place to obtain IRB 

approval and recruitment sites were not affiliated with IRB institutes. 

Consent Procedure: 

Prior to conducting the interview, study participants were given an explanation of 

the project and verbal informed consent was obtained from study participants for 
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participation and adio recording of the interview.  The investigator emphasized that the 

study is voluntary and confidential and they may decline to participate without penalty 

for any reason. Participants were given the opportunity to ask any questions prior to 

initiating the interview.  

Data Collection 

The study data was collected from August 2012 to November 2012. The Principal 

Investigator (PI) was in Karachi for five months to collect the data. The PI contacted the 

health care providers and administrators of the health centers to gain access to health 

centers. Initial meetings were arranged with health care providers to explain the study 

andsupport needed from health centers and health care providers, and to arrange the 

logistical details (i.e. arranging a private place to conduct the interviews with participants 

etc.). The PI is from the same city and is familiar with professionals and stakeholders in 

the city. She recruited key informants by phone, email, and personal meetings. 

Women seen in primary care setting: 

 Women were recruited from three different primary health care sites of Karachi, 

Pakistan. The government, charitable, and private clinics were selected to include the 

perspective and experiences of women obtaining health services from different type of 

health centers. Women visiting government, charitable, and private clinics also belonged 

to different parts of Karachi and different socioeconomic groups.  

Primary Care Site 1: Site 1 was an Out Patient Department (OPD)  for women in a 

provincially funded government hospital situated outside of Karachi. The hospital had 

separate OPDs for males and females. The OPD was conducted every day from 9 a.m. to 
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1 p.m. The consultation charges were Rs. 5 (5 cents). Medication was provided at 

subsidized rates at the hospital pharmacy. Some prescribed medication needed to be 

bought from an outside pharmacy. Three to four female doctors provided consultations to 

patients. Patients were called one-by-one on a first-come, first serve basis for 

consultation.  There were long lines and doctors could give less than five minutes per 

patient.  

Primary Care Site 2: Site 2 was OPD at a charitable consultation clinic situated in 

the center of the city.  There was one female for general OPD along with other specialists 

(i.e. Gynecologist, dentist, physiotherapist etc.). A female doctor conducted OPD from 10 

a.m. to 12:30 p.m. daily for women only. Consultation charges were 35 cents; patients 

who could not afford this fee were given further concession as well. Patients were 

required to buy medication from a pharmacy. The doctor stored the sample medicine 

provided to her for free by pharmaceutical representatives and provided it to poor 

patients.  

Primary Care Site 3: Site 3 was situated in an upper middle class educated area of 

Karachi. A female consultant conducted OPD for females. Consultation charges were Rs. 

250 to Rs. 400 (2.5$ to 4$). Prescription for medication was given to patients to purchase 

it from any pharmacy. OPD was conducted daily from 10:00 a.m. to 1:30 p.m. She gave 

time to patients, examined them in detail, and offered explanations. 
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Table 8: Characteristics of Primary care sites 

 

 Site 1 Site 2 Site 3 

Consulting 

charges 
5 cents 

35 cents, further 

concession was offered 

to non affording 

patients 

 2.5$ to 4$  

Timings 
9:00 a.m. to 12:00 

p.m. 

10:00 a.m. to 12:30 

p.m. 

Daily 10:00 a.m. to 

1:30 p.m. 

Health care 

providers 
2–3 1 1 

Medicine 

provided at subsidized 

rates at the hospital 

pharmacy 

To be purchased at 

pharmacy outside. Free 

medication provided to 

some non-affording 

patients 

To be purchased at 

pharmacy outside 

Privacy 
No privacy, multiple 

patients in room 

Next patients standing 

at the door 

Separate consulting 

room with privacy 

Time given 

to each 

patient 

3–5 minutes 5 to 10 minutes 10 to 15 minutes 

 

The PI approached women in the primary care clinic‘s waiting areas, introduced 

herself and provided brief information about the study and gave them the ―Information 

Sheet for Patients in PHC‖ sheets (Appendix 3). The women who orally consented to 

participate were taken to a private area for screening. Informed consent was requested 

from the women who met the criteria. Interviews were conducted for approximately 90 

minutes each. 

The women who did not meet the criteria were thanked for their time and support 

provided to the study through screening. The women who met the eligibility criteria but 

refused to participate in the study were also thanked for participating in the screening 

process. All of the women who were screened were offered a list of resources, which 

included a list of mental health care providers in the study and some online references for 
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information. Women were interviewed using their own description of their symptoms 

(i.e. sleep problems, tension, fatigue, feeling sad etc.) rather than using the word 

depression.   

Women seeking mental health services: 

 The study was conducted at three mental health services sites for women 

accessing treatment services for depression.  

 Mental Health Site 1: Site 1 was a mental health consultation clinic in a 

provincially funded government hospital situated outside of Karachi. The Medical 

Superintendent of the hospital was a psychiatrist. He was the only mental health care 

provider in the hospital. The patients were seen in OPD every Friday from 9 a.m. to 1 

p.m. The consultation charges were Rs. 5 (5 cents). Medication was provided at 

subsidized rates at the hospital pharmacy. Often medication was not available there - 

owever, the psychiatrist used to store the medication received from pharmaceutical 

companies as samples and provided it to the poor patients. Patients were usually seen 

privately - however, other staff members at the hospital frequently visited the psychiatrist 

for administration purposes and sat there during the consultation. 

Mental Health Site 2: Site 2 was a mental health department in a federally funded 

government teaching hospital situated in the middle of the city.  The department had 

many psychiatric residents besides staff psychiatrists. Patients were seen in OPD twice a 

week from 9 a.m. to 2 p.m. Five psychiatrists with their residents provided consultation to 

approximately 400 patients per day. This included both new patients and patients visiting 

for follow-up. There was no privacy for patients. While one patient was seen, other 
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patients and their family members used to group around the doctor‘s table. Due to high 

volume, patients were only seen for few minutes. The consultation charges were Rs. 5 (5 

cents). Medication was provided at highly subsidized rates at the hospital. 

Mental Health Site 3: Site 3 was situated in an upper-middle class educated area 

of Karachi. The psychiatric consultation clinic was within a general consultation clinic of 

a private hospital.  There was one psychiatrist who provided services seven days a week 

from 9 a.m. to 3 p.m. to approximately 15 patients per day. Consultation charges were 

Rs. 400 (4$) and patients needed to purchase medications from any pharmacy at full 

price. The psychiatrist at this site used to give time to patients, listen to them, and would 

provide explanations in a private consulting room.  

Table 9: Characteristics of Mental health care sites 

 

 Site 1 Site 2 Site 3 

 

Mental health 

consultation clinic in a 

hospital managed by 

provincial government 

Mental health 

department in a 

federally funded 

government 

teaching hospital 

Psychiatric 

consultation clinic 

was within a 

general consultation 

clinic of a private 

hospital 

Consulting charges 5 cents 5 cents 4$ 

Timings 

Once a week from 

9:00 a.m. to 12:00 

p.m. 

2 days a week from 

9:00 a.m. to 1:00 

p.m. 

7 days a week, 9:00 

a.m. to 3:00 p.m. 

Mental health care 

providers 
1 5–6 1 

Patients seen per 

day (approx.) 
30–35 350–400 15 

Medicine 
Provided at hospital at 

highly subsidized rates 

Provided at hospital 

at highly subsidized 

rates 

Needed to purchase 

from any pharmacy 

at full rates 

Privacy 

Separate consulting 

room but people 

walked in and sat there 

during consultation 

No privacy 

Separate consulting 

room, complete 

privacy provided 



 

 

38 

A total of twenty nine women with depression who were receiving mental health 

services were interviewed. Mental health care providers at above mentioned three sites 

were approached to recruit women who had been diagnosed with depression by health 

care providers and were receiving mental health services. Mental health care providers 

provided brief information about the study and the ―Information Sheet form for Women 

with Depression‖ to the depressed women patients under their treatment who met 

inclusion criteria. If they were willing to participate,  they were sent to the Principal 

Investigator (PI) for the interview. The PI explained the study in further detail and took 

patients‘ verbal consent before initiating the interview. Interviews were conducted for 

approximately ninety minutes each. 

Key Informants  

In total, nineteen key informant interviews were conducted with nine males and 

ten females. Key informant interviews were conducted with five psychiatrists, three 

psychologists, five general practitioners, two pharmaceutical representatives, one 

government health department official, and three NGO professionals working on health 

and women‘s issues in Karachi. Some participants were in multiple roles. One GP was 

also a professor at a government institution, training future GPs, and working in an 

administrative role as a medical director at a hospital. One GP was involved in the 

development of an upcoming continuing medical education program for a teaching 

hospital. The PI conducted approximately 90-minute interviews at a time agreed upon by 

both the participant and PI. Interviews were conducted in a separate, private area to 

ensure participant comfort, privacy, and confidentiality. 
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Table 10:  Key informants  

 

 Male Female Total 

Psychiatrist 3 2 5 

Psychologist - 3 3 

General Practitioners 2 3 5 

Government health official 1 - 1 

Pharmaceutical representative 2 - 2 

NGO professionals 1 2 3 

Total 9 10 19 

 

 

At the end of the in-depth and key informant interviews, two group meetings were 

organized to share the preliminary analysis of the interviews with stakeholders. The first 

meeting was arranged at the mental health department of the federally funded hospital. 

The participants included the mental health care providers and trainees of the department.  

Only one of the participants had participated in the study as a key informant. 

The second group meeting was held in the waiting area of a primary hospital. The 

participants of the meeting consisted of psychiatrists, psychologists, primary care 

providers, health administrators, and patients. Three of the group members were the key 

informants who also participated in the study. The remaining participants were other 

health care providers who had not participated in the study. 
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Data Analysis  

Digital recordings of all the in-depth interviews were transcribed verbatim and 

prepared for analysis. The transcriptions were then coded for key themes and further 

analysis.  

Coding: 

The PI read and re-read the transcripts and marked the various topics in the 

narrative. This resulted in the development of an initial list of codes directly from the 

interview and memo information. Codes are reoccurring subject areas in which the study 

participants elaborate. The first drafts of the codebook were developed after five 

interviews were completed.  

Software Nvivo 10 developed by QSR international was used for data 

management (111). This program allowed for line marking, searching, indexing, 

collapsing and dividing codes and branches of codes, and other relevant organizational 

techniques. The investigator conducted the initial labeling and categorizing of the data. 

The coding was iterative in nature and evolved as new themes emerged and codes were 

modified, collapsed, or dropped. If new codes emerged, these were incorporated in the 

code list and also became part of the interview guide. As part of axial coding, the 

investigator compared predicted patterns with empirically based patterns and engaged in 

explanation building. 
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Memoing: 

Methodological and theoretical notes were written throughout the process of 

analytical coding. All sets of notes were included in the textual data sets as memos and 

were used to begin to seek connections between the various codes. Memos were written 

for each interview, which in turn provided suggestions for additional data collection. This 

process continued until the point of saturation was reached. 

Thematic Analysis: 

Data analysis used the thematic analysis approach. Preliminary searches of codes, 

salient terms, and emergent themes from the interviews informed probes for the 

remaining interviews. The thematic analysis involved searching across a data set to find 

repeated patterns of meaning (themes) (111).   

The following chapter reports on the results of the qualitative analysis of all the 

three groups.  
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CHAPTER 4: RESULTS 

 

This chapter provides detailed results of the study conducted using the qualitative 

interviews with three groups of participants that included: (i) women screened positive 

for depression at primary care clinics; (ii) women accessing mental health services for 

depression; and (iii) key informants. The following section includes demographics of the 

three groups followed by reported barriers. The facilitators in accessing mental health 

services are reported by women accessing mental health services and the key informants. 

Women and key informants were also asked about their suggestions or recommendation 

for reducing the barriers in accessing services, which are mentioned in the section of 

participant recommendation. Results are discussed below in detail as reported by the 

three groups of participants.   

Demographics 

The Principal Investigator (PI) screened one hundred and five women from 

primary care clinics. The Patient Health Questionnaire (PHQ-9) was used to screen 

women who visited primary care clinics. Of the one hundred and five women screened, 

58 did not meet the criteria. Of the forty-seven women who met the criteria, seventeen 

women refused to participate in the study due to time limitation. The PI conducted thirty 

in-depth interviews with women who screened positive for depression in primary care 

clinics and agreed to participate in the study.   
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Figure 5: Recruitment of women from primary care clinics 

 

The women were screened in the clinic waiting rooms. As soon as they were able 

to see the doctor, some felt compelled to leave their visit because of concerns regarding 

their husband or family members waiting to transport them, their children waiting for 

them at home, and/or meal preparations for their families. Women who were screened but 

unable to participate might have different barriers.  

Table 11 below summarizes the demographic details of the participants‘ age, 

marital status and education. Of the women who screened positive for depression, 

twenty-one (70%) were married; three (10%) were single; three (10%) were engaged; one 

(3.33%) was a widow; and two (6.67%) were divorced. Twenty participants (66.67%) 

were housewives; eight (26.67%) were working; and two (6.67%) were students. One 

participant did not have any education; and the remaining women had an education level 

ranging from grade one to grade fourteen.  

The PI also conducted twenty-nine in-depth interviews with women accessing 

treatment for depression from mental health care clinics, until the point of saturation. 

Table I below presents the demographic details of these women. The majority of 

No. of women screened from primary care clinics 

105 

No. of women who met the eligibility criteria 

47 

No. of women Interviewed 

30 
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depressed women interviewed from mental health clinics were married and housewives 

(72.41%). Six women (20.69%) were single; one (3.45%) was engaged; and one (3.45%) 

was divorced. Six women (20%) were working and two (6%) were students. Interviewees 

had an education level ranging from grade one to grade fourteen, except one who did not 

have any education.  

Ten women from this group refused to participate in the interview mainly due to 

time limitations (someone from their family would be waiting for their visit to end and/or 

their children would be waiting at home).  Among these women, one was unable to 

complete the interview because her father asked her to leave in order to return to work. 

Two young women could not participate as their accompanying parent refused to allow 

their participation taking issue with the audio recording of interviews. Their parents 

feared that the audio recording might be played on radio or television and could cause 

problems for them due to the stigma related to mental health. Seven women refused 

themselves because they were not comfortable with their interview being recorded. These 

women might have different barriers and/or facilitators as most of them were either 

young women accompanied by their parents or guardians, or young mothers worried 

about the lack of confidentiality and stigma. Other women were also concerned about 

audio recording and needed reassurance multiple times that their recordings will not be 

aired on radio or television. Their concerns are reasonable given that there are many 

television programs in Pakistan that air interviews of people without consent or without 

informing interviewees that they are being recorded. This media activity has many people 
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concerned, especially women, because majority of men have negative attitudes towards 

women on television or radio due to cultural and religious reasons.  

Table 11: Demographics of women screened positive for depression at the primary 

care health centers and women with depression, receiving mental health Services: 

 

Age 

Women screened 

positive for depression 

at the primary health 

centers 

Women with 

depression, 

receiving mental 

health services 

18–20 2 (6.6%) 3 (10%) 

21–30 15 (50%) 15 (50%) 

31–40 8 (26.6%) 5 (16.6%) 

41–44 5 (16.6%) 6 (20%) 

Marital Status  

Married 21 (70%) 21 (70%) 

Single 3 (10%) 6 (20%) 

Engaged 3 (10%) 1 (3.33%) 

Widow 1 (3.33%) 1 (3.33%) 

Divorce 2 (6.6%)  

Education  

Nil 1 (3.33%) 1 (3.33%) 

Can read Quran 0 (0.0%) 1 (3.33%) 

1–5
th

 5 (16.6%) 4 (13.3%) 

6
th

–10
th

 9 (30%) 14 (13.3%) 

11–14 15 (50%) 9 (30%) 

 

A total of twenty-five key-informants were approached for the interviews out of 

which six refused. Two psychologists were very busy; one was on leave; and one did not 

respond. One primary health care provider was hesitant and one was too busy. A total of 
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nineteen key-informant interviews (presented in table 12 below) were conducted with 

psychiatrists, psychologists, general health practitioners, pharmaceutical representatives, 

a government health department official, and NGO workers working on women‘s health 

issues. There were nine male and ten female key-informants who shared their perspective 

and experiences regarding barriers and facilitators to accessing mental health treatment 

for women in Karachi. 

Table 12: Key informants interviewed for the study 

 

Key informants N (%) 

Psychiatrist 5 (26.3%) 

Psychologist 3 (15.7%) 

General Practitioners 5 (26.3%) 

Government health official 1 (5.2 6%) 

Pharmaceutical representative 2 (10.5%) 

NGO professionals 3 (15.7%) 

Total 19 

 

Qualitative interview findings provided an in-depth understanding of the factors 

that facilitate and impede women‘s access to depression treatment in Karachi. Each 

participant had a unique set of factors impacting their access to care. Not every factor 

became a facilitator or barrier for each woman, but the combination of factors either 

deterred or helped their access to depression treatment. At the end of the interview, 

women from primary care clinics were provided with a list of resources, which included a 
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list of local mental health care providers for consultation and some online references for 

information.  

Reported Barriers 

Barriers elicited from interviews were categorized into levels of family, 

household, health services, and socio-cultural. Themes under these categories are 

presented in the table 13 below. These barriers are further elaborated with participant 

quotes from interviews. 

Table 13: Barriers elicited from in-depth interviews of women and key-

informant interviews 

 

A- Family and household issues 

1- Lack of awareness and understanding about depression 

2- Normalization of depression 

3- Burden of looking after children, households, in-laws 

4- Autonomy and agency - ability to make own decisions 

5- Threats of divorce and separation 

B-Barriers related to health services  

6- Doctors don‘t ask - No one ever asked about it! 

7- Gaps in medical education 

8- Perceived lack of concern and attention from health care providers 

9- Quality of care and reception  

10- Self-medication  

11- Financial barriers 

12- Lack of referral by health care providers 

13- Poor resource allocation and management 

14- Discouragement to seek mental health care 

15- Gender bias  

C – Socio-cultural issues 

16-Stigma 

17-Misconceptions and discouragement to seek mental health care 

18-Religious interpretations of depression 
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A- Family and household issues: 

 
1- Lack of awareness and understanding about depression: 

Interviewees repeatedly mentioned the theme of lack of awareness and 

understanding about depression leading to myths and misconceptions, or normalization of 

symptoms; hence the delay in accessing mental health treatment. A housewife shared her 

inability to recognize depression as a reason for not seeking psychiatric treatment earlier:  

“I never thought that it was depression, neither did my mother-in-law. So I 

thought that it was normal. I am visiting here for the first time.”  (26-year-

old woman with 12 years of education, in mental health treatment) 

 

In some cases, education did not affect the understanding of depression and 

family members also often ignored the symptoms. A single school teacher shared, 

“A headache remained for five years and I thought that pain was a usual 

matter. All my family members are educated, but no one could understand 

why I cried, why I was tense, why I remained quiet. It was as if there was 

no problem. I would recover by myself, or I would pretend to.” (21 year 

old female with 10 years of education, in mental health treatment). 

 

 In many cases, patients normalized their illness. A married woman who did 

stitching work from home, and is now receiving psychiatric treatment, shared that she 

thought her symptoms were normal since her pregnancy: 

“I didn‟t know the reason behind this. … I did not know that this is an 

illness. I used to get angry. Everyone at home used to say that she does all 

this because she doesn‟t want to work.”  (28 year old woman with 12 

years of education, in mental health treatment). 

 

This lack of understanding regarding mental health and depression leads people to 

think that they should only seek mental health treatment if they are totally dysfunctional, 

or when someone loses contact with reality. A woman from a middle-class educated 
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family shared that when she told her family that she wanted to see a psychiatrist; they 

responded saying, 

“Why are you going to a psychiatrist? You are so good at calculations”. 

(44 year old women with low education, in mental health treatment). 

 

The tendency to seek mental health services only when the condition gets visibly 

bad was also reflected in the statement of a housewife: 

“Even right now when I was sitting outside here [in the waiting area], 

some people said, and what problem do you have? You look fine. Thank 

God I am fine, but if I have a mental health problem then it should be 

considered like we would for cold and flu.” (27 year old graduate woman, 

in mental health treatment). 

 

Some women reported that they felt they had some mental health related problem 

and asked their family to take them to see a mental health care provider. However, their 

family members did not help them receive treatment earlier since they did not understand 

their illness. Instead, the family members tried to normalize or explain the symptoms 

from their own perspective. A housewife shared how her family responded:  

―They said, „Do not think a lot. You think a lot of past things. Don‟t think 

this and don‟t think that; whatever happened has happened.‟ They ask us 

to relax; they don‟t ask us to get treatment. No one asks to get us 

treatment.” (27 year old woman with 14 years of education, in mental 

health treatment). 

 

A housewife was visiting the psychiatric department for the first time. She was 

visiting a mental health care provider without informing her husband and family 

members. She explained that they could not understand and did not believe her:  

“He [her husband] has an idea [of her illness], but he does not believe it. 

I told him two to three times that I am feeling like this and I should consult 

a psychiatrist. He said that, „this is nonsense, you are just thinking like 

that. If you are feeling angry, bear it. If you feel like crying, try to relax. 
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You are just making an excuse.‟” (27 year old woman with 14 years of 

education, in mental health treatment). 

 

 Another housewife reported a reason for delayed treatment: 

 

“My condition started getting worse, but no one took me to the doctor. It 

was as if it‟s not a problem if I am not well and my brain was disturbed.” 

(26 year old woman with 12 years of education, in mental health 

treatment). 

 

This lack of awareness, both in women and in their family members, made it 

difficult for women to access mental health treatment in the early stages of their illness. 

Treatment was only sought out when the illness could no longer be ignored, when it 

interfered with responsibilities (doing house chores, taking care of the kids etc.), or once 

they received information or a referral from a source (as mentioned in the next section of 

facilitators). 

 Key-informants frequently mentioned the lack of mental health literacy and 

awareness about depression in communities, particularly in women, as one of the key 

barriers. One of the psychiatrists shared his observation:  

―Awareness is a major problem, someone has to tell the person that they 

are depressed, and they need to go see a psychologist or a psychiatrist…. 

Common things like lack of awareness are extremely important, then not 

knowing where to go.” (Psychiatrist, Head of the department at a large 

private tertiary care hospital)  

 

 Key informants shared that, due to lack of awareness, depressive symptoms in 

women are often viewed as an ―attitude problem‖, ―avoiding house chores‖, or ―being 

emotional‖ by her family members, and even health care providers. When depression is 

dismissed, the woman‘s problems are further aggravated and she is less likely to seek the 

required treatment. A psychiatrist said,  
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―They [family members] will say her willpower is weak, someone has cast 

an evil spell, or she is just making it up. Her family members will believe 

that if she is a woman and finds it difficult to wake up in the morning and 

make breakfast, and is unable to do the work, she is just showing attitude.‖ 

(Psychiatrist at a private consulting clinic) 

 

 Key informants also shared that people in general, and women in particular, don‘t 

know about mental health care providers. A psychiatrist said,  

―Awareness is not there. People don‟t know where to go, whom to contact. 

They don't know where they [mental health practitioners] are [located] 

and what they treat.‖ (Psychiatrist practicing at a small private hospital) 

 

 A primary care provider also theorized that the limited source of information 

contributed to the lack of awareness:  

―We, doctors and family physicians, guide them to our best. I do not think 

we have any source other than this. There is no source. The TV and media 

hardly talk about it, our literature and print media talk … rarely about it” 

(Primary care provider, practicing in a personal private clinic in a middle 

class urban community) 

 

 The common perception about psychiatric treatment is that the psychiatric 

medicines cause lifelong addiction, or that the medications are merely sedatives. 

Additionally, many patients fear that they will be given Electro Convulsive Therapy 

(ECT) and their functionality will be worsened. A psychiatrist mentioned the fear of 

receiving ECT:  

―[The] impression is that a psychiatrist will give [ECT], so they don‟t 

want to go to a psychiatrist.‖ (Psychiatrist practicing at a small private 

hospital) 

 

 Due to these myths and misconceptions, people around depressed women actively 

discourage her from accessing treatment or encourage her to stop the treatment. Another 

psychiatrist talked about these social pressures on women:  
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―In-laws, husbands, sometimes friends also play a very important role, 

especially with women.  They are very negative about psychiatry. [The] 

general comment is that if [a woman] goes [for treatment], they will give 

her sleeping pills, she will sleep all the time, then she will develop 

tremors, and then she will become a drug addict. And once you go [for 

treatment], you will always go. You will get ECT.‖ (Psychiatrist practicing 

in a personal private clinic) 

 

 

 Due to myths and misconceptions, there are also doubts about the efficacy of the 

treatment options. One NGO manager stated, ―They are not very sure that [depression] 

can be treated.” Usually, people connect their depression with their life problems and 

expect to recover from depression once their problems are solved. Regarding causes of 

these misconceptions, a psychiatrist accused the media of fueling misconceptions about 

depression and mental health: 

―[The media] highlights the social factors; poverty, unemployment, 

failures in school exams and so on. They don‟t see that the majority of 

suicides are related to mental health problems. They may have the trigger 

of a life event, but it brings out the mental health problem of which 

depression is the most common. They don‟t highlight that. Media has a 

very important role to play; [electronic media] more so in Pakistan 

because we have less than 50% literacy. So what they project, and how 

they project it, is very important.‖ (Psychiatrist, Head of the department at 

a large private tertiary care hospital) 

 

Lack of awareness about depression, and misconceptions about its available 

treatments, result in fear and hesitation in accessing mental health treatment. This 

highlights the need to raise awareness and reduce misunderstanding in order to increase 

access to treatment.  

2- Normalization of depression: 

The normalization of depression by women and their family members was a re-emerging 

theme. Women reported that they themselves, and their family members, were unable to 
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recognize depression. Hence, their family members tried to normalize it by giving general 

advice to help them cope or ignore it. A divorced housewife reported her mother‘s 

response to her depressive symptoms:  

“My mother asks me to keep my mind free from everything”. (24 year old 

woman with 8 years of education, not in mental health treatment) 

 

 Another housewife with one child shared her husband‘s response:  

”He [her husband] just says don‟t get disturbed, take God‟s name, 

and try to sleep. God will do well.” (28 year old woman with 10 

years of education, not in mental health treatment) 

 

 A woman, who belonged to upper-middle-class family, was interviewed from a 

primary care clinic. She complained about experiencing significantly reduced appetite for 

the past two years. She was losing weight, spending most of her time in bed, not 

participating in any house chores, and was unable to go anywhere. She said,  

”I don‟t have any illness, its just weakness.” (29 year old woman with 12 

grade education, not in mental health treatment) 

 

 Lack of awareness regarding depression and the normalization of depression 

keeps women from accessing the mental health care that they need. 

3- Burden of looking after children, households, in-laws: 

 Many of the women felt burdened by their heavy load of work, particularly 

looking after children and taking care of in-laws.  This constant stress of work keeps 

women from taking care of themselves, taking time for themselves, and accessing health 

services. Women find it difficult to go out unless some relative, or neighbor, is willing to 

take care of children. As one woman explained,  

“Who will look after my children? I have 4 children and they wanted to 

come with me. But I told them that I am going to the doctor and I will take 
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them out when I come back.” (23 year old woman with 3 years of 

education, in mental health treatment) 

 

Most women in nuclear families were concerned about leaving their young 

children alone or finding someone who could take care of them. If their children are 

attending school, mothers are concerned about not being able to reach home before their 

children and not being able to prepare lunch for them on time. One woman gave the 

following explanation for not visiting a health care provider as needed: 

“I have come here after taking some time out and I know I have left my 

children at home, so my mind is there. I will try to come for follow up, but 

I can‟t leave my children crying and food uncooked; I can‟t do this.” (27 

year old woman with 15 years of education, in mental health treatment) 

 

Besides taking care of their children and their own home, some women‘s 

responsibilities also include taking care of their in-laws, parents, and other relatives when 

they are sick. One housewife shared: 

“This time, I had a bit of a gap in follow-up since a doctor had 

recommended angioplasty for my father.” (27 year old woman with 12 

years of education, in mental health treatment) 

 

The majority of women reported difficulty in managing their responsibilities and 

taking out time to visit health care providers both for initial and follow-up visits. Their 

husbands are busy at their jobs and are not able to help with daily house chores, or taking 

care of children.   

4- Autonomy and Agency - Ability to make own decisions: 

For some women in Pakistan, it does not benefit them to realize that they need 

mental health care unless their family members also understand and support them. Many 

of the women seem to lack autonomy and agency. A housewife received a referral from a 
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doctor at a top private hospital where she was taken for her sleep problems. She shared: 

“I got mental relief after taking the tablets, I feel much better now. I used 

to tell my family that I have a mental problem, take me to the mental 

health doctor. I used to tell them all. I used to say this to everyone and my 

father as well, but they used to say that you have seven daughters, 

therefore, you have their tension. I used to tell them that I don't think 

about that much, but nobody believed me. Some [GPs] told me that I have 

a blood pressure problem. I could not sleep all night; my heartbeat used to 

get abrupt. I used to remain awake all night walking upstairs and 

downstairs at home and spent almost ten years like that.” (44 year old 

woman with no schooling, in mental health treatment) 

 

Women and their families in conservative communities face this challenge more 

seriously because their husbands are more controlling and authoritative. This makes it 

necessary for women to get permission from their husbands and, often, from in-laws for 

treatment. This can be difficult due to stigma, myths, and misconceptions attached to 

mental illness, and depression in particular. A housewife expressed this challenge in 

following words:  

“Even if woman want to get treatment, everything comes from a man. So 

many women in our community are psychiatric patients, but they can‟t get 

treatment without the permission of a man.” (26 year old woman with 10 

years of education, in mental health treatment) 

 

 One NGO manager thought that one of the reasons for lack of access to treatment 

for young women was their dependency on their parents, and lack of mobility as they are 

not allowed to travel alone even within a city: 

―Young women have huge mobility issues because of fear of violence and 

fear of being harassed. A young woman cannot go and see a doctor for 

her personal issues until she is married. Yes... a cough, flu, and cold, yes... 

but nothing trickier than that”. (NGO manager, head of the telehealth 

department) 
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 Many women do not have a personal phone or have family members that monitor 

their phone/ expense records. As a result, women are not able to access services over the 

phone or online support services. An NGO manager, who is in charge of telehealth 

services, discussed the barriers for utilization of mental health services over the phone: 

“Over 70% of the callers are males and the ratio of the women is 

significantly less. And even when they call, it is when they have mobiles, 

perhaps when they are sharing in the evening, or they call from 

landlines.” (NGO manager, head of the telehealth department) 

 

 This inability to make their own decisions and the lack of resources results in a 

delay in accessing mental health care. Women are not empowered to make their own 

decisions and do not even have access to resources, like a personal phone, to avail 

services from their home.  

5- Threats of divorce and separation: 

 

Women not only suffer from the emotional and physical pain of the depression, 

they also face many other challenges on a personal, family, and social level.  Depressed 

women are often mistreated by their family members, particularly in-laws, who are 

unable to understand her illness. Often the maltreatment is in response to the woman‘s 

inability to do house chores or take care of children. As one patient said: 

“My in-laws asked me to leave the house. They said, “She does not work”. 

If someone is not well, then how can she work?” (30 year old woman with 

4 years of education, in mental health treatment) 

 

This issue is more complicated for women who live in large joint families because 

they are responsible for more tasks. If a woman cannot work due to physical illness, 

families tend to be more accepting and understanding of their inability to work. However, 
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if a woman is depressed, she often faces taunts and criticism, and is often accused of 

making excuses to avoid chores. One married woman shared her experience: 

“My sister-in-law [wife of husband‟s brother], used to fight with me about 

house chores. I used to say that I am not well; I want to go to the doctor. 

They [in-laws] used to get upset. Then my mother took me to her home”. 

(30 year old woman with 4 years of education, in mental health treatment) 

 

Family members of women with untreated depression also go through a high level 

of stress. One patient explained that she felt sad and guilty that her mother had a lot of 

stress about her illness. She stated, 

“My mother died of stress from the possibility of my husband leaving me”. 

(30 year old woman with 4 years of education, in mental health treatment) 

 

The survival of a woman‘s marriage and familial life is dependent on the support 

of her husband, or a member of his family. Without their support, many women are asked 

to leave their home and return to their parent‘s home, and threatened with divorce. Many 

women try to hide their symptoms and treatment to avoid such consequences. A woman 

shared the challenges she faced from her in-laws who were interested in getting her 

divorced: 

“I am at my home because of my [husband‟s support], otherwise I could 

have been in another situation [such as divorce].”  (30 year old woman 

with 4 years of education, in mental health treatment) 

 

Another woman, who had three daughters, shared that she was afraid her mother-

in-law would use her depression as an excuse to arrange a second marriage for her 

husband if she learned about her depression (even though she lived separate from her 

mother in law). Her mother-in-law was already trying to convince her son to re-marry 

because she had not produced a son. In order to save her marriage, she was hiding her 



 

 

58 

treatment even from her husband by requesting payment slips from another doctor, rather 

than a psychiatrist. These challenges of stigmatization by family, threats of divorce, or 

threats of second marriage keep many women from accessing mental health services. 

B- Barriers related to Health services  

6- Doctors don’t ask - No one ever asked about it! 

 This was a reoccurring theme.  It seemed that primary care doctors almost never 

asked women about their mental wellbeing. When interviewees screened from primary 

care settings were asked about the reason of not sharing their depressive symptoms and 

attempted suicides, women responded that their primary health care providers never 

asked about their depressive symptoms. A twenty-two year old woman stated: 

“No one asked me, so I did not tell them. You asked me, I told you.” (22 

year old woman with 8 years of education, not in mental health treatment) 

 

 Providers are also dealing with an overload of patients and may find it difficult to 

ask patients about their mental health in the limited time allotted.  A forty-four year old 

woman felt that doctors were too busy to explore other aspects of her illnesses other than 

physical symptoms. She was and reported her reason for not sharing symptoms of 

depression: 

The doctor never asked me. You are asking me this. Doctors never ask. 

The doctor has no time for it. You are asking in detail.” (44 year old 

woman with 6 years of education, not in mental health treatment) 

 

Another housewife from primary care setting reiterated the sentiment: 

 

“None of the doctors ever asked about [my mental health], so I never told 

them about it” (28 year old woman with 10 years of education, not in 

mental health treatment) 
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 Some women thought that it was important to share, but were hesitant since they 

felt that their doctors were not interested in learning about it. A housewife  stated:  

“This is also important, but generally, no one probes into these matters as 

you are doing and interviewing about it. No one asks like that.” (38 year 

old woman with 12 years of education, not in mental health treatment) 

 

 Most women were eager to share and desperate to talk about their problems. 

However, since their health care providers are not asking about their symptoms of 

depression, their illness  remains unidentified, undiagnosed, and untreated.  An important 

opportunity is missed due to lack of screening in a primary care setting. 

7- Gaps in Medical Education: 

 Key informants discussed the gap in medical education as a barrier to accessing 

mental health care within the larger health system. This gap leads to a lack of diagnoses, 

treatments, or referrals by primary health care providers..  A psychiatrist discussed the 

gaps in medical education in Pakistan: 

“There is a big, big lacuna in our medical training…. There is no medical 

college in Pakistan that examines a student in psychiatry, except [name of 

college]. If you do not examine students, they will never take a subject 

seriously. And so they don‟t attend their sessions, their attachments 

[indicating they don‟t have clinical attachments for mental health], they 

don‟t study the subject properly, and it is not taught properly. The 

Pakistan Medical and Dental Counsel (PMDC) that regulates medical 

education does not make it compulsory for it to be examined. As a result, 

when they become doctors, they lack the awareness of even the common 

mental disorders like anxiety and depression. Generations and 

generations of Pakistani doctors have gone to medical school without any 

exposure to psychiatry or mental health problems. When they train other 

junior doctors, they also ignore the same thing. Since juniors learn from 

their seniors, you have this vicious cycle of training without exposure to 

any mental health issues. When they become doctors, they have no 

knowledge of mental health. Patients who see these physicians with things 

like depression, but presenting with physical symptoms, it never occurs to 
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them that this may be a case of depression.” (Psychiatrist, Head of the 

department at a large private tertiary care hospital) 

 

 Key informants also mentioned gaps in the training of nurses as well. Another 

psychiatrist described the attitude of nurses towards mental health: 

“We don‟t have a concept of psychiatric nurses. If you talk to the nurses of  

[hospital name] and [hospital name] and ask them about psychiatry, they 

will say that it‟s the ward of mad people.” (Psychiatrist, Head of the 

department at a government tertiary care hospital) 

 

 A general practitioner also shared that a lack of required continued medical 

education (CME) is one of the reasons. There are no CME requirements for keeping your 

medical license or continuing practice. Hence, doctors do not have an incentive to update 

their knowledge or skills. He stated:  

“The continued medical education is not required here, this is the basic 

reason. In developed countries like UK and USA, they have Continuing 

Medical Education (CME). They have licensing exams, which, when 

expired, have to be renewed. We do not have such systems here. The 

person who studied medicine in 1956 is still practicing without being 

updated. If this won‟t happen then who is going to identify mental 

illness?” (Primary health care provider, developing CME program, 

working in a tertiary care government teaching hospital) 

 

 Some mental health care providers were very unhappy with the way cases were 

managed by GPs due to gaps in the medical education. A psychiatrist stated his 

observation regarding mismanagement:  

“GPs either prescribe lower dosages or do not prescribe them according 

to proper diagnostic criteria. They [patients] become resistant to 

psychiatric drugs as well. If you don't diagnose properly, how will you 

treat properly? For example, if I am diagnosing someone with depression 

and giving benzodiazepines, it is not going to treat her depression. She 

will get to sleep, it will help with anxiety symptoms, but it will not help 

with depressive thoughts. So she will not recover. Her depressive thoughts 

will only improve when you give proper antidepressants” (Psychiatrist 

practicing at a small private hospital) 
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 One general practitioner himself admitted that: 

 

“GPs have started treating mental illnesses. And he [GP] might not be 

treating it correctly, perhaps, and aggravating their illness.”  (Primary 

health care provider, working in a personal private clinic) 

 

 A psychiatrist mentioned that some GPs are against psychiatric treatment and 

prohibit patients from accessing mental health care: 

“Some GPs have an anti-psychiatry element, though they are prescribing 

benzodiazepines. They say if you go to that doctor [psychiatrist], he is 

mad himself and will treat crazily as well. I do not know what the problem 

is. There should be proper studies on them as well; there are some doctors 

like that.” (Psychiatrist practicing at a small private hospital) 

 

Since health care providers are not properly trained, many don‘t recognize 

depression. Some treat (but not appropriately) and some actively oppose the treatment. 

This shows that gaps in medical education are causing significant delays in access to 

treatment for patients, not only due to general health care professionals providing 

inappropriate treatment, but also due to their active discouragement of seeking mental 

health care treatment.  

8- Perceived lack of concern and attention from health care providers:  

 Interviewees mentioned that they were not feeling better in spite of visiting their 

health care providers, multiple times and taking medicines for their physical symptoms. 

A twenty-one year old shared her thoughts for not recovering:  

“If they give more attention to the patients, they would be able to diagnose 

the disease of the patients better. So, that is the reason I have still not 

recovered. …they do not do a thorough checkup and just prescribe 

medicines and ask to come again the next week. But even when I do, I still 

feel the same. It is all the same.” (21 year old woman with 4 years of 

education, not in mental health treatment) 
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 Many women feel that their health care providers are not concerned about them 

because they do not give them time and do not listen to them. However, they do realize 

that doctors are overburdened with too many patients in a limited amount of time.  The 

twenty-one year old further elaborated:  

“They are not as concerned as they should be. There are so many patients 

there, so they do the checkup in a hurry.” (21 year old woman with 4 

years of education, not in mental health treatment) 

 

 Many women mentioned that they are not satisfied with brief consultations. A 

twenty-nine year old housewife, who belonged to an upper middle-class family, 

complained of a significantly reduced appetite for the last two years. She was losing 

weight, spending most of her time in bed, not participating in any house chores, and was 

not able to go anywhere. She was also trying to return to college but was held back by 

fatigue. She shared:  

“They just see you for a minute, and that is it. They do not give you the 

satisfaction of knowing what the illness is or what the problem is, they do 

not explain.” (29 year old woman with 12 years of education, not in 

mental health treatment) 

 

 Many women shared that they do not share their emotional symptoms because 

their doctors do not have time to listen. They notice the long waiting lines and how 

quickly doctors conduct check-ups. Often while doctors are talking to one patient, there 

are another two patients standing behind that patient, or right at the door waiting for their 

turn. A forty-four year old married woman stated:  

“Because there is no time, I just take the medicine and go away…. The 

doctor has no free time, they just give medicines”. (44 year old woman 

with 12 years of education, not in mental health treatment) 
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 Some women reported that they wanted to share their emotional symptoms, but 

doctors do not listen to them. General health care providers might be missing actual cause 

of their symptoms (i.e. depression in women) due to the overburden and not being able to 

give proper attention to each woman. A thirty-five year old working woman said: 

“After coming here, standing in a long waiting line, the doctor does not 

talk. I came here, but they do not listen; just give medicine, this breaks my 

heart.” (35 year old woman with 10 years of education, not in mental 

health treatment) 

 

 This shows that women feel even worse when they see that their doctors are not 

paying attention to them and are not concerned about their illness.  This increases their 

frustration that they are not recovering due to lack of attention from their health care 

provider.  

9- Quality of Care and Reception: 

 Many of the women complained about the quality of care and, particularly, the 

reception they received in the public hospitals. Some women, mostly at the community 

charity clinic and a private clinic (where doctors were able to give relatively more time 

than the government sector hospital), shared their symptoms with their doctors. However, 

they reported that they still did not get better.  A thirty-five years old married woman, 

when asked to share her depression symptoms, responded, 

“Yes, I did [share the symptoms]. Actually, tears came into my eyes when 

I was talking to the doctor. She just said to be patient, get tests done, and 

we will see; whatever is from God will happen.” (35 year old woman with 

10 years of education, not in mental health treatment) 

 

A twenty-one year old single woman from primary care clinic reported: 

“Yes, I did tell them. But they said that if you take milk, everything will be 

fine, I would be as good as I used to be. But nothing happened. There is no 
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difference. I feel these medicines do not work for me.” (21 year old 

woman with 4 years of education, not in mental health treatment) 

 

 Another thirty-five year old married woman visiting a primary care clinic 

complained:  

“Nobody is treating it from its roots. This is… I am just trying to pass 

life.” (35 year old woman with 10 years of education, not in mental health 

treatment) 

 

 An eighteen year old young woman, who was engaged to be married, was 

repeatedly visiting her primary care doctor at a government hospital. She shared her 

hopelessness: 

“Doctors say there is anger, all is due to anger. Sometimes, it is too much, 

I just weep and pray.” (18 year old woman with 5 years of education, not 

in mental health treatment) 

 

 A forty-four year old married woman, who stopped working two years ago due to 

her depression, was visiting a private general doctor. She shared her experience: 

“She gives medicine that I keep taking and that is it. Sometimes I feel like 

working; sometimes I do not feel like doing anything at all. So I keep lying 

down. Then I get up and then lay down again. I keep doing that; what else 

can I do?” (44 year old woman with no education, not in mental health 

treatment) 

 

 Interviewees reported that their symptoms were not going away and their illness 

was not treated properly. They either kept visiting the same doctor, or kept changing their 

health providers. They were not satisfied with the treatment that they were receiving but 

did not know what else to do.  The women in these cases were clearly depressed and had 

been sharing their dysfunctions and painful life stories for many months or years. But 

they were not diagnosed, treated, or referred for depression by their doctors in any of the 

primary care settings. Many women reported that they kept changing their general health 



 

 

65 

care providers in search for a better treatment. A forty-four year old widow with six 

children stated: 

“The medicine she gives me does not benefit me. I have gotten my 

treatment from several doctors, even from [Dr. ABC] and the doctor who 

has a clinic in [xxx], Doctor Xyz. She also gave me good medicines, but 

now my stomach has weakened from too much medication.” (44 year old 

woman with no education, not in mental health treatment) 

 

 When asked about the medicine that women were receiving for their symptoms, 

most of the women reported that their doctors kept treating them with multivitamins, 

calcium, and painkillers. Another married woman shared: 

“Doctors ask me to take the medicine and be patient, and it will be ok.  

Last time I was given multivitamin, calcium, and I had one surgery before 

so she gave me painkillers. Since I am here to follow up today, she has 

given me painkillers and the same medication.” (28 year old woman with 

10 years of education, not in mental health treatment) 

 

 Some women were treated with quick routine tips and advice only, which were 

not very helpful in treating their symptoms of depression. However, women appreciated 

the advice. A thirty-year-old single working woman, who had been through a bomb blast 

trauma, stated:  

“The doctor gave me good advice. The doctor advised me to not think a 

lot, to stay happy, and not to be angry. The doctor gave me good advice.” 

(30 year old woman with 12 years of education, not in mental health 

treatment) 

 

 Women were not satisfied because they felt unheard, not treated properly, and 

were not getting any solutions to their problems. Instead, they were managed with 

multivitamins and general advice that did not help them. 
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10- Self-medication: 

 The availability of over-the-counter psychiatric medication, particularly 

benzodiazepines, was mentioned as another challenge causing delay in accessing 

treatment and further deterioration of a woman‘s conditions. Key-informants mentioned 

that many women self-medicate for years before reaching out to any mental health care 

provider. Women recommend each other to take these medicines to deal with sleep 

problems and stress, which further worsens their condition and prognosis. One 

psychiatrist shared how patients are affected by self-medications due to lack of awareness 

about the illness and hazards of self-medication: 

“The pink color medicine is very famous, Lexotanil (Bromazepam). It is so 

famous everyone recommends [it to] everyone for sleep problems. People 

come to us when they are already taking multiple [doses] of it.” 

(Psychiatrist practicing at a small private hospital) 

 

A psychologist shared a specific case: 

 

“There is one young woman I am seeing; the young woman, around 

twenty-six years old. She is popping pills like nobody‟s business. [Pills] 

like Lexotanil, Xanax, everything. And it is very, very common.” 

(Psychologist teaching and practicing at a public university) 

 

One GP explained the reason for these practices:  

“The over-the-counter sale of medicines. …there is no regulation of 

[prescriptions] here. Our health system is weak. They don‟t impose or 

implement laws or policies.” (Primary health care provider, developing 

CME program, working in a tertiary care government teaching hospital) 

 

 These medications are easily available over-the-counter due to lack of drug 

prescription regulation. Women usually start taking these medications on the 

recommendation of their friends or other women in their family. General practitioners 

also often prescribe these medications without proper counseling, and women continue 



 

 

67 

taking it for years without further consultation. These women then recommend these 

medications to other women who share similar symptoms. 

11- Financial Barriers: 

 Key informants shared that many people face financial barriers despite the 

availability of low-cost services at government and charitable institutions. A psychiatrist 

stated: 

“There is the question of affordability; the fact that psychiatrists and 

psychologists are extremely expensive, most healthcare, 90%, is out of 

pocket. People have to pay to see a psychiatrist. The minimum charge 

barring the NGOs or charitable organizations would be at least 600 

rupees [$6] and the top of the range is more than 2000 rupees [$20], so 

it‟s very expensive.” (Psychiatrist, Head of the department at a large 

private tertiary care hospital). 

 

 The cost of medication is another barrier since medication is required for the 

long-term treatment of chronic depression. Another psychiatrist commented on the cost 

of medication: 

“It is expensive, not only to see the doctor and travel, but also to buy the 

medication and maintain it. Because some chronically depressed patients 

need treatment for the rest of their lives. [The] financial thing is a major 

barrier.” (Psychiatrist practicing in personal clinic) 

 

 Most of the patients have to pay the consultation charges out-of-pocket, since 

most insurance companies do not cover outpatient services. A key informant stated:  

“Mental health coverage is not good, even by good insurance companies, 

because most of them don‟t cover the outpatient. They only cover the 

inpatient”. (CEO of a national NGO working on health and nutrition) 

  

 One of the primary health care providers shared her concern regarding the 

financial challenges of one of her recent clients: 
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“Naturally, I cannot do as much counseling as a psychologist and she 

cannot afford a psychologist. “ (A primary care physician working in a 

community based charitable clinic) 

 

Women who were receiving treatment from public sector hospitals were more 

worried about the cost of medication. One woman explained the reason she stopped her 

treatment: 

―One reason was that the medicines are very expensive. They are out of 

my budget. We have a fixed income, we have to pay the house rent, we 

have to pay school fees of our children, and we have to buy general 

medicine. It gets difficult to spend on extra expenses‖. (28 year old female 

with 12 years of education, in mental health treatment) 

 

 The high fees of private consultants, the inability to afford their fees, and the cost 

of medication and transportation puts a heavy financial burden on patients. This limits the 

possibility of accessing treatment for many women. 

12- Lack of Referral by Health Care Providers: 

 Women in the primary care setting were asked if any doctor ever recommended 

they see another specialist or mental health care provider. None of the women in primary 

care settings had received any such referral or recommendation. A forty-four year old 

woman, who stopped working two years ago due to her illness, reported:  

“No, no one ever did [recommend] a mental health provider” (44 years 

old woman with no schooling, not in mental health treatment) 

 

A thirty-three year old housewife reiterated: 

“No. Doctors only asked me to take medicine and be patient and it will be 

ok” (33 year old woman with 10 grades of education, not in mental health 

treatment) 

 

 This shows that women visiting primary care clinics continue to suffer from 
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symptoms of depression due to lack of required treatment and referrals to mental health 

care providers.  

Most of the women who were receiving mental health care had been to their 

primary care provider before seeking mental health services. Many of the women who 

were referred to mental health services had primary care providers that took time to talk 

to their patients and had known their patients for some time before making the referral. 

However, many women reported they neither received treatment from their general health 

provider, nor were they referred to a mental health facility. A forty-four year old 

housewife suffered from insomnia for a decade before her sons took her to a leading 

private hospital, where doctors conducted multiple physical tests and eventually asked 

her to see a psychiatrist. She came to see a psychiatrist at the government hospital to 

avoid high consultation charges at the private hospital. She described her experience:  

“I am sick since last ten to twelve years…. Initially, they [doctors] said 

that there is an extreme lack of blood [anemia]. I took treatment from 

[many places], so much that I did not miss a single hospital.... I tried to 

commit suicide many times because no one was able to understand my 

illness” (44 year old woman with no schooling, in mental health 

treatment) 

 

Another forty-four year old woman had been suffering from depression for years. 

She sought treatment from her general health care provider and explained that she felt her 

illness was brain-related. She was given a referral for mental health services. When asked 

why she sought treatment so late, she replied,  

“Because, nobody told me about it! I asked my doctor at [XYZ] Hospital, 

and he told me that I do not have a mental problem. I only have an issue of 

sleep”. (44 year old woman with no schooling, not in mental health 

treatment) 
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A twenty-one year old school-teacher received many medications for sleep and 

other somatic problems. Later she was sent for treatment to a neurology department then 

a psychiatry department:  

“Those who understand their problem, they reach the right place. Those 

who do not know, receive their treatment from wrong places like I have 

been for the past five years. Thank God, my headache is much better now 

after getting proper treatment.” (21 year old woman with 10 years of 

education, in mental health treatment) 

 

Due to somatic symptoms and not understanding the reason behind it, most 

women see their primary health care providers. The primary health care providers are 

generally unable to detect their depression and keep treating their physical symptoms, 

instead of depression, or refer them to specialists for their physical complaints. Many 

specialists, like cardiologists and endocrinologists, receive patients due to somatic 

complaints or have high co-morbidity of depression and anxiety in their patients.  

However, women reported that other specialists were unable to diagnose and refer them 

to psychiatric treatment.  One patient explained her experience with specialists:  

“Ten years! I took medicine from the OPD, got so many tests done, had 

my other physicals checked. But they just used to give me medicine and 

nobody said that I needed to go for psychiatric treatment. I used to tell 

them that my heart remains upset. So they sent me to a cardiologist, where 

they gave me medicine for two weeks and then said that she does not have 

a cardiac problem. But did not send me here.” (44 year old woman with 

no schooling, not in mental health treatment) 

 

 Key informants also shared the lack of referral system as a significant barrier 

resulting from gaps in medical education. Since most of the patients consult their primary 

care doctors, the lack of a referral system delays their access to needed care. One of the 

psychiatrists shared: 
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“Patients end up with health practitioners, but they {GPs} are not able to 

pick up that this person may have mental health problems and because we 

don‟t have a proper health system, a proper system of referrals. They 

don‟t refer patients.” (Psychiatrist, Head of the department at a large 

private tertiary care hospital) 

 

 Even if some GPs are able to recognize depression, they find it hard to 

communicate the diagnosis and psychiatric treatment options with their patients. One GP 

said that, 

“GPs are the front line people. They must have some strength, some guts, 

to encourage, to communicate … If I see you coming with two, three 

relatives telling me that you have chest pains, and I know that it‟s just a 

functional pain, maybe I will give you some major tranquilizer to calm you 

down. And if I find your family receptive, then only I will tell them that this 

young woman is all right. She does not have any medical problem, but she 

has other problems.” (Primary health care provider, working in a personal 

private clinic) 

 

 This lack of communication with patients about their depressive illness and lack 

of referral prolongs the depression while delays women‘s access to required mental 

health services.  

13- Poor Resource Allocation and Management:  

 Key informants also shared their concern regarding the meager allocation of 

resources to mental health at national and provincial level. When a key informant from a 

government public health department was asked about the mental health budget he 

responded with: 

 “hmmm ............. I need to check that. Let me check ....... No, there is no 

separate budget.” He further stated: “Nobody is willing to spend on it, 

there are no resources.” (Deputy Secretary Health, health department) 

 

 He further shared that administrators at government hospitals don‘t see mental 

health as a priority, 



 

 

72 

“I think there are no psychiatrists available at the secondary level 

hospitals. In the case of appointing a psychiatrist, though you don‟t need 

much to facilitate him logistically.” (Deputy Secretary Health, health 

department) 

 

 Mental health is not a priority at the government level and hence, mental health 

care providers are not employed at secondary level hospitals, which limit the availability 

of low-cost mental health services for women in Karachi. 

14- Discouragement to seek mental health care: 

 A few of the interviewees also reported that their health care providers even 

discouraged them from seeking mental health care. However, this stands out as an 

important issue since women take the advice of their health care providers very seriously 

and tend to follow it. Thirty-three years old housewife from a primary care setting shared 

what she heard from a doctor about psychiatric treatment:  

 “Dr. XYZ told me that once these medicines (psychiatric medicine) go into 

your blood; you get used to it for your whole life.” (25 year old woman 

with 6 years of education, in mental health treatment) 

 

 Non-medical team members at mental health care settings also play an important 

role in encouraging and discouraging patients. A forty-three year old working woman 

visiting a primary care clinic shared that she was taken by her husband for psychiatric 

treatment, but she returned without consultation on the receptionist‘s advice. She shared 

her experience: 

“At one time, my husband took me there. A person who was giving his duty 

at the counter of the hospital for making receipts, etc. normally asked me if 

I forget things after keeping them somewhere. I replied that it‟s nothing like 

that. I only forget things when I am tensed. Then he told my husband that 

she is not insane. She only gets this way only when tensed; otherwise she 

has no mental problem…. I became so angry with my husband that he 

thought that I was mad, that‟s why he brought me to a mental hospital…. to 
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a doctor of mad people. It‟s normal, I can forget things as well, but my 

husband used to say that I am mad. … I don‟t like anything” (43 year old 

woman with 4 years of education, not in mental health treatment) 

 

 This shows the importance of sensitizing health care providers at all levels and all 

team members at healthcare setups so that patients do not get discouraged. 

15- Gender Bias: 

 Some key informants thought that physicians are biased against women in 

recognizing their symptoms as health problems, which results in a further delay in 

accessing much-needed services. One of the psychiatrists stated:  

“(A) barrier may be at the physician‟s level where they may be gender 

biased in which they see women‟s problems. For example, a woman with 

depression complaining of physical symptoms, the physician being a male, 

might underplay those symptoms, may not take it that seriously. So at all 

of these levels, women probably have difficulty being taken seriously in 

accessing services. And even when they reach services there are gender 

biases that exist in many of the physicians. Both male and female 

physicians undermine the symptoms, which lead to a delay in recognition. 

They try to trivialize it by attributing it to the woman that she can control 

the feelings she has if she wants to.” (Psychiatrist, Head of the department 

at a large private tertiary care hospital) 

 

 Key informants believed that males in Pakistani society often consider females as 

overly emotional, complaining by nature and hence tend to not to take the symptoms 

seriously. Rather, their problems are ignored and their complaints are considered as their 

personality or being women issue. Another psychiatrist shared her disappointment in 

celebrating mental health day, which focused on depression, but did not discuss 

depression in women: 

“Women‟s depression was supposed to be the key, the theme. Two-thirds 

of the psychiatric patients are women, and (women are) two to three times 

or four times more depressed. And they didn‟t talk about depression in 

women.” (Psychiatrist practicing at a small private hospital) 
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 Ignoring depression in women patients while talking about depression in 

conference indicates a blind spot in health care providers, including mental health care 

providers. This further puts women at risk of not being screened and diagnosed properly 

just because they are women, who from a male‘s perspective are considered emotional 

and tend to display emotional problems.  

C – Socio-cultural  

16- Stigma 

Interviewees reported hesitation in going for treatment, fearing they might be seen 

at psychiatric setting and stigmatized or labeled as ‗mad‘ or ‗crazy‘ due to various social 

and cultural factors. A student whose sister underwent treatment for psychosis earlier and 

now she was under treatment for depression shared her thoughts:  

“People say that only crazy people go to mental health care providers. 

People think that only mad people go to psychiatrists. I know that I am not 

crazy. I know that I need a doctor.‖ (19 year old woman  with 12 years of 

education in mental health treatment) 

 

A housewife shared her experience of being stigmatized and how it affected her 

social life:  

“This is considered unacceptable in our society. If you have a psychiatric 

problem, they consider you mad, and then the fear is that your life will 

end. Such people‟s social life ends.” (27 year old woman  with 12 years of 

education, in mental health treatment) 

 

In addition to their fear of stigmatism, participants hesitate to share their diagnosis 

and treatment experience, concerned that people might be offended if advised to see a 

mental health care provider. A married housewife at a psychiatric setting shared such 

experience: 
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“My husband has guided (referred) many people to get the treatment from 

here, but people mind it (did not like it), so I asked him to not to refer 

people.” (44 year old woman with no education, in mental health 

treatment) 

 

Most of the key informants highlighted stigma as a key barrier preventing women 

from accessing treatment. The head of the psychiatry department at a government tertiary 

care hospital stated 

“Only 5–10% [of] women are coming for treatment, others are not able to 

come due to stigma.”  (Psychiatrist and Head of the psychiatry department 

at government tertiary care hospital) 

 

 Key informants highlighted that Pakistani women often hide depression to avoid 

disturbing their family lives due to the stigma that surrounds depression and can affect 

their family life negatively. One GP shared possible effects of stigma on women, 

resulting in an avoidance of seeking care: 

“The taboo, they may lose their marriage, they may lose their respect, 

they may lose their job; all these things come with psychiatric diagnosis or 

label. One such case involving a married woman was an instance when 

her family allowed her to seek treatment due to severe depression. 

However, the moment she recovered, [her in-laws] said, „she is a nut case. 

We can‟t have her for our son.” (Primary health care provider, developing 

continue medical education program (CME), working in a tertiary care 

government teaching hospital) 

 

 Key informants shared that many women avoid seeking care, and if they do, they 

request consultation over the phone or request to be seen outside the clinic. One of the 

psychologists mentioned:  

“Even educated people don‟t want to come. They just call and want some 

help on the phone. If they know somebody they can talk to, they ask for 

help, otherwise, they keep on trying to sort it out on their own… Another 

thing they say, when I enter your clinic someone will see me. Why can‟t 

you see me privately at your house?‖ (Psychologist teaching and 

practicing at a public university) 
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 The stigma also makes it difficult for GPs to refer clients and communicate with 

patients about their diagnosis. : 

“Psychiatry is a taboo and it is difficult for {a} doctor to tell a patient that 

you need psychiatric consultation.” (Primary health care provider, 

developing continue medical education program (CME), working in a 

tertiary care government teaching hospital) 

 

 The stigma, not limited to patients, also extends to mental health services and care 

providers. Key informants mentioned that since other medical professionals have a 

negative image of mental health care providers, they refrain from referring clients to 

them. A key informant mentioned, “If you see our psychiatrists, how much is their 

practice [indicating low demand]?” 

 One psychiatrist shared that their colleagues make fun of them with statements 

such as ―Here comes the doctor of mad people.‖ One primary care doctor also shared 

similar views about mental health care providers: 

“The psychiatrist I have seen, they themselves look like they are sick 

people. They have withdrawn personality, they have out of box thinking or 

diagnosis you know…they are not following regular tools or diagnostic 

criteria, and they are jumpy people.” (Primary health care provider, 

developing continue medical education program (CME), working in a 

tertiary care government teaching hospital) 

 Key informants repeatedly mentioned that mental health service for unmarried 

women is stigmatized in local culture. This is a significant barrier as their family 

members are reluctant to help them seek treatment, fearing that it will limit their chances 

of marriage. One psychologist teaching and practicing at a public university stated, 

“There is a tendency of married women to come in than the unmarried ones.”  

 Key informants agreed that females in Karachi have difficulty getting married if 
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they are known to receive mental health treatment. One psychiatrist also acknowledged 

that this fear is real: 

“Parents don‟t want to bring them here. They say someone will see them 

and say that she has gone mad; they hide it even from their siblings 

because she won‟t get married. They are right though.” (Psychiatrist 

practicing in a small private hospital) 

 

 To avoid the stigma of mental illness, family members often seek alternate 

treatment options like faith healing, which is culturally acceptable. A primary health care 

provider observed 

“Their families take them to faith healers, not doctors because if they will 

take them to the doctor then people will get to know about it.” (Primary 

health care provider, working in a community based charitable clinic) 

 

Various fears and concerns caused by stigma lead to avoidance of seeking 

treatment and a lack of referrals by health care providers, causing a delay in mental health 

care seeking.  

17- Misconceptions and Discouragement to Seek Mental Health Care 

Many people who have misconceptions regarding depression and mental health 

treatment often discourage patients who are planning to seek treatment or currently 

receiving treatment. Actively discouraging people from seeking treatment is considered 

socially acceptable. A housewife shared her reason for her delay due to such concerns: 

“Some people told me that the psychiatric hospital is not good. Do not go 

there. They will give you injections for sleep and you will keep sleeping all 

the time, so I was frightened.” (44 year old woman with 12 years of 

education, not in mental health treatment) 

 

A twenty-six year old married housewife with five children reiterated: 

“[People around] say that [psychiatrists] will give you tablets and you 

will temporary benefit. After your treatment, you will be in the same 
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condition again. It is like addiction treatment; it will soothe you 

temporarily. You will have this problem again.‖ (26 year old woman with 

12 years of education, in mental health treatment) 

 

 An 18-year-old school teacher was constantly asked to stop her psychiatric 

treatment as people told her  

“They say medicine is useless and it causes more harm. There is a teacher 

in my school who stops others from taking medicine.” (18 year old woman 

with 10 years of education, in mental health treatment) 

 

Many women are discouraged to seek mental health care by health care providers 

and people around them even after receiving a diagnosis. A 25 years old housewife with 

6 years of education who had a relapse shared her reason for discontinuing her treatment 

on the advice of a general health care provider who told her to instead tolerate her 

problem so that she would not be required to take medicine her whole life. She recently 

relapsed and is undergoing treatment again. 

 This clearly shows the great need for education for health care providers so that 

they are able to correctly identify, diagnose and refer people with depression rather than 

discouraging them from psychiatric treatment. 

18- Religious interpretations of depression 

 Many interviewees mentioned that they seek the help of God to deal with their 

illness as they were not getting better with treatment and could not understand why. A 

housewife with four children, interviewed at a primary care clinic said:  

“I turn to Allah more and… I offer prayers, fast, and ask him for 

everything; my problems are [usually] solved, but I do not know why 

health is going down. Walking around is very hard for me. I feel stress in 

my feet. What can [doctors] do? The problems are with life and God 

solves it... Ask Allah for help. I think it is right to turn to Allah. He listens 

so thank him when tensions are overcome; tensions and being examined is 
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part of this world.” (44 year old woman with 12 years of education, not in 

mental health treatment) 

 

 Lack of awareness led many women to believe they had no other option except to 

seek help through prayer. A 43-year-old working widow from a primary care center said: 

“I think we can only pray. There is no helper other than Allah.” (43 year 

old woman with 8 years of education, not in mental health treatment) 

 

 Those women receiving care cited religious interpretations as barriers. Another 

twenty-four years old single woman not accessing care said: 

“I leave it to Allah. It‟s just that if I have a long life then I‟ll live. That is 

why I leave it on Allah.” (24 year old woman with 10 years of education, 

not in mental health treatment) 

 

 Others also interpreted their depressive symptoms as an indication of distance 

from religion, blaming themselves for not trusting God.  

“It depends on us. God has told us to offer prayers for five times do this 

and do this; if we don‟t do that, then we will become patients ourselves. If 

we need peace, we need to pray. It will help in relieving stress and better 

sleep and things will look better. Time changes; people change so one 

should wait for a good time. God gives better time; he listens to us, but it‟s 

just that it takes some time.” (28 year old woman with 10 years of 

education, not in mental health treatment) 

 

While talking about other women, she further said: 

 

“They should not take tension; they should leave this on God and offer 

prayers five times a day. We don‟t remember our God. That‟s why we 

remain upset. God is taking care of everyone. May he relieve everyone 

from his or her problem” (28 year old woman with 10 years of education, 

not in mental health treatment) 

 

 On one hand, getting help from religion and trusting God helps women feel that 

they have some support, hence feeling better. However, only relying on faith kept many 

women from thinking about other causes and solutions to their problem and prolonged 
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their suffering. 

Many women also considered their illness as their destiny. Many women in 

mental health treatment interpreted events in their lives as fate and accepted it as God‘s 

will, stating things such as  

“Whatever is in their fate, they get it.” (33 year old woman with 6 years of 

education, in mental health treatment) 

 

A twenty-five-year-old, married housewife stated:  

“Our health is from God. If God wishes, there will be no depression.” (25 

year old woman with 6 years of education, in mental health treatment) 

 

25-year-old housewife at a primary care clinic felt that her sisters also needed 

treatment, but she could not convince them to get the treatment due to their religious 

interpretation of the illness.  

“My sisters are very careless, they say that my God takes care of me and 

they should not bother to go for treatment.” (25 year old woman with 10 

years of education, not in mental health treatment) 

 

Interviewees reported that if someone looks disturbed, unhappy or upset, people 

often interpret these behaviors as having an evil eye
3
 or, spirit infestation. So instead they 

consult faith healers or religious scholars for their treatment. Faith healers heal people 

with spiritual methods and rituals to ward off the effect of spirit and the evil eye. A 

housewife shared her experience of visiting a faith healer before getting a psychiatric 

referral from her husband‘s colleague:  

“I went to a religious person. I thought there might be some evil eye. Out 

of the three sisters, I used to be the happiest one, but these prayers and 

amulet didn‟t help” (42 year old woman with 10 years of education, in 

mental health treatment) 

                                                        
3
A look or stare believed to cause injury or misfortune to others 
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Most women admitted that they go to mental health care providers after visiting a 

faith healer, but not benefiting from it. Another reason why they resort to health care 

providers is because faith healers demand a lot of money. A housewife stated: 

“My husband took me there and gave him Rs. 8,000 ($80) so I told him 

that I should have had recovered, but I did not, and I had to come to the 

doctor, so do not spend money there… I think at least 50% of people do 

not take treatment because they think it is the job of the faith 

healer‟s/shaman‟s voodoo, etc. and all these are not good people. Some 

people just do that to collect money.” (44 year old woman with 14 years 

of education, in mental health treatment) 

 

Some women considered that being content with their illness meant being 

religious.  Other women considered it lack of understanding of Islam and illness, as Islam 

asks people to get the required treatment and taking care of oneself in all kinds of 

illnesses. Most women interpret their symptoms as God‘s will or visit the faith healers. 

Summary:  

 The women interviewed in primary care did not share their emotional symptoms 

with the health care providers due to lack of awareness about depression as an illness. 

They also believed that their doctors are not interested in their emotional problems 

because of their lack of questions about those symptoms. Few health care providers also 

negatively view mental health treatment. Women reported that they did not receive any 

referrals. 

 The women who did not feel better with the treatment they were receiving from 

primary care either blamed their health care providers for their lack of concern or blamed 

themselves for not recovering. Others looked towards religion to seek the meaning of 

their illness. 
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 Women accessing mental health care also reported suffering for long periods 

before reaching mental health services, usually after the depression becomes severe, 

function becomes impaired, or the symptoms become visible. 

Key informants mentioned similar barriers to the women. However, they went a 

little further and talked about issues within the medical, educational and health care 

systems. Lack of awareness about depression, including not knowing when and where to 

get the treatment, adds considerable delay in accessing mental health services and 

produces misconceptions, fueling the stigma in society. As a result, women turn to self-

medication and faith healers to find solace. Key informants also highlighted the existing 

gaps in the medical education system that do not equip health professionals with the 

knowledge and skills needed to diagnose patients with depression. 

Gender bias towards women within the health care community further affects the 

diagnosis of depression in women. Very few doctors refer women to the appropriate 

services they need.  

Karachi does not have mental health care providers at primary and secondary care 

levels. Key informants identified that women either need to travel far from home to 

access mental health treatment and wait in long queues in the government sector or 

consult with private health care providers, putting a financial burden on them. These 

findings can inform possible policy changes as they highlight the need for changing 

medical education, recruiting mental health care providers at the primary and secondary 

care, and providing community-based services through community health workers. There 

is a need to organize and support women with depression to come forward and be 
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advocates for their rights. Stigma reduction activities can help depressed women engage 

actively in supporting other depressed women through referrals. 

Reported Facilitators: 

Depressed women receiving mental health services and Key informants also 

shared facilitators that eventually helped women access the mental health services after 

facing barriers that caused a delay of varied duration.  

Themes elicited for facilitators are also grouped in the Family, household level 

facilitators, Health Service level, and Socio-Cultural level facilitators. Table 4 presents 

the themes under these categories. 

Table 14: Facilitators in accessing mental health services for women in Karachi 

 

A- Family, household level Facilitators: 

1-Family and Social Support 

2-Concern for Children 

3-Referrals Other than Health Care Providers 

 

B-Health Services level Facilitators: 

4-Referral by Health Care Provider 

5-Affordability and Low Consultation Charges 

 

C-Socio-Cultural level Facilitators: 

6-Awareness 

7- Education in women 

8-Severity of Illness 

9-Organization and employers support 

A- Family, household level Facilitators 

The women mentioned that receiving a referral from any source whether from 

health care provider or non-health care providers encouraged them to access mental 

health services. Awareness within family and friends, the severity of depression, which 

made symptoms visible or impossible to carry on life, and affordable health care options, 
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enabled them to access mental health services. Below is the detailed description of these 

facilitators that eventually helped women with depression seek mental health services. 

1- Family and Social Support 

 The theme of family and social support emerged from the majority of the 

interviews. Most respondents are housewives whose lives revolve around their families. 

In some cases, women were hesitant to see a mental health care provider, but their family 

members encouraged and reassured them. A housewife who belonged to a poor, but 

supportive family visited the hospital‘s psychiatric department for the first time with her 

mother. She shared how her mother brought her in for treatment: 

“My mother yesterday asked me to come along with her. I said it is usual, 

I will get better, but mother said, „let's go and see a doctor and spend 

some time outside.‟ She might have felt the need, seeing my condition. My 

mother said that [I was] not looking fine, [I] seem to be very different 

from earlier so come with [her]”. (26 year old woman with 12 years of 

education, in mental health treatment) 

 

In many cases, family members supported women to seek treatment by 

accompanying them and giving them an acceptable reason for consultation. A twenty-

five-year-old housewife visiting for mental health care shared,  

“My aunt said that at [the hospital], they gave treatment for a headache. 

My aunt brought me here once and then I kept coming myself.” (25 year 

old woman with 6 years of education, in mental health treatment) 

 

Some women also had supportive husbands who encouraged them to seek 

treatment. A forty-two-year-old married housewife with four children shared how her 

husband encouraged her to seek psychiatric treatment despite her fears and concerns:  

“My husband is very caring; he took me to all the places [for treatment]. 

My husband asked me to go and convinced me by saying that he wants 
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everything to be fine at home. If women are not fine, then families break 

up. I told him that I was afraid, but he said that I didn‟t need to be afraid; 

everything will be fine.” (42 year old woman with 10 years of education, 

in mental health treatment) 

 

This shows that the support and understanding of family members who play a 

pivotal role for women with depression accessing treatment. With family and social 

support, they are able to handle the various barriers, including misconceptions and fear of 

stigma. 

 Key informants highlighted that educated families who accept that depression is 

an illness are better able to recognize if women in their families are depressed. They 

continue to support them in actively seeking mental health services. A psychiatrist 

shared: 

“Family members who recognize that the female is under stress and needs 

help, someone, take a more proactive role in making contact with a health 

professional, they find out who is where and what their expertise is. I think 

one of the important things in facilitating their help seeking is the support 

system and the people around them.” (Psychiatrist, Head of the 

department at a large private tertiary care hospital) 

 

 Family support is identified not only as a facilitator in initial access to services, 

but also mentioned as a pivotal factor for follow-up and prognosis. A psychologist 

mentioned that: 

“The basic thing is the social support they get from the family, especially 

when the husband‟s support. We have seen that there is a marked 

difference. When the husband accepts, he doesn‟t take it as a flaw in his 

wife or a sign of weakness, just takes it as something unfortunate that 

happened and something that needs to be overcome. In cases where the 

woman  is unmarried, lives with her parents and the parents are still 

supportive; there is a mark difference... Social support is very, very 

important; I would say one of the most important things.” (Psychologist 

teaching in a private university and practicing in a consulting clinic) 
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 Another woman getting psychiatric treatment shared how mother in law supports 

her in following words: 

“My [mother-in-law] takes care of me. When she feels that I am going to 

start crying or I am getting irritable, she takes care of my kids and she 

tries to make me go to sleep so when I wake up, I feel fresh. She sends me 

somewhere outside or she calls her son [telling him I‟m] not feeling well 

and to take me somewhere outside” (26 year old woman with 12 years of 

education, in mental health treatment) 

 

Women also need support in babysitting while they go for a consultation. Family 

support in this regard is very important when kids are small. Women accessing mental 

health services mentioned who was helping them. One 28-year-old woman with 12 years 

of education shared, “I have two kids. My parents support me. Whenever I come to the 

hospital, my parents keep my kids.”  

2- Concern for Children 

  

 Women are more concerned about their children than themselves or anyone else. 

The women are motivated to get treatment so that their illness does not affect their 

children. One 27-year-old woman shared that her reason for getting psychiatric treatment 

was her realization that her mood was affecting her children: 

“We have to look after our children; if… we scold them for no reason, 

they won‟t understand that their mother has a headache or she is angry 

and feeling annoyed. [My children] love me and I am being rude to them! 

I beat them! They won‟t understand this and it will affect their 

personalities. Understanding all this, I decided to come here for 

treatment.‖ (27 year old woman with 15 years of education, in mental 

health treatment) 

 

 The disability and dysfunction caused by depression concern women who worry 

about their children and feel guilty. Their concern for children and sense of responsibility 
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also motivates them to seek treatment. Another woman in mental health treatment shared: 

“We see our children, we have to bring up our children, and we have to 

look after them. We have devoted our whole lives to them; if we will be 

fine, then we will be able to look after them. When I feel tense, I get 

confused. Why is it happening to me? Why am I unable to look after my 

children? Why am I unable to cook food for my children? Why I am 

unable to give them things, why can‟t I give them a shower? Why am I 

unable to provide them everything on time? Then I think that if I will be 

fine then maybe I am able to look after them.” (26 year old woman with 

10 years of education, in mental health treatment) 

 

A primary health care provider practicing in a community based charitable clinic 

also shared a similar thought that women try harder to better themselves if they have 

kids: 

“They want to get better soon, especially those who have 2, 3 small kids. 

They want to get better soon so they can look after their children and 

home.” (Primary health care provider practicing in a community based 

charitable clinic) 

 

 Key informants also shared that women comply with instructions and adhere to 

medication more than men. This is because women seek solutions to their problems and 

want to take care of their responsibilities, particularly related to their children. 

3- Referrals (Other than Health Care Providers) 

Knowing someone within the family with depression or mental illness became a 

facilitator for many women when accessing the appropriate services in a timely fashion. 

These women found it easier to get access to treatment since the family members were 

already sensitized to mental health issues and knew where to get treatment. Women 

coming from such families where someone else was using mental health services did not 

face and talk about barriers for themselves. One single woman started receiving 

psychiatric treatment as soon as her symptoms started because her brother was able to 
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understand her illness since he had been through depression as well. The 33-year-old 

shared, ― 

“My brother was there, who is also a [depression] patient for the last 10-

12 years.”  (33 year old woman with 6 years of education, in mental 

health treatment) 

 

Some women received a referral through other female family members, neighbors 

or friends. A divorced woman who received a referral from her family mentioned: 

“My aunt told me. Her daughter had the same problem‖. (25 year old 

woman with 10 years of education, in mental health treatment) 

 

A housewife who was married to a primary care doctor received psychiatric 

treatment, mentioned: 

“People will start taking treatment seeing us; two young woman  among 

our relatives are also getting treatment now. People will seek treatment by 

looking at others like us. My sister-in-law is getting treatment after I told 

her that her brother also started it. It is like if I have a problem and I tell 

others, people will go for it.” (26 year old woman with 10 years of 

education, in mental health treatment) 

 

She further shared that some husbands also encourage their wives to receive 

treatment when they see someone benefiting from treatment. She added:  

“This doctor also treated my younger brother-in-law. He is very good with 

medicine, so my husband said, „you also get treatment from him,‟ 

Therefore, I started getting treatment.” (26 year old woman with 10 years 

of education, in mental health treatment) 

 

Women had the least delay in accessing treatment when coming from families 

where someone was already accessing treatment. This highlights the importance of 

recognizing depression symptoms and treatment options at the community and family 

levels. Awareness can reduce barriers in accessing mental health treatment for women 

with depression. 
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 Key informants repeatedly mentioned that getting a referral from another patient 

helps women the most in reaching mental health care. One psychiatrist said: 

“Perhaps patient referral is the most effective thing.” (Psychiatrist 

practicing at a small private hospital) 

  

Another psychologist reiterated,  

“Referrals from different patients who have been treated successfully are 

one of the significant sources.” (Psychologist teaching in a private 

university and practicing at a consulting clinic) 

 

Another psychiatrist shared:  

 

Sixty percent of my referrals are from people I‟ve treated who go back and 

refer someone... I have been working for the last seventeen years, so past 

patients bring new patients. This is how the chain continues. This is what 

mostly happens if you help recover one patient; you will become famous in 

their family, their neighbors because we have close knitted families and 

people interact with each other so people share. People do take an interest 

in other‟s affairs; whether they intend to help or not, they keep an eye on 

when people are going for treatment. What are they doing? Which faith 

healer or doctor are they going to? So this is how your rapport with 

community develops and if you practice for five or six years then your 

name gets established in the community. (Psychiatrist practicing at a small 

private hospital) 

 Referral of patients is instrumental in reaching required services. Peer counseling 

or interventions based on existing users of the services can be helpful in increasing the 

use of mental health services for women with depression. 

B- Health Services level Facilitators: 

4- Referral by Health Care Provider: 

 Women reported referrals from their general health care providers as the most 

helpful facilitator in reaching mental health services. Most of the women were happy and 

thankful to their health care providers for giving them an understandable diagnosis of 
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depression and for the referral. A thirty-year-old married housewife described how 

important it was, for her to receive a referral: 

“The mental problem started eight to ten months ago. Then Dr. ABC 

referred me here. She told me, „don‟t think that you are mad and that‟s 

why I am sending you. Your problem is that your mind is getting weak 

because you have taken many medicines or due to some other reason you 

might have some infection.‟ I came here because my family doctor told me 

the root cause of my condition. That‟s why I got treatment otherwise I 

would be roaming around with the problem. My family doctor is really 

nice”. (30 year old woman with 4 years of education, in mental health 

treatment) 

 

 Many patients who visited the outpatient department (OPD) of a tertiary care 

hospital with underlying psychiatric problems were referred to the psychiatric 

department. Health providers in the OPD of tertiary care hospitals referred many of the 

interviewees suspected of underlying depression. Having mental health services within 

the same facility helped women get a referral and consultation from psychiatry 

department. A housewife shared that she visited the OPD in the tertiary care hospital for 

her somatic problems, but was then referred to the psychiatric department. She shared her 

experience: 

“In OPD, I told them that I am feeling pain and they asked me to consult 

Dr. ABC [in the psychiatric department] who would find some solution. So 

I came here and told him about the situation and he diagnosed me with 

depression.” (25 year old women with 6 years of education, in mental 

health treatment) 

 

 Health care providers quickly referred those women to mental health care 

providers who complained of symptoms relating to the brain. Women also perceived it 

less stigmatizing when their problems were related to the brain (physiological part of the 

head rather than psychological). A housewife mentioned her symptoms while talking 
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about receiving a referral from her primary care doctor: 

“There is a doctor near my house. He told me to visit here. I told him that 

I have a problem in my brain. I was worried about it. I had doubts that I 

have some brain issue”. (44 year old women with 10 years of education, 

in mental health treatment) 

 

 Women reported visiting faith healers for treatment of psychological and non-

psychological problems. Some religious scholars and faith healers also referred a few of 

the interviewees to mental health care providers. A nineteen-year-old student mentioned: 

“I took spiritual treatment and he said that it‟s a little bit of spiritual 

problem and it will get resolved. He also asked me to take medicine. He is 

not like general faith healers who give amulet, etc. He only treats with 

Quran and he asked me to visit a psychiatrist as well.” (19 year old 

women with 12 years of education, in mental health treatment) 

 

 Since people believe and follow their health care providers and faith healers, 

getting referrals and recommendations from them to seek mental health services enabled 

patients to seek the necessary mental services.  

 Key informants also mentioned that referrals from general, and other health care 

providers became significant facilitators for many patients. A psychologist shared the 

source of her clientele: 

“Hospitals, people who know me, psychiatrists, and different consultants 

refer. Years back, I was on the panel of [the hospital]. I was teaching 

there; a lot of referrals come from there so it is through contacts.” 

(Psychologist teaching in a private university and practicing in a 

consulting clinic) 

 

 She further added that she gets referrals from different health care providers:  

“There are other clinicians in the field, consultants like gynecologists, 

neurologists or other consultants... The Diabetes specialist would refer 

and the Endocrinologists because they see that some patients with 

underlying cause are something else.” (Psychologist teaching in a private 

university and practicing in a consulting clinic) 
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 This shows that understanding and awareness of mental health issues in health 

care providers along with the referral system play significant roles in increasing access to 

mental health treatment. The healthcare providers who lack knowledge and referrals 

become a barrier and cause a delay in accessing appropriate mental health treatment. 

Women are able to access the treatment when they reach to health care providers who are 

able to provide referrals.  This shows the importance of increasing awareness of mental 

health issues in health care providers and development of a referral system. 

5- Affordability, Low, and flexible Consultation Charges: 

Women who visit the private clinic did not mention any financial challenges, even 

when specifically asked if they had any financial problem. This is because the majority of 

them were from upper-middle or higher income groups. A married woman who worked 

from home responded while talking about the cost of treatment:  

“Thank God there is no financial issue. My husband is really nice. He 

gives me money.” (44 year old women with no schooling, in mental health 

treatment) 

 

The women who faced financial difficulties, mostly visited government-funded 

facilities where a consultation fee was only Rs. 5 (5 cents). Low charges at government 

hospitals made it possible for these women to receive treatment. A nineteen-year-old 

woman at a government mental health care site said,  

“The doctors are specialists here and [there are] no fees as well.”(19 year 

old woman with 7 years of education, in mental health treatment) 

 

Women were happy about the availability of subsidized services and traveled far 

to receive such services, which included low consultation charges for specialized services 

and low cost or free medicine. Twenty-five years old, housewife described her reason for 
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visiting the psychiatric department of government hospital from a suburb of the city:  

“Here it takes only Rs. 5 and travel cost. Doctors also gave medicine to 

patients if it is available. My village doctor charges Rs. 50 and he 

prescribes medication to be purchased from a store. It cost Rs. 400 to 500. 

Isn't it better to buy something else in Rs. 500?” (25 year old women with 

6 years of education, in mental health treatment) 

 

           This clearly shows that women would not be able to access the services if it 

created a financial burden. The key informant also shared the effort they themselves and 

their institutes are making to ensure availability for all socioeconomic classes. One key 

informant shared:  

“We have two or three different payment systems at work here. One is 

people who pay out of the pocket, the full fees. Then we have a tiered 

system for people who cannot afford the full fees and can pay a discounted 

fee. Then we have a welfare system, which the institution gives the 

subsidized care through 2 avenues: One is the welfare society and one is 

the zakat (charity) funds. So these are all the different ways people can 

access services here right from paying the full fees to not paying anything 

at all. And then we also have certain clinics at… an off-campus site with 

very reduced fees”. (Psychiatrist, head of the department at a private 

tertiary care teaching hospital)  

 

Women and key informants both highlighted the importance of increasing such 

low-cost services, which increases affordability for everyone so that more women are 

able to access the treatment within their communities. 

C- Socio-Cultural level Facilitators: 

6- Awareness: 

Women repeatedly mentioned that learning about their illness and where they can 

find treatment were important and helpful in accessing treatment. A housewife who went 

through depression for some time shared her decision to seek services after she 
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accompanied someone to the hospital (as women usually accompany their neighbors, 

friends, and relatives as women prefer not to travel alone) and read the name of the 

psychiatrist on a poster that explained symptoms of illnesses he treated. She reported,  

“I read [the psychiatrist‟s] name. I read the things on board so it came to 

my mind that I should consult here.” (27 year old woman with 14 years of 

education, in mental health treatment) 

 

 Majority of the key informants believe that mental health literacy has increased in 

the past few years, but there is still a dire need to raise awareness of depression in 

women. The media has contributed to raising awareness through various health and 

general discussion programs. Mostly housewives tend to watch TV programs, so those 

who watch such awareness programs now understand their illness as depression. This 

encourages them to seek mental health care providers for treatment. A psychiatrist stated:  

“Females have started to come out more compared to 18 years ago when I 

started my practice. Probably because there is some increase in 

awareness through media.” (Psychiatrist practicing at a small private 

hospital) 

 

 Pharmaceutical representatives highlighted the important role of their companies 

to raise awareness through marketing campaigns for drug sales. This is done through 

posters, health camps, and advertisements. Pharmaceutical representatives mentioned that 

the market share of psychiatric drugs is increasing due to an increase in awareness: 

“We don‟t have the exact figure, but it seems that they know that they have 

depression, so they go to the doctor. Awareness is increasing. Media is 

involved. Pharmaceutical companies are involved. And the market is 

increasing day by day.” (Pharmaceutical sales representative) 

 Though awareness is spreading, so is the population of Karachi. Knowledge about 

the prevalence of depression and other common mental health issues can be increased 
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through culturally accepted means such as local media and easily accessible community 

health camps. Awareness needs to be further increased at all the levels as it is helping 

women to access the required services. 

7- Education in women 

 The Majority of health care providers, especially mental health care providers in 

private practices, mentioned that women who have a higher education are reaching out 

more and earlier for treatment compared to women with less education. As one 

psychiatrist mentioned:  

“I do get a lot of educated women. They have more awareness. They see 

media; they use the Internet so they consult more compared to women with 

low education who would come only one or two out of ten. But if someone 

has done masters, four or five out of ten depressed women will come for 

treatment. So that is the difference―. (Psychiatrist practicing at a small 

private hospital) 

 

 An NGO manager believed that education helps women understand their illness 

and its treatment hence helping them seek care from mental health professionals rather 

than going to faith healers. The CEO of a national NGO stated: 

“Educated people, they already know most of the time that this is [a] 

mental health issue and can be treated. But in an illiterate‟s case, they are 

superstitious and go to some spiritual person or shrines”. (CEO of a 

national NGO working on health and nutrition) 

 

 One woman from primary care setting also agreed that education in women makes 

a difference when it comes to health awareness. She stated: 

“Those who are educated, they know about it, and those who are not don‟t 

know.” (43 year old woman with 10 years of education, not in mental 

health treatment) 

 

Another woman reiterated: 
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“If a woman is educated, she takes care of herself; uneducated women are 

not able to take care of themselves. Education makes a lot of difference. 

Education affects your whole life” (32 year old woman with 10 years of 

education, not in mental health treatment) 

 

 Education in women increases their ability to understand their symptoms and 

illness, helping them reaches necessary mental health services.  

8- Severity of Illness 

 Many women reported getting treatment when their severity of depression 

reached dangerous levels and their daily functioning was significantly impaired. In such 

cases, they were unable to perform their daily responsibilities, their depressive symptoms 

were too obvious to ignore, or their illness started bothering people around them. A 

married woman, who received psychiatric treatment after more than two years of 

suffering, narrated her experience of receiving treatment:  

“What I became like, I didn‟t care if I am cooking or not, if I am seeing 

my kids or not. I used to be absent minded. Then my husband took me to 

[the] hospital. I was under treatment there”. (28 year old woman with 12 

years of education, in mental health treatment) 

 

 One housewife who lived in a large joint family shared her ordeal of going 

through depression, reaching a severe level and finally receiving psychiatric treatment. 

She shared her life situations before receiving treatment:  

“I could not take care of my children; they were very upset. [My in-laws] 

were angry with me. I remained in bed for three months. I could not move. 

I did not have the energy. I did not feel hungry. I did not care for my 

daughters; it all remained for three months. Then my elder brother came 

and he took me to XYZ hospital. They gave me an injection and medicine.” 

(44 year old woman with 10 years of education, in mental health 

treatment) 

 

Many women and their family members had no idea of depression and it‘s effects; 
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they suffered for a long time before seeking mental health services. However, in cases  

with severe symptoms, families could not ignore it and actively searched for the right 

treatment. In one such case, a married housewife mentioned that: 

“My brother was so much concerned for me that he took me to all these 

doctors within eight days … he took me to many places till we were 

satisfied.” (33 year old woman with 6 years of education, in mental health 

treatment) 

 

This shows how one of the key determinants of getting treatment, though not 

ideal, is the severity level of depression. Many women reported that they were only able 

to access the treatment when it was bad enough to impair their personal and social lives, 

when they were unable to take care of their responsibilities and started to affect people 

around them, particularly their family. 

9- Organizational/Employer Support 

 

Key informants also highlighted and appreciated the role of foreign multinational 

companies that provide psychological services for their employees and their family 

members. A psychologist on the team, sessions conducted for stress management, and the 

availability of mental health services within the organization allowed employees to 

consider getting treatment for women in their families. One psychologist teaching in a 

private university and practicing in a consulting clinic mentioned: 

“The employee assistance program is becoming popular. You have a 

psychologist in the house because sometimes you have a bad day and you 

just want to talk about it or had a row with a spouse or a bad meeting with 

your boss… There are a lot of management consultations that help them 

make decisions, and refer those employees having serious productivity 

issues.” (Psychologist teaching in a private university and practicing in a 

consulting clinic) 
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 Some large international corporate organizations arrange mental health 

professionals for counseling and recruitment. This availability of services to the 

depressed woman‘s family members through their organizations also helps women get 

the appropriate treatment. The psychologist continued, ― 

“I do some work in the corporate sector. Their employees and their 

relatives, by the word of mouth, bring their family members.” 

(Psychologist teaching in a private university and practicing in a 

consulting clinic) 

 

Key informants mentioned that some people even bring their personal drivers or 

home cleaners, noticing a change in their behaviors. They not only bring them in for 

treatment, they also take care of their treatment expenses. One of the psychiatrists stated: 

“Some people are so nice they help their servants and workers. Otherwise, 

the poor employees cannot afford.” (Psychiatrist practicing at a small 

private hospital) 

 

 Few people are fortunate enough to have that opportunity to work at a good 

multinational company or for aware and kind employee. 

Summary  

Those women who were facilitated by various family and sociocultural factors 

were able to receive treatment. They were more likely to do so if they were aware about 

the illness and treatment availability, could afford treatment, had family support, or 

received a referral from health care providers and acquaintances. At times, their 

symptoms became visibly severe, causing extreme disability and family disruption. 

Women reported that those families who understand depression tend to be more 

supportive than those not familiar with the illness; similarly those health care providers 

who are able to diagnose and understand the depression are better able to provide 
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treatment or referral. 

Key informants also shared the facilitating factors that help women in accessing 

services that include women‘s education and mental health literacy. These findings 

highlight the need to raise awareness within communities and health care providers and 

develop a referral system to increase the access to mental health services for women with 

depression. Referrals help women, whether they receive one from health care providers 

or non-health care providers. Key informants also mentioned that referrals from other 

depressed patients are an effective facilitator. Stigma reduction activities help depressed 

women actively support other depressed women by providing referrals.  

Participant’s Recommendations 

All the participants, women and key informants, were asked their opinions 

regarding potential solutions to reduce barriers or improve mental health by increasing 

access to mental health services for women with depression. Table 15 shows themes were 

identified from their suggestions. 

Table 15: Participant suggestions for increasing access to mental health 

services for women in Karachi 

 

1- Awareness Raising 

2- Training of Primary health care providers 

3- Women Empowerment 

4- Community based interventions 
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Awareness Raising 

 Majority of the women suggested increasing awareness of depression, including 

how to recognize the sign and symptoms and what can they do about it through various 

mediums. The women highlighted that raising awareness in women alone might not be 

helpful unless their family members, particularly males, were also aware. A woman in 

mental health treatment shared: 

“Awareness is very important. TV and mass media can be helpful. These 

days, people watch TV with a lot of interest and some program should be 

on it, some program for both men and women. The program should 

address males because if they will not support women, they cannot do 

anything. If a man does not allow, she cannot go out. We need to 

approach both of them. There is more need to make [men] understand. If 

males understand it, women would automatically go for treatment.”(44 

year old woman with 14 years of education, in mental health treatment) 

 

 But there are families who do not have TV at their homes for religious reasons. In 

these cases, religious gatherings were suggested to raise awareness. She further shared: 

“In our area, people give importance to religion and attend religious 

meetings and gatherings. If you give information there, it will be useful 

because the families who do not watch TV attend these gatherings” (44 

year old woman with 14 years of education, in mental health treatment)  

 

 Some women thought that educational settings are the best option for reaching 

women. One woman gave her suggestion in following words: 

“Awareness programs should be conducted in schools and colleges for 

young women, as they will become mothers. So for them, the programs 

should be conducted in colleges and schools. Usually, these are not 

conducted there. The general public and women will take interest and 

follow it if someone guides them to take care of their health”. (44 year old 

woman with 10 years of education, in mental health treatment) 

 

Another woman also shared that they do not care for themselves, but if something 

is required by the school of their children, then they would. So schools could be a good 
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platform to raise awareness for women. A 29-year-old woman t shared: 

“If there is a program in school, children keep telling their moms [to go]. 

If there is any function, then I want to see my children‟s future and I would 

go; parents have to go. Otherwise, we won‟t go for ourselves.” (29 year 

old  woman with 14 years of education, not in mental health treatment) 

 

 According to the majority of the participants, raising awareness was 

recommended, but with caveats in various awareness raising mediums. It appears that 

various mediums of awareness raising need to be utilized to reach different segments of 

the society (e.g. those who watch TV vs. those who do not watch TV, those who attend 

religious gatherings vs. those who do not attend gatherings, parents of children in 

education vs. those who do not get an education).  The translation of awareness into 

accessing mental health services is another challenge due to barriers such as women not 

making decisions for themselves. 

Training of Primary and Specialist health care providers 

 Female participants felt that they could feel better if their primary care providers 

prescribed them their needed medicine, anti-depressants.  

“Write effective medicine so I get better, this is what I want.” (35 year old 

woman with 10 years of education, not in mental health treatment).   

 

 Key Informants also considered GPs as key players in providing mental health 

treatment.  

“GPs are likely to get the mental health patients so they need to be trained 

and motivated to treat these kinds of patients.” (CEO of a national NGO 

working on health and nutrition) 

 

 One of the key informants who is also director of primary care services at a 

government hospital agreed that GPs need to be trained though he still thought that not all 
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women even reach there. 

“The first step should be with women who are contacting the primary care 

physicians. We should train primary care physicians so that they are able 

to identify the issue, treat the basics, and refer those cases that are 

complicated. It would be great if they are able to do this. It means that we 

have to basically address the primary care physicians. It might be difficult 

to address primary care physicians, but not impossible. Right now, it is 

difficult to bring the population out of the home. So I think that it would be 

a great service.”  (Primary health care provider and director Primary 

health care in a government teaching hospital) 

 

 One of the psychiatrists also recommended that primary care physicians not only 

be trained to provide treatment, but also to reduce myths and misconceptions. : 

“[We need to] train all doctors in recognizing, treating, knowing when to 

refer and intervene–also how and what to educate the patient because 

[doctors] give wrong messages, propagate and reinforce myths that are 

nothing. They widely prescribe benzodiazepines (e.g. Laxotanil) instead of 

anti-depressants.“ (Psychiatrist practicing in a consultant setting) 

 

 Some Key informants thought that nurses could also play a role in identifying and 

helping women with depression. : 

“It is necessary that not only medical students, but also nurses are 

educated in mental health because nurses are more in contact with the 

patient than doctors. They even observe more than doctors. If we educate 

them, then this will be a big service at least for in-house facilities. The 

basic mental illnesses shall be addressed more.” (Primary health care 

provider and director Primary health care in a government teaching 

hospital) 

 

 Training primary health care providers and nurses could help women who 

approach their primary health care providers to share their symptoms and follow up as 

required. However, women who do not reach to the primary care services need to be 

approached and served by different options. This approach also needs to be considered 

with the challenge of time limitation of primary care providers mentioned as a barrier by 
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both key informants and participating women. 

Women Empowerment: 

 Women and key informants thought that access to services cannot be increased 

until women are empowered through education and given the right to make their own life 

decisions. One woman shared, 

“Every woman should be educated; if she is educated, she will win 

everywhere; [she will be able to solve her problems].” (30 year old 

woman with 5 years of education, in mental health treatment) 

 Some of the women thought that many women were depressed due to early 

marriages and their inability to deal with challenges that may come with it. These women 

recommended stopping early marriages. As one woman in mental health treatment said: 

“Parents should not get their daughters married at the early stage.” (40 

year old woman with 6 years of education, in mental health treatment) 

Another woman reiterated,  

“[Women] should not be married after 10th grade.” (19 year old woman 

with 13 years of education, in mental health treatment) 

 Key informants also agreed that there is a dire need to change social and cultural 

practices of how women are treated in the society. A psychiatrist frustrated with dealing 

with frequent relapses shared: 

“How much fluoxetine can you give? Or how frequently can you conduct 

psychotherapy sessions? It‟s not going to work unless there is some 

change in them. The situation that they are living in… that‟s why there are 

frequent relapses.” (Psychiatrist practicing in a consultant setting)  

 

 Another key informant also agreed that women empowerment could be the 

solution: 
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“This won‟t work until and unless the woman herself comes to you and 

demands treatment–that moment is your success. That also comes when 

the change begins from inside. This will only happen when the education 

and literacy rate increases so much that people come by themselves for the 

right treatment.” (Deputy Secretary Health, health department) 

 

 Overall, most of the participants considered women empowerment key to increase 

access for mental health services. They felt that women will not be able to access the 

services even if they have awareness and if the health care providers are trained. This is 

because they may not be making decisions for themselves and are financially dependent. 

Many participants realized that though this would be ideal to bring change in the culture, 

but is difficult for a society where overall literacy ratio is low and old customs and 

traditions are highly valued. 

Community Based Interventions 

Majority of the women viewed community-based interventions as the best option 

to raise awareness and provide treatment.  One of the women stated: 

“I suggest that some senior good doctor should come to our village and 

treat the poor people there. Treatment is important.” (25 year old woman 

with 6 years of education, in mental health treatment)  

 Another woman reiterated the need for home visits for raising awareness: 

“We should start some organization or something in every area for the 

door-to-door campaign and a group of people should visit homes and 

spread awareness.” (20 year old woman with 12 years of education, not in 

mental health treatment)  

 

 Another woman mentioned her observation the high prevalence of depression in 

the women of her area who were not accessing treatment: 

“We have so many problems with depression in our area. If you come 

there, you will find that 50 out of 100 women have depression; if you talk 
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to them you will find that many women are psycho patients.” (26 year old 

woman with 10 years of education, in mental health treatment)  

 

She insisted that the interviewer should visit her area and talk to them. 

 One woman at a primary care center suggested using camps in areas to raise 

awareness and provide services to women in their own areas. 

“You people should put up some camps where you can deal with such 

women. This way knowledge could be spread. If one woman visits, she 

would tell the other two women as well… The way government puts up 

camps for other things, it should start putting up camps for health as well 

because only then our women will stay healthy”. (30 year old woman with 

12 years of education, not in mental health treatment) 

 Key informants also agreed with the women and thought that community based-

interventions are the best option in the local context. 

“Women may not access these services even if you have a good primary 

health care system where they are trained in mental health issues. And for 

that, you probably need something like a lady health care visitor program 

to go from door to door to look after children‟s and women‟s health. So 

you can piggyback a mental health program onto the lady health care 

visitor or you can develop a cadre of mental health visitors who can go 

from door to door and screen people... You make the referral to primary 

care physicians who assess them and then they can refer to the specialist 

depending on the case. But these have to be government funded.” 

(Psychiatrist, Head of the department at a large private tertiary care 

hospital) 

 

One primary care provider stated:  

―Conduct a community seminar to [warn] us about [early] symptoms and 

what can they turn into. The patients themselves will come forward and 

tell you about their symptoms.” (Primary health care provider practicing at 

a community based charitable clinic) 

 

 A CEO of a national NGO working on health and nutrition suggested using the 

community health workers to deal with the lack of trained mental health professionals: 
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“I think it will take more than a hundred years to train more psychiatrists 

in this country. We should really replicate this model of community and 

we have lady health workers available–more than 90,000 lady health 

workers. They can get basic training, at know how to screen, and be able 

to treat the basic issues of mental health and refer to a mental health 

specialist after motivating her. That level of the program can be very 

helpful.” (CEO of a national NGO working on health and nutrition)  

 

 He further discussed the need and reasons for utilizing community health workers 

for mental health services: 

“I mean you cannot isolate; you have to go with a holistic approach. It‟s 

what we talk about with lady health workers. She has to treat the whole 

lady or the whole community at the same time. If we take the vertical 

approach, then we get more stigmas. If the worker is treating a mother 

and child‟s physical health and she also provides mental health services, 

then there will not be a stigma with this... What I suggest all the time is 

that it should not go vertically”. (CEO of a national NGO working on 

health and nutrition)  

 

A primary health care provider developing CME and working in a tertiary care 

government teaching hospital also shared the same thoughts:  

“You will have to develop community psychiatry, nurses or others… like 

lady health visitors. You can train certain people who can visit the home 

and can screen out cases and establish relationships like the vaccinators. 

They go to every home to vaccinate the child despite plenty of 

advertisements, which don‟t help, so they have to go. They have to walk 

miles through rough terrains to find a child for vaccination.  So in 

psychiatry, since it‟s a taboo, the LHV or the community nurse, should be 

trained to go; so you have to develop the multi-person… multi-stratum 

strategy to increase access.” (Primary health care provider, developing 

continue medical education program (CME), working in a tertiary care 

government teaching hospital) 

 

 The psychiatrist realized that raising awareness does not always work in the 

health sector. Another psychiatrist also endorsed the recommendations of women and 

other key informants: 
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“Community-based intervention–one of the studies showed that it worked 

for seven out of nine patients. We need more community mobilization in 

terms of that they do get help... Some sort of community interventions 

where they can participate like a self-help group. I think arranging a 

group for depressed women [would help] provide them with opportunities 

to socialize, express themselves, share, and learn‖ (Psychiatrist practicing 

in a consultant setting) 

 

 According to both the participating women and key informants‘ opinions, 

community-based intervention can be one of the preferred approaches for providing 

services at the doorsteps of women.  

Limitations 

There were several limitations to the study. Since this was a qualitative study, the 

sample is not representative and results cannot be generalized. One limitation is that it 

only included women screened for depression who were receiving health services from 

primary care.  

Further studies need to be conducted with women from communities that are not 

accessing any kind of treatment in order to investigate their experiences of accessing 

depression treatment. Interviewing caregivers of women with depression can also help 

identify barriers and facilitators from a caregiver‘s perspective. So far, there has been no 

effort to measure the duration of untreated depression in women in Pakistan. A study to 

measure the length of untreated depression in women in Karachi prior to any intervention 

can help assess the result of interventions on the reduction of delay as well as depressive 

symptoms.  

This study only reflects the perspective of a few selected key informants. Other 

key informants, such as nurses, community health workers, gynecologists and 
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obstetricians who deal with women‘s health issues, might have a different perspective.  

Conclusion 

 Three groups of participants mentioned similar and different barriers and 

facilitators. Women accessing mental health services and key informants identified that 

lack of awareness, myths and misconceptions about depression are the major barriers to 

accessing mental health services. Women accessing general health services from primary 

care reported that they did not share their emotional symptoms with their health care 

providers thinking that their symptoms were not worth reporting or their health care 

providers would not be interested.  

Referrals are one of the most helpful facilitators for women going through 

depression, as many women did not realize what they were going through and know 

where to seek help. Women recruited from primary care services were not yet receiving 

mental health services and had not received any referral from any source. They were 

asked if they received any referral since they were not feeling better with their 

symptomatic treatment. The referrals they received, if any, were only related to their 

symptomatic presentation (e.g. Heart specialist for chest pain).   

 On a socio-cultural level, women reported that religious interpretation of 

depression and acceptance of visiting faith healers for illnesses as barriers. Women 

reported taking the support of religion to seek the meaning of their illness and considered 

it as God‘s will, test, or their destiny. Key informants highlighted stigma in their 

communities and within the health sector playing a major role at the socio-cultural level. 

While talking about facilitators, key informants from different backgrounds and 
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women with depression mentioned similar facilitators that helped women reach mental 

health services. Facilitators included women‘s education, mental health literacy, support 

of family members, and referrals from health care providers or other patients. Key 

informants from different professions also mentioned that some women who are educated 

are able to understand what they are going through and refer themselves, especially if 

they have an awareness about depression to understand what they were going through 

and where to go for the treatment. 

Key informants also mentioned that a referral from other depressed patients is an 

effective facilitator. Stigma reduction activities can help depressed women engage 

actively to support other depressed women by providing referrals. Training women as 

peer educators or community workers can enable others to understand their illness and 

access treatment. Alternatively, those women who are already working in the community 

can also be trained to screen, identify, provide basic counseling, and refer the most severe 

cases. 

 Female participants and key informants were also asked for suggestions on how to 

reduce the above-mentioned barriers. Both women and key informants thought that 

awareness is an important element in increasing demand and access to services. They also 

recommended training primary health care providers where women mostly go for their 

somatic and general problems. However, women and key informants also thought that 

despite the awareness and training of primary care, women might not be able to avail in 

the services until they are empowered enough to make their own decisions. They should 

be able to go to a health care provider for any kind of treatment while financially 



 

 

110 

independent. Both women and key informants agreed that providing community-based 

interventions, such as maternal and child health services provided through Lady Health 

Workers (LHWs), could be the best option in the given scenario. The next chapter will 

elaborate on recommended programs based on participants and key informants results 

and responses. 

  



 

 

111 

CHAPTER 5: RECOMMENDATIONS   

This thesis attempts to explore the factors that lead to a lack of access to mental 

health treatment for women with depression as an issue of public health significance. It is 

an endeavor to give voice to the women who suffer quietly from the agony, sadness, and 

hopelessness of depression in Karachi. Investigators from Boston University School of 

Public Health conducted a qualitative study employing in-depth interviews and key 

informant interviews to identify the barriers and facilitators in access to mental health 

services, which could help women with depression access mental health services in 

Karachi. Along with identifying barriers and facilitators, we asked women for 

suggestions on how to improve access to services. Program and policy recommendations 

in this chapter are developed on the basis of the results of the study. 

Background: 

Pakistan is already lagging behind in Sustainable Development Goals (SDGs) 3 

and 5, which relate to maternal health and gender empowerment. Karachi is the largest 

city of Pakistan with a population of over 22 million. The rates of depression in Pakistani 

women are higher than the general population. Depression is known to cause disability 

and suffering for women, and has negative consequences for their family.  Lack of access 

to mental health services can result in increased disability, impacting the health of 

women, children, families, and the nation.  

The analysis presented indicates that there is a need for mental health awareness 

and training of primary care health professionals. However, the lack of empowerment of 

women and the workload of the primary care physicians may act a barrier in addressing 
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this need. Educating and empowering women would be ideal but would require a cultural 

shift over a long period of time. Considering the limitation of these strategies, study 

results indicate that it could be helpful if community workers visit homes for 

identification and management of mental health issues, just as they visit for the 

vaccination of children and other maternal and reproductive health services. It is a viable 

option in the current scenario considering the dearth of mental health professionals and 

other barriers that women face in accessing mental health services. 

Pakistan should train allied health care professionals like primary health care 

providers, nurses and lady health workers to identify and treat (where appropriate) 

common mental disorders like depression. This can include evidence-based treatment 

options such as cognitive behavior therapy and problem-solving therapy, which can be 

administered in patients‘ homes. This will reduce the barriers to visiting mental health 

care providers including travel time and cost, the need for permission from family 

members, and concerns about childcare and finishing house chores. 

The concept of task sharing was coined to deal with the human resource crisis for 

health, particularly in the developing countries. Task sharing refers to assigning the tasks 

of qualified health care workers, to the more available, but comparatively less qualified 

community or health workers. With training and supervision these workers can provide 

some important services.  One of the possible alternative strategies to attain MDGs / 

SDGs is to involve Community Health Workers (CHWs), not only in community 

mobilization, but also in delivering health interventions (112). CHWs have not only 

substituted for health professionals in many areas but have also played a key role in 
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working with ―hard to reach‖ population and areas (113,114). This task sharing was 

particularly effective in response to the high demands placed in the face of increased need 

for treatment of HIV/AIDS (115–118). 

CHWs can play a significant role in increasing access to mental health services, 

and can contribute to improving mental health outcomes in low-resource countries. 

CHWs have been trained in different areas of mental health. Cochrane systematic review 

reported positive outcomes of intervention delivered by non-specialist health workers in 

reducing depressive symptoms (119). A meta-analysis found psychosocial interventions 

by non-specialist health workers for perinatal mental health in low-income countries to be 

better than treatment as usual (120). Another systematic review reported psychosocial 

interventions delivered by non-specialist health care providers in low-income countries as 

feasible (121). Local health workers and volunteers were also identified as a useful 

community resource for scaling up mental health services in rural Ethiopia through a 

rigorous community mapping exercise (122).  

Considering the financial challenges of providing mental health services, Evans-

Lacko also recommended utilizing the task sharing approach of utilizing community 

health workers to provide mental health services in low-income settings (123). 

Community health workers training on mental health (124) and village health workers 

training on  clinical depression  (125) conducted in India reported improvement in health 

worker‘s knowledge, and attitude.  Another qualitative study reported that mental health 

intervention delivered through peers in Goa-India, and Rawalpindi-Pakistan 

demonstrated acceptability of interventions delivered by community members (126) 
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Rahman et al have also demonstrated the feasibility and acceptability of 

community health workers in delivering cognitive therapy based intervention for 

depression in Pakistan (127). The results of a recently completed cluster randomized 

control trial in one of the Karachi towns reported that psychosocial intervention delivered 

by trained community health workers (CHWs) could benefit women with depression. 

Focus groups conducted with CHWs reported that such training improves their 

knowledge about psychosocial interventions and help in increasing access to mental 

health services (128). Increasing competencies in mental health across non-specialist 

health disciplines in primary care can lead to more accessible, efficient, and potentially 

cost effective health care and can better address the mental health needs of women in a 

low-resource setting.  

In Pakistan, a low-income country with 32.6% of the population living below the 

national poverty line, health inequalities are the result of economic polarization (129). 

Lady Health Workers Program (LHWP) was an initiative to improve access to primary 

health care as private sector hospitals were only accessible to a limited population of 

Pakistan. The LHW program had trained 93000 LHWs by the end of 2006 and they 

covered 60–70% of the rural population, where each LHW is responsible for 200 families 

(130).   

The results of a community-based study demonstrated that intervention delivered 

by trained LHWs led to a decreased rate of stillbirth and neonatal mortality as well as 

increased care seeking behaviors (131,132). Considering the association between 

maternal depression and stunted growth in children (Rahman, 2004), the Thinking 
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Healthy Program was developed based on cognitive behavior therapy  (133). This 

intervention was conducted with trained LHWs and led to lower depression scores for 

mothers and improved outcomes for children, like fewer diarrheal episodes and better 

vaccination rates (127). The effectiveness of a community based program was also tested 

through trained LHWs in rural areas of Pakistan and showed significant improvement in 

mothers (134). 

Proposed project:  

 

In light of the study findings presented in the previous chapter and the evidence 

supporting the utilization of community health workers for mental health interventions, 

an intervention program, named ―Zindagi‖ (meaning life), is proposed to provide mental 

health services through community-based lady health workers to all 18 towns of Karachi, 

This will increase access to mental health services efficiently and cost effectively to 

better address the mental health needs of the population. The lady health workers 

program will be approached with the offer of training and supervision of LHW 

supervisors and health officers. The principal investigator has been working on a 

feasibility study in a town of Karachi with lady health workers who are already working 

for an NGO. The proposal can be expanded from the NGO or academic institution to 

offer the same training and supervision to all community health workers of Karachi.  

The LHW program in Pakistan was developed in 1994. The program was 

successfully implemented and replicated across the country. The LHWs' access to homes, 

interaction with local women, and their high level of acceptability, has made them 

appropriate and reliable Maternal, Neonatal and Child Health (MNCH) care providers at 
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the grass root level. The effectiveness of this program is demonstrated by the ease with 

which LHWs perform their regular household visits and deliver preventive and simple, 

but essential, health care services with greater focus on maternal and child health; and by 

their ability to provide confidential counseling to married women on reproductive health 

and family planning. Additional roles carried out by LHWs include conducting antenatal 

care during home visits; promoting and monitoring the use of skilled birth attendants and 

encouraging families and communities to timely access available referral Emergency 

Obstetric and Neonatal Care (EmONC) services. The large-scale community 

acceptability of the LHWs' role and their proven capacity to absorb additional skills and 

integrate these into their standardized regular service package, make them indispensable 

team members for the effective delivery of key national interventions. 

These workers, who are residents of the community in which they work, are each 

responsible for an average of 1000 people. Each lady health worker is attached to a 

government health facility, from which they receive training, a small allowance and 

medical supplies. Candidates are recommended by the community and meet a set of 

criteria, including having a minimum of eight years of education. They are trained for 15 

months in the prevention and treatment of common illnesses; 3 months in the classroom, 

followed by 12 months of practical on-the-job training. After training, provincial and 

district coordinators monitor and supervise the LHWs in the field. 

We intend to use the existing model of the LHW program for improving the 

mental health of women because of its successful implementation of this broad range of 

services. The integration of this Zindagi program with the already existing LHW program 
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at the city level can provide access to women all over Karachi, particularly, the most at 

risk women with low health resources (women in rural areas). We can develop a regular 

supervision program, based on the evaluations of the LHW programs, along with 

refresher trainings to keep them engaged, motivated and refreshed with skills and 

information to be able to perform their duties.   

This project is designed for a low resource setting. Only those activities will be 

included that can be integrated into the existing community and primary health care 

services, and that will be sustainable after the intervention is finished. The programme 

can be carried out by a variety of non-specialist staff (e.g., health workers, day care 

workers, lay home visitors) after appropriate training. The program can be delivered in a 

variety of formats with individual woman or groups of women. Evaluation of the 

intervention will provide local evidence that the development of competencies in mental 

health across non-specialist health disciplines in communities and primary care can lead 

to more accessible, efficient, and potentially cost effective health care to better address 

the mental health needs of the Pakistani and low – income population. 

The overall aim of the program is to contribute to the reduction of the depression 

epidemic in Pakistan by containing its spread among women through task sharing, 

building the capacity of health staff, and promoting referral practices. The program is 

comprised of three strategies mentioned below:  
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Strategy 1: To provide community-based mental health intervention through LHWs 

 

Goal To reduce depression in women through existing government lady health 

workers program 

Activities Advocacy and MOU with Lady health worker program  

Advocacy with local and city health officials and other stakeholders 

Advocacy with existing health center teams 

Training of Lady Health workers in identifying depression and other 

common mental health problems 

 

The LHW‘s assist with immunization, registration of births and deaths, and other 

maternal and child health care services. These health workers are attached to the basic 

health unit of the area for further support and needed supplies. The health system in 

Pakistan is integrated yet complex. The health system is divided into three tiers. At a 

local level, basic health units and rural health units provide health services to a 

population of around 10,000 to 15,000, and conduct outreach activities through lady 

health workers. These basic and rural centers are supported by the second level of health 

care provided by district / tehsil health hospitals, which are supported by the tertiary, care 

hospitals. Basic health units send referrals to secondary health care units (established in 

the district headquarters) and tertiary health units (established in most populated districts) 

according to the severity of the illness.  Community health workers will identify and 

counsel women with depression in communities and refer women with severe depression 

to the level of referral they need.   
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Sindh has 23,000 lady health workers who provide door-to-door health services to 

women under the supervision of 1000 lady health supervisors. Supervisors in each district 

will be trained by district health officers. The supervisors will impart the training to their 

supervisees in their regular meetings and training sessions teaching them to screen and 

counsel women during their home visits. They will counsel women for depression, while 

visiting them for other maternal and child health issues, and will provide referrals to 

women and their family members to nearby health centers and mental health experts if 

needed. This program will attempt to provide counseling and information to women at 

their doorstep. This is highly important for women in Karachi, particularly in the peri-

urban and low-income areas where women‘s movement is restricted due to cultural and 

financial barriers, such as poor transport system and potential violence.  

This program will utilize the existing infrastructure of the LHW program within 

the provincial health system and will seek to integrate their basic counseling and other 

referral services with the partnership of the Sindh health department. Existing basic, 

secondary, tertiary health care units will be selected for referrals based on consultations 

with the health department and the need of the community.  
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Strategy 2: Development of referral network  

 

Goal To increase access to mental health services through referrals in case of 

severity (if and when needed) 

Activities Development of referral directory  

Referral to other services (assessment, counseling, medication prescription, 

and management) 

Advocacy meetings with local health care providers and mental health care 

providers for referrals 

 

Karachi, being a widespread geographic area, has a large population of women in 

rural areas away from urban centers in need of medication and / or services from mental 

health experts. A referral directory will be developed and given to LHWs and health care 

providers at health centers so they can guide women to the nearest and the most feasible 

mental health care provider.  

Strategy 3: Behavior change communication program to increase awareness in 

women and their family members  

 

Goal To increase awareness regarding depression and mental health in women, 

their families, and communities 

Activities Training of district health officers 

Training of peer educators  

Training of lady health workers‘ supervisors 

Supervision of peer educators 

Printing of pictorial IEC material 

Distribution of IEC material 
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Behavior change communication activities will be conducted at an individual and 

community level targeting women and community members in Karachi. A peer education 

program will be launched in all 18 towns of Karachi. Town health education officers will 

be trained as master trainers. These master trainers will then train members from the 

participating clinics/centers in a peer education program. These members will identify, 

train, and supervise formerly depressed women and other women who are willing to work 

as peer educators. Peer educators will be from the same communities to ensure they have 

an established trust and connection with the population. They can be instrumental in 

raising awareness regarding depression and other mental health issues in women. Peer 

educators will also be able to raise awareness in community members and refer them for 

further consultation and treatment to mental health providers if necessary.  

Implementation and management: 

The provincial health department, in collaboration with the lady health worker 

program and the city health department, will implement this program. A program officer 

will be recruited to ensure the timely initiation and smooth implementation of the 

program, to coordinate with all national and local agencies, and to prepare the required 

documentation. 

Monitoring and evaluation plan  

Monitoring and evaluation will be an integral part of the overall program. It will 

be established from the beginning to ensure that the program components are suitable for 

the target population (formative evaluation) and the program is being implemented as 

designed (process evaluation). It will also help assess whether the program impacted the 
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community‘s knowledge, attitude, and practices (short-term outcome) around mental 

health, and whether the program led to a reduction in depression among women (long-

term outcome). The logic model of the program presented below will guide the 

development of the evaluation plan.  

Figure 6: Logic model for program Zindagi 
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Formative evaluation  

For the last few years, NGOs have been working to increase awareness about 

depression and have also produced Information, Education and Communication (IEC) 

materials, as well as other training and peer education material. Rather than re-inventing 

the wheel, existing IEC, training, and peer education materials will be reviewed by 

technical experts and community members (women who have had depression) for 

applicability, language comprehensibility, cultural appropriateness, and acceptability to 

various socioeconomic and regional groups. Consultative meetings will be held with 

various stakeholders, including community members and health workers, to ensure the 

suitability of the program and training material in all areas.  

Process evaluation: 

Process evaluation will ensure that all the activities of the project (i.e. material 

development, dissemination, training of health workers and peer educators, regular 

screening of depression and counseling, etc.) are implemented as planned on a timely 

basis. This will include the development of detailed project work plans for each strategy 

and monthly review to ensure: all the inputs and resources are utilized appropriately, 

activities are conducted as planned, and outputs are delivered as planned. This process 

will ensure the project runs smoothly and will allow us to document challenges that 

require modification of the project. The program logic model will help inform the 

evaluation process. 
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Impact evaluation 

For outcome and impact evaluation, a third party will be recruited to ensure the 

objectivity of the findings. Following is a tentative evaluation plan that will be revised 

upon approval of the project with the recruited evaluation agency. 

This is a large, city-level project, which includes changes in knowledge, attitude, 

and practices (KAP) of community health workers. Baseline and post-program evaluation 

will be conducted in consultation and coordination with the national and provincial health 

department and the LHW program to evaluate changes in the knowledge, attitude, and 

practices of community health workers, as well as any reduction of depression in women 

and increase in access to community-based mental health services.  

Evaluation will also have a very strong qualitative component. In-depth 

interviews will be held with women and their family members. Individuals will be 

informed about the qualitative element of the evaluation and will be asked for their 

consent to conduct a qualitative interview. A purposeful sampling strategy will be used to 

identify potential participants. Within this purposeful strategy, maximum variation 

sampling techniques will be used so patients of different socioeconomic background, 

gender, and age are invited for the interview. Participants will be sampled across 18 

towns. We anticipate needing to interview up to 30 people in order to achieve data 

saturation.  

We will invite a sample of lady health workers, their supervisors, local 

stakeholders, and referring clinicians to be interviewed until saturation. Topic guides will 

be developed by the qualitative research team through discussion and in reference to the 
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published literature. Semi structured interviews will be used to elicit views on the 

perceived effectiveness and sustainability of the program in the identification, counseling, 

and referral of women who have depression. Semi-structured interviews offer 

opportunities to cover, in-depth, a range of topics relevant to the research questions, 

while allowing for exploration and probing of issues raised during the interview. Analysis 

will be conducted by the evaluation team and will be iterative as data collection 

progresses, using the principles of constant comparison, until category saturation is 

achieved.  

Table 16: Evaluation indicators and data sources 

Evaluation 

stage 

Indicators Data Source 

Formative 

evaluation 

# Consultation meetings with local 

communities, lady health program 

Director, health officials 

MOU signed 

# of training material reviewed 

# of IEC material developed / reviewed 

and finalized 

 Meeting minutes 

 MOUs signed with Lady 

health worker programs, 

Health services directors / 

provincial health govt., local 

health bodies, and NGOs 

 IEC material records and 

reports 

Process 

evaluation 

# advocacy meeting with health center 

staff 

# of IEC material printed and 

distributed 

# of training manuals and calendars 

printed 

 Meeting minutes 

 IEC material records 

 Training reports 

 Pre-post evaluation of 

training participants 

Focus groups and in-depth 
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# of community health workers trained 

# of district health educators trained 

# of peer educators trained 

interviews of the participants / 

health workers 

Output 

evaluation 

# awareness sessions conducted 

# of women received counseling 

# of IEC material distributed to peer 

educators, lady health worker and 

other vendors 

 Inventory - List of IEC 

material distributed 

 Awareness session reports  

 Counseling records 

 Referral records 

Initial 

Outcomes 

# of women received counseling  

# of women referred for further 

consultation 

# spouses / family members counseled 

/ received Psychoeducation 

 Inventory control records 

 Counseling records 

 Referral records 

 Reports of psychoeducation 

and awareness activities 

Intermediate 

outcome 

# of women with improved mood / 

reduced symptoms of depression as 

measured by the Hamilton depression 

scale 

 

 Counseling records 

 Depression assessment 

scores after receiving the 

counseling (three months 

after the intervention) 

Outcome 

Evaluation 

# of women with sustained improved 

mood / reduced symptoms of 

depression as measured by the 

Hamilton depression scale and anxiety 

as measured by GAD-7 over a period 

of  one year 

# of  referrals received from women 

receiving counseling 

KAP survey of communities and 

 KAP Survey 

 Depression assessment 

scores after 6 months and 12 

months of intervention 

 

Qualitative interviews of 

women, health workers, 

family members and 

community members 
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health workers at the end of the 

intervention / three years 

Feedback received from families, 

communities, health workers and their 

supervisors 

 

Strengths and Limitations 

There are several strengths and limitations of the proposed program. The overall 

objective of the study and the proposed program is to reduce depression among women, 

reduce overall morbidity, and increase quality of life. In low-income countries, there is a 

huge treatment gap. Results from the study provide a strong foundation to translate 

research into action. There can be other, wide-ranging positive outcomes including 

increased awareness, improvements in relationships, and greater employment. It is 

suggested that counseling based therapies, such as cognitive behavioral therapy and 

problem solving (which enhance self-efficacy),  may also reduce relapse and recurrence 

rates of many mental disorders, including depression and anxiety. 

 The Zindagi program could also face some challenges. LHWs might get 

overburdened with additional responsibilities, which could lead to burn out. Also 

government policy regarding the lady health worker program can also change over time. 

We face a diverse array of challenges such as paying LHWs an adequate stipend in a 

timely manner. There is a lack of continued medical education and a lack of sustained 

motivation. This could be improved with incentives such as increase in wages, timely 

contract renewals and promotions, and reevaluation of goals.  
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The partnership model will reduce costs by utilizing existing facilities and human 

resources, and by building the capacity of health care providers. It will also provide  

long-term sustainability of services with the support of existing systems and partnerships.  

In the end, I would like to reiterate that we are facing financial challenges. 

However, we cannot afford to deal with the financial and human losses caused by 

depression in women that affect our future generations and nation overall.  

Conclusion: 

Depressed women can have a better prognosis and recovery if identified and 

treated earlier (135,136). The longer the duration of untreated depression, the poorer the 

prognosis, the higher the chances of recurrence, and the higher the burden of disability 

(137,138). Treating depression in women can have many positive outcomes including  

increased productivity, reduced disability, and lower burden of care on family and 

government. There is no single or easy solution for increasing access to mental health 

services for women with depression in Karachi. Nevertheless, community-based 

programs using community workers have been identified as a potential intervention that 

recruits individuals, communities, and the health system to improve access. Pathways to 

mental health care services can be impacted by both medical and nonmedical factors, and 

personal circumstances for women with depression. Public private partnership of NGOs 

and the government sector can make this possible. 

The results of a PI‘s study (B. Fatima et al. in process of write up) conducted in a 

town of Karachi from Dec 2013 to Nov 2015 has provided preliminary local evidence 

that the development of competencies in mental health across non-specialist health 
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disciplines in primary care can lead to more accessible, efficient, and potentially cost 

effective health care that better addresses the mental health needs of women. A portfolio 

of user-defined, evidence-based, participatory intervention; and a training program for 

possible use across health services in Pakistan is now available. The findings of this study 

will be helpful in advocating community-based, local health care provider initiated, 

health services for mothers and children in low-resource settings. We now plan to scale 

up the intervention. Donors have shown their interest in further funding this project for 

expansion.  The support and collaboration of the government is necessary in order to 

sustain the project by scaling up, integrating  health systems, and providing training 

programs for health care providers. 

Understanding what prevents or delays women with depression from accessing 

mental health treatment and what facilitates them can help develop interventions and 

policies that can contribute to the reduction of depression in women. Most of the delays 

at an individual, social and healthcare level seem to be stemming from lack of awareness. 

Families who understand depression tend to be more supportive. Similarly, healthcare 

providers who are able to diagnose and understand depression are better able to provide 

treatment or referral. Education and women empowerment can also enable women to 

understand their own illness and look for treatment options. There has been an effort to 

engage and train community health workers(127); but there is a need to scale up such 

efforts and other pilot projects which have proven to be effective (139,140).  
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APPENDIX 

Appendix 1: KEY INFORMANT INTERVIEW GUIDE 

 

Appendix 1A: (Mental Health Care Providers) 

Salam. My name is Batool Fatima and I would like to interview you. The interview will 

take approximately 60–90 minutes and at any time you need a break, please feel free to 

say so and I will stop. The reason for this interview today is for me to hear about your 

experiences regarding your patients suffering from depression. Your name or any 

identifying information will not be on the tape. After the session, the tape will be typed up 

into a transcript, and the original tape will be erased. If you happen to refer to a name 

during the session, the name will be disguised in the transcript. The only people who will 

see this transcript are involved in this project. 

Any time you want to stop the interview or have me turn off the tape, you can tell me and 

we will stop. I will begin with a few demographic questions: 

 

Demographics: 

 

Gender:   M / F         Age: 

 

Education:     Occupation: 

 

Years of experience:    Organization (optional): 

  

Years of service at the organization: 

 

(Turn on the tape) 

Section 1: 

1.1 On average, how many patients do you see per month? 

1.2 On average, how many patients with depression do you see in your practice every 

month? 

1.3 What is the ratio of male vs. female patients with depression that you see? 

1.4 What do you think is the reason behind this difference?  

(If reported equal) Prevalence of depression is much higher in females as compared to 

males, why do think that the number of female patients is not higher than males? 

 2. Average delay: 

2.1 On average, how chronic (delayed) are these cases of depression when they reach 

you? 

2.2 Do you see any difference in the delay / chronicity in men and women with 

depression when they reach you? 
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2.3 What do you think are the reasons for this difference in length of delay in women and 

men? 

3.  Pathways: 

3.1 How do patients usually reach to you? (Further explore on ratio of self appointment 

vs. referrals) 

3.2 From where do you get referrals of women suffering from depression? 

3.3 On average how many other service providers / help providers; women have usually 

seen for these symptoms before reaching you? 

3.4 What kind of help providers / health care providers are those? 

 i.e. faith healers, religious scholars, primary health care provider? Any other specialist? 

3.5 What is the usual pathway / route of seeking help in women with depression? Whom 

do they visit first and then second and so on? 

4. Barriers and enablers in accessing treatment: 

4.1 What do you think are the challenges/barriers that women in Karachi face in visiting 

you and other mental health care providers in accessing treatment for depression?  

4.2 Can you elaborate on these challenges? (Discuss each challenge mentioned and how 

it affects the patient‘s access to mental health services) 

4.3 What do you think are the most important barriers amongst it? 

4.4 The women who reach early as compared to others, what do you think are the factors 

that help them in getting early treatment?  

5. Barriers and enablers in following treatment: 

5.1 Once they reach you, get the diagnosis, and recommended treatment; do they follow 

your advice on? (ask below mentioned factors one by one) 

5.1.1 Medical prescription (adherence)? 

5.1.2 Regular / required follow ups? 

5.1.3 Other recommendations (changing life style, exercise, going for psychotherapy 

etc)? 

5.1.4 Any other … 

 

5.2 What do you think are the reasons that women do not follow medical prescription? 

5.3 What do you think are the reasons that women do not visit for regular / required 

follow ups? 

5.4 What do you think are the reasons that women do not follow other recommendations / 

advices?  

5.5 Those who follow the recommendations (prescription/follow up/other advices), what 

are the factors that help them in following these? 

6.  Cost of treatment  
6.1 How much are the consultation charges per visit here?  

6.2 Do you accept company or any other insurance? 

If yes, how many of your patients have any kind of insurance?  

6.3 Are all other patients paying out of pocket or there are any other means? 
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7. Recommendations: 

7.1 In your opinion, what can make it easier for women to access treatment for 

depression?  

7. 2 What recommendations would you make or what changes would you like to see in 

the existing health system to increase access treatment for depression for women? 

7.3 Could primary health care providers have a role in identification and treatment of 

common mental problems? 

What challenges do you see in training and practice of primary care providers? 

7.4 Could nurses have a role in identification and treatment of common mental problems?  

What challenges do you see in training and practice of primary care nurses? 

7.5 Could health care providers related to women health issues 

(Gynecologist/obstetrician/ antenatal and postnatal health care providers/ child 

vaccinators/ pediatricians)? have any role in identification and treatment of common 

mental problems 

7.6 What do you think about health awareness campaign on depression and common 

mental illnesses? 

7.7 What do you think about adding emotional health curriculum in schools or colleges 

for teaching emotion management, communication skills, identifying common mental 

illness, and when and from where to seek help?  

7.8 Could religious scholars play any role in raising awareness, reducing misconceptions, 

and encouraging families to bring women for treatment?  

7.9 Could media play any role in raising awareness, reducing misconceptions? (If yes, 

what do you think how can we involve them?) 

7.10 Could your organization play any role in reducing those barriers / increasing 

enablers? Or are there any future plans? 

 If yes, what challenges do you / your organization face and foresee? 

We have reached the end of this interview, Thanks for your time and valuable 

input. Everything you have said will be kept confidential.    

Comments/Observations about interview: 

  



 

 

133 

KEY INFORMANT INTERVIEW GUIDE 

Appendix 1B: (Primary Health Care Providers) 

Salam. My name is Batool Fatima and I would like to interview you. The interview will 

take approximately 90 minutes and at any time you need a break, please feel free to say 

so and I will stop. The reason for this interview today is for me to hear about your 

experiences regarding your patients suffering from depression. Your name will not be on 

the tape. After the session, the tape will be typed up into a transcript, and the original 

tape will be erased. If you happen to refer to a name during the session, the name will be 

disguised in the transcript. The only people who will see this transcript are involved in 

this project. 

Any time you want to stop the interview or have me turn off the tape, you can tell me and 

we will stop. I will begin with a few demographic questions: 

 

Demographics: 

 

Gender:   M / F         Age / Date of Birth: 

 

Education:     Occupation: 

 

Years of experience:    Organization (optional): 

  

Years of service at the organization: 

 

(Turn on the tape) 

1.1. On average how many patients do you see per month? 

1.2. On average how many patients do you see that present with depression or 

depression like symptoms?  

1.3. What kind of symptoms do they present with? 

1.4. Do you see any difference in the symptoms in men and women in this regard? 

1.5. How many of them do you think, can be diagnosed with depression? 

1.6. What is the ratio of male vs. female patients with depression that you see? 

1.6.1. What do you think is the reason behind this difference?  

1.6.2. (If reported equal) Prevalence of depression is much higher in females as 

compared to males, why do think that number of female patients is not 

higher than males? 

1.7. How do you treat them (What do you prescribe them)? 

1.8. Do you recommend them something else? 

 

2. Referral Information/Contacts: 

2.1. Do you ever refer them to any mental health care professional? 

2.2. If yes, how often and when do you refer them to mental health care providers? 

2.2.1. What do you tell them while referring to mental health care provider? 
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2.3. Whom do you usually refer? Who else do you refer? 

 

2.4. How many of the patients that you refer, actually go see that mental health care 

provider? 

2.5. Do patients ever mention any difficulty in seeing that mental health care 

provider? 

2.6. Can you tell me the ratio of males vs. female patients that you have referred for 

mental health care? 

2.7. What do you think is the reason for this difference? 

2.8. What do you think is the ratio of male vs. female patients who actually consulted 

the mental health care provider? 

2.9. What do you think is the reason for this difference? 

 

3. Reaction on diagnosis / referral (If diagnosis / referral provided): 

3.1. How do patient react when you tell them that he/she is suffering from 

depression? 

3.2. How do person accompanying the patient react when you tell the patient that 

he/she is suffering from depression? 

3.3. Do you find any difference in the reaction of male and female patients? 

3.3.1. If yes, Why do you think is that difference? 

3.4. How do patient react when you tell them that they need to see mental health care 

provider? 

3.5. How do person accompanying the patient react when you tell the patient that 

he/she needs to see mental health care provider? 

3.6. Do you find any difference in the reaction of the person accompanying male and 

female patients? 

3.7. Do you find any difference in the reaction of the person accompanying patients 

due to other factors? 

3.7.1. Relationship with the person accompanying (Mother/ Mother-in 

law/sister/husband) 

3.7.2. Age of the patient (young/old) 

3.7.3. Marital Status of the patient  

3.8. If married (Women with / without children specifically son) 

3.8.1. Gender of the person accompanying patient 

 

4. Capacity of primary health care providers to treat depression: 

4.1. Was treatment of mental illness included in your medical school curriculum?  

4.2. Did you ever receive any kind of training for identifying and treating mental 

illness? 

4.3. Would you like to receive further training on common mental disorder‘s 

identification and management?  

4.4. Do you think other primary care providers would like to get further training? 
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5. Average delay: 

5.1. On average, how chronic (delayed) are these cases of depression you diagnose/ 

treat / refer them? 

5.2. Do you see any difference in the delay / chronicity in men and women with 

depression when they reach you? 

5.3. What do you think are the reasons for this difference in length of delay in women 

and men? 

 

6. Pathways: 

6.1. In your experience, on average how many other health care providers/ service 

providers / help providers‘ women usually see for depression before getting 

required treatment? 

6.2. What kind of help providers / health care providers are those? 

6.2.1.  i.e. faith healers, religious scholars, primary health care provider? Any 

other specialist? 

6.3. In your opinion, what is the usual pathway / route of seeking help in women with 

depression? Whom do they visit first and then second and so on? 

 

5. Barriers and enablers in accessing treatment: 

5.1. What do you think are the challenges/barriers that women in Karachi face in 

accessing appropriate treatment for depression?  

5.2. Can you elaborate on these challenges? (Discuss each challenge mentioned and how 

it affects the patient‘s access to mental health services) 

5.3. What do you think are the most important barriers amongst it? 

5.4. The women who get treatment early as compared to others, what do you think are the 

factors that help them in getting early treatment?  

 

6. Barriers and enablers in following treatment: 

6.1.Once they get the diagnosis, and recommended treatment; do they follow advice 

on? (ask below mentioned factors one by one) 

6.1.1. Medical prescription (adherence)? 

6.1.2. Regular / required follow ups? 

6.1.3. Other recommendations (changing life style, exercise, going for 

psychotherapy etc)? 

6.1.4. Any other … 

 

6.2.What do you think are the reasons that women do not follow medical 

prescription? 

6.3.What do you think are the reasons that women do not visit for regular / required 

follow ups? 

6.4.What do you think are the reasons that women do not follow other 

recommendations / advices? 

6.5.Those who follow the recommendations (prescription/follow up/other advices), 

what are the factors that help them in following these? 
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7. Cost of treatment (ask only if primary health care provider is providing 

treatment /referral for depression) 

7.1.How much are the consultation charges per visit here?  

7.2.Do you accept company or any other insurance? 

7.2.1. If yes, how many of your patients have any kind of insurance?  

7.3.Are all other patients paying out of pocket or there are any other means? 

 

8. Recommendations: 

8.1.In your opinion, what can make it easier for women to access treatment for 

depression?  

8.2.What recommendations would you make or what changes would you like to see 

in the existing health system to increase access treatment for depression for 

women? 

8.3.Could primary health care providers have a role in identification and treatment of 

common mental problems? 

What challenges do you see in training and practice of primary care providers? 

8.4.Could nurses have a role in identification and treatment of common mental 

problems?  

8.4.1. What challenges do you see in training and practice of primary care nurses? 

8.5.Could health care providers related to women health issues 

(Gynecologist/obstetrician/ antenatal and postnatal health care providers/ child 

vaccinators/ pediatricians)? have any role in identification and treatment of 

common mental problems 

8.6.What do you think about health awareness campaign on depression and common 

mental illnesses? 

8.7.What do you think about think adding emotional health curriculum in schools or 

colleges for teaching emotion management, communication skills, identifying 

common mental illness, and when and from where to seek help?  

8.8.Could religious scholars play any role in raising awareness, reducing 

misconceptions, and encouraging families to bring women for treatment?  

8.9.Could media play any role in raising awareness, reducing misconceptions? (If yes, 

what do you think how can we involve them?) 

8.10. Could your organization play any role in reducing those barriers / 

increasing enablers? Or are there any future plans? 

8.10.1.  If yes, what challenges do you / your organization face and foresee? 

 

We have reached the end of this interview, Thanks for your time and valuable 

input. Everything you have said will be kept confidential.    

Comments/Observations about interview: 
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KEY INFORMANT INTERVIEW GUIDE 

Appendix 1C: (Health department / Working for women‘s health) 

Salam. My name is Batool Fatima and I would like to interview you. The interview will 

take approximately 90 minutes and at any time you need a break, please feel free to say 

so and I will stop. The reason for this interview today is for me to hear about your 

opinion and experiences on depression in women and health services available for them. 

Your name will not be on the tape. After the session, the tape will be typed up into a 

transcript, and the original tape will be erased. If you happen to refer to a name during 

the session, the name will be disguised in the transcript. The only people who will see this 

transcript are involved in this project. 

Any time you want to stop the interview or have me turn off the tape, you can tell me and 

we will stop. I will begin with a few demographic questions: 

 

Demographics: 

 

Gender:   M / F         Age / Date of Birth: 

 

Education:     Occupation: 

 

Years of experience:    Type of Organization: Government / NGO / 

Service providing 

  

Name of organization (optional):   Years of service at the organization: 

 

(Turn on the tape) 

What are the major health problems women face? 

- If depression/common mental disorders not mentioned, do you think that 

women in Karachi suffer from depression. 

What do you think is the prevalence of depression in women in Karachi? 

How do you think it depression affects women‘s lives? 

What are the treatment options for women suffering from depression in Karachi? 

 

Pathways: 

 

In your opinion, where do women prefer to go for treatment of depression? 

 What are the reasons for it? 

 Do you think it works? (i.e. going to faith healers, primary health care providers, 

talking to friends) 

 What happens when they visit them? 

 In your opinion, where do they go next?  
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Barriers and enablers in accessing treatment: 

 

What do you think is the ratio of women getting treatment for depression? 

In your opinion what are the reasons that remaining women are not getting required 

treatment for depression?  

Can you elaborate on these challenges? (Discuss each challenge mentioned and how it 

affects the patient‘s access to mental health services) 

What do you think are the most important barriers amongst it? 

In your opinion the women who are seeking treatment, what helps them in getting 

treatment? 

 

Barriers and enablers in following treatment: 

 

In your opinion, once women get the diagnosis, and recommended treatment; do they 

follow the recommended treatment? (Ask below mentioned factors one by one) 

1- Medical prescription (adherence)? 

2- Regular / required follow ups? 

3- Other recommendations (changing life style, exercise, going for 

psychotherapy etc)? 

4- Any other … 

 

What do you think are the reasons that women do not follow medical prescription? 

What do you think are the reasons that women do not visit for regular / required follow 

ups? 

What do you think are the reasons that women do not follow other recommendations / 

advices?  

In your opinion, those who follow the recommendations (prescription/follow up/other 

advices), what are the factors that help them in following these? 

 

Cost of treatment  
 

How much are the consultation charges for treatment of depression?  

For treatment of depression and common mental disorders do companies provide 

insurance? 

How many of the patients have access to any kind of insurance?  

Are all other patients paying out of pocket or there are any other means? 

 

Recommendations: 

 

In your opinion, what can make it easier for women to access treatment for depression?  

What recommendations would you make or what changes would you like to see in the 

existing health system to increase access treatment for depression for women? 

Could primary health care providers have a role in identification and treatment of 

common mental problems? 
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What challenges do you see in training and practice of primary care providers? 

Could nurses have a role in identification and treatment of common mental problems?  

What challenges do you see in training and practice of primary care nurses? 

Could health care providers related to women health issues (Gynecologist/obstetrician/ 

antenatal and postnatal health care providers/ child vaccinators/ pediatricians)? have any 

role in identification and treatment of common mental problems 

What do you think about health awareness campaign on depression and common mental 

illnesses? 

What do you think about think adding emotional health curriculum in schools or colleges 

for teaching emotion management, communication skills, identifying common mental 

illness, and when and from where to seek help?  

Could religious scholars play any role in raising awareness, reducing misconceptions, and 

encouraging families to bring women for treatment?  

Could media play any role in raising awareness, reducing misconceptions? (If yes, what 

do you think how can we involve them?) 

Could your organization play any role in reducing those barriers / increasing enablers? Or 

are there any future plans? 

 If yes, what challenges do you / your organization face and foresee? 

 

We have reached the end of this interview, Thanks for your time and valuable 

input. Everything you have said will be kept confidential.    

 

Comments/Observations about interview: 
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Appendix 2: In-depth interview guide- 

For Women receiving treatment for depression 

 

Salam. Thank you for taking the time to meet with me about this research study. My name 

is Batool Fatima and if you agree I would like to interview you today. The reason for this 

interview today is for me to hear about your experiences with depression, the process of 

identifying it and getting treatment for it. The interview will take approximately 90 

minutes and at any time you need a break, please feel free to say so and I will stop. Also 

you can decide to not to further participate or not to answer any question, if you feel 

uncomfortable at any point during the interview I will be tape-recording this session. 

Your name or any identifying information will not be on the tape. After the session, the 

tape will be typed up into a transcript, and the original tape will be erased.  If you 

happen to refer to a name during the session, the name will be disguised in the transcript. 

The only people who will see this transcript are involved in this project. Let me know if 

you have any question. 

 

Any time you want to stop the interview or have me turn off the tape, you can tell me and 

we will stop. 

(Turn on the tape) 

 

Demographics: 

 

Age: 

 

Marital Status:     Number of children (M/F) 

 

Education:     Occupation: 

 

Years of experience (if working):  Organization (optional): 

 

1. Pathways: 

 

1.1 Can you tell me what did you feel in the beginning of your illness? 

 

1.2 What was going on in your life at the time when you first began wondering 

about your mental health?  

 

1.3 From whom and where did you first seek help for those symptoms? 

1.3.1 How did you find it? 

1.3.2 Then whom did you see? How did you find it (repeat until the 

existing health care provider?) 
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1.4 How about the time that you first received the diagnosis for depression?  

 

1.5 How do you feel about your diagnosis?  

 

1.6 What do you think caused you depression? 

1.6.1 What do you think are the cause‘s depression in general to other 

women? 

 

1.7 How did you feel when you were first given the diagnosis? 

 

1.8 Tell me about how your feelings have changed over time about depression?  

 

2. Barriers and enablers in accessing treatment: 

 

2.1 What kind of difficulties did you face in getting appropriate treatment for 

depression?  

 

2.2 Can you elaborate on these challenges? (Discuss each challenge mentioned and 

how it affects the patient‟s access to mental health services) 

 

2.3 What do you think are the most challenging amongst it? 

 

2.4 What were the factors that were helpful in getting the treatment? 

 

2.5 Would it make any difference in your treatment if your health care provider is 

male/female? 

 

2.6 Do you think it would have been easier for you to get the treatment if you were a 

male? Why? 

 

2.7 Some people tell me that they like it when a doctor explains things in detail to 

them. 

2.7.1 Describe for me a time when your doctor explained things well to you?  

2.7.2 Describe for me a time when your doctor didn‟t explain things well to 

you?  

2.7.2.1 What would you have liked to have happened instead? 

2.7.2.2 Did you ever ask the doctor to explain things in more detail? 

 

2.8 What examples can you give me of things you have brought up to the doctor?  

 

2.9 Some people have told me that they do not trust what the doctors tell them. 

2.9.1 Describe for me a time when you did not believe what your doctor told you 

about your health? 
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2.10 What do you think makes women not to go the doctor?  

2.11 What do you think makes women go? 

2.12 How is it different for men and women? 

2.13 How is it for you? 

 

3. Barriers and enablers in following treatment: 

 

3.1 How do you find it to follow the recommended treatment prescription of the … 

(existing health care provider)? 

3.1.1 Prescription 

3.1.2 Seeking other consultation (psychotherapy) 

3.1.3. Making life changes 

 

3.2 Are you able to make the follow up visits as recommended by the … (existing health 

care provider)? 

 

3.2 What can help you in following the recommendations (prescription/follow 

up/other advices)? 

 

4. Treatment: 

 

4.1 What kind of treatment are you currently receiving? 

 

4.2 If receiving medicine: Which medication are you taking right now? (note name and 

dosage) 

 4.2.1 Since how long are you taking this medication? 

 4.2.2 Did you receive any other medication before? 

 4.2.3 How do you feel about taking these medications? 

 

4.3 If receiving psychotherapy/counseling: 

 4.3.1 Since how long are you receiving psychotherapy/counseling? 

 4.3.2 How many sessions per wk/per month are you taking? 

 4.3.3 Has frequency of sessions changed over time? 

 4.3.4 How do you feel about the sessions? 

 

5.  Social Support: 

 

5.1 Thinking about when you felt about your wellbeing what did you do first?  

 (Talk to family members, friends) 

 

5.2 How did people in your life react when you were first given this diagnosis?  

 

5.3 How do people in your life react to you now in terms of your diagnosis? 

5.3.1 Who knows about this diagnosis?   
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5.3.2 Who doesn‟t know? 

 

5.4 Who usually comes with you to your appointments? 

 

6. Socio-economic Factors: 
 

6.1. Can you describe for me your current income status? 

6.2. What is the highest grade that you went to in school? 

 

6.3. Can you describe for me your current job? (If not currently working asking about 

the most recent job they held and tasks regularly done at home) 

6.3.1. (If they are working) Can you describe for me what it is like to take time 

out of work to go to the doctors 

6.3.2. (If not working) ask about responsibilities at home and what it is like to 

take out time to go to the doctor 

 

6.4. Do you have any kind of health insurance? 

6.5. Does your health insurance cover this treatment? 

6.6. If not, how do you pay / who pays for your treatment? 

6.6.1. How do you feel about this? 

 

6.7. How far is your house from here? 

 

6.8. How do you get to here for your appointments? 

 

7. Recommendations: 

 

7.1. What can make it easier for you and other women to access treatment for 

depression?  

 

7.2. What recommendations would you make or what changes would you like to see 

in the existing health system to increase access to treatment for depression for 

women? 

 

7.3. Would you like to get treatment from your primary care provider, if she/he is 

trained in treatment of depression?  

7.3.1. Can you elaborate on the reason for it?  

 

7.4. Would you like to get treatment from your nurse, if she/he is trained in treatment 

of depression?  

7.4.1. Can you elaborate on the reason for it?  

 

7.5. Would you like to get treatment from your Gynecologist/obstetrician/ antenatal 

and postnatal health care providers/ child vaccinators/ pediatricians?  
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7.5.1. Can you elaborate on the reason for it?  

 

7.6. What do you think about health awareness campaign on depression and common 

mental illnesses? 

 

7.7. What do you think adding emotional health curriculum in schools or colleges 

emotion management, communication skills and identifying common mental 

illness with when and how to seek the help?  

 

7.8. Could religious scholar have any role in raising awareness, reducing 

misconceptions, and encouraging families to bring women for treatment?  

 

7.9. Could media play some role in raising awareness, reducing misconceptions? (if 

yes, what do you think how can we involve them?) 

 

We have reached the end of this interview, Thanks for your time and valuable 

input. Everything you have said will be kept confidential.    

 

Comments/Observations about interview: 
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Appendix 3: In-depth interview guide –  

For Women screened for depression from primary care 

Salam. Thank you for taking time to meet with me about this research study. My name is 

Batool Fatima and if you agree I would like to interview you today. The reason for this 

interview today is for me to hear about your experiences with your current illness and 

symptoms, and getting treatment for it.  The interview will take approximately 60–90 

minutes and at any time you need a break, please feel free to say so and I will stop. Also 

you can decide not to participate or not to answer any questions, if you feel 

uncomfortable at any point during the interview. I will be tape-recording this session. 

Your name or any identifying information will not be on the tape. After the session, the 

tape will be typed up into a transcript, and the original tape will be erased. If you happen 

to refer to a name during the session, the name will be disguised in the transcript. The 

only people who will see this transcript are involved in this project. Let me know if you 

have any question 

Any time you want to stop the interview or have me turn off the tape, you can tell me and 

we will stop. 

 

(Turn on the tape) 

Demographics: 

 

Age: 

 

Marital Status:     Number of children (M/F) 

 

Education:     Occupation: 

 

Years of experience (if working):  Organization (optional): 

  

 

1. Pathways: 

 

1.1. How are you doing today? 

 

1.2. Can you tell me for what symptoms and illnesses are you here to seek 

consultation? 

 

1.3. What did doctor tell you about these symptoms? (explore about current and 

previous diagnosis) 

 

1.4. How do you feel about it?  
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1.5. Since when are you having these symptoms? 

 

1.6. Can you tell me what did you feel in the beginning of your illness? 

 

1.7. From whom and where did you first seek help for those symptoms? 

1.7.1. How did you find it? (explore regarding any diagnosis given) 

1.7.2. What were you prescribed and advised? 

1.7.3. Then whom did you see? How did you find it (repeat until the existing 

health care provider?) 

 

Ask theses only if the participant has received the diagnoses of depression from existing 

primary health care provider or past service providers visited: 

1.8 How about the time that you first received the diagnosis for depression?  

1.9 What do you think are the causes of depression? 

 What do you think caused you depression? 

1.10 How did you feel when you were first given the diagnosis? 

Tell me about your feelings about it?  

 

2. Barriers and enablers in accessing treatment: 

 

2.1 What kind of difficulties are you facing due to these symptoms?  

 

2.2 Are you finding any difficulty in getting treatment for it? 

 

2.3 Can you elaborate on these challenges? (Discuss each challenge mentioned 

and how it affects the patient‟s access to mental health services) 

 

2.4 What do you think are the most challenging amongst it? 

 

2.5 What were the factors that were helpful in getting the treatment? 

 

2.6 Would it make any difference in your treatment if your health care provider is 

male/female? 

 

2.7 Do you think it would have been easier for you to get the treatment if you 

were a male? Why? 

 

2.8 Some people tell me that they like it when a doctor explains things in detail to 

them. 

2.8.1 Describe for me a time when your doctor explained things well to 

you?  
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2.8.2 Describe for me a time when your doctor didn‟t explain things well 

to you?  

What would you have liked to have happened instead? 

Did you ever ask the doctor to explain things in more detail? 

 

2.9 Some people have told me that they do not trust what the doctors tell them. 

2.9.1 Describe for me a time when you did not believe what your doctor told 

you about your health? 

2.10 What do you think makes women not to go the doctor?  

2.11 What do you think makes women go? 

2.12 How is it different for men and women? 

2.13 How is it for you? 

 

3. Barriers and enablers in following treatment: 

 

3.1 How do you find it to follow the prescription of your health care provider)? 

3.2 How do you find it to follow the other advice and recommendations (changing life 

style, exercise, going for other consultations etc) given by the existing health care 

provider? 

3.3 Are you able to make the follow up visits as recommended by the … (existing health 

care provider)? 

3.4 What can help you in following the recommendations (prescription/follow up/other 

advices)? 

 

4. Treatment: 

 

4.1 What kind of treatment are you currently receiving? 

 

4.2 If receiving medicine: Which medication are you taking right now? (note name and 

dosage) 

 4.2.1 Since how long are you taking this medication? 

 4.2.2 Did you receive any other medication before? 

 4.2.3 How do you feel about taking these medications? 

 

4.3 If receiving psychotherapy/counseling or any other treatment: 

 4.3.1 Since how long are you receiving psychotherapy/counseling? 

 4.3.2 How many sessions per wk/per month are you taking? 

 4.3.3 Has frequency of sessions changed over time? 

 4.3.4 How do you feel about the sessions? 

 

5. Social Support: 

 

4.1 Thinking about when you felt about your wellbeing what did you do first?  
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 (Talk to family members, friends) 

4.2 What do people around you (your family, friends, and neighbors think about these 

symptoms) 

4.2.1 How did people in your life react when you were first started having these 

symptoms?  

4.3 How do people in your life react to you now in terms of your illness/diagnosis? 

4.3.1 Who knows about this diagnosis?   

4.3.2 Who doesn‟t know? 

4.3 Who usually comes with you to your appointments? 

 

6. Socio-economic Factors: 

 

5.1 Can you describe for me your current income status? 

5.2 What is the highest grade that you went to in school? 

5.3 Can you describe for me your current job? (If not currently working asking about the 

most recent job they held and tasks regularly done at home) 

(If they are working) Can you describe for me what it is like to take time out of work to go 

to the doctors 

5.5 Do you have any kind of health insurance? 

5.5.1 Does your health insurance cover this treatment? 

If not, how do you pay / who pays for your treatment? 

5.5.2 How do you feel about this? 

5.4 How far is your house from here? 

5.5 How do you get to here for your appointments? 

 

7. Recommendations: 

 

6.1 What can make it easier for you and other women to access treatment for such 

problems?  

 

6.2 What recommendations would you make or what changes would you like to see in the 

existing health system to increase access for women to treatment for depression? 

 

6.3 Depression is increasing in our society particularly amongst women, we have some 

women here who have depression or depression like symptoms, and what do you think 

they should do for treatment? 

 

6.4 What do you think women would feel like it if primary care providers provide 

treatment for depression?  

 

6.5 What do you think women would feel it if they get treatment from their nurse, if 

she/he is trained in treatment of depression?   
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6.6 What do you think Do you think women would feel it if their 

Gynecologist/obstetrician/ antenatal and postnatal health care providers/ child 

vaccinators/ pediatricians provide treatment for depression?  

 

6.7 What do you think about health awareness campaign on depression and common 

mental illnesses? 

 

6.7 What do you about adding emotional health curriculum in schools or colleges for 

teaching emotion management, communication skills and identifying common mental 

illness with when and how to seek the help?  

 

6.8 Could religious scholars have any role in raising awareness, reducing misconceptions, 

and encouraging families to bring women for treatment?  

 

6.9 Could media can play some role in raising awareness, reducing misconceptions? (If 

yes, what do you think how can we involve them?) 

 

 

We have reached the end of this interview, Thanks for your time and valuable 

input. Everything you have said will be kept confidential.    

 

Comments/Observations about interview: 
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Appendix 4: List of Resources: 

 

Karwan-e-Hayat 

KPT and Karwan-e-Hayat 'Psychiatric Care and Rehabilitation Center' (PCRC), 

Neart KPT Hospital,  

Keamari, Karachi 

Ph: 2856879-80, 2856774-75 

Email : info@keh.org.pk, kehpcrc@hotmail.com 

Web: http://www.keh.org.pk/ 

 

Jinnah Post Graduate Medical center Hospital 

Ward no. 20 

Psychiatry department J 

PMC Karachi 

 

Aga Khan Hospital  

Stadium road, Karachi 

Psychologists: Dr. Saiqa Khan and Dr. Nargis Asad 

Psychiatrist: Dr. Murad Musa Khan 

 

Dr. Ayesha Muquim Quraishy 

Liaquat National Hospital Karachi 

111-456-456  

009221 34939612-4 

9 am to 2 pm 

OMI Hospital (Tuesdays 1:30 to 4:30 pm) 

 

Institute of Clinical Psychology 

Ph: 34613584, 34614944 Fax: 34615369  

Email: icp@uok.edu.pk 

 

Institute of Professional Psychology 

Bahria University Karachi Campus 

13 National Stadium Road 

Karachi Pakistan 

Ph: +92-21-99240013, 99240014 

 

Pakistan Institute of Learning and Living 

D-9, Block I, North Nazimabad,  

Karachi -Pakistan. 74700. 

+92 - 21 -36703712 

info@pill.org.pk 

 

mailto:info@keh.org.pk
mailto:kehpcrc@hotmail.com
http://www.keh.org.pk/
mailto:icp@uok.edu.pk
mailto:info@pill.org.pk
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AK Centre Bahadurabad 

Psychologist – Dr. Rabia Riaz , Mrs. Qudsia 

 

Specialist Care Clinic,  

Psychologist - Saima Ali 

Specialist Care Clinic,  

MA Jinnah Road, Near Taj Medical complex 

 

Psychiatrist - Dr. Hanif Mesia 

1
st
 Floor Glass Tower 

Clifton, Karachi 

 

The Youth Help Line (YHL) is a resource centre working on the emotional and 

reproductive health of young people. A toll free telephone counseling service those 

operates 7 days a week from 10am to 8pm 'Accessible from all over the Pakistan also 

from mobile (with regular landline charges). Call 0800-22444 

 

Resources on Internet in Urdu: 

http://www.camh.net/About_Addiction_Mental_Health/Multilingual_Resources/urdu_ab

out_mentalhealth.pdf 

 

http://www.rcpsych.ac.uk/mentalhealthinfoforall/translations/urdu.aspx 

 

http://www.camh.net/About_Addiction_Mental_Health/Multilingual_Resources/urdu_about_mentalhealth.pdf
http://www.camh.net/About_Addiction_Mental_Health/Multilingual_Resources/urdu_about_mentalhealth.pdf
http://www.rcpsych.ac.uk/mentalhealthinfoforall/translations/urdu.aspx


 

 

152 

BIBLIOGRAPHY 

1.  WHO | Chronic diseases and health promotion [Internet]. [cited 2011 Jan 16]. 

Available from: http://www.who.int/chp/en/index.html 

2.  Mathers CD, Loncar D. Projections of Global Mortality and Burden of Disease 

from 2002 to 2030. PLoS Medicine. 2006;3(11):e442.  

3.  Prince M, Patel V, Saxena S, Maj M, Maselko J, Phillips MR, et al. No health 

without mental health. The Lancet. 2007;370(9590):859–877.  

4.  Murray CJL, Lopez AD. Global mortality, disability, and the contribution of risk 

factors: Global Burden of Disease Study. The Lancet. 1997;349(9063):1436–1442.  

5.  WHO | The global burden of disease: 2004 update [Internet]. WHO. [cited 2012 

Jun 13]. Available from: 

http://www.who.int/healthinfo/global_burden_disease/2004_report_update/en/inde

x.html 

6.  Murray CJ, Ezzati M, Flaxman AD, Lim S, Lozano R, Michaud C, et al. GBD 

2010: design, definitions, and metrics. Lancet. 2012 Dec;380(9859):2063–2066.  

7.  Murray CJL, Lopez AD. Alternative projections of mortality and disability by 

cause 1990–2020: Global Burden of Disease Study. Lancet. 1997;349(9064): 

1498–1504.  

8.  American Psychiatric Association. Diagnostic and Statistical Manual of Mental 

Disorders DSM-IV-TR. 4th ed. American Psychiatric Pub.; 2000. 943 p.  

9.  Noble RE. Depression in women. Metabolism. 2005;54(5):49–52.  

10.  Lopez AD, Project DCP. Global burden of disease and risk factors. World Bank 

Publications; 2006. 511 p.  

11.  Mental Health : A call for Action by World Health Ministers. Ministerial round 

tables 2001. 54th World Health Assembly. Geneva: WHO; 2001.  

12.  Astbury J. Gender disparities in mental health. Mental health: A call for action by 

world health ministers. 2001;  

13.  Piccinelli M. Gender differences in depression: Critical review. British Journal of 

Psychiatry. 2000 Dec 1;177:486–492.  

14.  Kessler RC. Epidemiology of women and depression. Journal of Affective 

Disorders. 2003 Mar;74(1):5–13.  



 

 

153 

15.  Hasin DS, Goodwin RD, Stinson FS, Grant BF. Epidemiology of Major 

Depressive Disorder: Results From the National Epidemiologic Survey on 

Alcoholism and Related Conditions. Archives of General Psychiatry. 2005 Oct 

1;62(10):1097.  

16.  Kendler KS, Thornton LM, Gardner CO. Genetic risk, number of previous 

depressive episodes, and stressful life events in predicting onset of major 

depression. American Journal of Psychiatry. 2001 Apr;158(4):582–586.  

17.  WHO. Mental Health Aspects of Women‘s Reproductive Health: A Global Review 

of the Literature. World Health Organization; 2009. 181 p.  

18.  Patel V. Gender Disadvantage and Reproductive Health Risk Factors for Common 

Mental Disorders in Women: A Community Survey in India. Archives of General 

Psychiatry. 2006 Apr 1;63(4):404.  

19.  Bifulco A, Brown GW, Moran P, Ball C, Campbell C. Predicting depression in 

women: the role of past and present vulnerability. Psychological Medicine. 1998 

Jan;28(1):39–50.  

20.  Wells KB, Stewart A, Hays RD, Burnam MA, Rogers W, Daniels M, et al. The 

Functioning and Well-being of Depressed Patients: Results From the Medical 

Outcomes Study. JAMA: The Journal of the American Medical Association. 1989 

Aug 18;262(7):914–919.  

21.  Insel TR, Charney DS. Research on Major Depression: Strategies and Priorities. 

JAMA: The Journal of the American Medical Association. 2003 Jun 

18;289(23):3167.  

22.  Hemingway H, Marmot M. Psychosocial factors in the aetiology and prognosis of 

coronary heart disease: systematic review of prospective cohort studies. BMJ: 

British Medical Journal. 1999 May 29;318(7196):1460–1467.  

23.  Kuper H, Marmot M, Hemingway H. Systematic Review of Prospective Cohort 

Studies of Psychosocial Factors in the Etiology and Prognosis of Coronary Heart 

Disease. Seminars in Vascular Medicine. 2002;2(3):267–314.  

24.  Eaton WW, Armenian H, Gallo J, Pratt L, Ford DE. Depression and risk for onset 

of type II diabetes. A prospective population-based study. Diabetes Care. 1996 

Oct;19(10):1097–1102.  

25.  Golden SH, Williams JE, Ford DE, Yeh H-C, Paton Sanford C, Nieto FJ, et al. 

Depressive Symptoms and the Risk of Type 2 Diabetes: The Atherosclerosis Risk 

in Communities study. Diabetes Care. 2004 Feb 1;27(2):429–435.  



 

 

154 

26.  Prince MJ, Harwood RH, Thomas A, Mann AH. A prospective population-based 

cohort study of the effects of disablement and social milieu on the onset and 

maintenance of late-life depression. The Gospel Oak Project VII. Psychological 

Medicine. 1998 Mar;28(2):337–350.  

27.  Latthe P. Factors predisposing women to chronic pelvic pain: systematic review. 

BMJ: British Medical Journal. 2006 Apr 1;332(7544):749–755.  

28.  John U, Meyer C, Rumpf H-J, Hapke U. Smoking, nicotine dependence and 

psychiatric comorbidity—a population-based study including smoking cessation 

after three years. Drug and Alcohol Dependence. 2004 Dec 7;76(3):287–295.  

29.  Kandel DB, Huang FY, Davies M. Comorbidity between patterns of substance use 

dependence and psychiatric syndromes. Drug and Alcohol Dependence. 2001 Oct 

1;64(2):233–241.  

30.  Degenhardt L, Hall W. The relationship between tobacco use, substance-use 

disorders and mental health: results from the National Survey of Mental Health and 

Well-being. Nicotine & Tobacco Research. 2001 Aug;3(3):225–234.  

31.  Kelly JA. HIV risk reduction interventions for persons with severe mental illness. 

Clinical Psychology Review. 1997 Jan;17(3):293–309.  

32.  Aamir S, Aisha. Co-morbid anxiety and depression among pulmonary tuberculosis 

patients. Journal of the College of Physicians and Surgeons – Pakistan. 2010 

Oct;20(10):703–704.  

33.  Issa BA, Yussuf AD, Kuranga SI. Depression comorbidity among patients with 

tuberculosis in a university teaching hospital outpatient clinic in Nigeria. Mental 

Health in Family Medicine. 2009 Sep;6(3):133–138.  

34.  Weiss MG. The interrelationship of tropical disease and mental disorder: 

conceptual framework and literature review (Part I: malaria). Culture, Medicine 

and Psychiatry. 1985 Jun;9(2):121–200.  

35.  Costello EJ. Relationships Between Poverty and Psychopathology: A Natural 

Experiment. JAMA: The Journal of the American Medical Association. 2003 Oct 

15;290(15):2023–2029.  

36.  Patel V. Is Depression a Disease of Poverty? Regional Health Forum. 2001;5:14–

21.  

37.  Patel V, Kleinman A, others. Poverty and common mental disorders in developing 

countries. Bulletin of the World Health Organization. 2003;81(8):609–615.  



 

 

155 

38.  La V, Kn F, Jp Z. The relationship between depression and length of stay in the 

general hospital patient. Journal of Clinical Psychiatry. 1993 May;54(5):177–181.  

39.  Pagel MD, Smilkstein G, Regen H, Montano D. Psychosocial influences on new 

born outcomes: A controlled prospective study. Social Science & Medicine. 

1990;30(5):597–604.  

40.  Hoffman S, Hatch MC. Depressive symptomatology during pregnancy: Evidence 

for an association with decreased fetal growth in pregnancies of lower social class 

women. Health Psychology. 2000;19(6):535–543.  

41.  DiPietro JA, Novak MFSX, Costigan KA, Atella LD, Reusing SP. Maternal 

Psychological Distress During Pregnancy in Relation to Child Development at Age 

Two. Child Development. 2006;77(3):573–587.  

42.  Rahman A, Iqbal Z, Bunn J, Lovel H, Harrington R. Impact of maternal depression 

on infant nutritional status and illness: a cohort study. Archives of General 

Psychiatry. 2004;61(9):946.  

43.  Patel V, Rahman A, Jacob K, Hughes M. Effect of maternal mental health on 

infant growth in low income countries: new evidence from South Asia. BMJ: 

British Medical Journal. 2004;328(7443):820.  

44.  Rahman A, Bunn J, Lovel H, Creed F. Association between antenatal depression 

and low birthweight in a developing country. Acta Psychiatrica Scandinavica. 

2007;115(6):481–486.  

45.  Rahman A, Iqbal Z, Harrington R. Life Events, Social Support and Depression in 

Childbirth: Perspectives from a Rural Community in the Developing World. 

Psychological Medicine. 2003;33(7):1161–1167.  

46.  Copper RL, Goldenberg RL, Das A, Elder N, Swain M, Norman G, et al. The 

preterm prediction study: Maternal stress is associated with spontaneous preterm 

birth at less than thirty-five weeks‘ gestation. American Journal of Obstetrics and 

Gynecology. 1996 Nov;175(5):1286–1292.  

47.  Harris EC, Barraclough B. Suicide as an outcome for mental disorders. A meta-

analysis. British Journal of Psychiatry. 1997 Mar 1;170(3):205–228.  

48.  WHO | Suicide prevention (SUPRE) [Internet]. [cited 2010 Feb 2]. Available from: 

http://www.who.int/mental_health/prevention/suicide/suicideprevent/en/ 

49.  Patel V. Poverty, Gender and Mental Health Promotion in a Global Society. 

Promotion & Education. 2005 Jun 1;12(2 suppl):26–29.  



 

 

156 

50.  Levinson D, Ifrah A. The robustness of the gender effect on help seeking for 

mental health needs in three subcultures in Israel. Social Psychiatry and Psychiatric 

Epidemiology. 2009 Jun 10;45(3):337–344.  

51.  Devries K, Watts C, Yoshihama M, Kiss L, Schraiber LB, Deyessa N, et al. 

Violence against women is strongly associated with suicide attempts: Evidence 

from the WHO multi-country study on women‘s health and domestic violence 

against women. Social Science & Medicine. 2011 Jul;73(1):79–86.  

52.  Maselko J, Patel V. Why women attempt suicide: the role of mental illness and 

social disadvantage in a community cohort study in India. Journal of Epidemiology 

and Community Health. 2008;62(9):817–822.  

53.  NIMH · Global Survey Reveals Significant Gap in Meeting World‘s Mental 

Health Care Needs [Internet]. [cited 2010 Apr 4]. Available from: 

http://www.nimh.nih.gov/science-news/2007/global-survey-reveals-significant-

gap-in-meeting-worlds-mental-health-care-needs.shtml 

54.  Thornicroft G. Most people with mental illness are not treated. Lancet. 2007; 

370(9590):807–808.  

55.  Wang PS, Aguilar-Gaxiola S, Alonso J, Angermeyer MC, Borges G, Bromet EJ, et 

al. Use of mental health services for anxiety, mood, and substance disorders in 17 

countries in the WHO world mental health surveys. Lancet. 2007;370(9590):841–

850.  

56.  Patel V, Araya R, Chatterjee S, Chisholm D, Cohen A, De Silva M, et al. 

Treatment and prevention of mental disorders in low-income and middle-income 

countries. Lancet. 2007 Sep;370(9591):991–1005.  

57.  Rubenstein LV, Jackson-Triche M, Unutzer J, Miranda J, Minnium K, Pearson 

ML, et al. Evidence-Based Care for Depression in Managed Primary Care 

Practices. Health Affairs. 1999 Sep 1;18(5):89–105.  

58.  Bower P. Managing common mental health disorders in primary care: conceptual 

models and evidence base. BMJ: British Medical Journal. 2005 Apr 9;330(7495): 

839–842.  

59.  Patel V, Simon G, Chowdhary N, Kaaya S, Araya R. Packages of Care for 

Depression in Low- and Middle-Income Countries. PLoS Medicine. 2009 Oct 

6;6(10):e1000159.  

60.  Wells KB. Caring for Depression. Harvard University Press; 1996. 274 p.  



 

 

157 

61.  Kessler RC, Amminger GP, Aguilar-Gaxiola S, Alonso J, Lee S, Ustün TB. Age of 

onset of mental disorders: a review of recent literature: Current Opinion in 

Psychiatry. 2007 Jul;20(4):359–364.  

62.  Delay and failure in treatment seeking after first onset of mental disorders in the 

World Health Organization‘s World Mental Health Survey Initiative [Internet]. 

[cited 2010 Apr 4]. Available from: 

http://www.ncbi.nlm.nih.gov.ezproxy.bu.edu/pmc/articles/PMC2174579/ 

63.  Gater R, Almeida E. Sousa DB, Barrientos G, Caraveo J, Chandrashekar CR, 

Dhadphale M, et al. The pathways to psychiatric care: a cross-cultural study. 

Psychological Medicine. 1991;21(3):761–774.  

64.  Naqvi HA, Khan MM. Pathway to psychiatric care in Karachi. Journal of the 

College of Physicians and Surgeons – Pakistan: JCPSP. 2006 Jun;16(6):438–439.  

65.  Nasir LS, Al-Qutob R. Barriers to the Diagnosis and Treatment of Depression in 

Jordan. A Nationwide Qualitative Study. Journal of the American Board of Family 

Practice. 2005 Mar 1;18(2):125–131.  

66.  multi0page.pdf [Internet]. [cited 2011 Jan 18]. Available from: http://www-

wds.worldbank.org/external/default/WDSContentServer/WDSP/IB/1998/04/22/00

0009265_3980625101315/Rendered/PDF/multi0page.pdf 

67.  WHO | WHO-AIMS Country Reports [Internet]. [cited 2011 Sep 12]. Available 

from: http://www.who.int/mental_health/who_aims_country_reports/en/index.html 

68.  Mirza I. Risk factors, prevalence, and treatment of anxiety and depressive 

disorders in Pakistan: systematic review. BMJ: British Medical Journal. 2004 Apr 

3;328(7443):794.  

69.  Bromet E, Andrade L, Hwang I, Sampson NA, Alonso J, de Girolamo G, et al. 

Cross-national epidemiology of DSM-IV major depressive episode. BMC 

Medicine. 2011;9(1):90.  

70.  Muhammad Gadit AA, Mugford G. Prevalence of Depression among Households 

in Three Capital Cities of Pakistan: Need to Revise the Mental Health Policy. Heo 

M, editor. PLoS One. 2007 Feb 14;2(2):e209.  

71.  Dodani S, Zuberi RW. Center-based prevalence of anxiety and depression in 

women of the northern areas of Pakistan. Journal of the Pakistan Medical 

Association. 2000;50(5):138–140.  



 

 

158 

72.  Mumford DB, Nazir M, Jilani FU, Baig IY. Stress and Psychiatric Disorder in the 

Hindu Kush: A Community Survey of Mountain Villages in Chitral, Pakistan. 

British Journal of Psychiatry. 1996 Mar 1;168(3):299–307.  

73.  Ali B, Rahbar M, Naeem S, Tareen A, Gul A, Samad L. Prevalence of and factors 

associated with anxiety and depression among women in a lower middle class 

semi-urban community of Karachi, Pakistan. Journal of the Pakistant Medical 

Association. 2002;52(11):513–517.  

74.  Asad N, Karmaliani R, Sullaiman N, Bann CM, McClure EM, Pasha O, et al. 

Prevalence of suicidal thoughts and attempts among pregnant Pakistani women. 

Acta Obstetricia et Gynecologica Scandinavica. 2010 Dec;89(12):1545–1551.  

75.  Husain N, Creed F, Tomenson B. Depression and social stress in Pakistan. 

Psychological Medicine. 2000 Mar;30(2):395–402.  

76.  Husain N, Chaudhry IB, Afridi MA, Tomenson B, Creed F. Life stress and 

depression in a tribal area of Pakistan. British Journal of Psychiatry. 2007 Jan 

1;190(1):36–41.  

77.  Luni FK, Ansari B, Jawad A, Dawson A, Baig SM. Prevalence of depression and 

anxiety in a village in Sindh. Journal of Ayub Medical College, Abbottabad. 2009; 

21(2):68–72.  

78.  Khan MM, Islam S, Kundi AK. Parasuicide in Pakistan: experience at a university 

hospital. Acta Psychiatrica Scandinavica. 1996 Apr 1;93(4):264–267.  

79.  Khan MM, Reza H. Gender Differences in Nonfatal Suicidal Behavior in Pakistan: 

Significance of Sociocultural Factors. Suicide and Life-Threatening Behavior. 

1998 Mar 1;28(1):62–68.  

80.  Ramalingaswami V, Jonsson U, Rohde J. Commentary: The Asian enigma 

[Internet]. UNICEF; 1996 [cited 2014 Aug 17]. (Nutrition). Available from: 

http://www.unicef.org/pon96/nuenigma.htm 

81.  Bhutta ZA. Why has so little changed in maternal and child health in south Asia? 

BMJ: British Medical Journal. 2000;321(7264):809.  

82.  Rahman A, Patel V, Maselko J, Kirkwood B. The neglected ―m‖ in MCH 

programmes – why mental health of mothers is important for child nutrition. 

Tropical Medicine & International Health. 2008 Apr 1;13(4):579–583.  

83.  State of mental health in Pakistan—service, education and reseearch. [Internet]. 

[cited 2010 Apr 5]. Available from: 

http://www.ncbi.nlm.nih.gov.ezproxy.bu.edu/pmc/articles/PMC2615573/ 



 

 

159 

84.  Gadit AA. Out-of-Pocket expenditure for depression among patients attending 

private community psychiatric clinics in Pakistan. Journal of Mental Health Policy 

and Economics. 2004;7(1):23–28.  

85.  Gadit AA. Mental Health Model: Comparison Between a Developed and a 

Developing Country. Journal of Medicine [Internet]. 2007;1(1). Available from: 

http://www.scientificjournals.org/journals2007/articles/1047.htm 

86.  Rubeena Kidwai. A review of Mental Health Law in Pakistan [Internet]. Available 

from: www.pamh.org.pk/Review%20Mental%20Health%20Ordinance.pptx 

87.  HOP-Compendium_July8-12pm_Final.cdr - HOP-Compendium_Final.pdf 

[Internet]. [cited 2013 Jul 20]. Available from: 

http://www.sanianishtar.info/pdfs/HOP-Compendium_Final.pdf 

88.  PM consolidates health functions under renamed division [Internet]. The News 

International, Pakistan. [cited 2013 Jul 19]. Available from: 

http://www.thenews.com.pk/Todays-News-2-175715-PM-consolidates-health-

functions-under-renamed-division 

89.  Khan MM. The NHS International Fellowship Scheme in Psychiatry: Robbing the 

Poor to Pay the Rich? Psychiatric Bulletin. 2004 Dec 1;28(12):435–437.  

90.  Ali NS, Khuwaja AK, Zafar AM. Characteristics of patients using psychoactive 

drugs in Karachi, Pakistan. Pharmacy World & Science: PWS. 2009 Jun; 

31(3):369–372.  

91.  Iqbal SP, Ahmer S, Farooq S, Parpio Y, Tharani A, Khan RAM, et al. 

Benzodiazepine use among adults residing in the urban settlements of Karachi, 

Pakistan: A cross sectional study. Substance Abuse Treatment, Prevention, and 

Policy. 2011;6(1):1–7.  

92.  Naqvi H, Hussan S, Dossa F. Opinion and Debate: Benzodiazepine: Slow sand of 

Addiction. Journal of the Pakistan Medical Association. 2009;59(6):415.  

93.  Kessler RC, Berglund PA, Bruce ML, Koch JR, Laska EM, Leaf PJ, et al. The 

prevalence and correlates of untreated serious mental illness. Health Services 

Research. 2001;36(6 Pt 1):987.  

94.  Wang PS, Angermeyer M, Borges G, Bruffaerts R, CHIU WAITAT, DE 

GIROLAMO G, et al. Delay and failure in treatment seeking after first onset of 

mental disorders in the World Health Organization‘s World Mental Health Survey 

Initiative. World Psychiatry. 2007;6(3):177.  



 

 

160 

95.  Qualitative Methods in Health Research. Oppotunities and considerations in 

Application and Review. Office of Behavioral and Social Sciences Research, 

National Institutes of Health Bethesda, MD;  

96.  Guest G. How Many Interviews Are Enough?: An Experiment with Data 

Saturation and Variability. Field Methods. 2006 Feb 1;18(1):59–82.  

97.  PHQ - Questions.pdf [Internet]. [cited 2012 Feb 28]. Available from: 

http://www.integration.samhsa.gov/images/res/PHQ%20-%20Questions.pdf 

98.  The PHQ-9 validity of a Brief Depression Severity Measure [Internet]. [cited 2012 

Feb 28]. Available from: 

http://www.ncbi.nlm.nih.gov.ezproxy.bu.edu/pmc/articles/PMC1495268/pdf/jgi_0

1114.pdf 

99.  Kroenke K, Spitzer RL. The PHQ-9: a new depression diagnostic and severity 

measure. Psychiatric Annals. 2002;32(9):1–7.  

100.  WHO Collaborative Study: An epidemiological survey of psychological problems 

in general health care in 15 centers worldwide, International Review of Psychiatry, 

Informa Healthcare [Internet]. [cited 2012 Apr 30]. Available from: 

http://informahealthcare.com.ezproxy.bu.edu/doi/abs/10.3109/0954026940902327

3 

101.  WHO | Chapter 2: Burden of Mental and Behavioural Disorders [Internet]. WHO. 

[cited 2012 Apr 30]. Available from: 

http://www.who.int/whr/2001/chapter2/en/index2.html 

102.  Ganatra HA, Bhurgri H, Channa R, Bawany FA, Zafar SN, Chaudhry RI, et al. 

Educating and Informing Patients Receiving Psychopharmacological Medications: 

Are Family Physicians in Pakistan up to the Task? von Elm E, editor. PLoS One. 

2009 Feb 27;4(2):e4620.  

103.  Gadit A. Primary Care Psychiatry in Pakistan: A Long Way Ahead. Journal of the 

Pakistan Medical Association. 2006;56(2):49.  

104.  Husain N, Gater R, Tomenson B, Creed F, others. Comparison of the personal 

health questionnaire and the self reporting questionnaire in rural Pakistan. Journal 

of the Pakistan Medical Association. 2006 Aug;56(8):366–370.  

105.  Husain N. Psychosocial correlates between Diabetes Mellitus and Depression: A 

primary care study from a low income country. Clujul Medical. 2012;85(1):33.  

106.  Strauss AL, Corbin JM. Basics of qualitative research: techniques and procedures 

for developing grounded theory. Sage Publications; 1998. 342 p.  



 

 

161 

107.  Hennink M, Hutter I, Bailey A. Qualitative Research Methods. Sage Publications; 

2010. 330 p.  

108.  Holstein JA, Gubrium JF. Active interviewing [Internet]. Sage Publications; 1997 

[cited 2013 Nov 23]. Available from: http://www.heron.dmu.ac.uk/2006-02-

28/0803976658(113-129)51915.pdf 

109.  DiCicco-Bloom B, Crabtree BF. The qualitative research interview. Medical 

Education. 2006;40(4):314–321.  

110.  ―The Key Informant Technique : A Nonethnographic Application.‖ - 

Key_informant_technique.pdf [Internet]. [cited 2013 Nov 25]. Available from: 

http://classiques.uqac.ca/contemporains/tremblay_marc_adelard/Key_informant_te

chnique/Key_informant_technique.pdf 

111.  Boyatzis RE. Transforming Qualitative Information: Thematic Analysis and Code 

Development. Sage Publications; 1998. 204 p.  

112.  Standing H, Chowdhury AMR. Producing effective knowledge agents in a 

pluralistic environment: What future for community health workers? Social 

Science & Medicine. 2008 May;66(10):2096–2107.  

113.  Chopra M, Munro S, Lavis JN, Vist G, Bennett S. Effects of policy options for 

human resources for health: an analysis of systematic reviews. Lancet. 2008; 

371(9613):668–674.  

114.  Lewin SA, Babigumira SM, Bosch-Capblanch X, Aja G, Van Wyk B, Glenton C, 

et al. Lay health workers in primary and community health care: A systematic 

review of trials. Geneva: World Health Organization [Internet]. 2006 [cited 2015 

Dec 6]; Available from: 

http://www.who.int/entity/rpc/meetings/LHW_review2.pdf 

115.  Hermann K, Van Damme W, Pariyo GW, Schouten E, Assefa Y, Cirera A, et al. 

Community health workers for ART in sub-Saharan Africa: Learning from 

experience–capitalizing on new opportunities. Human Resources for Health. 

2009;7:31. doi: 10.1186/1478-4491-7-31 .  

116.  Lehmann U, Van Damme W, Barten F, Sanders D. Task shifting: the answer to the 

human resources crisis in Africa? Human Resources for Health. 2009;7(1):49.  

117.  Schneider H, Hlophe H, van Rensburg D. Community health workers and the 

response to HIV/AIDS in South Africa: tensions and prospects. Health Policy and 

Planning. 2008;23(3):179–187.  



 

 

162 

118.  Zachariah R, Ford N, Philips M, Lynch S, Massaquoi M, Janssens V, et al. Task 

shifting in HIV/AIDS: opportunities, challenges and proposed actions for sub-

Saharan Africa. Transactions of the Royal Society of Tropical Medicine and 

Hygiene. 2009;103(6):549–558.  

119.  van Ginneken N, Tharyan P, Lewin S, Rao GN, Meera S, Pian J, et al. Non-

specialist health worker interventions for the care of mental, neurological and 

substance-abuse disorders in low- and middle-income countries. In: Cochrane 

Database of Systematic Reviews [Internet]. John Wiley & Sons, Ltd; 2013 [cited 

2016 May 7]. Available from: 

http://onlinelibrary.wiley.com.ezproxy.bu.edu/doi/10.1002/14651858.CD009149.p

ub2/abstract 

120.  Rahman A, Fisher J, Bower P, Luchters S, Tran T, Yasamy MT, et al. 

Interventions for common perinatal mental disorders in women in low- and 

middle-income countries: a systematic review and meta-analysis. Bulletin of the 

World Health Organization. 2013 Aug 1;91(8):593–601I.  

121.  Chowdhary N, Sikander S, Atif N, Singh N, Ahmad I, Fuhr DC, et al. The content 

and delivery of psychological interventions for perinatal depression by non-

specialist health workers in low and middle income countries: A systematic 

review. Best Practice & Research. Clinical Obstetrics & Gynaecology. 2014 Jan; 

28(1):113–133.  

122.  Selamu M, Asher L, Hanlon C, Medhin G, Hailemariam M, Patel V, et al. Beyond 

the biomedical: community resources for mental health care in rural Ethiopia. 

PLoS One. 2015;10(5):e0126666.  

123.  Evans-Lacko S, Ribeiro W, Brietzke E, Knapp M, Mari J, McDaid D, et al. Lean 

economies and innovation in mental health systems. Lancet. 2016 Apr;387(10026): 

1356–1358.  

124.  Armstrong G, Kermode M, Raja S, Suja S, Chandra P, Jorm AF. A mental health 

training program for community health workers in India: impact on knowledge and 

attitudes. International Journal of Mental Health Systems. 2011 Aug 5;5:17.  

125.  Paudel S, Gilles N, Hahn S, Hexom B, Premkumar R, Arole S, et al. Impact of 

mental health training on village health workers regarding clinical depression in 

rural India. Community Mental Health Journal. 2014 May;50(4):480–486.  

126.  Singla D, Lazarus A, Atif N, Sikander S, Bhatia U, Ahmad I, et al. ―Someone like 

us‖: delivering maternal mental health through peers in two South Asian contexts. 

Journal of Affective Disorders. 2014 Oct;168:452–458.  



 

 

163 

127.  Rahman A, Malik A, Sikander S, Roberts C, Creed F. Cognitive behaviour 

therapy-based intervention by community health workers for mothers with 

depression and their infants in rural Pakistan: a cluster-randomised controlled trial. 

Lancet. 2008 Sep 13;372(9642):902–909.  

128.  Karbhari A, Chaudhry N, Kiran T, Fayyaz H, Fatima B, Furber C, et al. Maternal 

depression and the role of psychosocial intervention: Perception of community 

health workers in Pakistan. European Psychiatry. 2016;(33):S224–S225.  

129.  Shaikh BT, Hatcher J. Health Seeking Behaviour and Health Service Utilization in 

Pakistan: Challenging the Policy Makers. Journal of Public Health. 2005 Mar 

1;27(1):49–54.  

130.  National Institute of population Studies Islamabad P. Pakistan Demographic and 

Health Survey 2006–07. Macro International; 2008.  

131.  Bhutta ZA, Memon ZA, Soofi S, Salat MS, Cousens S, Martines J. Implementing 

community-based perinatal care: results from a pilot study in rural Pakistan. 

Bulletin of the World Health Organization. 2008;86(6):452–459.  

132.  Jokhio AH, Winter HR, Cheng KK. An intervention involving traditional birth 

attendants and perinatal and maternal mortality in Pakistan. New England Journal 

of Medicine. 2005;352(20):2091–2099.  

133.  Rahman A. Challenges and opportunities in developing a psychological 

intervention for perinatal depression in rural Pakistan – a multi-method study. 

Archives of Women‘s Mental Health. 2007 Aug 6;10(5):211–219.  

134.  Rahman A, Iqbal Z, Roberts C, Husain N. Cluster randomized trial of a parent-

based intervention to support early development of children in a low-income 

country. Child Care, Health and Development. 2009 Jan;35(1):56–62.  

135.  de Diego-Adeliño J, Portella MJ, Puigdemont D, Pérez-Egea R, Álvarez E, Pérez 

V. A short duration of untreated illness (DUI) improves response outcomes in first-

depressive episodes. Journal of Affective Disorders. 2010 Jan;120(1–3):221–225.  

136.  Altamura AC, Dell‘Osso B, Vismara S, Mundo E. May duration of untreated 

illness influence the long-term course of major depressive disorder? European 

Psychiatry. 2008 Mar;23(2):92–96.  

137.  Baldwin DS. On reducing the duration of untreated illness in unipolar depression. 

Human Psychopharmacology: Clinical and Experimental. 2011;26(2):93–94.  

138.  Sheline YI, Gado MH, Kraemer HC, et al. Untreated depression and hippocampal 

volume loss. American Journal of Psychiatry. 2003;160(8):1516–1518.  



 

 

164 

139.  Ali BS, Rahbar MH, Naeem S, Gul A, Mubeen S, Iqbal A. The effectiveness of 

counseling on anxiety and depression by minimally trained counselors: a 

randomized controlled trial. American Journal of Psychotherapy. 2003;57(3):324–

336.  

140.  Ali NS, Ali BS, Azam IS, Khuwaja AK. Effectiveness of counseling for anxiety 

and depression in mothers of children ages 0-30 months by community workers in 

Karachi, Pakistan: a quasi experimental study. BMC Psychiatry. 2010;10:57.  



 

 

165 

CURRICULUM VITAE 

Name: Batool Fatima 

Email: Batool.fatima@gmail.com 

Cell +92-300-9272835 

 

Education: 

2009–2016 Boston University School of Public Health  

Dr.PH. Dissertation ―Facilitators and barriers in access to mental health 

services for women with depression in Karachi‖.  
 

2000–2003 Institute of Clinical Psychology, University of Karachi 
M. Phil / PhD Coursework and Clinical Work 

 

Jan – Dec 99 Institute of Clinical Psychology, University of Karachi 
Post Magisterial Diploma in Clinical psychology 

 

1996–1998 University of Karachi 
Masters in Clinical Psychology 

 

International training: 

Course Organisation / Place Date 

Systematic Review Pakistan Institute of learning and 

Living, Sharja 

28 –29 Feb, 

2016 

Meta Synthesis Pakistan Institute of learning and 

Living, Sharja 

27
th

 Feb, 

2016 

The Autism Diagnostic Observation 

Schedule (ADOS) 

Pakistan Institute of learning and 

Living,  Sharja 

25
th

 Feb, 

2015 

Manchester Assessment of Caregiver-

Infant Interaction (MACI) 

Pakistan Institute of learning and 

Living, Sharja UAE 

23
rd

 –24
th

 

Feb, 2015 

Programme Management Development  

(New Steps in Result-Based 

Management & Organisation 

Development) 

Management for Development 

Foundation  

Kathmandu, Nepal 

29 Oct – 9 

Nov 12 

International Advisory Course Management for Development 

Foundation  

Ede, Netherlands 

19 May – 27 

June 2008 

Behaviour change communication 

Planning 

International Centre for 

Development Communication 

Kasetsart University Bangkok, 

Thailand 

8–25 Mar 

2005 

Inter-country workshop on Voluntary 

Counselling and testing for HIV/AIDS 

Training for trainers 

Bangkok, Thailand 26 Mar– 8 

April 05 
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Work Experience 

 

Aug 2014– May 2015 Institute of Professional Psychology, Bahria University 

 Senior Lecturer - Full time  

 

Aug 2013 – May 2015 Pakistan Institute of Learning and Living (PILL)  

 Assistant Director, Research and development- part time  

 

Nov 2010 to Mar 2011 Beacon Health Services (USA) –  

 Graduate practicum - Project involved Evaluation of 

Community Mental Health Program in Massachusetts, USA 

 

Dec 2011 to Mar 2012 Initiatives Inc. (USA)- Graduate Internship - (part time) 

 Project involved writing a case study on Implementation of 

CHW-AIM toolkit to support Community Health Workers 

program in Ruhiira Uganda  

 

Aug  2008– June 2009 Habib University Foundation 

 Planning Associate  

 

Jan 2008 – Aug 2009 Pakistan Institute of Learning and Living (PILL) 

 Consultant Associate Director, (Part time)      

 Research and development consultant Pakistan 

  

Apr 2007– Dec 2007  Head of Programme, World Population Foundation, Pakistan 

 

Nov 2005 – Apr 2007 Aga Khan Health Service, Pakistan 

 Behavior Change Communication Specialist 

 

Nov 2003 – Nov 2005 Marie Stopes Society (HIV/AIDS Program) 

 Clinical Psychologist / Manager Counseling Services. 

 

July 2002 to Oct 2003 SCINOSA (Society for Children in need of Special Attention) 

 Principal & Clinical Psychologist 
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Clinical Experience: 
Dec 2005 – March 2007 Center for Counseling Services  at Medilink 

  Co-Director and Consultant Clinical Psychologist, (Part 

Time) 

 

Dec 2002 – Jan 2009 Specialist Care Clinic, Near Taj Medical Complex 

 Consultant Clinical Psychologist  

 

Dec 2002 – Jan 2005 Imam Zainul Abedin (A.S) Hospital, Nazimabad  

 Consultant Clinical Psychologist 

 

Consulting Experience: 

 

Assessment of the Impact of Psychosocial Tools Developed by UNICEF, April– July 

2009 

Client: UNICEF Punjab, Pakistan 

Assignment: Assessment of the Impact of Psychosocial Tools for HIV/AIDS infected 
and affected children developed by UNICEF Punjab and implemented by Pak plus 
society, Revision of tools and programmatic Recommendations 
 

Communicating with HIV positive people: 29
th 

July 2008 

Client:  UNICEF& SINDH AIDS Control Program, Pakistan  

Assignment: Conducting Voluntary Counseling and testing part of the Care and Support 

training 

 

Voluntary Counseling and Testing for HIV/AIDS 

Client: Family Health International, Pakistan.  4–12 July, 2008 

Assignment: Training Partner NGOs of Family Health International on Voluntary 

Counseling and Testing 

 

Communicating with HIV positive people: May–July 2008 

Client:  UNICEF& National AIDS Control Program, Pakistan  

Assignment: Develop curricula for communicating with HIV positive clients 

(Presentation, guidance notes and reference material), conduct training and update the 

material as per the participant‘s feedback.  

 

Project Proposal Development 

Client:  Mustashaar / WISES 

Assignment: Proposal developed for Tackling HIV/AIDS Stigma and Discrimination, 

2008.  

 

Client:  United Registrar Systems 

Assignment: Technical Audit of NGO- Church World Service, Pakistan Afghanistan. 

Jan, 2008  
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Facilitation Skills for utilization of videos in community  

Client:  CONCERN 
Assignment: Trained team members and partners of CONCERN for raising awareness on 

HIV/AIDS with the use of video ―Choti se Ghalti‖. Dec 07 

 

Training: PPTCT (Preventing Parent to Child Transmission of HIV 
Client:  UNICEF 

Assignment: Conducted Two days Training in PPTCT (Preventing Parent to Child 

Transmission of HIV -training for National AIDS Control Program and UNICEF 

partner NGOs Dec, 07  

 

Training workshop: Voluntary Counseling and Testing for HIV/AIDS 

Client:  Family Health International – FHI 

Assignment: Co – facilitated “Voluntary Counseling and Testing” workshop with 

Kathleen Casey (Regional senior technical person for VCT- FHI). 14–21
st
 June, 07 for 

Family Health International – FHI and National AIDS Control Program Pakistan 

 

Training workshop: Counseling for HIV/AIDS 

Client:  Family Health International 

Assignment: Conducted training on “Counseling for HIV/AIDS” for partner NGOs of 

Family Health International at Crown Plaza, Lahore. May 12–16, 2006 

 

Training workshop Voluntary Counseling and Testing for HIV/AIDS 

Client:  Marie Stopes Society 

Assignment: Conducted Training on Voluntary Counseling and Testing for 

HIV/AIDS, for Psychologists of the Behtar Kal Program Marie Stopes Society. 20 Feb–

1
st
 Mar 2006 

 

Client:  Spectrum Communications 
Assignment: Technical support in Project Proposal development on BCC Campaign for 

optimal Birth Spacing on Family Planning Motivational Campaign, Oct–Nov, 05 for 

Green Star Social Marketing by Spectrum Communications 

 

Training Workshop Counseling for HIV/AIDS 

Client:  Church World Service Pakistan and Afghanistan 

Assignment: “Counseling on HIV/AIDS”, on 23–24 Mar 04 at Ratanabad, Mirpur Khas, 

Consultancy for Church World Service Pakistan and Afghanistan 

 

Publications 

Emotional intelligence: A key factor for self-esteem and neurotic behavior among 
adolescence of Karachi, Pakistan. ZH Khan, K Ilyas, B Fatima - Indian Journal of 
Positive Psychology, 6(2) 2015, page 171–174 
 

http://search.proquest.com/openview/0d71ab80db9c10def6ec3784eb85527f/1?pq-origsite=gscholar
http://search.proquest.com/openview/0d71ab80db9c10def6ec3784eb85527f/1?pq-origsite=gscholar
https://scholar.google.com.pk/citations?user=CZFPJZgAAAAJ&hl=en&oi=sra
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A brief psychological intervention after self-harm: An RCT from a low-income country. 

Nusrat Husain, Salahuddin Afsar, Jamal Ara, Hina Fayyaz, Raza Ur Rahman, Barbara 

Tomenson, Munir Hamirani, Nasim Chaudhry, Batool Fatima, Meher Husain, Farooq 

Naeem, Imran B Chaudhry. The British journal of psychiatry: the journal of mental 

science. 03/2014; DOI:10.1192/bjp.bp.113.138370 

 

Mental health and adaptation of young Liberians in post conflict Liberia: a key 

informant‘s perspective. Dominguez S, Borba C, Fatima B, Deborah A. Graya, Stinehart 

C, Murphy G, Wang E,  Harris B and Henderson D. International Journal of Culture and 

Mental Health, 2012 . DOI:10.1080/17542863.2012.683158 

 

Husain N, Chaudhry N, Fatima B, et al. Antidepressant and group psychosocial 

treatment for depression: a rater blind exploratory RCT from a low income country. 

Behav Cogn Psychother. 2014 Nov; 42 (6):693–705. 

 

Fatima B, Munawar N. Type A behaviour and Road Accidents, Pakistan Journal of 

Social and Clinical Psychology. Vol. 4, No. 1–2, June, 2006  

 

Manuscripts under review: 

 

Husain, N., Zulqernain, F., Carter, L., Fatima, B., et al.  Treatment of maternal depression 

in urban slums of Karachi, Pakistan: A randomized controlled trial (RCT) of an integrated 

maternal psychological and early child development intervention.  

 

Chaudhry, N., Kiran, T., Fayyaz, H., Fatima, B., Furber, C., Lunat, F., Husain, M., Naeem, 

F., Husain, N. Maternal depression and the role of psychosocial intervention: Perception of 

community health workers in Pakistan.  

 

Published Abstracts: 

 

1) Batool Z, Fatima B, Zadeh Z. Feasibility randomized controlled clinical trial of 

mindfulness and acceptance based therapy for females with social anxiety in Karachi, 

Pakistan. European Psychiatry. 2016;(33):S391. 

2) Husain M, Tayyeba K, Husain M, Fatima B, Ansari SUH, Rahman R, et al. Depression 

and quality of life in hospitalized patients with congestive heart failure (CHF): A cross-

sectional study from Karachi, Pakistan. European Psychiatry. 2016 Mar;33, 

Supplement:S390. 

3) Karbhari A, Chaudhry N, Kiran T, Fayyaz H, Fatima B, Furber C, et al. Maternal 

depression and the role of psychosocial intervention: Perception of community health 

workers in Pakistan. European Psychiatry. 2016;(33):S224–S225. 

4) Tauseef B, Zadeh Z, Fatima B. Feasibility of the stress and anger management program 

on children with high functioning autism spectrum disorder in a sample population from 

Karachi. European Psychiatry. 2016 Mar;33, Supplement:S360. 

https://www.researchgate.net/researcher/38797605_Nusrat_Husain/
https://www.researchgate.net/researcher/2046075582_Salahuddin_Afsar/
https://www.researchgate.net/researcher/2046075217_Jamal_Ara/
https://www.researchgate.net/researcher/2046084888_Hina_Fayyaz/
https://www.researchgate.net/researcher/2023734406_Raza_Ur_Rahman/
https://www.researchgate.net/researcher/39515421_Barbara_Tomenson/
https://www.researchgate.net/researcher/39515421_Barbara_Tomenson/
https://www.researchgate.net/researcher/2046079401_Munir_Hamirani/
https://www.researchgate.net/researcher/31702075_Nasim_Chaudhry/
https://www.researchgate.net/researcher/2000474608_Batool_Fatima/
https://www.researchgate.net/researcher/2045682273_Meher_Husain/
https://www.researchgate.net/researcher/39699009_Farooq_Naeem/
https://www.researchgate.net/researcher/39699009_Farooq_Naeem/
https://www.researchgate.net/researcher/38603117_Imran_B_Chaudhry/
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5) Nusrat H, Zehra N, Amir B, Nasim C, tayyeba K, Shehla Z, et al. Group interpersonal 

psychotherapy for maternal depression an exploratory randomized control trial. 

European Psychiatry. 2016 Mar;33, Supplement:S413–4. 

6) Nusrat H, Batool F, Tayyeba K, Farah N, Ann M. Change your life with seven sheets of 

paper: A pilot randomized controlled trial for postnatal depression (CREATOR). 

European Psychiatry. 2016 Mar;33, Supplement:S414. 

7) Husain N, Kiran T, Fatima B, Chaudhry IB, Saeed Q, Masood SN, et al. Development 

and assessment of a mobile phone-based intervention to reduce maternal depression and 

improve child health. European Psychiatry. 2016 Mar;33, Supplement:S608–9. 

8) Husain N, Fayyaz H, Kiran T, B. Fatima, Lunat F, Hamirani M, Chaudhry IB, et al. 

Psychosocial Correlates of Self Harm: Perspectives from Pakistan. Journal of 

Psychosomatic Research. 2016 Jun 1;85:68. 

9) Nobody told me about it! A qualitative study of barriers and facilitators in access to 

mental health services in women with depression in Karachi, Pakistan.  Batool Fatima, 

Ulrike Boehmer, Frank Feeley, Susan Foster. Journal of Psychosomatic Research. 

06/2015; 78(6).  

10) EPV07 -e-Poster 07: Cultural Psychiatry Key Informant's Perspective On Barriers and 

Facilitators in Access to Mental Health Services for Women with Depression in Urban 

Area of a Low-income Country  B Fatima · B Ulrike · S Foster · F G Feeley. European 

Psychiatry 03/2015; 30(1):1290. DOI:10.1016/S0924-9338(15)31009-9 

11) Group Interpersonal Psychotherapy For Maternal Depression: An Exploratory RCT.  

Husain N, Naqvi Z
,
, Chaudhry N , Khoso A , Kiran, T

, 
Naeem S, Batool F, Naeem F. 

Journal of Pakistan Psychiatric Society. 12(1),75. March 2015 

12) No one ever asked about it! barriers in access to mental health services for women 

accessing treatment from primary care in Karachi. Fatima B, Boehmer U, Frank F, 

Foster S. European Psychiatry. 2014; 29, Supplement 1:1 

13) Antidepressants and group psychosocial treatment for depression: an RCT from a low 

income country. N. Husain, N. Chaudhry, B. Fatima, M. Husain, R. Amin, I.B. 

Chaudhry, R.U. Rahman, S.U. Haq, F. Jaffery and F. Creed. European Psychiatry, 

Volume 25, Supplement 1, 2010, Page 1393.  

14) Batool Fatima. Depression in women and Mental Health Services in Karachi, Pakistan - 

Do we need to address the gap? Presented in American Public Health Association‘s 

138th annual meeting and expo 9th Nov, 2010 

15) Batool Fatima. Challenges in the Implementation of Mental Health Law in Pakistan & 

its implications on the quality of life and human rights, Presented in American Public 

Health Association‘s 138th annual meeting and expo 9th Nov, 2010.  

16) Ethical Challenges in the implementation of Voluntary Counseling and Testing (VCT) 

Program Pakistan and Strategies adopted, Indian Journal of Medical Ethics, Vol II 2005 

Supplement.  

17) Innovative approaches to reduce myths and increase acceptability of interventions in a 

conservative society, Ghauri AK, Bilgrami M, Siddiqui H, Fatima B, Arain I, Iqbal K, 

Jafri SI; International Conference on AIDS (15th: 2004: Bangkok, Thailand). 

                                                                                                                                                                                 

https://www.researchgate.net/publication/278782832_Article_1290_Topic_EPV07_-e-Poster_07_Cultural_Psychiatry_Key_Informant%27s_Perspective_On_Barriers_and_Facilitators_in_Access_to_Mental_Health_Services_for_Women_with_Depression_in_Urban_Area_of_a_Low-income_Country?ev=prf_pub
https://www.researchgate.net/publication/278782832_Article_1290_Topic_EPV07_-e-Poster_07_Cultural_Psychiatry_Key_Informant%27s_Perspective_On_Barriers_and_Facilitators_in_Access_to_Mental_Health_Services_for_Women_with_Depression_in_Urban_Area_of_a_Low-income_Country?ev=prf_pub
https://www.researchgate.net/publication/278782832_Article_1290_Topic_EPV07_-e-Poster_07_Cultural_Psychiatry_Key_Informant%27s_Perspective_On_Barriers_and_Facilitators_in_Access_to_Mental_Health_Services_for_Women_with_Depression_in_Urban_Area_of_a_Low-income_Country?ev=prf_pub
https://www.researchgate.net/researcher/2076192575_B_Ulrike
https://www.researchgate.net/researcher/2065804820_S_Foster
https://www.researchgate.net/researcher/2076196528_F_G_Feeley
http://www.sciencedirect.com.ezproxy.bu.edu/science/journal/09249338
http://www.sciencedirect.com.ezproxy.bu.edu/science?_ob=PublicationURL&_tockey=%23TOC%236137%232010%23999749999.8998%232112762%23FLA%23&_cdi=6137&_pubType=J&view=c&_auth=y&_acct=C000022679&_version=1&_urlVersion=0&_userid=489277&md5=6d4bf3f811e63ed64e38046cf0d2462e
http://apha.confex.com/apha/138am/webprogram/Paper221727.html
http://apha.confex.com/apha/138am/webprogram/Paper221727.html
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Reports / Training Material: 

 Provided technical, cultural review and input in the development of HIV Counselling 

Trainer‘s manual for Asia Pacific  

 

 Developed curricula for communicating with HIV positive clients (Presentation, 

guidance notes and reference material), conduct training and update the material as 

per the participant‘s feedback, July, 08  

 

Grants: 

 Lead-applicant: 2013–2015: (Lead investigator Batool Fatima) Grand Challenges 

Canada, Global Mental Health Seed Grant (Ca$ 249,000). Participatory intervention to 

reduce maternal depression and under five child morbidity– A cluster-randomized 

controlled trial.  

 McNamara Memorial Fund Educational Grant – 2011 (USD 12,000) 

 

Awards: 

 Fulbright Scholarship – 2009  

 Fellow NFP - Netherlands Fellowship Programme (NFP), funded by the Netherlands 

Government. 2008 

 Fellow LDM Pakistan (Leadership Development for Mobilizing Reproductive 

Health - International Institute of Education) 2004 

 


