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Abstract

For the degree of Doctor of Philosophy (PhD) Soci&tatistics
The University of Manchester
30" October 2015

How are social networks associated with mental hehl service use? A
comparison between Pakistani women, and women oftar ethnic groups in
the United Kingdom

Dharmi Kapadia

Pakistani women in the UK have high levels of mEeifiteess, alongside low levels
of outpatient mental health service use, compai#gdwomen of other ethnic groups.
Further, previous studies have suggested that Bakisomen have particularly low levels
of social support, and high levels of social isSolatvhich may reduce their chances of
coming into contact with mental health serviceswieer, to date, there has been little
empirical evidence to support this.

This thesis investigated the mental health senvéss social networks’ structure
and function, and the relationship between the taoPakistani women compared with
women of other ethnic groups. This was done usisigsgematic review of the relevant
literature, and statistical modelling using twagkanationally representative datasets from
the UK. The first dataset, Understanding Sociefys wsed to formulate latent classes of
support networks, subsequently used in regressaiets to compare the support available
in Pakistani women’s networks with women of othiimé groups. The second dataset,
Ethnic Minority Psychiatric lliness Rates in them@ounity (EMPIRIC), was used to
ascertain the influence of social networks (pemgisocial support, contact with relatives
and friends, network composition, and size) onube of outpatient mental health services,
using logistic regression modelling. These dateevedso used to build a structural
equation model to test the direct and indirect@ff@f social networks on outpatient
mental health service usage, via their impact ontatélness.

Pakistani women (along with Bangladeshi women)thadowest rate of mental
health service use, compared with women in otHerietgroups. Further Pakistani women
were more likely to be socially isolated than Whmitejority women, but there were largely
no differences between Pakistani women and othaicmminority women in the structure
and function of social networks. Finally, there veaglence to suggest that social networks
indirectly reduced mental health service use virtimpact on mental iliness. There were
only small ethnic differences in the indirect etfet social networks on mental health
service use, and these differences did not explakistani women’s under-use of mental
health services.

10



Declaration

No portion of the work referred to in the thesis baen submitted in support of an
application for another degree or qualificatiortro$§ or any other university or other
institute of learning.

Copyright Statement

i. The author of this thesis (including any appeediand/or schedules to this thesis) owns
certain copyright or related rights in it (the “Goight”) and s/he has given The University
of Manchester certain rights to use such Copyrigictuding for administrative purposes.

ii. Copies of this thesis, either in full or in extts and whether in hard or electronic copy,
may be made only in accordance with the CopyriDesigns and Patents Act 1988 (as
amended) and regulations issued under it or, wiygpeopriate, in accordance with
licensing agreements which the University has ftone to time. This page must form part
of any such copies made.

iii. The ownership of certain Copyright, patentssigins, trademarks and other intellectual
property (the “Intellectual Property”) and any regctions of copyright works in the
thesis, for example graphs and tables (“Reprodast)pwhich may be described in this
thesis, may not be owned by the author and mayed by third parties. Such
Intellectual Property and Reproductions cannotrandt not be made available for use
without the prior written permission of the ownéngé the relevant Intellectual Property
and/or Reproductions.

iv. Further information on the conditions under gfhdisclosure, publication and
commercialisation of this thesis, the Copyright angt Intellectual Property and/or
Reproductions described in it may take place isl@a in the University IP Policy (see
http://documents.manchester.ac.uk/Doculnfo.aspxdBet87), in any relevant Thesis
restriction declarations deposited in the Univgrkibrary, The University Library’s
regulations (see http://www.manchester.ac.uk/ljgedroutus/regulations) and in The
University’s policy on Presentation of Theses.

11



Acknowledgements

I would like to thank the Economic and Social Resk&ouncil (ESRC) for
funding my time to complete this thesis. This teegould not have been possible without
the advice, support and confidence boosts fromwaysupervisors, Professor James
Nazroo and Dr. Mark Tranmer. | am also gratefutabeagues (fellow PhD students and
staff) in the Social Statistics Department and Tla¢hie Marsh Institute for Social
Research (CMIST), at The University of Manchestemhaking our department a

supportive, collegiate environment to undertakegrasluate studies.

| would also like to thank the survey respondertte wook their time to participate
in the two surveys that were used for this thdsiknic Minority Psychiatric lliness Rates
in the Community (EMPIRIC), and The UK Householdhgdudinal Study,

Understanding Society.

| would like to say a big thank you to all my gré@¢nds (Bethan, Emma, Helen,
Karis, Kathy, and Tine) who have supported me thhowt the completion of this thesis.
The tea, chocolate, wine, flowers, lunches, tissaed endless words of encouragement

kept me going.

Finally, special thanks go to my family (Fizz, Atkae Mum, and Dad) for having

unwavering belief and confidence in me. You're ltlest.

12



The Author

Dharmi Kapadia is a Research Associate at the ES&®@re on the Dynamics of
Ethnicity (CoDE), The University of Manchester. H#1D was conducted in the Social
Statistics Department at The Cathie Marsh InstiioteSurvey Research (CMIST) at The
University of Manchester. She gained a BSc (Hom$)sychology from The Open
University in 2009 and an MSc in Social Researclindds and Statistics from The
University of Manchester in 2012. Her researchragts are in the field of ethnic
inequalities in health, with a particular focusroantal health services. As part of her work
with CoDE she has published a book chapter on @thegualities in the labour market,
and a report on the links between ethnicity, saoévorks and poverty. Prior to
embarking on postgraduate studies, she workedr&s@arch Assistant in the Institute of

Health Sciences at The University of Manchester.

13



Chapter 1: Introduction & Background

This thesis aims to investigate Pakistani womesés af mental health services, the
nature of their social networks, and the relatigméletween aspects of social networks and
use of mental health services. Evidence from previesearch has shown that rates of
mental illness are higher for Pakistani women, carag with women of other ethnic
groups, but this is alongside low levels of mehtlth service use. This thesis focuses on
aspects of social networks as potential explanationPakistani women'’s patterns of
mental health service use, as it has been suggistethe low levels of social support and
high levels of social isolation experienced by ehe®men may reduce the likelihood of
these women coming into contact with mental hesdtivices. In order to fulfil the overall
aim of this thesis, a systematic review of relevaatature was conducted and statistical
modelling of two large-scale nationally represemtahousehold surveys was carried out
(Ethnic Minority Psychiatric lllness Rates in ther@munity (EMPIRIC), and the UK
Household Longitudinal Survey (UKHLS) also knownlasderstanding Society).

This chapter provides an overview of ethnic ineiieslin mental health service
use in the UK, and a consideration of the particptablems that Pakistani women may
face. It then goes on to consider why access tdaahbealth services may be poor for
these women, and how a social network perspectayeimprove understanding of
inequality for this group, drawing on work that Hesen undertaken predominantly in other
countries. Finally, the specific aims of the thesis stated, and the thesis structure is

outlined.
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1.1. Ethnic inequalities in mental health service use ithe UK

In the UK, the National Health Service (NHS) is thain provider of mental health
care. It provides many different serviteghich are tailored to the severity of mental Healt
problems. Access, referral to, and usage of, thesgal health services are not equal
amongst ethnic groups, despite UK legislation (Bguact, 2010) that prohibits the
unfair treatment of patients on the grounds of iettyn The under-use of specialist mental
health services by South Asian groups (Commandeshi8haran, Odell, & Surtees, 1997;
Glover, Webb, & Evison, 2010; Her Majesty’s Goveamh& Department of Health, 2011;
Raleigh et al., 2007), and the over-use of coencieatal health treatment under mental
health law (commonly known as ‘sectioning’) for BkaCaribbean and Black African
groups (Bhui et al., 2003; Lawlor, Johnson, Coldi&ward, 2012; Nazroo, 2015; Rogers
& Pilgrim, 2010) have been two of the main concarigulated by health policy
commentators, clinicians, and health researchers.

The Delivering Race Equality programme (Departnudriiealth, 2005) was the
government’s most recent response to these evdlenic inequalities. This was a national
programme that ran from 2005 to 2010 in England\&fates to ensure “equal treatment
for equal need” (Smaje & Le Grand, 1997: 485) imtakhealth services provided by the
NHS. Its aims were to increase the appropriateokssrvices for ethnic minority groups,
increase community engagement in order to dellvese services, and improve ethnic
monitoring (recording ethnic group for patientslhcontacts with mental health services).
It was implemented as a response to the deathatilBennett, a British Black Caribbean
man, who died whilst being unduly restrained by furses in a secure psychiatric unit in

Norwich, England, in 1999. As a result of the inglegeent inquiry into his death (Sallah,

! Typically, primary care services (consultationm@eneral Practitioners (GPs) or psychological vedtig
practitioners (PWPs)) are for patients with minonmmderate mental health problems, such as low leve
depression or anxiety. Secondary care serviceqigatling, clinical psychology sessions, psychiatric
assessment, community mental health team serdaggatient services at mental health hospitafmtiant
services) are for patients with more severe or engumental health problems. Finally, tertiary nartealth
care services (forensic psychiatric secure seryveaging disorder units, perinatal mental healtitss)iare
made available for patients with very specific,pkist mental health care needs.
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Sashidharan, Stone, Struthers, & Blofeld, 2003} kighlighted both the overt and
unwitting discriminatory care towards David Benraett his family, the Department of
Health acknowledged that ‘institutional racigr(National Institute for Mental Health in
England, 2003) exists and operates within NHS niématalth care systems to the detriment
of many ethnic minority groups’ health (Bhui & Saifiraran, 2003; Fernando, 2012; Joint
Commissioning Panel for Mental Health, 2014; McKer& Bhui, 2007).

David Bennett's death was one example of a longhif poor care and
treatment of ethnic minority patients in NHS meiitehlth services. Evidence from
research studies shows that compared with Whitenmapatients, many ethnic minority
patients have worse experience of, and outcomes afte of mental health services (Bhui
& Bhugra, 2002; Bhui et al., 2003; Raleigh et 2007), as well as reporting poor
treatment from mental health professionals (BowQ7a, 2007b). Since the end of the
Delivering Race Equality (DRE) programme, thes@uadities seem to have continued.
Although there were some modest improvements iasscto, and quality of, services in
local geographical areas (Fountain & Hicks, 2000¥rall, ethnic disparities in mental
health service use have remained, indicating tteaptogramme had limited success (Bhui,
Ascoli, & Nuamh, 2012; Craig & Walker, 2012; Jodmmissioning Panel for Mental
Health, 2014; RAWOTrg (Rights and Wellbeing of Rés&d Groups), 2011). For example,
the most recent mental health service use statisten the NHS show lower post-

treatment recovery rates from mental illness foniet minority patients, compared with

! The term institutional racism was first used bgk®ty Carmichael and Charles Hamilton, during tBé0s
civil rights movement, to describe the “active aeavasive operation of anti-black attitudes andiires...
[which] permeate the society, on both the individarad institutional level, covertly and overtly”
(Carmichael & Hamilton, 1967: 5). This was re-definby Sir Macpherson, during a public inquiry ittie
death of Stephen Lawrence, a young British Blacklfbaan man murdered in a racially motivated atiack
London, England in 1993. Macpherson restated ingiital racism as, “The collective failure of an
organisation to provide an appropriate and profesdiservice to people because of their coloutuoey or
ethnic origin. It can be seen or detected in preegsattitudes and behaviour which amount to digogtion
through unwitting prejudice, ignorance, thoughtteess and racist stereotyping which disadvantagenityn
ethnic people” (Macpherson, 1999).
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White patients (Community and Mental Health Tearaalth and Social Care Information
Centre, 2015a), as well as poor ethnic data recgr@athur et al., 2014).

However, some psychiatrists have argued that thesfon institutional racism is
misguided, and unhelpful for redressing ethnic uadjes in mental health services (Singh
& Burns, 2006; Singh, 2007; Singh et al., 2014)sash a focus serves to create (further)
mistrust of NHS mental health professionals amoatistic minority groups. In addition
to the denial of NHS institutional racism, there lagso been increasing momentum for a
narrative that lays the blame of unequal treatrireniental health services on ethnic
minority groups themselves. This is done by sugggshat some ethnic minority groups
do not access services at the point when theyesedad, but instead access them at the
point of crisis (Agius, Talwar, Murphy, & Zaman, Q) Islam, Rabiee, & Singh, 2015).
This narrative ignores the power of health profassis in their roles as gatekeepers to
specialist mental health care. Indeed, previousames has shown that ethnic minority
groups are less likely to be referred to appropreecialist mental health services by GPs
(Adamson, Ben-Shlomo, Chaturvedi, & Donovan, 2QDZ;ooper et al., 2006).

In order to address, in part, the lack of refetwahental health services for patients
(although not specifically for ethnic minority pexits) the Improving Access to
Psychological Therapies (IAPT) Programme (Departroérlealth, 2008, 2011) was
implemented in England in 2011. This programme eesgned to make available short
term talking therapies (such as Cognitive Behawbtliherapy (CBT)) to people with mild
to moderate mental health problems, such as anaretgpression. One of the innovations
of this programme was the mechanism for patienselierefer themselves to
psychological therapy services, circumventing gguirement to be referred by GPs, or
other health and social care professionals. Howe&xaluation of these services has shown
that although ethnic minority groups are more ki@l gain access to services via self-
referral, rather than be referred by GPs (Pargl.e2010), they still have poorer access to

these services (Clark, 2011; Clark et al., 200@vé&i et al., 2010).
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As highlighted earlier in this section, people fr&wmuth Asian groups may be
particularly disadvantaged in accessing specialesttal health services when in need, in
part due to a lack of referral by GPs. Much redeaas focussed on the experiences of
South Asian women, particularly the barriers fabgdhese women in obtaining
appropriate treatment for mental health problenh® feasons for the focus on this group,

and the findings of previous studies, are covemetié next section.

1.2. The disadvantage faced by South Asian women

South Asian women are one group for whom mentdtinearvice use is thought to
be lower than would be expected, given the preeal@i mental illness for these women
(J. Cooper et al., 2006, 2010; Glover & Evison,208er Majesty’s Government &
Department of Health, 2011). In the UK, and in ¢batext of this thesis, the term South
Asian refers to being born in, or having parentsibo Pakistan, India or Bangladesh.
Other definitions of South Asian are possible,@eample including those born in, or with
origins in, Sri Lanka and Nepal (South Asia, 201&ind even extending this to include
those born in, or with origins in, The Maldives,B&n and Afghanistan (South Asia,
2015a)). The first definition is used predominamiyhe UK due to the substantial
migration from these three countries, which toacpl mainly from the 1950s to 1970s
(Harriss & Shaw, 2009). Migration from these coiggthas continued since the 1970s, but
on a smaller scale with university students caumtitigy a substantial proportion of newer
migrants, particularly in the Indian group (Simpsdivraj, 2015). The figures from the
most recent (2011) Censushow that there were almost 3 million South AgRakistani,
Indian or Bangladeshi) people residing in England Wales, constituting 5.3% of the
total population. Of these, over 1.1 million we@kRtani (576K females), over 1.4 million

Indian (720K females), and just less than 0.5 amllBangladeshi (230K females).

! Census data downloaded from www.nomisweb.co.ukgpFigures taken from Table DC2101EW (Ethnic
group by sex by age).
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There has been much policy and research inter&tuth Asian women, with
concerns articulated that these women have poaatahhealth (Anand & Cochrane,
2005), and a higher risk of attempted suicide atidrerm compared with White women
(Bhugra, Desai, & Baldwin, 1999; J. Cooper et2006; McKenzie, Bhui, Nanchahal, &
Blizard, 2008; Soni Raleigh, 1996), but do not ascer use mental health services
commensurately with their level of ill health (Hdajesty’s Government & Department of
Health, 2011). This presents a discernible pul#ilth concern, and consequently, there
have been many attempts at explanations for therwundisation of mental health services
by South Asian women, with a view to informing gliand practice to improve their
levels of access and usage.

Before explicating the reasons that have been adeddor the under-use of mental
health services by South Asian women, it is imparta highlight that over the past 30
years, a particular narrative about the healthiebes of South Asian, or Asian, women
in the UK has emerged. This narrative has permeaatazhrch and practice beyond the
field of mental health care, into other arenased#lth (especially maternity care), whereby
South Asian women have been portrayed negativedygasup that does not access
services that they ‘should be’ accessing (AtkirQ40leading to higher morbidity, and in
some cases, higher mortality (Bowler, 1993; Rochei®88). As well as blaming South
Asian women'’s lack of help-seeking for under-treatitn this narrative inherently blames
South Asian culture (e.g. lifestyle, beliefs, sugpgub cultural practices associated with
being South Asian), for the incidence and progoessi physical health problems (Ahmad
& Bradby, 2007; Bowes & Meehan Domokos, 1996; Chepng, & May, 1998; Gupta,
de Belder, & O’Hughes, 1995), and mental illness|uding self-harm and attempted
suicide (Bhugra, 2002; Hicks & Bhugra, 2003; Soaldtyh & Balarajan, 1992). By
ascribing health problems to South Asian culturthisa way, and associating them with a
particular ethnic group, South Asian women haveolrex ‘racialised’ (Nazroo, 1998,

1999). This process of racialisation incorrectlposes that health problems and health
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behaviours are a consequence of ‘being South Agiatfier than acknowledging that poor
health is largely a result of the problems that warm this group face. Of particular
importance are the substantial proportions of Sésian women (particularly Pakistani,
and Bangladeshi women) who live in poverty (Finrt€gpadia, & Peters, 2015; Nandi &
Platt, 2010), a known correlate of poor physical arental health (Marmot, 2010; Tudor
Hart, 1971). In addition, the experience of racaamd discrimination, experienced by
significant numbers of these women (Currer, 1984; &Hedges, 1999), also explains
their high levels of poor health (Karlsen & Nazr@002; Nazroo, 2003).

Much of the previous research that has been caotietb explain the mental health
care pathways of South Asian women has highlighdedpmetimes perpetuated, these
cultural stereotypes that are prevalent in the Tiere are three broad themes into which
previous research can be categorised: (1) undecii@i of mental illness due to high
levels of somatisation in South Asian women, legdlack of referral to specialist
mental health services, (2) preference for useaital health services outside of NHS and
statutory services, and (3) unwillingness to seadg Hue to the stigma of mental illness.

First, there has been proliferation of the ided 8wuth Asian women are more
likely to present to GPs with somatic symptoms ehial illness (Beliappa, 1991, Ineichen,
1987, 2012; Krause, 1989), compared with otheriettmoups, thereby leading to an
under-detection of mental health problems, anala ¢ referral to specialist mental health
services for those in need. This “somatization) ($iesis” (Rogers & Pilgrim, 2010: 105)
suggests that the expression of mental illnes®uttSAsian women is different (in that
South Asian women are more likely to present witkigical health problems as
expressions of mental health problems, compardd White majority women) to the point
that GPs and mental health professionals do nettatental illness in consultations. The
extent of somatisation may also mean that meniteass is not detected by instruments
designed to identify mental iliness that have beewluced for use with White majority

populations (Kleinman, 1987).
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However, large scale national community studiestlae compared the
expression and measurement of mental illness bat®eath Asian women and other
women, have shown that although there might bahtbt higher tendency for
somatisation of symptoms for South Asian women {BMlasshi, Castro-Costa, Dewey,
Nazroo, & Prince, 2014; Nazroo & O’Connor, 2008jstis not of the magnitude that has
been suggested in other small, purposively samptedjes (Sheikh & Furnham, 2012;
Wilson & MacCarthy, 1994). Further, in-depth quatiite studies have shown that mental
distress is expressed largely in the same way ast&auth Asian women and White
women, with common terminology (Fenton & Sadig-Ssieg 1996; Mallinson & Popay,
2007). This suggests that the role of apparentssxgeesomatisation in South Asian
women, leading to the under-detection of mentaésk, has been exaggerated in its
influence on health professionals’ referral of $olsian women to specialist mental
health services. Instead it has been implied thathealth professionals’ stereotypes of
South Asian women that may lead to less referréh@$e women to specialist mental
health services. These stereotypes include thetlide&outh Asian women’s problems are
a result of their cultural background (e.g. notitimst women are subordinate and
oppressed, living in large extended families, press into arranged marriages) that do not
require psychological or psychiatric interventi@atsleer, Chantler, & Burman, 2003;
Burr, 2002; Chantler, Burman, & Batsleer, 2003).

Second, it has been suggested that South Asian m@maehaps due to adverse
experiences of health services (Chantler et aQ3R®r due to lack of knowledge about
which statutory services are available and howct®ess these (Netto, Gaag, Thanki, Bondi,
& Munro, 2001), have a preference for seeking lfrelp; sources and services outside of
statutory health care. Of particular salience heeservices provided by voluntary and
community organisations specifically for ethnic oty women. Research has shown that
South Asian women may feel that services providethbse types of organisations are

more suitable for them (Bhardwaj, 2001; Kalath@12), in terms of the non-English
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language that services are provided in, which ¢cessary for some women, and the
comfort with which they can speak to professiomaisking in these services, given that
these services were often set up specifically fmmen from their ethnic backgrounds.
Although there have been several studies with SAsthn women that have shown that
these services are important, and are used by wamee have ascertained whether
voluntary sector services are accessed more frdgusnSouth Asian women compared
with other women, because this has not been thesfotany research conducted with the
voluntary sector (Keating, 2002).

Similarly, the evidence in relation to the useraflitional or religious healers and
alternative medicines by this group of women, coragavith other women, is lacking in
the field. Some researchers have stated that “teerstrong tradition of alternative
healing” (Ineichen, 1987: 138) for people from $oAsia, however empirical evidence
shows that this is not widespread (Ahmad, 1992; @ander, Odell, Surtees, &
Sashidharan, 2004; Donaldson, 1986). One studyrtaka® with 10 South Asian women
in Birmingham showed that women cited religiousl&esaor rituals as a source of help (F.
A. Hussain & Cochrane, 2003) but this was reposaiedgside use of statutory services.
Similar findings (concurrent use of traditional mesde and statutory services) emerged
from case study work by Dein and Sembhi (2001)h\&& South Asian psychiatric
patients in London. Overall, although the reseawitlence is scarce, findings to date
suggests that the use of voluntary sector ser@nddraditional healers does not replace
the use of statutory services, nor does it progidatisfactory explanation for the under-

use of mental health services by South Asian women.
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The final reason, considered here, that has beem dgor the under-use of mental
health services in South Asian women is the appauigh levels of (perceived) stigra
related to mental illness displayed by this grabpir family members and close networks.
Many studies undertaken with this group have sugdebat these high levels of stigma
stop women from seeking help from formal servites,ause of worries that their families’
reputations would be tarnished. Further, thesdestuthve shown that women may be
unwilling to seek help due to fears that memberheir community (who are of the same
ethnic group) will find out about their problemsiedto a perceived lack of maintenance of
confidentiality by health professionals, who arelef same ethnic group (Bradby et al.,
2007; Gilbert, Gilbert, & Sanghera, 2004; Knift@®12; Shefer et al., 2013; Time to
Change, 2010). Often this research has been ddahesmiall samples of South Asian
women, without comparisons with other ethnic grouesnce, although it may be the case
that there are high levels of stigma faced by tivem®men, there have not been any studies
in the UK that have compared levels of stigma betwethnic groups, in order to quantify
this. Although, evidence from comparative studresf other countries has shown that
stigma may be greater for ethnic minority groupsipared with White majority groups
(Anglin, Link, & Phelan, 2006; Gary, 2005), overdHe continued use of high levels of
stigma as an explanation for the under-use of maetlth services for South Asian

women may be misleading.

! ‘Stigma’ is defined by Goffman as “an attributatis deeply discrediting” (Goffman, 1963: 13) thatves
to “disqualif[y]” a person or a group of peopledin full social acceptance” (Goffman, 1963: 11). Gwfn
considers attitudes such as these to be deeplyfliaiorthose that are stigmatised, stating, “Byimigbn, of
course, we believe the person with a stigma igoieé human. On this assumption, we exercise vesieff
discrimination, through which we effectively, iftefi un-thinkingly, reduce his life chances” (1963).
Stigma does not only affect the individual whotigmatised. Relatives and friends can also be stlbje
discriminatory treatment too, simply by being asstsd with the stigmatised individual. Goffman msféo
this as “courtesy” stigma (1963: 44), and othergeh@amed it stigma ‘by association’ (Ostman & Kijell
2002). Studies that have stated stigma relatecetttathillness is higher in South Asian families and
communities, suggest that not only is perceiveghsi high for South Asian women suffering with ménta
illness, but the courtesy stigma felt by relatiisealso high.
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1.3. The move to a focus on Pakistani women

The studies referred to in the preceding sectime Ipairported to conduct research
on the mental health, and mental health serviceaiseouth Asian women. However, to
be precise, many were carried out with one smaligwithin the broader category of
South Asian women, and data collection was confioezhe small geographical area of
the UK. For example, Mallinson and Popay’s study0@ recruited Pakistani women in
Manchester, Wilson and MacCarthy (1994) condudted research in North West
London, recruiting mainly (90%) women born in Gajar(a state in India) or East Afrfca
and Fenton and Sadig-Sangster’s study (1996) feduss women from Pakistan and India,
originating from, or near, the Punjab region, noxinb in Bristol. Hence, making
statements about ‘South Asian women’ in the UK Haseresearch undertaken with
specific subpopulations of the South Asian grouguates that the experiences and health
statuses of all women within this group are simildowever, it has become apparent that
this is not the case and by breaking down the cayegf South Asian women into
categories based on women’s country of origin (§taki, Indian and Bangladeshi),
important differences emerge between these grolpgshvwnakes them worthy of study
separately.

Recent studies, using UK survey and census date,steown that Pakistani and
Bangladeshi women are more likely to be living averty compared with Indian women
(Jivraj & Khan, 2015; Nandi & Platt, 2010), as wad more likely to be out of the labour
market (Kapadia, Nazroo, & Clark, 2015). These @@cbnomic differences are important
when investigating use of mental health servicegravious research has shown that both
living in poverty (Goddard & Smith, 2001) and ecamo inactivity (Bebbington et al.,

2003) increase the use of mental health servioesddition, many studies have shown that

11t was stated earlier in section 1.2 that mostifpr-born South Asian people in the UK migratedrfro
Pakistani, India or Bangladeshi. However, somednslimigrated from India to East Africa (Uganda or
Kenya), and subsequently migrated to the UK (BhatB85). Hence, the reason for recruitment of women
born in East Africa, for Wilson and MacCarthy's dyu
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Pakistani and Bangladeshi women have worse phylsézth than Indian women (Becares,
2015; Calderwood & Tait, 2001; Natarajan, 2006; idaz1997), which may also be a risk
factor for poor mental health (Goldberg, 2010; Msas et al., 2007).

Most importantly, evidence from four nationally repentative community surveys
in England has shown that the rates of mentalsiremongst Pakistani, Indian and
Bangladeshi women are not the same. And althougjfinings have not been consistent
across surveys, there has been some indicatioR #kéétani women have higher levels of
mental illness than Indian and Bangladeshi womamdJThe Fourth National Survey of
Ethnic Minorities (Modood et al., 1997), Nazroo @20 found that the weekly prevalence
of neurotic depressidnwas similar for Pakistani and Bangladeshi womeralfgsed
together in one group, age Standardised Relatisk Ratio [SRR] = 0.55, 95%
Confidence Interval [Cf|= 0.30 — 1.00), and Indian women (SRR = 0.64, 0I38 —

1.07), and was not statistically any different frimat found in White women (SRR = 1).
From the same survey, Nazroo also found that teeatence of non-affective psychotic
disorders was no different between Pakistani amyBaeshi (SRR = 0.76, Cl =0.27 —
2.14), Indian (SRR = 0.80, CI = 0.31 — 2.08), ankit&/women (SRR = 1). However, the
author advises that the way depressive disordems measured in the survey may have
resulted in an underestimation in rates for PakisBangladeshi and Indian groups
(Nazroo, 2001). This was because the items meassomatic symptoms were omitted
from the Clinical Interview Schedule Revised (CISERwis, Pelosi, Araya, & Dunn,

1992), on the basis of which depression prevalaraeestimated.

LIn the Fourth National Survey, the Clinical Intiew Schedule Revised (CIS-R, Lewis et al., 19923 nat
administered in full to participants; somatic itewesre excluded. Hence psychiatric diagnostic catego
could not be derived from the CIS-R scores. Insthachuthor estimated the likely number of cases of
neurotic depression in the each population “by gitie relationship between the chance of meetiag th
criteria for neurotic depression and the numbeZI&-R items scored” (Nazroo, 2001: 60). Neurotic
depression was based on the definition used in G Elasses. The same method was used to estingate th
prevalence of psychotic disorders using the PSQ.
2 All confidence intervals reported in this chaptes 85% confidence intervals, and are denoted by ‘Cl
throughout.
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The Health Survey for England (HSE) 1999 (Erensn&esta, & Prior, 2000),
also allowed comparison of the rates of menta¢#kfor Pakistani, Bangladeshi and
Indian women, using the 12 item version of the Gandealth Questionnaire (GHQ12,
Goldberg & Williams, 1988). Using this survey, Caldiood and Tait (2001) showed that
the age standardised risk ratio for scoring 4 orenfrepresenting clinical caseness) on the
GHQ12 for Bangladeshi women (SRR = 1.57, Standamor ESE) = 0.15) was higher than
for Pakistani (SRR = 1.27, SE = 0.14), and IndBRR = 1.26, SE = 0.11) women, and
higher than in the general population (SRR = 1).

When this same sample was followed up one yearflat@nother survey, Ethnic
Minority Psychiatric lllness Rates in the Commur(BMPIRIC, Sproston & Nazroo,
2002), the findings were slightly different fromettwo surveys mentioned previously.
Pakistani women had higher rates (Rate Ratio (RRB%, Cl = 1.07 — 1.77) of Common
Mental Disorder (CMD), according to the CIS-R (wWhibis time was used with somatic
symptom items) than Indian (RR = 1.25, Cl = 0.9664)), and Bangladeshi (RR = 0.65,
Cl =0.47 — 0.92) women, and all other ethnic geo(\Weich et al., 2004). There was no
difference in the prevalence rates of psychosiga$gms between Pakistani, Indian and
Bangladeshi women, and these three rates werdfeoetit to the rate of White women
(Nazroo & King, 2002).

Finally, using the Health Survey for England (H2Bp4 (Sproston & Mindell,
2006), Natarajan (2006) found that Pakistani wo8RR = 1.73, SE = 0.24) had higher
rates of mental illness (scoring 4 or more on th#)&2) than Indian (SRR = 0.99, SE =
0.13), and Bangladeshi (SRR = 1.37, SE = 0.23) wpraed all other ethnic groups.

The findings of higher rates of mental illnessBakistani women from the
EMPIRIC survey, and the HSE 2004, have been adubyg tocal prevalence studies. Fazil
and Cochrane (2003), using a sample of 200 won@h Phakistani and 100 White British)
recruited from a GP practice in East Birminghanunit that Pakistani women had higher

levels of mental iliness, as measured by the 28 itersion of the General Health
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Questionnaire (GH28, Goldberg, 1981) than White wor{82.49 vs. 21.97, difference =
10.52, t =4.02, p<0.001). Two further studies hlaeen undertaken with Pakistani women
in the Manchester area in England (Chaudhry, HuSaimenson, & Creed, 2012; Gater et
al., 2009). The first, conducted by Gater and egjiees (2009), assessed the level of
depression in Pakistani and White women recruitech ffour GP practices in Central
Manchester and found the odds of reporting depresisorder (as measured by the
Schedule for Clinical Assessment in Neuropsychié®@AN, Wing et al., 1990)) to be
higher for Pakistani women than White women (ORE €1 = 1.2 — 3.7, p=0.008). The
other study, undertaken by Chaudhry and collea®@K?), was not comparative (with
respect to White women, or women of any other etgnboups) but it highlighted the
potentially high levels of depressive disorderPakistani women. They found that almost
half (46.6%) of the Pakistani women in their sampderuited from four GP practices in
Central Manchester, scored 7 or more (cut off fobpble mental illness) on the Self-
Reporting Questionnaire (SRQ, World Health Orgaiosa 1994).

The reasons for the higher levels of mental illfes$akistani women have been
investigated to some extent in the UK, and it fesnbfound that high levels of poor
mental health may be due to experiences of racishrdacrimination faced by this group
(Karlsen, Nazroo, McKenzie, Bhui, & Weich, 2005gdearch into other possible reasons
for poor mental health in this group is not exteasn the UK but it is possible that these
elevated rates are seen because of higher (thaneitinic groups) levels of poor physical
health (Becares, 2015; Nazroo, 2001), higher levpverty and propensity to live in
deprived areas (Jivraj & Khan, 2015; Nandi & P1a@10), and higher rates of being out of
the labour market (Dale, Shaheen, Kalra, & Fieldiegp2002; Kapadia, Nazroo, et al.,
2015). However it is not entirely clear why theesabf mental iliness in recent years are
much higher for Pakistani women than for Bangladesimen, given that the
socioeconomic status of Bangladeshi women is viemjas, if not worse, than Pakistani

women. Hence it would be expected that Bangladeshien would have similar, if not
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worse, mental health than Pakistani women, givaniths has been widely established in
the UK that people of lower socioeconomic stat@sesnore likely to have poor mental
health (Marmot, 2010; World Health Organisation12p Given the emerging evidence
that Pakistani women have worse mental health Bzangladeshi, Indian and White
majority women, it is important to investigate these of mental health services,
separately from Bangladeshi and Indian women, egéfs of mental health services use
are low for Pakistani women (as it has been sugddst South Asian women overall), it
would imply that Pakistani women’s needs are natdenet by statutory mental health
services. The next section considers what is krnawehnot known about Pakistani
women’s mental health service use, and potentzaes for these patterns of mental

health care.

1.4. Pakistani women’s patterns of mental health servicase

It seems there is very little that is known abdat inental health service use of
Pakistani women. Researchers that have suggesésdofause are low for these women
(Chaudhry, Waheed, Husain, Bhatti, & Creed, 2008teGet al., 2010) have inferred these
results from studies that have been undertaken$atith Asian women (as described in
section 1.2), some of which did not include anyyeny few, Pakistani women. In addition,
some of the research that has been undertakewdstigate Pakistani women'’s use of
mental health services, has been done on the adgitimat service use is low, based on
observations in clinical practice by GPs, psyclstdror clinical psychologists, practising
in areas of high Pakistani ethnic density such aadfiester, Sheffield and Birmingham
(Hackett et al., 2009; N. Hussain, 2006; Kanwar &dmsley, 2011; Penny, Newton, &
Larkin, 2009). Although these researchers may eahborrect, per se, observations such
as these cannot be used to unequivocally statenither-use of mental health service by

Pakistani women.
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In order to establish whether Pakistani women'ssaff service use are lower than
other ethnic groups, and if they are lower thanlddae expected given their higher (than
other ethnic groups) levels of mental illness ia plopulation, comparative studies are
needed. This latter point is an important onepasrhtes of service use alongside high
levels of mental illness, is suggestive of inegyah usage of mental health services
(Smaje & Le Grand, 1997) for Pakistani women, ardhk the basis of the primary
rationale for this thesis. There have been verydemparative studies in the UK that have
aimed to ascertain Pakistani women'’s rates of egarate from Bangladeshi and Indian
women, and women of other ethnic groups, and eseIifthat have taken into
consideration how these rates relate to the diffelevels of mental iliness in each ethnic
group. Hence it is not known whether Pakistani wonaes a distinct group, have low rates
compared with women of other ethnic groups. Thdifigs of studies that have compared
mental health service use rates between Pakistamiew, and women of other ethnic
groups are synthesised, critiqued, and discussdétail in the systematic review that is
presented in Chapter 3 of this thesis.

Some of the studies that have found high rategpfassion in Pakistani women
have stated that this is the case because thespeiadly isolated or lack social support
(Chaudhry et al., 2012; Gater et al., 2009). Algitothe influence of social support on
mental illness is not the primary concern of thissis, it is a specific aim of this thesis to
investigate how social networks are associated méhtal health service use for Pakistani
women compared to women of other ethnic groupaniattempt to explain any ethnic
differences between groups. In order to do this, first necessary to consider what is
known about the nature of Pakistani women’s sawailvorks. This is the focus of the next

section.
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1.5. Pakistani women’s social networks

Few studies in the UK have examined the natureakfgtani women'’s social
networks and how these compare to women of otheicgroups. Two studies
undertaken with this population of women have pegabthat these women are particularly
socially isolated, and lacking in social suppor&t€ and colleagues (2009), comparing
Pakistani and White women recruited from four G&cfices in Central Manchester, found
that although there was no difference in the lewésocial isolation or social support
between Pakistani and White women, Pakistani wowene more likely to say that they
were dissatisfied with their levels of social sugd®R = 16.1, Cl =5.3 — 49.1, p<0.0005).
However, the way in which social support was defimethis study was not clear; the
authors state that they used the Life Events affccOities Schedule (LEDS, G. W. Brown
& Harris, 1978) but did not provide any information how social support was derived
from this measure. The idea that Pakistani womerparticularly lacking in social support
was also the basis of research by Chaudhry aneazples (2012), who stated that social
support was lacking for women with depressive disoin a sample of Pakistani women
recruited in Manchester, without comparing Pakistazmen’s levels of social support to
women in other ethnic groups.

These two studies have not clearly establishedahere of Pakistani women’s
availability of social support, and particularleti is little evidence to suggest that they
are lacking in social support to greater degreas thomen in other ethnic groups. There
has been very little work that allows comparisomvoimen’s social networks across ethnic
groups (all such work is identified and discussethe systematic review presented in
Chapter 3). Recent work by Finney and colleagueséy et al., 2015) has suggested that
Pakistani people may be socially isolated due eédiigh numbers reporting O or 1 close
friend to a greater extent (19%) than all othenigetigroups, apart from Black African
people (22%). They also found that people in pgviereach ethnic group (using 10 ethnic

groups: White British, White Irish, Other Whitedian, Pakistani, Bangladeshi, Black
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Caribbean, Black African, Mixed and Other). Althbutlis analysis was not done
separately for men and women, it used a large matiorepresentative dataset, allowing
the findings to be generalised to the populatiothefUK. This work suggests that
Pakistani people may have smaller social netwdhks;could be because Pakistani women
and men are less likely to be in the labour mafiKepadia, Nazroo, et al., 2015), which
may reduce opportunities to make friends outsidentbme, compared with some other
ethnic groups (e.g. White British, Indian, Whitesly) who are much more likely to be in
the labour market.

As well as the idea that Pakistani women are lagkirsocial support, there has
also been an opposing suggestion that Pakistaniewa@re in a position to gain a high
level of social support from their social networkecause they are more likely to live in
large extended families and perhaps have contdletariarge number of people from their
own ethnic group. However the basis for such aondtias been inferred from findings of
anthropological studies undertaken with Pakistagmnnm cities in Northern England
(Anwar, 1979; Kalra, 2000; Werbner, 1979), the iimys of which cannot be assumed to
hold for women.

Although there is some evidence to suggest thatstak women (as well as
Bangladeshi and Indian women) live in larger hooted) and have greater contact with
their non-immediate family than White majority wom@erthoud & Beishon, 1997) this
does not equate to more or better social suppbée.rnfrrative of greater social support for
Pakistani women, suggestive of a lesser need fipstifrom statutory services, is
certainly something that has been suggested ilitéinature relating to caring for elderly
relatives amongst ethnic groups, with suggestibasdthnic minority groups “look after
their own” (Katbamna, Ahmad, Bhakta, Baker, & Pasi2004; Murray & Brown, 1998).
This has been shown to be inaccurate in relatidha@mount of support available to
Pakistani carers, compared with White carers (#/iffirice, & Glaser, 2013), with support

being about the same for both groups. Hence theaat Pakistani women'’s social
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support networks, and how they compare to womeattar ethnic groups, is not entirely
clear.

Further, since social networks are often (but heags (cf. Wellman, 1999))
forged within local geographical areas (FischeB2)9the place in which women live may
be an influencing factor on the content of, andosupprovided within, social networks.
For example, previous research carried out in dedrneighbourhoods in London,
England, showed that the opportunity to form cledationships within a local area were
limited, if there was a lack of local facilities efe people could meet or use to come
together e.g. local shops, community centres atdbou communal spaces (Cattell, 2001).
Hence area deprivation may influence the size biosks, the diversity of contacts and
opportunities to develop close relationships witiah provide social support. Since
Pakistani and Bangladeshi women are the most likebe living in the 10% most
deprived neighbourhoods in England and Wales, coedpaith all other ethnic groups
(Jivraj & Khan, 2015), it is possible that thesemem experience higher levels of social
isolation than other women

However, there are some characteristics of plaaentiay be beneficial for
women’s social networks. Particularly, living in mwthnic group dense areas may
influence the amount or quality of social supporiviomen’s networks, and importantly,
this in turn may impact on levels of mental illneBsevious research in the UK has shown
a protective effect of ethnic density on mentallthei@r some ethnic minority groups,
particularly Bangladeshi and Irish groups, butgh#ern for Pakistani people has tended to
be different. Firstly, ethnic density has been shéavbe associated wittigherodds of
reporting psychotic symptomatology for Pakistaroge (Becares, Nazroo, & Stafford,
2009). Second, research building on Becares amebgples’ (2009) work has shown that
there was no evident increase in psychotic sympfomBakistani people, with a 10%
decrease in own ethnic group density (Das-Munsal.e2012). Further, there was no

reduction in common mental disorders for livinghigh ethnic density areas (Das-Munshi,
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Becares, Dewey, Stansfeld, & Prince, 2010), andodtiee reasons for this was the lack of
difference in social support networks by increagttgnic density for Pakistani people.
The studies that have attempted to establish vdwdlssupport is like for Pakistani
women, and studies that have compared social supptween Pakistani women, and
women of other ethnic groups, are evaluated inildatthe systematic review that is

presented in Chapter 3 of this thesis.

1.6. The relationship between social networks and mentdiealth service use

The two previous sections have shown that, firgki®ani women's mental health
service use may be low, and second, they may loavéelels of social support. The
research evidence on which both of these assedi@nsased is not entirely convincing,
hence the decision to undertake a systematic reviexisting literature as part of this
thesis (the findings of which are detailed in Cleaj3), to clarify, and expand upon, both
of these findings. The third question that is alspsidered in the systematic review is the
potential reasons for Pakistani women'’s patternma@ftal health service use, and if social
networks are involved in the help-seeking procAssnentioned in section 1.4, many of
the reasons given for Pakistani women'’s patternsefhave been inferred from research
undertaken with small subsections of the ‘SouthaAgjroup’, and may not apply to
Pakistani women in England. Many of the reasontttage been put forward for potential
under-use of services have focussed on charaateridtthe individual (e.g. unwillingness
to seek help from statutory services), or problentls NHS professionals and practices
(e.g. lack of referral by GPs to specialist mehtalth services).

There has been less consideration of women’s soetalorks and how they may

play a role in decisions to seek help and influenmeatal health care pathways. For
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example, in a recent pilot study of a social ingetiort for depressed Pakistani women
undertaken in Manchester, the authors stated tlebbthe aims of the intervention was to
“facilitate the development of informal networksttwill engage these women in social
contacts and if needed will later link them withpegpriate mental health services
(Chaudhry et al., 2009: 505). Although this pilatdy showed that such an intervention
had the potential to reduce depressive symptomsdtnot designed to show if women’s
social networks were associated with mental hesgtiiice use, and hence does not provide
any information about the relationship betweenaawetworks and mental health service
use. Indeed, there have been few studies undertaitka UK to assess whether there is an
association between aspects of social networkspraamal health service use.

The relative absence of the consideration of sasdlorks as part of the
explanation for seeking and using mental healthices in the UK, is surprising, given the
theory and evidence on this relationship from ottemtries, particularly from the United
States (US). The idea that people that we knowalspee and have close relationships with,
are influential in decisions to seek help for méh&alth problems when they arise, has
been theorised comprehensively as part of the N&tizpisode Model (NEM) put forward
by Bernice Pescosolido (Pescosolido & Boyer, 1#3%cosolido, Wright, Alegria, & Vera,
1998; Pescosolido, 1992, 2006, 2010, 2011), angesigd by Nancy Gourash (1978) as a
result of a comprehensive literature review of Fedpking.

Pescosolido’s formulation of the NEM, in part, véagesponse to dominant rational
action theorigsthat focussed on individual characteristics tol@ixphealth service
utilisation (Pescosolido, 1992). The NEM, instdardught to the forefront the social

interactions that take place in social networksl posited them as fundamental in the

1 The intervention consisted of 10 groups sessiaciithted by two mental health professionals: one
introductory session, one on psycho-education aftaléiness, three on indoor activities (personal
grooming, yoga, exercise), four outdoor activiieeluding visits to the museum and a shopping Jnaiid
one farewell session.
2 For example, Rosenstock’'s Health Belief Model @9@nd Andersen’s Socio-Behavioural Model (1968)
(cited in Pescosolido, 1992). As the aim of thissik is to specifically investigate the influendéesacial
networks on mental health service use, neithehedda theories are described further here.
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decisions to seek help from healthcare providerstleer sources. These social interactions
are important because they provide informationtf@nnature of the iliness, on where to
get help), convey beliefs (positive and negatie)ua mental illness and the usefulness of
statutory mental health services, and advice ordleses of action to take (Pescosolido,
2011). As a result of these interactions withinialogetworks, people suffering from
mental illness, make choices about what to ddyismgense the NEM acknowledges that
individual's choices are part of the dynamic pracepathways to care, along with social
interactions. This is not to say that the advicgulteng from social interactions is always
followed, as shown in empirical work by Pescosol{flescosolido, Gardner, & Lubell,
1998), as people may disagree with the opiniorfarafly, friends and others in social
networks, and may even be coerced into formal nhéelth care.

At the crux of the NEM, as well as the idea thatiglointeractions strongly
influence help-seeking, is the shift from a focasmdividual instances of help-seeking to
a focus on the entire iliness careén addition, updated versions (or phases) oNEM
acknowledge the embeddedness of social networksntérger communities, and
treatment systems (NEM Phase II, Pescosolido & Bay@99), and biological
characteristics that may influence “predispositidosuse aspects of networks (NEM
Phase IlIl, Pescosolido, 2010), both of which cbnte to the overall system within which
social networks operate to influence mental hezdtle pathways. In this sense, the NEM
provides a whole framework through which to themasd evaluate mental health service
use.

Gourash (1978) has also suggested that functionstaforks can explain why
people seek help for problems and, in a similan v@iPescosolido’s NEM, has stated that
social networks can affect help-seeking “by actisgscreening and referral agents to

professional services and... by transmitting attigjd@lues and norms about help-seeking”

L Aniliness career can be thought of as similaheolife course approach, taking into consideratipisodes
of mental illness, contacts with mental health gssfonals, periods of recovery, and progressidlnets
over a person’s entire life (Aneshensel, 2012).
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(1978: 416). In addition, she has suggested tlatidssupport” specifically may reduce
the need to use formal health care services “bielinfy the experience of stress which
obviates the need for help and... by precluding #@essity for professional assistance
through the provision of instrumental and affecsupport” (1978: 416).

These theoretical assertions have been given atedbrough empirical studies,
undertaken predominantly outside of the UK, thatehshown a relationship between
aspects of social networks and mental health sense. The most relevant studies (to the
aims of this thesis) are summarised here with dpehree aspects of social networks:

social support, size, and contact with relatives faiends.

1.6.1. Perceived Social Support

There is evidence from large community studiesutggsst that high levels of
perceived social support decrease mental healitearse. Pescosolido and colleagues
(Pescosolido, Wright, et al., 1998), using the Mé&HRtealth Care Utilization Among
Puerto Ricans Study, a large community survey cotedlin Puerto Rico in low income
areas of the island, found that for people thatusetl some form of formal or informal
mental health service, increased perceived sogpiat was associated with greater
likelihood of using a range of informal services veell as the mental health sector, rather
than the mental health sector alone (multinomigitlooefficient [MLC] for using family,
friends, clergy and medical sector [vs. mental thes¢ctor only] = 2.097, p<0.10; MLC
for using family, friends, general sector, and makhealth sector vs. mental health sector
only = 1.568, p<0.10). Similar findings were regaorby Woodward and colleagues
(Woodward, Taylor, Neighbors, Chatters, & Jackgf)8), using the National Survey of
American Life, a nationally representative commysitrvey in the US. When focussing
on African Americans and Black Caribbean groupsy thiso found that feeling close to

the family was associated with a decrease in ysiofgssional mental health services only

! The way in which perceived social support was messwas not detailed in this paper. The authate st
that “a second set of network variables tapped otwupport levels” (Pescosolido, Wright, et al9&9
1062).

36



(compared with using professional and informal ®es) (MLC = -0.44, SE = 0.14,
p=0.003).

Three other studies in the US have reported sirfiildings. Thoits (2011), using
the National Comorbidity Survey Replication (NCSeRJS nationally representative
study), found that perceived social support redubedise of any mental health services
(inpatient, outpatient, general practitioner, a#l a® traditional healers) (logit coefficient =
-0.24, p<0.001). However, the measurement of peedesocial support in this study was
fairly limited; participants were only asked twoesgtions each about partners, friends and
relatives (how much can you rely on [partners/treds/ friends]? and how much can you
open up to [partners/ relatives/ friends]?).

Maulik and colleagues’ US study (Maulik, Eaton, &Bshaw, 2009) found the
same relationship as Thoits’ study. They used thérBore Epidemiologic Catchment
Area survey, a representative community surveyahimore, to show that use of
speciality psychiatric services (use of a mentaltheorofessional in, for example, a
psychiatric outpatient unit, or mental health cenwas lower for participants with higher
levels of perceived social support from partnepstses (OR = 0.44, Cl =0.26 — 0.75,
p<0.01), relatives (OR = 0.44, Cl = 0.31 — 0.630404), and friends (OR = 0.45, Cl = 0.23
— 0.64, p<0.01). The same relationship was alsnddar the use of mental health services
within general medical services for partners (O&53, Cl = 0.31 — 0.90, p<0.05) and,
relatives (OR = 0.39, Cl = 0.26 — 0.57, p<0.01}, ot friends (OR =0.83, Cl1 =0.58 —
1.17, not significant). Perceived social suppothis study was measured by six
question§ asked separately of partners/ spouses, relatvesfriends, and included
positive and negative aspects of support, hencading a more comprehensive

assessment of perceived social support in the mietithan in Thoits’ study. Golding and

! The questions were (X represents the source gfstimuestions were asked separately for eaclteeur
partners/ spouses, relatives, and friends): (1) Hmeh does X really care about you? (2) How much ca
you rely on X for help if you have a serious prab®(3) How much can you relax and be yourself adoun
X? (4) How often does X make too many demands ar? &) How often does X let you down when you are
counting on X? (6) How often does X get on yourvesf
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Wells’ study (Golding & Wells, 1990), using the LAsgeles Epidemiologic Catchment
Area survey, also found that support from relatifrasasured by three items asking about
extent of positive support) reduced use of mergalth services (logit coefficient = -0.15,
p<0.01).

One further study, undertaken in the Netherland$dsy Have and colleagues (Ten
Have, Vollebergh, Bijl, & Ormel, 2002), also fouadsimilar relationship. Using the
Netherlands Mental Health Survey and Incidence\5(NMEEMESIS, a prospective general
population study), they found that low perceivediagbsupport (as measured by 23 items
asking about the extent of positive support froropbe in the close network) was
associated with the increased use of primary eameces (OR = 1.51, Cl =1.19 - 1.91,
p=0.001), and mental health care (including psydhialinics or psychologists) (OR =
1.78, Cl =1.31 — 2.42, p<0.001).

However, there are some studies that have not fthigdelationship. One study
undertaken by Mojtabai and colleagues (Mojtabafis@l, & Mechanic, 2002) using an
earlier version of the US NCS-R than Thoits’ studynd that there was no association
between social support (measured by four questisking about positive aspects of
support from partners, friends, and relatives) asel of mental health services. Two recent
studies using the National Latino and Asian Amaeri€tudy (NLAAS), a nationally
representative community study of Latinos and Adiarericans in the US, have both
found no relationship between family support anel olsmental health services. Villatoro
and colleagues (Villatoro, Morales, & Mays, 2018),using the Latino subsample found
that there was no association between social stifpeasured by three items asking about
extent of positive support) and formal mental Hea#rvices, but they did find that higher
levels of perceived family support were associatgd increased use of informal or
religious services (OR = 1.48, Cl = 1.05 — 2.08).05). These results were replicated by
Chang and colleagues (Chang, Chen, & Alegria, 2fifrd)atinos and Asian Americans.

In addition, by combining the White sample from MES-R with the NLAAS, Chang and
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colleagues demonstrated that the effect of famippsrt on the use of informal and
religious services was greater for Latinos (ORG81CI = 1.01 — 1.15, p<0.05), and Asian

Americans (OR =1.15, Cl = 1.06 — 1.25, p<0.01jnpared with White Americans.

1.6.2. Network Size

The size of social networks has also been showe iafluential in the use of
mental health services. With respect to the usepaitient services by severely mentally ill
people (e.g. suffering from schizophrenia), a ditere review by Albert (Albert, Becker,
McCrone, & Thornicroft, 1998), showed that increhsse of psychiatric inpatient services
was related smaller social networks. This was shemvpirically by Becker and colleagues
(Becker et al., 1997), in a random sample of patiaiith a psychosis diagnosis in two
areas of South London, England. They found thgelanetworks were associated a
decrease in psychiatric inpatient admission (OR87,0Cl = 0.80 — 0.96, p=0.005).

Other studies have shown that large networks &doae the use of outpatient
mental health services. Pescosolido and colleagiedy (1998) showed that as the size of
social network increased, people were more likelyge a range of sources of help, rather
than the mental health sector alone (MIf@r using family, friends, clergy and medical
sector [vs. mental health sector only] = 5.436,.A80MLC for using family, friends,
general sector, and mental health sector vs. meatdlh sector only = 2.092, p<0.10). The
findings from this study were corroborated by Woadidvand colleagues’ study using the
NSAL (Woodward et al., 2008). By focussing on AfnicAmericans and Black Caribbean
groups, they also found that larger networks weseeaiated with a higher likelihood of
using a mix of professional and informal mentalltreservices, compared to using one of
these services individually.

Using the same sample as Pescosolido’s study, wiBarcia and colleagues

(Albizu-Garcia, Alegria, Freeman, & Vera, 2001) fidia small negative effect of the

! Multinomial Logit Coefficient
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number of supportive relatives on the use of formahtal health services (including visits
to general practitioner, psychiatrist, psycholggi&tR = 0.98, Cl — 0.96 — 0.98, p=0.006).
Similar results were reported by Sherbourne (Sheri® 1988), using the Rand Health
Insurance Experiment, a survey undertaken in g&s $in three US states (Ohio,
Washington, and South Carolina). Sherbourne fobatigeople reporting middle (t = -
2.96, p<0.05) or high (t = -4.06, p<0.05) numbdrslose relatives and friends (compared
to those reporting low numbers), had lower levélsental health service use (defined as

having contact with a service that involved a mem¢alth evaluation or treatment).

1.6.3. Contact with Relatives and Friends

There is also some evidence to suggest that thadrey of contact with relatives
and friends also influences mental health servéee although fewer studies have
investigated this relationship. Sherbourne’s stid®88) found that participants that had
high levels of contact (defined as visits with finand friends) had decreased use of
mental health services (t = -2.21, p<0.05), congarigh participants that had low levels
of social contact. Another study by Kouzis andeafjues (Kouzis, Ford, & Eaton, 2000)
separated out the effect of contact with relataed friends, and found different effects for
each. Using a community probability sample suntbg Baltimore Epidemiologic
Catchment Area Survey), they found that for peapth high levels of distress, less
contact with relatives increased the use of mdmalth services (OR =2.76, Cl =1.31 —
5.83, p<0.01), but more contact with friends (OBR.£2, Cl = 3.56 — 7.36, p<0.001) also
increased the use of services.

Two studies, both of which used the NSAL, found tantact with relatives was
not associated with the use of mental health sesvid/oodward and colleagues found this
specifically for African Americans and Black Caréan people in the US (Woodward et
al., 2008), and Sosulski and colleagues (Sosulskiddward, 2013) found this

association for African American women in the US.

40



1.6.4. Ethnic differences in network effects on mental hdth service use

In summarising the main studies that have showocgssons between social
networks and mental health service use, an omissiapparent, which is particularly
important for this thesis. None of the studies samsed in the previous section (with the
exception of Chang and colleagues’ study (2014)nesed the potential differential effect
of aspects of social networks between ethnic grompsiental health service use. This is
despite the fact that all of the studies that wer@ertaken with ethnic minority groups
(Chang et al., 2014; Sosulski & Woodward, 2013ja¥dro et al., 2014; Woodward et al.,
2008) started from two premises: (1) that themnisinder-utilisation of mental health
services for the ethnic minority group under stuayd (2) that the effect of support
(particularly from family) for ethnic minority gr@s may influence them to use mental
health services less, and this effect may be gréatethnic minority groups than White
majority people. This second effect may be expedterlto notions (although not
empirically tested) that mental iliness stigma rbaygreater in ethnic minority groups
(Gary, 2005). Hence along with the beneficial effefancreased support and contact with
relatives (in reducing mental health service ugexe may be an added negative effect of
mental illness stigma which also reduces mentdtinsarvice use, but which is greater for
ethnic minority groups than White majority groupéce it has been established that the
rates of mental illness for Pakistani women ardi@aarly high, they may be particularly
disadvantaged in their access to mental healthcesnand previous research suggests that
stigma may be particularly high for South Asianugre (Bradby et al., 2007; Gilbert et al.,
2004; Knifton, 2012; Shefer et al., 2013; Time twa@ge, 2010) it may be the case that
social networks operate to reduce mental healthcgeuse to a greater extent for Pakistani
women than for women in other ethnic groups.

Hence, one of the aims of this thesis is to fid gap in knowledge, relating to how

social networks may operate differently for ethgrioups to influence mental health
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service use, by focussing on Pakistani women irdtkewho have low rates of mental

health service use.

1.7. How are social networks and mental health servicese related?

Many of the studies summarised in the previous@@showed that three aspects
of social networks; perceived social support, sizeetwork, and contact with friends and
relatives, were associated with mental health seruse. Most of these studies assumed
that there was a direct effect between these aspésbcial networks and mental health
service use. However, as mentioned in section@o@rash (1978) has suggested that the
effect of social networks may not be direct. Onsstllle mechanism by which perceived
support in networks, contact with relatives an@ siznetworks may affect mental health
service use is by reducing the propensity to dgveiental iliness (Almeida, Subramanian,
Kawachi, & Molnar, 2011; Cohen & Wills, 1985; Kess|Price, & Wortman, 1985;
Stafford, Mcmunn, Zaninotto, & Nazroo, 2011; Stahsf Fuhrer, & Shipley, 1998), which
in turn reduces mental health service as an inda#ect. Although the relationship
between social networks and use of mental heaitlices has been extensively
investigated (Albizu-Garcia et al., 2001; Maulikagt 2009; Pescosolido, Wright, et al.,
1998; Pescosolido, 1992; Sherbourne, 1988; Ten daak, 2002; Thoits, 2011), very few
studies have attempted to assess if the impactoidlsnetworks on mental health service

use operates in this way.

One study that has investigated this mechanisieittS, found evidence that
networks are associated with mental health sensee via their influence on mental
illness. Using the African American subsample & NSAL, Villatoro and Aneshensel
(Villatoro & Aneshensel, 2014) found that negativeeractions with families increased
mental health service use for participants, byaasing the level of mental distress.
However, this effect was not found by Golding andIM’ study (1990), in the Los

42



Angeles Epidemiologic Catchment Area survey. Aljiothere have not been many other
studies that have tested this mechanism, two |wdi# youth populations in the US
(Lindsey et al., 2012; Martinez & Lau, 2011) hawverid similar effects to Villatoro and

Aneshensel’s study (2014), suggesting that thishaeiem is worthy of further study.

1.8. Aims of the Thesis
This thesis aims to fill these gaps in knowledggh{lighted in sections 1.4 to 1.7)

in relation to Pakistani women'’s rates of use ohtakhealth services, the nature of their

social networks, and how social networks may infeeeservice use for these women,

compared with women of other ethnic groups. The pecific aims are to:

i. Investigate the rates of mental health servicefarsBakistani women, compared
with women of other ethnic groups in England

il. Investigate the nature of UK Pakistani women’s alosiipport networks, and how
they compare with women of other ethnic groups

iii. Investigate the association between social netwamnkismental health service use,
and if this association is the same for Pakistanien, compared with women of
other ethnic groups

iv. Investigate if mental illness mediates the relafop between social networks and
mental health service use, and if this mediatidhessame for Pakistani women as

for women of other ethnic groups

1.9. Thesis Structure

The thesis is organised in seven chapters. Chagtes the research questions
and provides a brief overview of the methods useghswer each of them. Chapter 3
presents a systematic review of literature relatintipe rates of mental health service use

for Pakistani women compared with women of othbnietgroups, the nature of Pakistani
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women'’s social networks compared with women of o#tknic groups, and an assessment
of the reasons for the underutilisation of mengdlth services by Pakistani women.
Chapter 4 uses data from a nationally represertd@aset (The UK Household
Longitudinal Survey (UKHLS), also known as Undensling Society) to ascertain the
nature of Pakistani women’s social support netwaaksl assess how they compare with
women of other ethnic groups. Chapter 5 uses daa &nother nationally representative
dataset (Ethnic Minority Psychiatric lllness Ratethe Community (EMPIRIC)) to
examine the rates of usage of mental health sertzePakistani women compared with
women of other ethnic groups, how four differergeags of social networks are related to
mental health service use, and if the associatwéden social networks and service use is
different for Pakistani women compared with woméntber ethnic groups. Chapter 6
tests whether there are indirect effects of samalvorks on service use via their impact on
mental health, and whether this differs betweendtaki women and women of other

ethnic groups. Chapter 7 concludes the thesis.
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Chapter 2: Research Questions & Methodological Apprach

This thesis uses a systematic review and statistiodelling of national survey
datasets to fulfil the aims stated in Chapter laAsminder, the four aims of this thesis are
to:

i.  Investigate the rates of mental health servicfarsBakistani women, compared

with women of other ethnic groups in England

ii.  Investigate the nature of UK Pakistani women’s alogsiipport networks, and how
they compare with women of other ethnic groups

iii. Investigate the association between social netwamkismental health service use,
and if this association is the same for Pakistarnen, compared with women of
other ethnic groups

iv.  Investigate if mental iliness mediates the relaiop between social networks and
mental health service use, and if this mediatidhéssame for Pakistani women as

for women of other ethnic groups

This chapter outlines the methods used to ansvedr @ahe research questions,
and which aims these fulfil. The specific detafish® methods, and datasets used
(including variable construction and statisticaldelling techniques) are given prior to the

results in each of the Chapters, 3 to 6.

2.1. Systematic Review

In Chapter 3, a systematic review is used to acetiie rates of mental health
service use, and the nature of social network®&iistani women, compared with women
from other ethnic groups. The review also investgaf Pakistani women’s social
networks are involved in help-seeking for mentatréiss. For this review, journal

databases and grey literature were searched syitaltyafor empirical (quantitative and
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gualitative) studies. Data from these were extchared synthesised to answer three
research questions (stated below), relating to aiinsand iii. A shorter version of this
review has been published in the journal, Health &ocial Care in the Community

(Kapadia, Brooks, Nazroo, & Tranmer, 2015).

a) How does the usage of mental health services fkisRai women in the UK compare
with women of other ethnic groups?

b) What is the nature of Pakistani women’s social neks, and how do they compare
with women of other ethnic groups?

c) What are the reasons for the mental health servisage patterns of Pakistani women?

Are social networks involved in the help-seekind ancess process?

Prior to completing the systematic review, primdaga collection had been
considered for this thesis, as it was thought ttete was a lack of data in the UK to
investigate the associations between ethnicityiabaetworks and mental health service
use. However, as a result of completing the sydiemeview, knowledge was acquired
about the datasets available in the UK that wolitthafor the aims of this thesis to be
tested empirically using secondary data. Hencecarglary data analysis approach was
used, as it was deemed important to use existitaytdanswer previously unanswered
questions in the UK context. The datasets usedr@nduestions answered are outlined in

the next section.

2.2. Secondary Data Analysis
Chapter 4 provides an empirical assessment ofitfezehces between Pakistani
women’s social support networks, compared with wowkeother ethnic groups. This is

done using Wave 2 of the UK Household Longitudidaivey (UKHLS), also known as
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Understanding Society, collected between 2010 &i@.2This survey contains an ethnic
minority boost sample (Berthoud, Fumagalli, LynnPé&tt, 2009), with approximately
1,000 respondents recruited from five ethnic miyagroups: Pakistani, Indian,
Bangladeshi, Black Caribbean and Black Africarnwall as a large sample of White

British respondents. Hence, this dataset allowssbanalysis of ethnic differences. Latent
Class Analysis (LCA, McCutcheon, 1987) was usetr¢ate classes of social support
networks which were subsequently used as outcomabl@s in a multinomial logistic
regression (with ethnic group as one of the cotesjato ascertain the differences in social
support networks between Pakistani women and washether ethnic groups. The

analysis in Chapter 4 answers the research questitined below, which relates to aim ii.

a) What is the nature of Pakistani women'’s social suppetworks, and how do they

compare with women of other ethnic groups?

Chapter 5 proceeds to examine the relationshipdswdifferent aspects of social
networks, and how they are related to mental heglthice use, for Pakistani women
compared with women of other ethnic groups. Thidoise using a large national (English)
survey, Ethnic Minority Psychiatric lliness Ratagthe Community (EMPIRIC), collected
in 2000. This survey also contains an ethnic migdroost sample, allowing aims i and iii
of the thesis to be fulfilled. Logistic regressimodelling, with mental health service use
as an outcome variable, was used to ascertairsffoeiation between aspects of social
networks, ethnic group, and using mental healthices. Chapter 5 answers the research
questions outlined below. Sections of the analystsented in Chapter 5 have been used to
draft a journal article, which is currently undewiew with the journal, Ethnicity & Health

(Kapadia, Nazroo, & Tranmer, under review).
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a) How does the use of mental health services fordeaki women in England compare
with women of other ethnic groups?

b) Are social networks associated with the use of aldmalth services?

c) Does this association differ for Pakistani womemmpared with women of other

ethnic groups?

Finally, Chapter 6 investigaté®wsocial networks are associated with mental
health service use for Pakistani women, compar#éd wwmen of other ethnic groups.
Specifically, the analysis in this chapter testh# effect of social networks on mental
health service use is mediated by mental illness ifethis differs between Pakistani
women and women of other ethnic groups. This idwming the same dataset as used for
Chapter 5, and relates to the final aim (iv) of ttiesis. A structural equation model was
used to assess how mental health service use vegslgliand indirectly affected by aspects
of social networks. The research questions thaaasevered in Chapter 6 are outlined

below.

a) Is the influence of social networks on mental eaéirvice use mediated by mental
illIness?
b) Do the mediation effects differ for Pakistani womeoampared with women of other

ethnic groups

The next chapter presents the findings of the systie review of the existing

literature on Pakistani women’s mental health servise, the nature of their social

networks, and the potential reasons for their padgtef mental health service use.
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Chapter 3: Pakistani women’s use of mental healthesvices &
the role of social networks: a systematic review afuantitative
and gualitative research

3.1. Introduction

The Delivering Race Equality (DRE) programme (Bryment of Health, 2005)
aimed to provide equitable, non-racist mental hesdtrvices to people in England and
Wales. Its success appears to have been limitedféardts end in 2010, some have argued
that ethnic inequalities in mental health servioavjsion remained (Bhui et al., 2012;
Craig & Walker, 2012; Joint Commissioning Panel¥tental Health, 2014; RAWOrg
(Rights and Wellbeing of Racialised Groups), 2011).

South Asian (Pakistani, Indian and Bangladeshi) emi@re one group for whom
inequalities (low rates of usage of mental headtlvises) are particularly evident (C.
Cooper et al., 2013; J. Cooper et al., 2010). Withis group, Pakistani women may be
particularly disadvantaged, as they have high feg€mental illness (Chaudhry et al.,
2012; Fazil & Cochrane, 2003; Gater et al., 200&arbjan, 2006; Weich et al., 2004) but
alongside low levels of service use. However, tlelitle robust evidence as typically the
rates of usage for Pakistani women have been @ddrom South Asian women. It is not
appropriate to do this, as there are indicatioat Rakistani women have higher mental
illness rates than Indian and Bangladeshi wometafidgn, 2006; Weich et al., 2004), but
lower usage of mental health services than Indiamen (Care Quality Commission &
National Mental Health Development Unit, 2010, 2014 addition, in the UK, it has been
established that mental health service use is higihhgeople living in areas of high
economic deprivation (Goddard & Smith, 2001), amdtfiose that are out of the labour
market (Bebbington et al., 2003). Since, Pakisasa Bangladeshi women are more likely
to be living in poverty (Jivraj & Khan, 2015; NanfliPlatt, 2010), and be out of the labour

market (Kapadia, Nazroo, et al., 2015) than Indv@men, it is reasonable to expect that
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there may be important differences in their mehéallth service use rates. Consequently,
it is worth considering women in each of thesedteuth Asian groups (Pakistani, Indian
and Bangladeshi) separately.

Existing research has suggested that Pakistani wonag have low mental health
service use because they are less likely to bereeff¢o specialist mental health services by
GPs (Burman, Chantler, & Batsleer, 2002) or whers@nting at emergency service
departments (J. Cooper et al., 2006), comparedWiitie women. This may be due to
cultural stereotypes that are held about SouthrAsiamen by some health professionals,
who can be dismissive of the severity of mentatess in these groups, assuming that
these problems are familial or related to culttlerefore perhaps not warranting specialist
treatment (Batsleer et al., 2003; Burr, 2002). remtNHS services may be inadequate in
addressing specific religious and language neadsoime women in this group (for
example, a lack of interpreters for those who atecomfortable or confident in English,
separate washing facilities in inpatient unitstfarse who are Muslim) which may deter
women from seeking help when needed (Bowl, 200 Hew=Graham, Bashir, Chantler,
Burman, & Batsleer, 2002). There have also beenarms articulated through research
with South Asian mental health service users, Bagistani women may be fearful that
confidentiality regarding their mental health mat he maintained especially if their GPs
were from the same religious or ethnic backgrowthamselves (Gilbert et al., 2004).

These reasons reflect the tendency of researclemtainhealth service use to focus
on how individuals (patients) in conjunction witysgems (NHS) drive the outcomes of
mental health care pathways. The social aspeatlptseeking; the way in which decisions
and actions are influenced by the people closass {@ourash, 1978; Pescosolido, 1992,
2006, 2011) have largely been ignored in the UKtexin Social networks may be
particularly important for those groups who aremdited from mental health service
systems, both in terms of their content (the peaptBem — friends, family), and their

function (provision of support, exchange of infotioa about iliness and services).
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However, there is a lack of information in the Uboat the nature of Pakistani
women’s social networks, although some studies Baggested that Pakistani women are
socially isolated and lack social support (Chauditrgl., 2012; Gater et al., 2009). These
studies have been done with small samples, comtanene geographical area
(Manchester, England), and hence cannot be gesexulaly the population of Pakistani
women in England. In addition, these studies hager@ed low levels of social support for
Pakistani women without appropriate comparison witter ethnic groups. Therefore
whether the levels of social support are partiduliaw for Pakistani women is not known.

Further, very little attention has been paid toittilzence (either positive or
negative) of the content and function of socialwaeks on the usage of mental health
services for Pakistani women. This is an importanission, as research from other
countries suggests that the explanations for ldesraf mental health service use could be
expanded upon and improved with reference to tiecd and function of social networks.
Certainly, research in the US, Netherlands, andtBUrRico has shown that people were
less likely to use mental health services if thescpived high levels of support in their
social networks (Golding & Wells, 1990; Maulik ét, 2009; Pescosolido, Wright, et al.,
1998; Ten Have et al., 2002; Thoits, 2011; Woodveral., 2008).

In order to clarify the rates of use of mental tieakrvices for Pakistani women,
the nature of their social networks, and the pdssitfluence of social networks on mental
health service use, a systematic review of exidtiatature was undertaken. The research

guestions are outlined in the next section.
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3.2. Research Questions

i. How does the usage of mental health services fkisRai women in the UK
compare with women of other ethnic groups?

il. What is the nature of Pakistani women'’s social nets, and how do they compare
with women of other ethnic groups?

iii. What are the reasons for the mental health servusage patterns of Pakistani

women? Are social networks involved in the helpkssgand access process?

3.3. Methods

A systematic review was chosen as opposed to gidrzal literature review
because the evidence and research that are prkgetie latter are usually theoretically
driven; that is the studies that are chosen are dorin order to make particular points
which reflect the author’s theoretical stance ({Bxetiv & Roberts, 2006). In contrast,
systematic reviews aim to seek out, aggregate amtiesise empirical evidence, from
which theoretical models can be supported or rdflB&s is removed in systematic
reviews as all studies that meet pre-defined inatusriteria, and only such studies, are
included in the review. Further, each study thandétuded is subjected to quality
assessment in order to establish its methodologgalr.

There have been previous systematic reviews loakifgw access to mental
health services differs by ethnicity (for exam@Baui et al., 2003; Lamb, Bower, Rogers,
Dowrick, & Gask, 2012). However the aims of prewaaviews have been rather different
to the present review: Bhui and colleagues’ revied a particular focus on mental health
inpatient services and continuity of service contacall ethnic minority groups,
compared with the White population in the UK, whillamb and colleagues’ review
covered access to mental health services in pricen only, for eight groups which were

deemed ‘hard to reach’ (2012), one of which wasietminority people. Both of these
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reviews reported on access to mental health seragé\sian or South Asian patients,
thereby losing information about the differencesuaen the ethnic groups constituting the
category ‘South Asian’. Further, neither of thes@ews reported on mental health service
use for men and women separately. Therefore the airthe current review were distinct
from previous reviews, and it was able to provide/information that could inform

further stages of the research conducted for tigisis.

The review included quantitative and qualitatigsearch studies in order to
increase the applicability of the review to polayd practice in this area. Reviews
incorporating quantitative and qualitative resedratle become more widely used in the
social sciences (Evidence for Policy and Practiéerination and Co-ordinating Centre
(EPPI-Centre), 2010). However, despite this growtitine use of different types of data to
answer review questions, there is little publishrethodological literature on how to
synthesise results within reviews that incorpoditta generated by different research
methods, in the most appropriate way (Kastner.eR@l 2). Previous review authors have
adjusted mixed review methodologies in order totrttee needs for specific reviews (e.g.
Barley, Murray, Walters, & Tylee, 2011; M. Morgdfenten, Deedat, & On Behalf Of
The Donate Programme Team, 2012).

Of the four different mixed review methods thavé been clearly documented (a
summary can be seen in Table 3.1), none were deasneuntirely appropriate to meet the
objectives of the current review. It is importamistate that it was not the intention of the
review to generate a new theory of access to,®pfjanental health services, as there are
many studies that have already done this (Dixon-igat al., 2005; Garrett et al., 2012;
Gask et al., 2012; Lamb et al., 2012; Pescosolii62). For this reason, review types that
sought to establish new theoretical frameworks ¢rigical interpretive synthesis, narrative

synthesis, and realist synthesis) were not consitler
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Table 3.1: Different types of ‘mixed’ systematiciess

Type of data/ information to be included

Type of Review
Method

Main proponent

Key components

Quantitative

Mixed- Non-research  Theoretical
methods (e..
newspapers)

Critical Interpretive
Synthesis

Mixed-Methods
Systematic Review

Narrative synthesis

Realist synthes

Dixon-Woods et al.,
2005

Thomas et al., 2004

Popay et al., 2006

Pawson, Greenhalg
Harvey, & Walshe,
2005

Area of enquiry tentatively defined.

Extensive but not exhaustive searching.
Sampling of resulting literature.

Appraisal and critique of included papers.
Meta-ethnographic methods use to synthesise
findings to produce new theory in form of
synthetic constructs.

Systematic search of literature
Synthesise quantitative findings using meta-
analysis.
Synthesise qualitative findings using meta-
ethnography.
Integrate/ combine results of quantitative and
gualitative syntheses.

Developing a theory of how interventions
work.

Developing a preliminary synthesis.
Exploring relationships in the data.
Assessing the robustness of the synthesis.

Typically used for complex healthce
interventions.

Clarify scope of review.

Search for evidence.

Appraise studies and extract data.
Synthesise evidence and draw conclusions.
Develop theory of what works for ‘who’ and in
‘what context'.
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The mixed-methods systematic review as proposethbynas and colleagues (2004) was
considered as a possibility. However, it did nédwalfor findings from quantitative studies
to be synthesised in a way other than meta-analyserefore, a new method named
“mixed systematic review” was used, which evaluaed synthesised research evidence
from quantitative, qualitative and mixed-methodsegach studies. The method was new in
the sense that it allowed data from any high quaglitantitative study to be extracted and
incorporated into the review (not only via metaigsia). This was especially important

for data from studies reporting on mental healtivise use rates, as these typically use
administrative or observational data. The reviegoiporated evidence from peer reviewed
journals and grey literature (e.g. research regoota government organisations and

unpublished theses).

3.3.1. Inclusion and Exclusion Criteria

The inclusion criteria were: studies published frd860 up to the end of March
2014, pertaining to Pakistani or South Asian wonmmthe subject of either access to, or
usage of, mental health services or the nature@éknetworks, conducted in the UK and
written in English. Only studies published afte6@3vere included due to the dates of
Pakistani migration to the UK and the low likeliltbof studies pertaining to mental health
service use in Pakistani women being publishedrbdfos date. Studies from other
countries were excluded due to the differing migrahistories, socioeconomic positions,
health care structures, and mental illness rat@akistani women in those countries.
Papers that were theoretical in nature were exdluBiudies were excluded if they
investigated access to child and adolescent mea#dih services, as the help-seeking
process that parents undertake on behalf of childreot comparable to the process in
adult women. Papers related to dementia or leawmfisapility services were excluded for

similar reasons. Finally, studies investigatingdegressant or other psychotropic
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medication use in Pakistani women that did nota&@iordn element on access to, or use of,

services were also excluded.

3.3.2. Data Sources and Search Strategy

In order to answer the research questions, a raing@urces were used. The
primary source of data was peer reviewed jourrtadles, but, in addition, this review also
integrated unpublished theses and grey literatige (esearch reports from charities and
government organisations). Databases and webB#@esvere searched are shown in Table
3.2. The Cochrane Library was not searched; thishdae typically holds systematic
reviews of medical or psychosocial interventioret tlvere not applicable to the current

review.

Table 3.2: Sources used in the review.

Type of Source Databases

Electronic Applied Social Sciences Index and Abstracts (ASSIA)
Databases (peer Cumulative Index to Nursing and Allied Health Lagure (CINAHL Plus)
reviewed articles) EMBASE

Health Management Information Consortium (HMIC)

International Bibliography of the Social SciencE3SS)

MEDLINE

PsycINFO

Social Sciences Abstracts

Social Sciences Citation Index

Sociological Abstracts

Grey Literatur OpenGre
Social Care Online
Index to Theses
Electronic Theses Online Services (ETHOS)
The Health and Social Care Information Centre Wel{$iSCIC)
Association of Health Observatories Website

A list of search terms was compiled by drawing uptrer systematic reviews in this
area and the author’s knowledge of previous rekeditwe search terms were over
inclusive (more sensitive than specific). Initiabsches were tested in Medline and revised

(see Box 3.1). Searches were adapted for eachasa&tabhe Health and Social Care
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Information Centre (HSCIC) and Association of Hedltbservatories websites were

searched manually. Searches were undertaken ih Zd4.

Box 3.1: Search terms for the review

Mental Health OR mental illness OR health servio& healthcare disparit* OR health disparit* OR kieal
equit* OR health inequit* OR health equal* OR hhaltequal* OR Health Care Services* OR Health Care
Utilization* OR psychiatr* OR Health Care Psychoys@R access* OR health access* OR healthcare
access* OR care path* OR help seek* OR serviceds&i®R barrier to service* OR social network OR
family network OR Social Support OR family suppoiR network analysis OR support network OR socia|
capital

AND
ethnic* OR south asia* OR asian* OR pakistan* OB*r@R Muslim* OR bme* OR minorit*

AND
uk* OR united kingdom* OR britain* OR Great BritaidR England

The searches yielded 27,880 papers. Results wearied into EPPI-Reviewer 4, a
program designed specifically for systematic revéaneening (Thomas, Brunton, &
Graziosi, 2010). Duplicates were removed, leavidgtd9 documents. The number of
papers that resulted from the searches was mugpér ldran has been reported in other
systematic reviews relating to health services @i et al., 2003: 545 papers; Lamb et
al., 2012: 7370; Morgan et al., 2012: 1461). Howetree decision to be over-inclusive
was intentional, in order to identify all relevastidies. Screening was undertaken to select
articles that were able to answer the researchiquesleaving 127 papers. A PRISMA
(Moher, Liberati, Tetzlaff, Altman, & The PRISMA Gup, 2009) diagram of the

screening and eligibility process is shown in Feg8rl).

3.3.3. Critical Appraisal

Each of the 127 papers was critically appraisetivayreviewers: the author, and
Dr Helen Brooks, Research Fellow in the School ofdihg, Midwifery and Social Work
at The University of Manchester. Disagreementsotusion (n=5/127), were resolved by

a third reviewer (Professor James Nazroo, the astRtD supervisor). Different quality
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assessment tools were used for each methodolggdiatinct study. Mixed-methods
studies were not excluded, but there were not argdarmethod studies that were deemed
to be of sufficient quality to be included. For qtitative papers, the Study Quality Tool
(Zaza et al., 2000) was used; for qualitative papte Critical Appraisal Skills
Programme (CASP) Qualitative Checklist (CASP, 2Q;14ad for systematic reviews, the
CASP Systematic Review Checklist (CASP, 2014b)opycof each of these is provided in
Appendices 3.1 to 3.3. These tools were used aegtd assess the quality of the studies
on which judgements were made about their includt@pers that were appraised as poor
on research design, inappropriate in the choicaathods or lacking robust analysis were
excluded. During critical appraisal, posters andfence paper abstracts were excluded,
but where possible, published papers referringdégsgntations were sought out. It was not
possible to find one thesis that explored the haadteds of Asian women in Manchester,
despite making enquiries with the awarding uniwgrand the author.

At this stage 106 papers were excluded (see FRjddeas they were irrelevant to
the research questions. Most papers (64%) were@edIbecause they did not analyse
data by Pakistani ethnicity, gender or both. Niapgrs (8%) were excluded due to poor
quality (lack of specific research questions, pesearch design or unsound data analysis).
Six papers that documented the results of the Qoenn Censuses 2005 to 2010 were
included, despite providing estimates of mentaltheéapatient use that included people
who were under the age of 18. This was because #ged under 18 only constituted

between 1 and 2.9% of inpatients in the years 20@®10.
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Figure 3.1: Flow diagram showing stages of the eawvprocess using PRISMA reporting (Moher

et al., 2009)

The remaining 21 papers were categorised accotdindnich research questions

they addressed. Papers were published betweenab@92013, except one (published in
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1977). Ten of these related to research questier{@mparison of the use of mental

health services between Pakistani women and worhetiner ethnic groups) and were

guantitative in nature. Seven papers were relagear@search question two (the nature of
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Pakistani women'’s social networks); three wereitatale and four quantitative. Data
were synthesised separately for quantitative amditgtive studies, and then compared and

contrasted. Four studies related to the final mrebeguestion (all qualitative).

3.3.4. Data Extraction and Synthesis

Due to the differing nature of types of evidenc#ated in the review, it was
necessary to extract different types of data. fe@anttative studies rates of usage, odds
ratios, standardised risk ratios or proportionsenettracted, whereas for qualitative
studies main themes and interviewee quotes weraatat. Information relating to study
characteristics was extracted for all studies (nremalb participants, number of Pakistani
female participants, age range, aims of the stilytarget sample, geographical location,
and research method). For qualitative studieshthdtconducted research with people from
a range of ethnic groups, data relating to Pakistamen were extracted if possible.

Once the data were extracted, the results werdasised within each research
question. Synthesis refers to the ‘bringing togetbiedata from different sources (Mays,
Pope, & Popay, 2005). Although the current revieawot a narrative synthesis, elements
of this method, and specific tools advocated byayand colleagues (Popay et al., 2006)
were used, as these were helpful for organisingyhéhesis of quantitative and qualitative
evidence. The elements used were developing aypnaliy synthesis, exploring
relationships in the data and assessing the robsswof the synthesis (Popay et al., 2006;
Pope, Mays, & Popay, 2007); the specific tools Use@ach element are shown in Table
3.3. Separate (three) Excel spreadsheets weragasecdord the studies included for each
research questioneitual descriptiop The findings from each study were recorded in
separate cells; quantitative results from simitades weregroupedandtabulatedin order
to compare findings. For qualitative studies, higfflers were used to colour code
according to similarity of findingglfematic analysjs These tools aided the synthesis for

the systematic review.
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Table 3.3: Narrative Synthesis: specific tools uisethe review (adapted from Popay et al., 2006)

Element of Review Description Tool

Developing a preliminary To organise findings to describe Textual descriptions of studies

synthesis patterns : direction and Groupings and clusters
magnitude of effects Tabulation

Translating data: thematic analysis

Exploring Relationships in the  To consider factors that explain Moderator variables and sub-group

data differences in effects across analysis
studies Idea webbing and conceptual
mapping

Assessing robustness of synth  To provideevaluation of qualitt  Reflecting critically on the synthes
of evidence for drawing process
conclusions about effect size and
generalisation to other
populations/ contexts

3.4. Results

3.4.1. Pakistani women'’s use of mental health services, mpared with
women of other ethnic groups

Ten quantitative papers provided data that werveaglt to this research question.
Seven related to usage of mental health inpatemtces. One provided usage rates of
outpatient services, one reported on consultatitisdoctors for stress-related or
emotional problems, and one provided usage ratbstbfoutpatient mental health services

and consultations with doctors (see Table 3.4).
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Table 3.4: Summary of studies providing data oesatf usage of mental health services (n=10)

First Author, date Location Sample  Pakistani Aims Sample Research
size (Age) Women Method
N (%)

Care Quality Commission & England 32,799 114 (0.3) To obtain accurate figures relatingto ~ Mental health unit inpatients Census
National Mental Health & Wales (All ages) patients in mental health wards by ethnic
Development Unit, 2010 group
Care Quality Commission & England 31,786 110 (0.3) To obtain accurate figures relatingto  Mental health unit inpatients Census
National Mental Health & Wales (All ages) patients in mental health wards by ethnic
Development Unit, 2010 group
Commission for Healthcare  England 31,020 121 (0.3) To obtain accurate figures relatingto  Mental health unit inpatients Census
Audit and Inspection, 2008 & Wales (All ages) patients in mental health wards by ethnic

group
Commission for Healthcare  England 31,187 85 (0.3) To obtain accurate figures relatingto  Mental health unit inpatients Census
Audit and Inspection, 2007 & Wales (All ages) patients in mental health wards by ethnic

group
Commission for Healthcare  England 32,023 104 (0.3) To obtain accurate figures relatingto  Mental health unit inpatients Census
Audit and Inspection, 2007 & Wales (All ages) patients in mental health wards by ethnic

group
Commission for Healthcare  England 33,785 90 (0.3) To obtain accurate figures relatingto  Mental health unit inpatients Census
Audit and Inspection, 2005 & Wales (All ages) patients in mental health wards by ethnic

group
Cochrane, 1977 England N/R N/R* To report admissions to mental hospitalsAdmissions to mental health hospitals in ~ Survey

& Wales (15+) in 1971, by country of birth 1971
Glover, 2009 England N/R N/R* To examine the extent to which IAPT  Patients using Crisis Resolution Home Survey
(18-64) services have been used for ethnic Treatment, Early Intervention, Assertive

minority groups Outreach, and IAPT services

Lloyd, 2002 England 4,281 387 (8.0) To investigate the differences in mental Household residents (sampled from The  Survey
(16-74) health service use between ethnic groupsiealth Surveys for England 1998 &
1999) with ethnic minority boost sample

Bajekal, 2001 England 16,4841,028 (6.2) To investigate the differences in tealt Household residents, with ethnic Survey

(16-74)

service use and prescribed medicines minority boost sample
between ethnic groups

*Not reported

62



For the papers that were included, there wererdifiees in the way that rates could
be interpreted. The Count me in Censuses (whicbuedted for six out of seven papers
reporting on usage of inpatient services) provideahts of people who were using mental
health inpatient services on census day'(@arch). This differed from the paper by
Glover and Evison (2009), which provided data csmgesof mental health outpatient
services over 12 months. Both used NHS adminiseatata.

The community surveys (Health Survey for Englan8&B)1999 and Ethnic
Minority Psychiatric lllness Rates in the Commur(BMPIRIC)) provided figures for
consultations with GPs for mental health problelpased on participant self-report and
related to the previous 6 (EMPIRIC) or 12 (HSE 199@nths. The number of ethnic
groups used for classification in each study atsted. The Count me in Censuses and the
report by Glover and Evison (2009) used a 16 cayegthnic group classification devised
by the Office for National Statistics (ONS) (TalBlé lists all of these groups). EMPIRIC
and the HSE 1999 used 6 groups: White, Irish, B@akbbean, Indian, Pakistani, and
Bangladeshi.

There were papers based on two sources of dateggeeconsidered to be the most
comprehensive sources on usage of mental healtitsgin the UK, that were excluded
from the review. The first was the Adult Psychiatvorbidity Surveys (McManus,
Meltzer, Brugha, Bebbington, & Jenkins, 2009; Setgh, Bumpstead, O’Brien, Lee, &
Meltzer, 2001), because Pakistani women were raysed as a separate ethnic group.
The second was The Health and Social Care Infoom&entre’s Annual Mental Health
Bulletins (Community and Mental Health Team: Healtid Social Care Information
Centre, 2013), because rates were not providece bgeg.

Inpatient ServicesThe Count Me in Censuses showed a consistentihigtee
(standardised for age and sex) of mental healthtiewt use for women from Black
African, Black Caribbean, Mixed White & Black Capoian, Mixed White & Black

African, Other White, Other Black, Other Asian adther ethnic groups, compared with
63



Pakistani women between 2005 and 2010 (see Tdb)leThere was no difference in the
inpatient rates between Pakistani women, and Chjriedian or Bangladeshi women,
from 2005 to 2010. Mixed White and Asian women wlod have different rates to
Pakistani women apart from in 2005 and 2010. Whigé women had higher rates than
Pakistani women except for in 2006 and 2008.

White British women’s rates were not different frétakistani women’s between
2005 and 2008. However White British women had éightes than Pakistani women in
2009 and 2010. One possible reason for the changatiern is the change of denominator
used to calculate standardised ratios in 2009 at8.2Between 2005 and 2008, 2001
Census population figures were used as an estimatithe total population (used as
denominators), and age and sex standardised ratescalculated with these data. It is
likely that these denominators were lower thanaitteal numbers of Pakistani women in
the population at the time, due to increases inufatipn between 2001 and 2008. England
and Wales Census data show that the number oftBakismales increased by 56%
(195,728 females) between 2001 and 20At least some of this change will have
occurred between 2001 and 2005, and 2005 and 20@8esting that the inpatient rates
for Pakistani women from 2005 to 2008 were ovemested. (Of course, this would be the
case for all ethnic groups that increased in setevéen 2001 and 2005). In 2009 and 2010,
the 2007 Office of National Statistics Mid-Year igsites (ONS MYE) were used as
estimates of the population size; the rates fasahears are more likely to be a true
reflection of usage than rates provided for 2008008. However the population is still
likely to have grown between 2007 and 2009, heheause of 2007 population estimates

for 2009 and 2010 standardised rates is still prolatic.

! Census data were downloaded from www.nomiswelkd@@15). Table T13 (Theme table on ethnicity)
was used for 2001 data, and Table DC2101EW (Etmuiap by sex by age) for 2011 data.
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Table 3.5: Rates of usage of mental health inpatieris for women by ethnic group.
Data for Pakistani women are in the top row, folemhby ethnic groups sorted ascending by 2010 ratsage of services. Values are standardised i(@&% confidence

intervals) (Source: Count me in Censuses 2005 9201

Count me in 2005
(Denominator:

Count me in 2006

(Denominator:

Count me in 2007
(Denominator:

Count me in 2008
(Denominator:

Count me in 2009
(Denominator: ONS

Count me in 2010

(Denominator: ONS

Census 2001) Census 2001) Census 2001) Census 2001) 2007 MYE) 2007 MYE)

SR (95% CI) SR (95% CI) SR (95% CI) SR (95% CI) SR95% CI) SR (95% CI)
Pakistan 75 (60-92) 94 (76- 113, 76 (61-94) 109 (90- 130) 70 (51— 84) 65 (53-79)
Chinese 79 (57 - 107) 79 (56 — 108) 79 (56 — 108) 8 (68 — 119) 49 (35 -67) 43 (30 —59)
Indian 76 (65 — 89) 71 (60 — 83) 68 (57 — 81) 4 {(B8) 59 (51 - 69) 66 (56 — 76)
Bangladest 98 (71-133; 116 (85- 155, 112 (81- 149) 126 (94- 166) 83 (61- 110; 82 (60- 109,
White Britisk 94 (92- 95) 93 (91-95) 92 (91-94) 91 (89-93) 95 (93-96) 94 (93-96)
Other 214 (176 — 257) 216 (176 — 261) 233 (1926) 28 184 (148 — 227) 121 (98 — 148) 110 (88 — 136)
White Irish 143 (128 — 159) 116 (102 — 131) 11149127) 128 (113 — 145) 133 (117 — 151) 122 (1046)
Mixed White & Asiar 135 (95- 187, 107 (71- 156, 127 (87-179) 175 (127- 235) 116 (83- 156, 124 (90- 166)
Other White 138 (12€- 150) 162 (149- 176, 187 (173-203) 184 (17C- 199) 119 (10¢- 130; 129 (118 141)
Other Asian 206 (166 — 253) 220 (177 — 270) 212@264) 189 (149 — 236) 130 (103 - 162) 136 (1089
Other Mixed 221 (167 — 288) 218 (162 — 286) 20%B(ER77) 184 (134 — 248) 249 (197 — 309) 213 (1830)

Black African

Mixed White & Black Africar
Mixed White & Black Caribbean
Black Caribbean

Other Blacl

223 (192 256)

203 (13C- 303)
269 (213 — 336)
289 (262 — 319)

827 (67 - 975)

238 (206- 273,
358 (255- 490,
3039 - 376)

287 (259 — 317)
857 (719- 1,014

251 (218~ 287)
220 (141- 328)
330 (265 — 407)
(207 — 339)
743 (614 890)

250 (217- 287)
367 (262- 500)

393 (321 — 476)
378 (345 — 413)

580 (467— 713)

202 (178 228)
143 (90- 214)
244 (1999)
293 (266 — 322)
475 (385579

219 (194- 247)
259 (186- 351)
274 (223 — 333)
309 (2 336)
314 (240- 403)

#Rates for 2009 are for England only, as 2007 neig-estimates (used as the denominator) were nitdlstesfor Wales when data were produced by the Qarality Commission (Care Quality Commission

& National Mental Health Development Unit, 2010).
b Office of National Statistics Mid-Year Estimates
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One other paper was able to provide informatiomades of admission to mental
health hospitals (Cochrane, 1977). The way in wiakistani was defined in this paper
(born in Pakistan) differed from how it was definedhe Count me in Censuses (self-
assigned ethnicity). For women born in Pakistaratie and sex standardised rate of
admission (using 1971 UK Census for denominatoes 874 per 100,000. This was the
lowest admission rate out of any country of bittte other countries were England &
Wales (combined), Scotland, Northern Ireland, ldlaNest Indies, India, Germany, Italy,
Poland, and United States of America.

The papers reporting on inpatient mental healthices did not adjust the rates for
level of mental illness, nor for any socioeconofaictors.

Outpatient servicesOnly two papers provided rates of usage of owtpatnental
health services. One was a nationally represeet&inglish community survey (Ethnic
Minority Psychiatric Rates in the Community (EMP@J Lloyd & Fuller, 2002).
According to this survey, there was no differencénie (weightet) percentages of
Pakistani women (1%) and White, Irish, Bangladesit Indian women who had seen a
Community Psychiatric Nurse (CPNJL%) in the preceding 6 months. The percentage for
Black Caribbean women was 2%. Black Caribbean (¥¥hiite (3%) and Irish (3%)
ethnic groups had slightly higher percentages ahes that had seen a counsellor or
psychologist within the last 6 months, comparedhwakistani women (2%). Indian
women had the same percentage as Pakistani womthe percentage for Bangladeshi
women was lower at 1%. This report did not prowidafidence intervals for estimates,
therefore the statistical difference between oigpatise for Pakistani women, and women

of other ethnic groups could not be assessed.

1 EMPIRIC employs a complex survey design. Perc&stage weighted to account for the differing
probabilities of selection of ethnic minority gray@nd non-response to the survey.
2 A CPN typically works in a Community Mental Healfleam (outpatient services) and is provided for
people with moderate to severe mental illness ppst them after release from an inpatient setintp
enable them to live in the community without resaytto inpatient services.
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The other paper (Glover & Evison, 2009) providetgsaf access to the following
NHS services: Crisis Resolution Home Treatrh¢é@RHT), Early Interventioh(El),
Assertive Outreach(AO) and Improving Access to Psychological Therap(esPT)
Services. The rates were provided for those agdd 68 years of age, and used 2007
Office of National Statistics (ONS) Mid-Year Estitaa to provide age specific population
rates (18 to 64 years for all services except for Eambgrvention which used 14 to 35
years). Data were collected between March 2008\eardh 2009. Rates of use for each
service by ethnic group are shown in Table 3.6.

Pakistani women had lower rates of use of CRHTises67/100,000, Cl =57 —
77) than women from White British, Black CaribbeBfack African, Mixed White &

Black Caribbean, Other White, Other Black, OthelaAsand Other groups. Indian and
Chinese women had lower rates than Pakistani woarehthere was no difference in rates
between Pakistani and Bangladeshi, White Irish,ddi¥hite & Black African, Mixed
White & Asian, and Mixed White & Black Caribbean mven.

Assertive Outreach rates were similar for Pakistasmen (30/100K, CI = 24 — 37)
and women from White British, Indian, Bangladeshixed White & Asian, Other White,
and Other groups. Chinese women had lower ratesBiatk African, Black Caribbean,
White Irish, Mixed White & Black African, Mixed Whe & Black Caribbean, Other

Black, Other Asian, and Other Mixed women had highées.

! This service provides intensive support at homerfental health patients, as an alternative totiapa
care.
2 This service is offered to patients who are sirfgfrom a first episode of psychosis and is gelhera
offered to patients aged 14 to 35 years.
8 This service provides support to people with sexsrd enduring mental health problems, who havallysu
been in contact with mental health services foglpariods of time.
4 This service provides short term talking therapoespeople with anxiety and/ or depression.
5 This is not a standardised rate. Standardisatam et performed by the authors because the ages of
service users were not available in the dataset.
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Table 3.6: Rates of usage of outpatient mentalthesgrvices for women by ethnic group.
Data for Pakistani women are in the top row, folemhby ethnic groups sorted ascending by IAPT eats; Values are population rates (95% confidemterivals),
figures rounded to nearest integer. (Source: Gla&&&tvison, 2009)

Crisis Resolution Home  Early Intervention (EI) Assertive Outreach New Psychological Therapies provided under

Treatment (CRHT) (AO) Improving Access to Psychological Therapies
(IAPT)
Referral Entry

Population rate (Cl) Population rate (Cl) Population rate (Cl) Population rate (Cl) Population rate (Cl)
Pakistan 67 (57-77) 110 (95- 125 30 (24-37) 213 (162- 275) 165 (12C- 221)
Chinese 28 (21 - 38) 43 (31 -57) 9 (5-15) 73 (40 — 122) 83 (47 — 135)
Indian 39 (34 - 45) 47 (39 — 56) 26 (21 -31) 180 (1424)2 178 (140 — 222)
Black Africar 123 (11(- 13§) 192 (170- 215, 74 (64— 85) 180 (13&-234) 183 (138 237)
Bangladest 79 (6:-99) 138 (114- 166, 29 (19-41) 161 (95- 254, 188 (116~ 287)
Black Caribbean 130 (150 — 146) 197 (168 — 228) (188 — 205) 263 (206 — 331) 296 (235 — 368)
White British 89 (88 —91) 76 (74 -79) 37 (36 — 38) 457 (44509)4 297 (287 — 307)
White Irist 90 (7€- 1049 59 (39- 86) 47 (38-58) 257 (193- 337) 301 (231- 386)
Other Asial 163 (14(- 189 234 (198 275 79 (63-98) 298 (20&- 418) 307 (212- 428)
Other 137 (119 - 157) 196 (168 — 227) 38 (29 - 49) 3PP (2466) 311 (239 — 399)
Mixed White & Black African 103 (70 — 147) 135 (90196) 96 (64 — 139) 322 (161 - 577) 322 (1619577
Mixed White & Asiar 49 (3:-69) 72 (50— 100; 34 (21-52) 191 (102- 327) 339 (215 508)
Other Mixec 119 (9:-15)) 191 (151~ 239, 64 (45— 89) 673 (48S-904) 342 (463 868)
Mixed White & Black Caribbean 88 (66 — 114) 167513204) 123 (97 — 154) 309 (194 - 468) 379 (2562
Other Black 475 (407 — 551) 1004 (877 — 1145) 478 (409 — 554 ) 281 (150 — 481) 389 (231 - 616)
Other White 90 (8:-99) 74 (65— 83) 36 (31— 40) 322 (28E- 364) 404 (361- 450)
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Pakistani women had higher rates of usage of Hatdyvention services
(110/100K CI = 95 — 125) compared with White BhtiVhite Irish, Indian, Chinese, and
Other women. Rates were similar between PakistashBangladeshi, Mixed White &
Black African, and Mixed White & Asian women. Rateere higher for Black Caribbean,
Black African, Mixed White & Black Caribbean, Othétite, Other Black, Other Asian,
Other Mixed, and Other groups.

Pakistani women were less likely to be referreth®T services (213/100K, CI =
162 — 275) compared with women in White Britishh@tWhite, Other Mixed, and Other
ethnic groups. There was no difference in refeatds between Pakistani women and the
other ethnic groups expect for Chinese women wihlddwaer rates. Pakistani women were
less likely to enter treatment (165/100K, Cl = 32P21) than White British, White Irish,
Other White, Black Caribbean, Mixed White & Blackibbean, Other Black, Other
Mixed and Other women. There was no differenceninyerates to IAPT between
Pakistani women and the other ethnic groups.

At the time of data collection, IAPT services weakailable to only 9% of the
England population. Further, ethnicity data werly @vailable for 65% of people using
these services. This is much lower than the levetlmic reporting for the other services
commented on in this paper (CRHT, ethnic reportiogplete for 91% patients; Early
Intervention 92.5%; Assertive Outreach 97.9%). &bthors state that participants, for
whom ethnicity was not known, were excluded from @malyses, but there was no
information provided on whether some ethnic growpse more or less likely to have their
ethnicity data recorded. Therefore the impact afsinig ethnicity data on the IAPT figures
is unknown. The authors also calculated the exdeaeties of IAPT referral and entry
given the rates of mental illness from the natitynapresentative community survey,
EMPIRIC (Sproston & Nazroo, 2002). They concludeat treferral rates to treatment for
Pakistani women were less than would be expected fhe mental iliness prevalence

rates (Referral Ratio of Observed to Expected Cagk%7%). Referral rates were also
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lower than expected for Indian, Black Caribbeanl Atite Irish women. They were
higher than expected for White British, and as etgu:for Bangladeshi women.

Consultation of GP for mental health problem$he Health Survey for England
1999 (Bajekal, 2001) showed that there was noreéiffee in GP consultations for being
anxious or depressed between Pakistani women fage&dised Ratio [SR] = 1.21, SE =
0.11) and women in the general population (SR Th¢ general population sample
consisted mainly of White womé&rThere was no difference in the rate of GP
consultations between Pakistani and Irish, Blacki®aan or Indian women. Bangladeshi
and Chinese women had lower rates of consultaian Pakistani women. However,
according to estimates from EMPIRIC (Lloyd & Full@002), Pakistani women were less
likely to have consulted a doctor for emotionastress-related problems (age
Standardised Risk Ratio [SRR] = 0.60, SE = 0.1&mared with White women (SRR = 1).
There were no differences in consultations betwraistani women and women of other
ethnic groups.

None of the papers synthesised for this researekbtigun adjusted mental health
service use rates for the level of mental illneghiweach ethnic group. Mental iliness is
known to be one of the biggest predictors of meimallth service use. This omission
means that the ethnic differences in mental hesglthice usage rates may have been
underestimated, especially for Pakistani womergestheir rates of mental iliness are
higher than for women from many other ethnic gro{ietarajan, 2006; Weich et al.,
2004).

3.4.2. Pakistani women'’s social networks, compared with woen of other
ethnic groups

For this research question there were four quaivetatudies and three qualitative

studies that were synthesised. The quantitativergapere comparative in nature,

191.3% of women aged over 16 years in the genemilption sample were White, 4.7% were Irish, 1.4%
Indian, 1.3% Black Caribbean, 0.9% Pakistani, ab8®Bangladeshi.
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investigating social support of ethnic minority wemcompared with the White majority
population. For the synthesis, where possible réigare reported comparing Pakistani
women to women of other ethnic groups. Where tl@is mot possible, only comparisons
between Pakistani women and the White majority graxe provided. The qualitative
papers focussed on Pakistani women only (see Bab)eThe results from papers were
synthesised under two themes: network content (mdmin women’s networks), and
network function (what the network did for women).

Network ContentStansfeld and Sproston (2002) found that Pakistanien were
more likely to have seen a greater number of radatin the past month (Ratio of Means
(RoM) = 1.33, SE = 0.12) than White women (RoM =b) there was no difference
between Pakistani women and women in the otheiiegnaups included in the survey
(Irish, Black Caribbean, Bangladeshi and Indiamakiftani women were less likely to
have seen friends in the past month (RoM = 0.46;z 8B7) than White (RoM = 1), White
Irish (RoM = 0.93, SE = 0.11), and Black CaribbéaoM = 0.81, SE = 0.1) women.
There was no difference in the number of frienagndeetween Pakistani, and Bangladeshi
and Indian women.

Campbell and McLean (2003) found that participamtteir study preferred to
make friends with other Pakistani or South Asiaogte. However, the extent to which this
was a choice for women was constrained by two facfostly several of the Pakistani-
born women in the sample “lived in households inclvlwomen did not leave the home
unaccompanied”, and secondly women who had pooligbnignguage skills “were
limited in their interaction with non-Pakistani ge’ (Campbell & McLean, 2003: 14).
One paper also commented that many Pakistani walidemot have networks that were

independent of their husbands’ (Rodriguez, 2007).
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Table 3.7: Summary of studies relating to sociaoeks of Pakistani women (n=7)

First author, date Location Sample size Pakistani Aims Sample Research
(Age) women Method
N (%)
Platt, 2009 England & 10,028 414 (4.1) To explore the extent to which sociaivétgtin England  Household residents, with ethnic  Survey
Wales (16-65) and Wales varies by ethnic group and whether aéks  minority boost sample
social isolation are higher for some groups thauest
Natarajan, 2006 England 10,114 795 (7.9) To explore the differences in generalthgacute Household residents, with ethnic  Survey
(16+) sickness, longstanding illness, psychosocial measur  minority boost sample
(GHQ12 and perceived social support) and prescribed
medicines by ethnicity.
Stansfeld, 2002 England 4,281 387 (8.0) To examine the levels of support acrifésrdnt ethnic Household residents (sampled fronSurvey
(16-74) groups and to investigate whether this contribtges The Health Surveys for England
differences in psychiatric morbidity. 1998 & 1999) with ethnic minority
boost sample
Calderwood, 200 Englanc 16,484 1,028 (6.2 To explore the differences in sreported longstandin Household residents, with ethr Survey
(16-74) illness and acute sickness, self-assessed gemaigthh  minority boost sample
and two measures of psychosocial health, the GHD#2
perceived social support.
Gask,2011 East Lancashil 15 15 To examine the processes involved in why and Pakistani women living in the lal  Qualitative
(23-73) (100) British Pakistani women fail to recover from deies area with a diagnosis of depressiorinterview
and remain persistently low in mood. from their GP
Rodrigue;, 2007 North Londor 1C 10 To address the issue of migration as a factor ahgh in  Pakistani women living in the loc Qualitative
(40-59) (100) the gendered division between private and pubbcsep. area, originating from Punjab or  Interview
Sindh metropoles of Pakistan, with
secondary school education or
higher
Campbell, 2003 South England 26 13 To examine potential obstacles for Pakistani pebple  Pakistani Kashmiri residents in the Qualitative
(15-66) (50.0) England to participate in local initiatives to redihealth local area Interview

inequalities
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A strong sense of social isolation emerged as att@me in some papers. Gask
and colleagues (2011) found that social isolatias & feature of the experiences of
Pakistani depressed women interviewed in theirystlitlis was perhaps to be expected
given the nature of the sample but it was alsatufe of Pakistani women’s networks in
non-clinical samples. For example, Platt (2009hgishe data from the 2001 Citizenship
Survey found that 17% of Pakistani women (the rstjloé any ethnic group: White British,
Black Caribbean, Black African, Indian, Banglademhd Pakistani) were classified as
socially isolated (defined as receiving infrequénits, making infrequent visits, going out
infrequently and low contact with clubs and orgatians).

Platt’s (2009) study also showed that Pakistani emnvere less likely to be
involved in clubs and organisation than White Bhtivomen (probit coefficient = 0.409,
SE = 0.144, p<0.05). Participants in Campbell & Mah’s (2003) study spoke of how
involvement in community organisations was seea ‘aghite thing” and if they were seen
to be participating in such groups, they might beuaed of “acting white” (p.17) by
people from their own ethnic group. The authororega that Pakistani-born women were
often “isolated from mainstream English life” (p)Jlahd whilst they were aware of the
existence of women’s groups and English classeg,rdirely attended them. This was in
contrast to younger England-born Pakistani womea wéare more likely to be involved in
community groups that they had become aware otigir@chools or colleges. Rodriguez
(2007) reported that Pakistani women attended camitsnaentres and had built ‘social
women-centered (sic) networks” (p.106). Howevels situdy consisted of Pakistani
women born in the Punjab or Sindh metropolitan sirak with relatively high levels of
education (secondary school or college educatampsed in “mixed British and
immigrant neighbourhoods” (p.98). Their experienaeslikely to be quite different from
those of the Pakistani Kashmiri women sampled by@zell & McLean (2003) who were
living in deprived (in the lowest quintile), mukithnic neighbourhoods (at least 30%

Pakistani); this may account for the differencéhiese findings.
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Network Function.The Health Survey for England (HSE) 1999 (Caldemv&o
Tait, 2001) found that 27% of Pakistani women (8tadised Risk Ratio compared with
the general population (SRR) = 2.28, SE = 0.23}¢deed a severe lack of social support
from their closest person. This was greater thaciBCaribbean women (SRR = 1.33, SE
= 0.14) and Irish women (SRR = 0.86, SE = 0.12gr&lwas no difference between
Pakistani and Indian, Bangladeshi and Chinese woRierilar results were also reported
in Natarajan's paper (2006), using the Health SufeeEngland (HSE) 2004 (Sproston &
Mindell, 2006), where 30% of Pakistani women (SRR 47, SE = 0.33) perceived a
severe lack of social support (SRR (compared wighgeneral population) = 2.47, SE =
0.33) which was higher than for Irish women (11®RS= 0.84, SE = 0.15). There was no
difference in severe lack of social support betweakistani and Black Caribbean, Black
African, Indian, Bangladeshi and Chinese women.

Stansfeld and Sproston’s paper (2002) from the ENPIstudy found that
Pakistani women reported higher levels of negaism@ects of support (SRR = 1.35, SE =
0.11) than White women (SRR = 1). Pakistani womenrewess likely to have high levels
of negative support than Bangladeshi women, antetieds were the same between
Pakistani women and Irish, Indian and Black Cardsb&omen. Pakistani women were
less likely to report low levels of practical supp@®RR = 0.75, SE = 0.11) compared with
White women (SRR=1), but more likely than Black iBbean women. There was no
difference in reporting low levels of practical popt between Pakistani, and Irish, Indian
and Bangladeshi women. There were no differencteiperceived levels of low
emotional support between Pakistani women (SRR5,GE = 0.13) and women of all
other ethnic groups. This could have been a restifte way in which emotional support
was measured; it only related to the support thaigpants perceived from their
nominated closest person. This is in contrastecstitial support measure used in the

HSEs 1999 and 2004 which asked questions abowdl sapport from all family and

74



friends. One study highlighted the importance ef lxtended) family as a source of
support, advice and care, and in some cases famgilgbers were the only source of
support available to Pakistani women, especiathgé¢hwho were born in Pakistan
(Campbell & McLean, 2003).

3.4.3. Pakistani women'’s reasons for mental health servicgon-) use

All the studies reviewed for this research questiene qualitative in nature (see
Table 3.8). The age range of the samples in thesées tended to be narrower and
younger than for the papers for preceding resegueltions. It was not the aim of any of
the studies to investigate the association betweeial networks and usage of mental
health services. However, there were indicatioas $bcial networks in the form of family
could influence decisions to seek mental healtb.daverall, there were few positive
views in the papers in relation to mental healtlvises and health professionals more
widely. The results of the synthesis for this reskeauestion resulted in three broad
themes, outlined below.

Coping alone as a result of the stigma of ment#hdss.All papers found that
women felt they had to cope alone with mental heaioblems. In three out of four
papers, one of the reasons for this was the stagsaciated with having and speaking
about mental illness, and this was argued to lextiyrlinked to Pakistani culture: family
and community members were seen as sources ofagigjng attitudes. The findings
indicated that keeping problems to one’s self witenoa coerced choice, and one paper
(Cinnirella & Loewenthal, 1999) found that thererevstrong beliefs amongst participants
that problems should be kept private within theifanThe fear of being gossiped about
was a strong theme in the focus groups conductéghieyv-Graham and colleagues (2002)
and the way in which this could ruin one’s repatatwas commented on by Cinnirella and
Loewenthal (1999). None of the papers were compearat nature, therefore the levels of

stigma for Pakistani women could not be comparet women of other ethnic groups.
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Table 3.8: Summary of studies relating to reasonpéatterns of usage of mental health services jn=4

First author, date Location Sample Pakistani Aims Sample Research Method
size (Age) women N
(%)
Wood, 2011 Leeds 5 4(80.0) To investigate how South Asian women  South Asian women Qualitative
(20-29) understand and make sense of their aged between 18 andinterview
experiences of self-harm and how they 40 with experience
perceive support services of self-harm,
educated in Britain
&living in the local
area
Chew-Graham, 200: Salford, 29 18 (62.1 To investigate the sereported needs ¢ Attenders of existig Focus groug
Trafford & (17-50) South Asian women suffering mental healthSouth Asian
Manchester problems which may lead to suicide and  Women'’s groups in
self-harm the local area
Grewal, 2002 England 116 11 (9.5) To examine respondents’ accounts of theirPurposive sample  Qualitative
(25-50) pathways to mental health services from EMPIRIC interview
respondents
Cinnirella, 1999 South East 52 13 (25.0) To investigate the degree to which bglief Pakistani Muslim, Qualitative
England, (N/R*) about religion intertwine with lay beliefs ~ White Catholic, interview
London & about depression and schizophrenia. Black African/ Afro-
Midlands Caribbean Christian

& White Orthodox
Jewish women
living in specified
local areas

*Not reported
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Preference for, but problems with, Pakistani healpnofessionalsThere was a
clear contradiction evident in three of the foup@a: Pakistani women preferred to see
health professionals from their own ethnic grouphsa their problems could be
understood appropriately; all of the women thaktpart in interviews in Cinnirella and
Loewenthal’s paper (1999) stated that they woukdegsrto see a Pakistani Muslim
professional. However, women were also mistrustfulonsulting health professionals
from their own community (this included supportfSgach as receptionists and practice
managers (Chew-Graham et al., 2002)) due to fedisofosure to family members and
other people in their community. Only one papemnfibthat the reason for wanting to see a
professional of the same background was due torfstr@iam service providers [who] were
usually White” (Chew-Graham et al., 2002: 344) ptitdly having fixed views about the
Pakistani community and displaying racism.

Language barriersTwo papers found that lack of English languagéssiifected
access to, or experience of, services (Chew-Gragtah, 2002; Grewal & Lloyd, 2002).

In particular, there was a sense that lack of Bhgbroficiency could impact negatively on
knowledge of available services (Chew-Graham e2802) and on the quality of services
received, if they were provided via an interpregesrpatients could not communicate
directly with health professionals (Grewal & Lloy2)02). Only one paper made reference
to the lack of knowledge about mental health sevemongst Pakistani women (Grewal
& Lloyd, 2002), which was inferred by the lack afarmation provided by participants;

the authors of this paper commented that “therelittksdiscussion, even when prompted,
among the South Asian (Bangladeshi, Indian ands®aki respondents about services

apart from those provided by GPs” (p.54).
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3.5. Discussion

3.5.1. Main Findings

This systematic review investigated whether theyesd mental health services
differed between Pakistani women and women of agktemic groups in the UK, the nature
of Pakistani women’s networks compared with womkatloer ethnic groups, and whether
social networks were involved in seeking help f@mntal health problems for Pakistani
women.

The review provided evidence that usage of memalth inpatient services in
recent years was lower for Pakistani women thamfbite British, White Irish, Black
Caribbean, and Black African women. There wereamytdifferences in usage between
Pakistani, and Bangladeshi and Indian women. Rakistomen had lower usage of
outpatient services such as Crisis Resolution Horeatment (CRHT), Assertive
Outreach (AO) and Early Intervention (El) servicesnpared with Black Caribbean and
Black African women. Their rates of use were lowvem White British women in relation
to CRHT and referral and entry to Improving Acces®sychological Therapies (IAPT)
services. There was no difference in outpatieniceruse between Pakistani and
Bangladeshi women. Indian women had lower ratasefof CRHT and El compared with
Pakistani women, but there were no differencesahetween these two groups in AO or
IAPT services. There were slightly higher ratesisd of counsellor and psychologists for
Black Caribbean, White and Irish women comparet Wikistani women but the
statistical significance of these differences weseprovided in the papers. GP
consultations for mental health problems were founde lower for Pakistani women than
White women, but no different from other ethnicigss in the EMPIRIC study. However
in the HSE 1999, Pakistani women'’s rates of GP wteison for anxiety or depression
were no different from the general population, #rel were more likely to consult the GP

than Bangladeshi or Chinese women. This differenag have been because the general
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population sample in the HSE 1999 consisted of setimeic minority women (8.7%).
Nevertheless, whether the rate of GP consultabomiental health problems was the same
as, or lower than, for White women, this is suipgsgiven that Pakistani women (along
with Bangladeshi women) have higher GP consultatites than most other ethnic groups
(Balarajan, Yuen, & Soni Raleigh, 1989; Nazroo aBSahetti, Pierce, & Primatesta, 2009).
Unfortunately, none of the studies took into ac¢awomen’s level of mental
illness. Therefore it is possible that the usagesréor Pakistani women and for some other
ethnic minority groups may be overestimated (amedetinic difference, underestimated),
given that these groups may have higher levelsenftat illness than the White majority.
The only consideration given to the potential fihméc differences in usage rates to be
underestimated was in Glover and Evison’s rep@®92. The authors suggested that
referral rates to IAPT services were less than dbel expected given the rates of mental
illness for Pakistani, Indian, Irish and Black @éean women. Nor did the studies adjust
rates for socioeconomic factors such as incomenpl@/ment status. Previous studies
have shown that higher levels of area deprivatmal, lower socioeconomic status (e.g.
being unemployed) are associated with higher @it€P consultation for mental illness
(c.f. Goddard & Smith, 2001 for a review).

There were differences evident in the social netwarf Pakistani women compared
with women of other ethnic groups. In comparisoi\lioite women, Pakistani women
were more likely to have contact with a greater benof relatives; there was no
difference between Pakistani women and other ethimority women. Pakistani women
were less likely to have contact with friends th&hite, White Irish and Black Caribbean
women; there were no differences between Pakidtatign and Bangladeshi women. The
qualitative studies showed that Pakistani womenlinaited social interaction with people
who were not Pakistani and those that were notgddhteir family or community. There

was an indication from one paper that this wastse for older Pakistani women, but not
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younger women (Campbell & McLean, 2003). HoweJee, éxtent to which this was
unique to Pakistani women was not assessed bgtiwar due to the lack of comparative
gualitative studies. Indeed, recent work by Finaeg colleagues (Finney et al., 2015) has
shown that Pakistani people, as well as many @tigric minority groups, reported mixed
ethnic networks (defined as having some close dsdrom another ethnic group) more
than White majority groups, although this was meqarted separately for women and men.

Pakistani women were more likely to report sevaok lof social support in their
networks, compared with women in the general pdfmrand Irish women. There was no
difference between Pakistani women and Indian, Baleghi and Chinese women.
Pakistani women were more likely to report neggtifiom close persons in the network,
compared with White women but less likely to thaanBladeshi women; there were no
differences between Pakistani women and IndiargkB@aribbean and Irish women. The
measures and descriptions of social networks usiihveach paper had some limitations:
measuring support only from the closest personsom@ay positive support only, lack of
comparative qualitative work between women of défeé ethnic groups.

There was an indication that Pakistani women’sadaw@tworks influenced attitudes
towards mental health services and the coursetiraitiey chose to take. The studies
reviewed showed that Pakistani women felt theytbazbpe alone with mental iliness, due
to the negative stigmatising attitudes towards mialibess in their close networks,
particularly from family. Further, women were deést from accessing services due to the
fear that professionals of the same ethnic groupldvieak information to people that
women knew. The negative effects of stigma assediaith having a mental illness and
receiving psychological or psychiatric help arelkto be felt by many people suffering
with mental iliness (Corrigan, Druss, & Perlick12; Corrigan, 2004; Phelan, Bromet, &
Link, 1998; Schomerus & Angermeyer, 2008; Thorrigrd006, 2008). The review

highlights the possibility that the level of stigri@dt by Pakistani women may act as a
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greater deterrent to accessing services than foramoof other ethnic groups. Certainly,
previous research from other countries, and revigave shown that for some ethnic
minority groups, the stigma surrounding mental thegdlated problems might be a greater
deterrent to seeking help than for White majoritpylations (Anglin et al., 2006; Clement
et al., 2015; Conner et al., 2010; Loya, Reddy, i&dHaw, 2010; Nadeem et al., 2007;
Pescosolido, Medina, Martin, & Long, 2013; Raongéass, & Corrigan, 2007). However,
the levels of stigma by ethnicity could not be istugated in this review, because none of
the papers commenting on stigma compared Pakistamien’s experience with that of
White women. This is also the case for much ofrélsearch (qualitative and quantitative)
that has explored mental iliness stigma in othenietminority groups in the UK (Knifton,
2012; Rehman & Owen, 2013; Shefer et al., 2013a%alm, Macaskill, & Ahmad, 2000).
These studies have recruited only ethnic minorstipipants thereby reinforcing the idea
that ethnic minority groups have higher levels ental illness stigma, without providing
any evidence that this is higher than the Whiteomiigj Unfortunately, there are not any
large survey datasets in the UK that allow quatintgacomparison of levels of felt stigma
between ethnic groups, to ascertain if this iscdme. Without this kind of data, stereotypes
relating to mental iliness stigma in Pakistani worsenetworks may be perpetuated
(Batsleer et al., 2003; Beliappa, 1991; Webb-John$895), leading to inaccurate reasons
for Pakistani women’s under-use of mental healthises.

3.5.2. Strengths and Limitations of the Review

This is the first review to the author’s knowledgat has been conducted on this
topic for Pakistani women in the UK. As the foctdishe review was specifically Pakistani
(not South Asian) women, a more accurate pictutbaf mental health service use and
social networks was provided, compared with mamyipus studies that reported results
for South Asian women as one group. The findingeting to mental health service use

and the results of the quantitative studies abociassupport are generalisable to the
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population of England (or UK). The evidence obtdifiem the synthesis of the qualitative
studies may not be generalisable to the wider @, but it is encouraging that similar
themes were extracted from these studies, asdayubhntitative studies. There were very
few Pakistani women (between four and 18) in tiseaech studies that were used to
answer the third research question (whether soeiaorks were involved the help-
seeking and access process for Pakistani womengeiiéhe results for this research
question are limited and should be viewed as teetagspecially in relation to findings
about higher mental illness stigma in Pakistani wonThis also highlights the lack of
studies in the UK that have sought to determinertfieence of social networks on mental
health service use, for both Pakistani women, ans&vbmen more generally. In addition,
the use of the category ‘Pakistani’ is not withprablems; the term must not be assumed
to represent a homogenous group with identical dpacknd and experience, as shown by
the differences in the socioeconomic statuses akistani region of origin between the
women in Rodriguez’s (2007) and Campbell and Mcle&003) studies. However, often
the ethnic categories that are used in researdiestand national statistics are the only
ones available for the purpose of highlighting ethnequalities.

Many of the identified papers were excluded from iéview due to their
inapplicability to the research questions and atirgly small number (n=9) were excluded
due to methodological limitations at the criticapaaisal stage. This is perhaps in contrast
to other systematic reviews that excluded largelramnof papers due to poor quality
during critical appraisal (Morgan et al., 2013)isTteflects the narrow nature of the topic
and the lack of appropriate use of ethnic categongrevious research. Indeed a large
number (n=54) of studies were excluded becausediteyot analyse Pakistani women as
a unigue category but chose to subsume Pakistanewanto the broader category of
South Asian women. This practice should not beinartl as the review showed that there

are some differences in outpatient mental heakhbesween Pakistani, Indian and
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Bangladeshi women. The review did not identify ahydies looking at the use of mental
health services in the voluntary sector. Givenrdsailts of this review that Pakistani
women are less likely to use some NHS mental healthices, it is possible that the
voluntary sector is a more likely route for gainaeress to services (Bhui & Sashidharan,
2003; Fountain & Hicks, 2010).

3.5.3. Conclusions and Implications

Pakistani women are at a considerable disadvaimaggning access to and using
statutory mental health services, compared witht&#Wvbmen. There were some
differences evident between Pakistani and Indiamerin relation to outpatient services,
but no differences between Pakistani and Bangladesten. Importantly, most of the
studies reviewed did not take into account knowmetates of mental health service use
(mental iliness, socioeconomic status), which satggthat ethnic differences in usage
rates may have been underestimated. The only #hadlyaccounted for mental illness
showed that the rate of referral to mental heatliises was lower than would be expected
based on the proportions of women with mental dnim the Pakistani and Indian ethnic
groups, but not the Bangladeshi group. This shbesmportance of analysing Pakistani
women separately from Indian and Bangladeshi worReture research and Department
of Health published figures should analyse andntdpakistani women’s data separately
from Indian and Bangladeshi women in order to mewaccurate information on usage of
mental health services.

Although the “under-representation of Asian womeceiving support from mental
health services” (Her Majesty’s Government and Dipant of Health 2011: 26) has been
identified by the Department of Health as a conctivare is currently a lack of UK mental
health policy to redress ethnic inequalities inuke of mental health services. Current
figures provided by the Health and Social Carerimition Centre (the national provider

of health statistics) in England are not sufficisntonitor the differences in usage of
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mental health services between women of differémie groups, thereby preventing
researchers determining the equality or otherwigheouse of mental health services, on
the grounds of ethnicity. For example, of the twashrecent mental health service use
annual reports published by the NHS, one providg@dsate usage rates for each ethnic
group but not for men and women separately (Comtyamd Mental Health Team:

Health and Social Care Information Centre, 2018b} the other stated that ethnic group
was not recorded for 27% of service users (Commamt Mental Health Team: Health
and Social Care Information Centre, 2014a). Neitttusted the rates of use by levels of
mental illness prevalence in the population, reimgethe statistics impractical for health
researchers wanting to know if mental health ses/&re responding to the differing levels
of need amongst ethnic groups. This highlightddl& of progress in ethnic data
monitoring by NHS institutions, which has beenstexl by other researchers over the last
decade (Aspinall & Anionwu, 2002; Aspinall, 2006aMur et al., 2014; Psoinos,
Hatzidimitriadou, Butler, & Barn, 2011; Raleighadt, 2007).

Further, the review showed that Pakistani womere lalatively high levels of
social isolation compared with White women, andehagtworks which display high levels
of stigma towards mental iliness and usage of nhéetth services. There were some
limitations in the findings of the studies that eelynthesised for the review, in that
measures of social support were often limited tasneng only positive aspects of support,
or support from one person only. The next chaptéhis thesis addresses these limitations
by investigating the nature of Pakistani womenaametworks (compared with women
of other ethnic groups), using the UK’s largestsehold survey (Understanding Society),
which measures social support (both positive amgghtinee aspects) from three main

sources — partners, relatives and friends.
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Chapter 4: What is the nature of Pakistani women’social
support networks?

4.1. Introduction

The positive social support that social networks@arceived to provide has been
shown by previous studies to reduce mental healtice use (Golding & Wells, 1990;
Maulik et al., 2009; Pescosolido, Wright, et a@9&; Ten Have et al., 2002; Thoits, 2011;
Woodward et al., 2008). Despite this evidence,aa@tipport (as well as other aspects of
social networks) has not been investigated in tmtext of the under-use of mental health
services by Pakistani women in the UK. Previouskwas suggested that Pakistani
women lack social support and are particularlyabcisolated (Chaudhry et al., 2012;
Gask et al., 2011; Gater et al., 2009), and thig Inmader them from accessing services.
The results from the previous chapter’'s systematiew were consistent with these
previous studies, and found that Pakistani womenaanking in social support, and
experience higher levels of negative aspects aaksapport, compared with some other
ethnic groups (Calderwood & Tait, 2001; Natara00)6; Stansfeld & Sproston, 2002),
and provided an indication that aspects of so@alaorks influence mental health service
use.

However, some of the studies in the review thatl ugeantitative survey data used
limited measures of social support networks (supjpom only one close person, only
positive aspects of support). The qualitative stsdin the review that focussed on social
support tended to depict social isolation as thenrfor Pakistani women, without robust
comparative research with women of other ethnicgsdCampbell & McLean, 2003;
Chew-Graham et al., 2002; Gask et al., 2011; Raddg2007). Hence, the findings from
the review suggested that a better assessmentiaf sapport between women of different

ethnic groups was needed.
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Further, drawing on work that has focussed on $saport and social networks
from other scholarly fields, the picture of theuratof social support for Pakistani women
becomes less clear. In contrast to the low levieé®oial support found in the systematic
review for this thesis, there have been some stiggsgespecially from anthropological
work in Pakistani communities in England), thatdnese Pakistani women are more likely
to live in large extended families, and perhapshaontact with a large number of people
from their own ethnic group, they are in a positiorgain a high level of social support
from their social networks. The basis for such tiomohas been inferred from findings of
anthropological studies undertaken with Pakistagmnnm cities in Northern England
(Anwar, 1979; Kalra, 2000; Werbner, 1979), the iimys of which cannot be assumed to
hold for women.

Although there is some evidence to suggest thasRalk women (as well as
Bangladeshi and Indian women) live in larger hooted) and have greater contact with
their non-immediate family than White majority wom@erthoud & Beishon, 1997), this
does not equate to more or better social suppbée.rnfrrative of greater social support for
Pakistani women, indicating less need for supporhfstatutory services, is certainly
something that has been suggested in the litereglagng to caring for elderly relatives
amongst ethnic groups, with suggestions that etmmority groups “look after their own”
(Katbamna et al., 2004; Murray & Brown, 1998). Thas been shown to be inaccurate in
relation to the amount of support available to B@kii carers, compared with White carers

(Willis et al., 2013), with support being about gsme for both groups.

In order to clarify the nature of Pakistani womestgial support networks, and
how they compare with women of other ethnic grotipis, study uses the most up to date
survey data available in the UK (The United KingdbBlmusehold Longitudinal Study
(UKHLS), also known as Understanding Society). Enéata are more detailed than those

collected in previous surveys in the UK: socialgup is measured in relation to three
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different sources (partner, relatives and friendsyl about both positive and negative

aspects of support. The research question is Statbd next section.

4.2. Research Question
i. What is the nature of Pakistani women'’s social suppetworks, and how do they

compare with women of other ethnic groups?

4.3. Methods

4.3.1. Data: Design and Sample

Data from Wave 2 of The UK Household Longitudi8alidy (UKHLS),
Understanding Society, were used. This is a ndtyprepresentative survey, sampling
over 40,000 private households in England, Walestl&d and Northern Ireland. The
overall aim of Understanding Society is to proviolegitudinal data about people on a
variety of policy relevant topics such as healtiepime, social life, as well as providing a
sample which allows these to be examined robustlgtbnic group. To this end, the study
employs ethnic minority boost sampling for five @thgroups in the UK: Indian,
Pakistani, Bangladeshi, Black African, and Blackiklaean (Berthoud et al., 2009). These
sample members are known as the Ethnic MinoritydBMB) sample. The rest of the
people recruited to the survey are the General lBbpn Sample (GPS). In addition,
participants from an existing longitudinal survéhye British Household Panel Survey
(BHPS) (Lynn, 2006) were incorporated into the sienfiiwm Wave 2 of Understanding
Society. Hence, the survey can be thought of ambdkiree components: EMB, GPS and
BHPS. For the purposes of this analysis, BHPS mesrdre excluded, as this part of the

sample has endured 18 waves of attrition. FurtieGPS and EMB samples were
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designed to be representative of the UK populaiitdine time of data collection, hence the

BHPS sample is not required.

Understanding Society employs a complex surveyotesn order to ensure that
the achieved sample is representative of the ptpalaf the UK. In England, Wales and
Scotland, a stratified, clustered, equal probabdample of residential addresses was taken
from the small user Postal Address File (PAF) (Ly2009). The addresses were selected
in two stages: first postal sectors were seleadzetPrimary Sampling Units (PSUs) and
then addresses were selected within each PSUh&@RS, postal sectors with less than
500 addresses were grouped together with adjaeetdrs. Postcode sectors were assigned
to 108 strata and were sorted by ethnic minoritycemtration within each stratum.
Stratification was undertaken to improve the pieci®f estimates. From this stratified list
of postal sectors, 2,640 PSUs were selected ugstgratic random sampling. Within
each PSU, 18 addresses (secondary sampling uBlts)Svere selected using systematic
random sampling. In Northern Ireland, the sample amunclustered systematic random

sample of residential addresses taken from the baddProperty Services Agency.

The EMB sample aimed to recruit 1,000 participgeisethnic group (Indian,
Pakistani, Bangladeshi, Black African, Black Caghh). Approximately 43,000 addresses
were screened from postal sectors where the ethinigrity concentration was more than
5%. Different ethnic groups were assigned diffesatection probabilities in order to
ensure recruitment of scarcest ethnic minoritiesritibud et al., 2009). After the first 6
months of data collection for Wave 1, responsesratel achieved interviews for the EMB
was reviewed. At this stage, additional addressae wcreened in areas of high

Bangladeshi density in order to boost their sizéhénsample.

The survey began in 2009; Wave 2 data were cotlemter the two year period
from January 2010 to March 2012. Only adults (at@gears and above) were

administered the full adult interview and the adelf-completion questionnaire. Children
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aged 10 to 15 years were asked to fill in a showtly questionnaire. The main adult from
each household also filled in a household surveWave 2, 30,508 households were
surveyed. This constituted a household responseofat6.2% (Knies, 2014). Overall,
54,597 adults were interviewed, of whom 29,551 X%). were women. The adult
individual unconditional cross-sectional resporae' was 64.4%; this included full
interviews, proxy interviews and interviews conducted over the tetey; the equivalent
percentage for the Ethnic Minority Boost (EMB) sdenwas lower at 52%. The survey
was conducted by the National Centre for SociaeBe Methods. Interviews were
carried out in participants’ homes by trained iviwers via Computer Assisted Personal
Interviewing (CAPI) (or Computer Assisted Telephdmirviewing (CATI) for a small
number of people originating from the BHPS) and-sempletion survey forms (Knies,
2014). Survey instruments were translated into noeEnglish languages: Arabic,
Bengali, Cantonese, Punjabi in Gurmukhi script,j&pinn Urdu script, Somali, Urdu, and

Welsh.

Data were accessed from the UK Data Service (Usityeof Essex. Institute for
Social and Economic Research and NatCen SociabR#se2014) under End User
Licence. A large set of weights are provided farasthe use of a specific weight is
dependent on the nature of analysis. Using weigitanalysis ensures that the sample is
representative of the UK population at the timelata collection, allowing statistical

inference from the sample to the population fronchlihe sample was taken. The weight

! This is the proportion of the sample that resporidétfave 2, out of all those that were eligiblehat
wave (Lynn, 2005 cited in Cheshire, Ofstedal, Sebok Schroeder, 2011). The equivalent conditional
response rate (the proportion of the sample tisgioreded given they responded in Wave 1) was 74.7%
(including proxy and telephone interviews). Theditional response rate for the Ethnic Minority Bbos
sample was much lower (65% compared with 74.6%heiGeneral Population Sample).
2 Proxy interviews were completed by participatiogilés on behalf of adults in eligible householdst tivere
not able to be interviewed. Proxy interviewees argwer certain questions that are deemed fedsible
them to know the response to, and they do nanfilhe adult self-completion questionnaire. 3,881 %)
adult interviews were done via proxy. For womenftpare was 1,210 (4.1%).
3 Telephone interviews were only conducted for resients in 425 households originating from the Bhiti
Household Panel Survey (BHPS) that had previouskgd they would like to be interviewed by telepdion
(Boreham, 2012). The BHPS sample members are dodied in the analysis. However, response rates are
reported here for the full sample.
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used for this analysis consisted of a design weamhatcount for differing probabilities of

selection, and non-response adjustment.

As the present analysis is cross-sectional anddatasfrom the self-completion
aspect of the interview, the appropriate weight tha@swave 2 cross-sectional self-
completion weight, “b_indscus_xw” (Knies, 2014).ilwveight was calculated by
multiplying together three separate componentsWhge 1 individual weight, the inverse
of the probability of individual response to Wayvefd the inverse of the probability of
completing the Wave 2 self-completion questionndifee Wave 1 individual weight took
into account the design of the survey, househofdresponse and individual non-
response. The probability of household non-respar@semodelled using backwards
stepwise logistic regression, separately for Ergjlatales, Scotland and Northern Ireland,
using a large number of area predictors (e.g. fyl&nd predictors included proportion of
people in area employed, proportion owning own hémo® the 2001 Census, deprivation
as measured by the Indices of Multiple DeprivafidaD) 2010). Wave 1 individual
probability of response was modelled using backeatdpwise logistic regression using
information from the Wave 1 household questionnag@redictors (e.g. age, gender,
marital and employment status, household size).prbkability of individual response to
Wave 2 was also modelled using backwards stepwgistic regression, using Wave 1
household and individual characteristics as prediciThe product of the Wave 1
individual weight and the inverse of the probabibtf response to Wave 2, resulted in the
Wave 2 longitudinal weight. The Wave 2 cross-sectiaveight was equal to the Wave 2
longitudinal weight for all individuals, apart frofar new sample members that joined the
survey at Wave 2, and people living in the samesabald as these new members. For
these members, the weight share method (Laval®é¥ gited in Lavallee, 2007:10) was
used to allocate a cross-sectional weight (weighim of Wave 2 longitudinal weights in

household/ number of people in household (Lynn520Finally in order to produce the
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Wave 2 self-completion weight, the Wave 2 crosgiseal weight was multiplied by the
inverse of the probability of completing the satirapletion questionnaire. The use of this
specific weight ensured that the design and noperese of the survey have been adjusted
for, and that estimates from analysis were reptasga of the population of the UK at the

time of data collection.

For the present analysis, only women in the GPSEMB samples that had
completed the self-completion questionnaire (dataacial support and mental illness
were collected via this method), and for whom etlgibup data were available were
selected. Women who were given a non-zero weightht®self-completion questionnaire
were also excluded (n=133); these were White Brittemen who were selected as part of
the EMB sample but were not considered to be gaheosample, as Understanding
Society survey sampling rules state that non-ettminority individuals can be sampled
only via the GPS. Hence their data were not usiedllli, manual checks of the data
showed that 165 women had missing data on alle§ttial support questions to be used
for the outcome variable; these women were alstuded. The final sample available for
analysis was 17,165 (58.1% of women in the sampleg. to missing data on covariates to
be used in analyses, the final sample size wag46[3etails on the nature of missing data

are provided in sections 4.3.2. to 4.3.5 below.

4.3.2. Outcome Variable: Social Support Networks

Understanding Society Wave 2 contains questicaisrieasure support from
partners (only answered if married or living witlpartner), relatives (only answered if had
immediate family), and friends (only answered iflliaends). There were six questions
about each source of support, totalling 18 quest{sae Table 4.1). These questions were
asked via self-completion questionnaire; participaimose one response out of four
options for each question (1: A lot, 2: Somewhat) 8ttle, 4: Not at all). For the analysis,

a fifth category was created for each variable twhecorded if the person did not have a
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partner for the six questions relating to partntire;same procedure was followed for
relatives and friends.

Table 4.1: Social support questions in Understagdsociety Wave 2.

We would now like to ask you some questions about gpouse or partrfeiPlease tick the box which best
shows how you feel about each statement
(In the questionnaire four tick boxes are providedeach question: A lot, Somewhat, A little, Noald)

1. How much do they really understand the way you &belut things?

How much can you rely on them if you have a serjmablem?

How much can you open up to them if you need toahbut your worries?
How much do they criticise you?

How much do they let you down when you are countinghem?

How much do they get on your nerves?

S e

2The same 6 questions are asked separately inoretatirelatives and separately in relation to fiiien

These questions have been used in other survegif@Mn the United Stated
(MIDUS) and the English Longitudinal Study of Aggi(ELSA)), however there are not
any published papers that detail a recommendechgcsystem for these items, to extract
support scores or types of support. One method lxg&talen and Lachman (2000) was to
estimate three separate principal components astys the items relating to partner,
relatives, and friends, with six resulting compasgsupport and strain from the three
sources). These were subsequently used in regnesmsadyses as explanatory variables.
Although there is merit to this method, it was appropriate for the present analysis as
social support was to be used as an outcome varidiehce, a method that used these 18
items to provide a summary or classification ofaweks was required. The method chosen
was Latent Class Analysis (LCA), a probabilisticdathing technique to classify cases into
related types or classes based on categoricalvaitte data (McCutcheon, 1987). Full
details of the modelling technique are providethm statistical modelling (4.3.7.) and
results (4.4.5.) sections. This technique doeshmiv comment on the nature of support
from each source (partners, relatives and frieselsarately, but instead gives a summary
of all the support available in the network. Destivie statistics are presented for support

from partners, relatives and friends separately ¢setions 4.4.2., 4.4.3., and 4.4.4.).
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4.3.3. Ethnic Group

Ethnic group was measured with 18 categories usétki2011 Census for
England and Wales. Participants chose one ethaigpgonly. Women'’s ethnic group is
shown in Table 4.2; this excludes women who didoombplete the self-completion
questionnaire, and BHPS sample members. For tHgsi)ehe following seven ethnic
groups were used: White British, White Irish, Indi®akistani, Bangladeshi, Black
Caribbean, and Black African.

Sample sizes in the White Gypsy or Irish TravelMixed (including Other Mixed),
Chinese, Other Black, Arab and Other groups weralgm<130 for each of these groups,
see Table 4.2) and hence would not have allowedreup analysis. It was not appropriate
to amalgamate these groups into one overarchirtgeiOethnic group, due to the inability
to draw conclusions about this heterogeneous gi®umpson, Jivraj, & Warren, 2014).
The Other White and Other Asian groups were qatgd (n=535 and n=219 respectively)
and would have allowed subgroup analysis, but weobuded for the same reason as

excluding the ‘Other’ ethnic group.
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Table 4.2: Ethnic Group of women in Understandingi&y Wave 2 (groups used in the analysis
are shaded in grey)

Ethnic Group N %
White British 15,034 79.03
White Irish 275 1.45
White Gypsy or Irish Traveller 7 0.04
Other White 535 281
Mixed White & Black Caribbean 127 0.67
Mixed White & Black African 44 0.23
Mixed White & Asian 77 0.40
Other Mixed 72 0.38
Indian 539 2.83
Pakistani 419 2.20
Bangladeshi 219 1.15
Chinese 81 0.43
Other Asian 219 1.15
Black Caribbean 394 2.07
Black African 417 2.19
Other Black 32 0.17
Arab 65 0.34
Other 79 0.42
Missing 207 1.09
Total 18,842 100

Consideration was given to amalgamating each offrtixed ethnic groups with
their ethnic minority group (e.g. combining Mixedé & Black Caribbean women with
Black Caribbean women). However, on inspectiorhefrhental health scoreSF12
(Ware, Kosinski, Turner-Bowker, & Gandek, 2001) &eheral Health Questionnaire
(GHQ, Goldberg et al., 1997)) of these groups,caigh it was evident that Indian women
had similar mental health scores to Mixed White &€iah women, Mixed White & Black
Caribbean and, Mixed White & Black African womerdhaorse mental health than Black
Caribbean and Black African women, respectivelg (Bable 4.3). For this reason, it was
decided to refrain from amalgamating these grodiesice the final sample size was
17,165 (women for whom self-completion questiormaas available, one of the seven

ethnic groups, and did not originate from the BHR8ple).

1 Both mental health measures are described in degeél in the following section, 4.3.4.
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Table 4.3: Mental health scores of Mixed ethnicugravomen, compared with their ethnic minority
counterparts

Ethnic group SF12 MCS? score 95% CI®  GHQ® score 95% ClI

Black Caribbean 47.8 46.7-48.9 11.9 11.2-12.6
Mixed White & Black Caribbean 45.8 43.6-48.0 12.3 11.1-13.5
Black African 48.2 46.8-49.5 10.9 10.2-11.6
Mixed White & Black African 45.8 42.8-48.8 13.1 11.1-15.0
Indian 49.2 48.2-50.2 11.2 10.7-11.8
Mixed White & Asian 49.9 48.0-51.9 10.9 9.7-12.0

#SF12 (Ware et al., 2001) Mental Component Scagien score indicates better mental health
® Confidence Interval
¢ General Health Questionnaire (Goldberg et al. 7)98igher score indicates worse mental health

4.3.4. Mental Health and Iliness

Understanding Society provides two measures of ahéeglth. This first is the
Mental Component Score (MCS), a summary score eeffinom 12 questions on the SF12
— a self-report questionnaire measuring functidweaith and well-being (Ware et al.,
2001). Iltems ask whether physical and emotiondlpras have affected daily activities,
and how respondents have been feeling over theqasiveeks (see Appendix 4.1 for
details of the 12 items). The MCS was derived atiogrto an algorithm provided by the
authors (Ware et al., 2001); this was providedhendataset. For this instrument, scores
were standardised with a mean of 50, standard ti@viaf 10 and can range between O
and 100. For women in the analytic sample, sc@egad from O to 77.1, with mean 49.3
and standard deviation 9.9. A higher score indgchtdter mental health. The MCS scores
by ethnic group for women in the sample are shawhable 4.4. Data were missing for
1,816 out of 17,165 women (10.6%). These were mgsdue to item non-response (i.e. a
score was not derived because between 1 and bé 4Ptitems were missing). Pakistani
and Bangladeshi women had the lowest mean MCS ,sauiaggesting the worst mental

health and White British women had the highest nid&$ score.
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Table 4.4: SF12 Mental Component Summary (MCS)eSopethnic group (weighted data,
unweighted n=15,349)

Ethnic Group SF12 MCS 95% ClI
White British 49.3 49.2 - 49.5
White Irish 48.7 47.5-50.0
Indian 49.2 48.2 - 50.2
Pakistani 47.1 45.7 — 48.5
Bangladeshi 47.1 44.4 - 49.9
Black Caribbean 47.8 46.7 - 48.9
Black African 48.2 46.9 - 49.5

The second measure of mental health provided idakeeset was the General
Health Questionnaire (GHQ12, Goldberg et al., 199H)s instrument contains 12 items
to detect psychiatric disorder in clinical and raimical populations. Questions focus on
the respondent’s mood over the “last few weeksg @ppendix 4.2 for details of the 12
guestions). A higher score indicates worse memalth. Data were missing for 279 out of
17,165 women (1.6%). These were missing due to temresponse. The dataset provides
a derived summary score of the GHQ, based on thingcadvocated by the test authors
(Goldberg et al., 1997), whereby the answer categare scored 0, 0, 1, 1, resulting in a
score of between 0 and 12. According to this metifastoring, Pakistani women had the
worst mental health (GHQ score = 2.40, see TaBlgahd White British (GHQ = 1.92)
and Indian (GHQ score = 1.93) women had the bestahbealth. The GHQ can also be
dichotomised to represent non-clinical cases (sebless than four) and clinical cases
(score of four or more), with the latter considetedbe indicative of psychiatric morbidity
(Goldberg & Williams, 1988). According to this, thercentage of women meeting clinical
cut off was greatest in the Bangladeshi (28.3%)grdollowed by Pakistani (27.6%)
women, and White Irish (27.1%) women.

The SF12 and the GHQ scores were strongly corce(@earson’s correlation
coefficient = -0.7). Out of these two measures eftal health, the GHQ was chosen as it
was designed to detect minor psychiatric disordagshence is more likely to detect

mental illness over the SF12, which is a measugenéral wellbeing. The GHQ also
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displayed a lower level of missing data, therelbgpveihg more women to be used in the
analysis. The test authors advocate that the GH@é&e as a continuous score or as a
binary variable. For this analysis, it was used agary variable (0, does not meet case
criteria; 1 meets case criteria); this was duééohigh percentage (54.8%) of women
scoring 0 on the continuous version of the variatmlaking use of this variable as
continuous, problematic.

Table 4.5: GHQ by ethnic group (weighted data, ughwed n=17,139)

GHQ scoring advocated Percentage meeting
by authors caseness
Ethnic group Score 95% ClI % 95% ClI
White Britisk 1.9z 1.87-1.9¢ 20.t 19.6-21.Z
White Irish 228 1.88-2.68 271 21.5-32.7
Indiar 1.9 1.6:-2.22 19.¢ 16.z2-23.€
Pakistani 244 2.08-12.80 27.6 225-32.8
Bangladest 2.34 1.6&-3.0C 28.z 20.1-36.F
Black Caribbean 235 197-272 258 21.1-30.5
Black African 2.2C 1.8z-25¢ 25.C 19.6-30.Z

4.3.5. Control Variables

The analysis was adjusted for variables that weyaght to have an influence on
social support networks.

Age.Age was provided as a continuous variable in #itagkt. This ranged from 16
to 102 for women (mean (unweighted) = 47.8, SD )1 Age was not missing for any
women in the analysis. Age was transformed intatagorical variable with five
categories (16 to 29 years, 30 to 39, 40 to 4908, and 65 years and over). This was to
account for the potentially non-linear associabetween age and social support networks.
Age 16 to 29 was used as the reference category.

Country of birth. A binary variable was used to indicate if a worhad been born
in the UK; this was merged into the dataset fromtimderstanding Society cross-wave
dataset (a file that contains participant data @inatthought to remain stable over time).

Data were missing for 3 (0.02%) women.
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Income. Personal gross income was provided in the Undeistg Society dataset.
However, there were a large number of zeros invdiigble, making its use problematic.
Household gross income was also available (in theséhold level file); this was weighted
using the Organisation for Economic Co-operatioth @avelopment (OECD) modified
scale, to obtain the household equivalised grassme. Weights were provided in the
dataset for this purpose; the scale assigns a tweidhto the first adult in the household,
0.5 to each additional person aged 14 or over a@tbOsach child under 14 (A. Hagenaars,
de Vos, & Zaidi, 1994). The household income wasddid by the sum of these weights to
produce the household equivalised gross incomeustidig income in this way accounts
for differing household sizes in the sample. Fraim sample, the weighted mean
household size (rounded to the nearest integerhighest for Pakistani and Bangladeshi
women at five. For Black African and Indian womérwas four and for White British,
White Irish and Black Caribbean women it was thiide resulting income was split into
five weighted quintiles using the cross-sectiormldehold weight (‘b_hhdenub_xw’). This
was to account for the potentially non-linear effeichousehold income. This variable was
matched from the household level file to the indial file using a many to one merge.
Quintile 1 (used as the reference category) repteske lowest household income, and 5
the highest.

It is important to note that the total householcbime variable in the provided
dataset is an imputed variable. The imputation peaformed by members of the
Understanding Society technical team (Knies, 20lbdome was not imputed for non-
responding households. Income was missing for 3evgrhey resided in households
where a household questionnaire had not been filleand hence household income was
not computed by the Understanding Society teanme(Ben, 2015). It was imputed for
individuals that answered the individual questiarenaut did not answer all the income

questions. The Understanding Society team imptteddilowing personal income
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variables: wages, self-employment earnings, sefmmdarnings, interests and dividends,
pensions, benefits and other income sources. Thieomth@sed was imputation by chained
equations (ICE, Raghunathan, Lepkowski, Hoewyk,a8e8berger, 2001; van Buuren,
Boshuizen, & Knook, 1999). This method is a multiate technique which imputes a set
of variables at the same time using multiple equstiit has been used in other large
surveys such as the European Community Househaolel PBRCHP) Survey, a cross-
national longitudinal survey focussing on househotme and living conditions. A large
number of relevant variables (e.g. age, sex, etmuiap, tenure, household size) from
Wave 2 as well as the lagged income variable froav&\l were used in regression
equations to create estimates for missing incorsevéll as imputing (filling in) values of
income, this method creates values for missing datidne covariates that are used in the
method i.e. ethnic group is used in the imputatiastimate income, and simultaneously,
an equation will estimate ethnic group for people®se ethnic group is missing.
Understanding Society does not provide the impdted for all the covariates that are
used in the ICE procedure; only income is givethendataset.

Table 4.6 shows the percentage of household in¢batevas imputed for women
in the sample. Income was imputed for a 57.15%ahen in the sample used for this
analysis. For 16% of women, the proportion of inedmputed was fairly low (less than
10% imputed). For a further 16%, between 10 artd 60the income was imputed.
Almost 23% of women had between 50 and 100% of timisehold income imputed. For

2.8% women, all of the household income was imputed
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Table 4.6: Percent imputed income for women irsdraple (n=16,874)

% Imputed income % Women in the sample

0 42.85
>0&<10 15.89
>=10 & <20 5.27
>=20 & <30 3.64
>=30 & <40 3.18
>=40 & <50 3.42
>=50 & <60 3.71
>=60 & <70 2.93
>=70 & <80 3.40
>=80 & <90 351
>=90 & <100 9.36
100 2.84
Total 100

Employment StatusThis was used as a categorical variable in théysisaTen
categories of employment status were providederdtitaset: self-employed, employed
(full-time or part-time), unemployed, retired, omt@rnity leave, looking after family or
home, full time student, long term sick or disablgovernment training scheme, unpaid
work or family business, and other economic inagti\Six categories of employment
status were created for the analysis (where aggpécaubsumed categories are shown in
brackets): employed (self-employed, employed, oteméy leave, government training
scheme), unemployed, retired, looking after homiumily, full time student, long term
sick or other economically inactive (long term saikdisabled, unpaid work or family
business, other economic inactivity). Employed wsesd as the reference category.

Highest educational qualificationThis was used as a categorical variable in the
analysis. Six categories of qualifications werevpted in the dataset. These were: degree,
higher degree, A-Levels, GCSEs, Other qualificatjand no qualificationsDegree was

used as the reference category. Data were missirg)([0.05%) women.

1 A degree refers to an undergraduate/ bachelogeege higher degree refers to postgraduate deguedsas
Masters programs and PhDs; A-Levels are qualificatitypically gained at age 18 at the end of twaryef
study at a further education college; GCSEs ardifmagions typically gained at age 16 at the efid o
secondary school (attended from age 11 to 16)y ofalifications include qualifications gained adesof
the UK, vocational qualifications, professionaltdferates, and other training and certifications dassified
in categories already mentioned.
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4.3.6. Other Variables considered for analysis

Consideration was given to using language prafimyeas a variable in the model.
However, none of the women in the analytic sammeavinterviewed in a non-English
language, although women in the overall sample wéeace, this variable was not used in
the analysis due to low variatioviarital status was used in exploratory analysisnmtin
final models. This was because marital status wgtsyhcorrelated with the six questions
that ask about support from partners; these sistopres were used to formulate the latent
classes that were used as outcome variables nedginession analysis. Hence, when marital
status was used as an explanatory variable iregression models, the odds ratios were

very high.

4.3.7. Statistical Modelling Approach

First, descriptive statistics (weighted) were chlted to show the distribution of
the 18 social support indicator variables by etlgnaup. Next an exploratory latent class
analysis was undertaken to ascertain the numbgasges (of social support) that were
evident in the data. Finally, these classes weed usmultinomial logistic regression
models to investigate the association between@timoup and social support networks.
Women who had missing data on any of the covartateg used in the analysis were
excluded from the sample (291/17,165: 1.7% of woynierorder to ensure the same
analytic sample was used for each regression. ihlytec sample size was 16,874 (used
for descriptive statistics, exploratory latent slasalysis and multinomial regression
models).

Exploratory Latent Class Analysid.atent Class Analysis (LCA) is a person-
oriented statistical technique that classifies peago “subtypes... ... that exhibit similar
patterns of individual characteristics” (CollinsL&nza, 2010: 8). In this analysis, LCA
was used to classify women into types of sociapsupnetworks based on their answers to

18 questions about support from partners, relatwesfriends. The type of support
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network is not an observable (measureable) ettitithere were a number of observed
variables that can be thought to relate to an Uyidgrunobserved categorical variable of
support network type (McCutcheon, 1987). The maanpse of latent class analysis (LCA)
is that the covariance that is seen amongst therodd variables is due to each of the
observed variables’ relationship with the laterrialale i.e. the response patterns that we
see in the observed variables are due to the ymugthatent variable (McCutcheon, 1987).
Further, the observed scores of people that argreskto the same class are thought to
come from the same probability distributions (Venn& Magidson, 2002). The latent
class model does not need to assume multivariatealiby nor continuity of measurement,
and hence is appropriate for the identificatiom ¢ditent categorical variable from two or
more observed categorical variables.

The 18 social support questions were used to flatethe latent classes; the model
is summarised in Figure 4.1. In this figure, “cpresents the underlying set of classes
(social support network types) that are thougtuatese the 18 observed indicators of social
support. The social support indicators are denbyeithe variablesto ws. The terms g
to eg represent the measurement error associated vathafahe observed social support
indicators. The LCA was estimated using MLR (maximilikelihood with robust standard
errors) estimation in Mplus (Muthen & Muthen, 2012his can sufficiently handle
missing data on the observed variables on the gagmof missing at random (MAR),
and is a practical alternative to multiple imputat{Allison, 2012a). This was possible due
to the fact that Mplus uses Full Information MaximiLikelihood (FIML) estimation via
MLR the for latent class models. Both MLR estimatand multiple imputation provide
more accurate estimates of true population paraseteen compared with listwise
deletion (Acock, 2005). For the present analygistau3% (see section 4.4.1.) of women
had missing data on the social support variabled usthe LCA. By using the method of

estimation described above, these women were whided from the analysis.
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Figure 4.1: Latent Class Model Diagram

Multinomial Logistic Regression using Three Step ®iliary Variable Approach.
When the latent classes were formulated, they wsed as outcome variables in a
multinomial logistic regression. This type of modelsed to model data where the
outcome takes the form of two or more nominal catieg (Hosmer, Lemeshow, &
Sturdivant, 2013). Initially, the latent class faration and multinomial regression were
done together in “one step”. This method re-est@s#he latent class solution each time a
new covariate is added to the model. As additicoahriates were added to the model, the
way in which women were classified changed. Formgda, when age was added to the
model, some women who were classified as beingeiqaately supported changed to
being classified as well supported. Further, thiglei failed to converge to a suitable
solution. These are known problems in using a eee-approach (Vermunt, 2010).

An alternative method is the three step auxiliaagiable approach (Asparouhov &
Muthén, 2014; Vermunt, 2010). This approach firstf§imates the latent class model
using the latent class indicators (in the presemtysthese are the social support items). In

the second step, a nominal variable N (the moshyfiklass) is created. For each case
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(woman), N is set to the class for which the prdigof being in the class, given the
observed indicators, is the largest. In the thiegh sthis variable N is used as an indicator
of the latent class model, and the auxiliary vdeslfcovariates) are added as predictors of
the latent classes. By using N in this way, thesueament error associated with being
classified in a certain class is taken into accodfiten using this method, women’s
classification does not change, hence as more iedbsare added to the model, the effect
of these can be compared directly with the previoosel; this is not possible with the
one-step approach. The third step of the threeaigjiary model is summarised in Figure
4.2 (taken from Asparouhov & Muthén, 2014: 331)tHis figure, “c” represents the
estimated latent classes, N is the most likelyscéa®l x represents the auxiliary variables

(covariates). This model was estimated in Mplusgishe R3STEP command.

N

A

Figure 4.2: The third step of the three-step aaxjlilatent class model (taken from Asparouhov &
Muthén, 2014)

In order to answer the research question, a stepwilelling approach was used.
Four models were estimated; in each of these, 2akiwomen were the reference ethnic

group. The reference outcome class in the multiablogistic regression models was the

104



well supported class. Model 1 used ethnic group esvariate and adjusted for age. Model
2 included mental iliness as well as the covariégémic group and age) from Model 1.
Model 3 added UK born status to the Model 2, andlly Model 4 added socio-economic
variables (household equivalised income, highestatibnal qualification and

employment status) to Model 3.

Descriptive statistics were calculated using St8té¢StataCorp, 2013). Latent class
analysis and subsequent multinomial logistic regjeesanalyses were performed in Mplus
7.11 (Muthen & Muthen, 2012), using maximum likeldd estimation with robust
standard errors (MLR). An alpha level of 5% (p<0Q.@%4s used for statistical significance.
All analyses took account of the complex surveygieand non-response to the survey (as
described earlier in section 4.3.1) by specifyimg appropriate weight, strata, and clusters

in both Mplus and Stata.

4.4. Results

4.4.1. Sample Characteristics

The sample characteristics are shown in TableAt@tal of 17,165 women were
eligible for the analyses. Pakistani, BangladeshbiBlack African women had the
youngest age profiles in the sample. Overall, 10%@nen were born outside the UK.
There were large proportions of women born outti@eUK in all the ethnic minority
groups (Black African (87%), Indian (66%), Banglaldie(54%), Pakistani (49%), Black
Caribbean (46%), White Irish (40%)). The majorifya@mmen in the sample were married
or living with a partner (62%). The proportion wagher for Indian (71%), Pakistani

(63%) and White British (63%) women.
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Table 4.7: Sample Characteristics (n=17,165, uniwgd). Values are number (percentage)

Pakistani White British White Irish Indian Bangladeshi Black  Black African Total
(N=419) (N=14,910) (N=268) (N=539) (N=219) Caribbean (N=416) (N=17,165)
(N=394)
Age
16-29 181 (43.2) 2,501 (16.8) 41 (15.3) 126 (23.4) 104 (47.5) 71 (18.0) 135 (32.5) 3,159 (18.4)
30-39 111 (26.5) 2,262 (15.2) 61 (22.8) 163 (30.2) 66 (30.1) 66 (16.8) 133 (32.0) 2,862 (16.7)
40-49 84 (20.0) 2,832 (19.0) 56 (20.9) 124 (23.0) 36 (16.4) 113 (28.7) 88 (21.2) 3,333 (19.4)
50-64 31(7.4) 4,035 (27.1) 60 (22.4) 95 (17.6) 10 (4.6) 92 (23.4) 50 (12.0) 4,373 (25.5)
65+ 12 (2.9) 3,280 (22.0) 50 (18.7) 31 (5.8) 3(1.4) 52 (13.2) 10 (2.4) 3,438 (20.0)
Country of Birtt
Not Born in UK 207 (49.4) 323 (2.2) 106 (39.6) 354 (65.7) 118 (53.9) 180 (45.7) 362 (87.0) 1,650 (9.6)
Born in UK 212 (50.6) 14,585 (97.8) 162 (60.4) 185 (34.3) 101 (46.1) 214 (54.3) 53 (12.7) 15,512 (90.4)
Missing 0 (0) 2 (0.01) 0 (0) 0 (0) 0 (0) 0 (0) 1(0.2) 3(0.02)
Marital Statu:
Married/ living with partner 263 (62.8) 9,338 (62.6) 155 (57.8) 381 (70.7) 132 (60.7) 119 (30.2) 174 (41.8) 10,562 (61.5)
Single 118 (28.2) 2,585 (17.3) 64 (23.9) 107 (19.9) 71 (32.1) 194 (49.2) 164 (39.4) 3,303 (19.2)
Separated/ Divorced 31(7.4) 1,656 (11.1) 23 (8.6) 29 (5.4) 13 (5.8) 61 (15.5) 64 (15.4) 1,877 (10.9)
Widowed 7(.7) 1,330 (8.9) 26 (9.7) 22 (4.1) 3(1.3) 20 (5.1) 14 (3.4) 1,422 (8.3)
Missing 0 (0) 1(0.01) 0 (0) 0 (0) 0 (0) 0 (0) 0 (0) 1(0.01)
Household Equivalised Income
Quintile 1 (Lowest) 191 (45.6) 2,625 (17.6) 60 (22.4) 118 (21.9) 80 (36.5) 92 (23.4) 142 (34.1) 3,308 (19.3)
Q2 110 (26.3) 3,045 (20.4) 50 (18.7) 93 (17.3) 66 (30.1) 84 (21.3) 90 (21.6) 3,538 (20.6)
Q3 53 (12.6) 3,176 (21.3) 55 (20.5) 112 (20.8) 42 (19.2) 95 (24.1) 91 (21.9) 3,624 (21.1)
Q4 43 (10.3) 3,065 (20.6) 57 (21.3) 103 (19.1) 19 (8.7) 74 (18.8) 47 (11.3) 3,408 (19.9)
Q5 (Highest) 22 (5.3) 2,996 (20.1) 46 (17.2) 113 (21.0) 12 (5.5) 49 (12.4) 46 (11.1) 3,284 (19.1)
Missing 0 (0) 3(0.02) 0 (0) 0 (0) 0 (0) 0 (0) 0 (0) 3(0.2)
Employment Status
Employed 117 (27.9) 7,781 (52.2) 144 (53.7) 293 (54.4) 54 (24.7) 210 (53.3) 197 (47.4) 8,796 (51.2)
Unemployed 32 (7.6) 593 (4.0) 15 (5.6) 31 (5.8) 27 (12.3) 41 (10.4) 43 (10.3) 782 (4.6)
Retired 11 (2.6) 3,967 (26.6) 53 (19.8) 45 (8.3) 3(1.4) 62 (15.7) 17 (4.1) 4,158 (24.2)
Looking after home/ family 184 (43.9) 1,285 (8.6) 28 (10.4) 109 (20.2) 86 (39.3) 26 (6.6) 74 (17.8) 1,792 (10.4)
Full time student 61 (14.6) 678 (4.5) 17 (6.3) 41 (7.6) 42 (19.2) 34 (8.6) 76 (18.3) 949 (5.5)
Long term sick or other 14 (3.3) 605 (4.1) 11 (4.1) 20 (3.7) 7(3.2) 21 (5.3) 9(2.2) 687 (4.0)
Missing 0 (0) 1(0.01) 0 (0) 0 (0) 0 (0) 0 (0) 0 (0) 1(0.01)




Table 4.7 (continued): Sample Characteristics (nA6B, unweighted). Values are number (percentage)

Pakistani White British White Irish Indian Bangladeshi Black  Black African Total
(N=419) (N=14,910) (N=268) (N=539) (N=219) Caribbean (N=416) (N=17,165)
(N=394)
Highest Qualification
Degree 92 (22.0) 2,825 (18.9) 67 (25.0) 179 (33.2) 42 (19.2) 90 (22.8) 122 (29.7) 3,417 (19.9)
Higher Degree 36 (8.6) 2,009 (13.5) 34 (12.7) 73 (13.5) 9(4.1) 66 (16.8) 74 (17.3) 2,301 (13.4)
A-Level 96 (22.9) 2,533 (17.0) 34 (12.7) 98 (18.2) 52 (23.7) 69 (17.5) 79 (18.7) 2,961 (17.3)
GCSE 92 (22.0) 3,423 (23.0) 53 (19.8) 87 (16.1) 59 (26.9) 90 (22.8) 56 (13.8) 3,860 (22.5)
Other qualification 30 (7.2) 1,577 (10.6) 21 (7.8) 31 (5.8) 14 (6.4) 36 (9.1) 32 (7.7) 1,741 (10.1)
No qualification 73 (17.4) 2,535 (17.0) 69 (22.0) 71 (13.2) 43 (19.6) 43 (10.9) 53 (12.9) 2,877 (16.8)
Missing 0 (0) 8 (0.05) 0 (0) 0 (0) 0 (0) 0 (0) 0 (0) 8 (0.05)
GHQ Caseness
Mental lliness 111 (26.5) 3,005 (20.2) 68 (25.4) 113 (21.0) 63 (28.8) 87 (22.1) 91 (21.9) 3,538 (20.6)
No Mental lliness 298 (71.1) 11,701 (78.5) 194 (72.4) 404 (75.0) 149 (68.0) 294 (74.6) 308 (74.0) 13,348 (77.8)
Missing 10 (2.4) 204 (1.4) 6 (2.2) 22 (4.1) 7 (3.2) 13 (3.3) 17 (4.1) 279 (1.6)
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Almost half of all Pakistani (46%) women and ovehiad of Bangladeshi (37%)
women were in the lowest quintile of household meo Over half of the women in the
sample were employed. However employment rateBdogladeshi (25%) and Pakistani
(28%) women were much lower; large proportions akistani (44%) and Bangladeshi
(39%) women were looking after the home or familihite Irish (22%) and Bangladeshi
(20%) women reported high levels of no qualificagioln the sample, 21% of women met
clinical criteria for mental iliness. The percergagas considerably higher for Bangladeshi

(29%), Pakistani (27%) and White Irish (25%) women.

4.4.2. Association between ethnic group and social support

Tables 4.8 to 4.10 show the distribution of theiamupport variables by ethnic
group for the questions relating to partners, nedat and friends, respectively. The amount
of missing data for questions is shown in Apperd& Overall, there was less than 3%
missing data for each question. The percentagesrshotables 4.8 to 4.10 are weighted.
There were five answer categories for each queéfidat, Somewhat, A little, Not at all,
No partner/ No immediate family/ No friends). Fbe tpurposes of the descriptive statistics
presented here, these five categories were redadbdee (A lot or Somewhat, A little or
Not at all, No partners/ No immediate family/ Neefrds), in order to be able to provide a
succinct description of the availability of suppfsdm partners, relatives and friends. For a
breakdown of the percentages of women answerittggifive original categories, see

Appendices 4.4 to 4.6.
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Table 4.8: Support from partner by ethnic groupigh&ed percentages).
Unweighted Totals range from 16,748 to 16,774 tiemi due to differing levels of missing data.

In relation to partner, how Pakistani White British White Irish Indian Bangladeshi Black Caribbean Black African Total
much...
% % % % % % % % % % % % % % % %
women all women all  women all  women all  women all  women all  women all  women all
with  women with ~ women with  women with  women with  women with ~ women with  women with  women
partners partners partners partners partners partners partners partners
...do they really understand
the way you feel about
things?
A lot or Somewhat 82.7 47.4 83.9 52.0 86.2 49.7 86.3 60.2 79.1 50.0 80.0 29.5 86.9 39.3 83.9 51.7
A little or Not at all 17.3 9.9 16.1 10.0 13.8 7.9 13.7 9.5 20.9 13.2 20.0 7.4 131 5.9 16.1 9.9
No partner N/A 42.7 N/A 38.1 N/A 42.4 N/A 30.3 N/A 36.8 N/A 63.1 N/A 54.8 N/A 384
...can you rely on them if you
have a serious problem?
A lot or Somewhat 84.4 48.5 93.9 58.2 89.8 51.9 90.3 63.3 76.9 48.6 81.0 29.9 91.1 41.2 93.5 57.6
A little or Not at all 15.6 9.0 6.1 3.8 10.2 5.9 9.4 6.6 23.1 14.6 19.0 7.0 8.9 4.0 6.5 4.0
No partner N/A 425 N/A 38.0 N/A 42.2 N/A 30.1 N/A 36.8 N/A 63.1 N/A 54.8 N/A 38.4
...can you open up to then
you need to talk about your
worries?
A lot or Somewhat 82.7 475 87.6 54.3 91.9 53.2 89.4 62.5 74.8 47.3 78.0 28.8 90.4 41.2 87.6 54.0
A little or Not at all 17.3 10.0 124 7.7 8.1 47 10.6 7.4 25.2 15.9 22.0 8.1 9.6 4.4 124 7.7
No partner N/A 42.5 N/A 38.0 N/A 42.1 N/A 30.1 N/A 36.8 N/A 63.1 N/A 544 N/A 384
...do they criticise you?
A lot or Somewhat 34.0 195 19.0 11.8 18.6 10.8 36.2 25.2 28.2 17.7 30.7 11.3 38.3 17.4 19.8 12.2
A little or Not at all 66.0 37.8 81.0 50.2 81.4 47.1 63.9 445 71.8 45.2 69.3 255 61.7 28.0 80.2 49.4
No partner N/A 42.8 N/A 38.0 N/A 42.2 N/A 30.3 N/A 37.0 N/A 63.2 N/A 54.6 N/A 384
...do they let you down when
you are counting on them?
A lot or Somewhat 26.9 15.4 105 6.5 17.0 9.8 24.8 17.3 32.7 20.6 23.3 8.6 20.1 9.1 11.2 6.9
A little or Not at all 73.1 41.8 89.5 55.5 83.0 48.1 75.2 52.5 67.3 42.4 76.7 28.2 79.9 36.3 88.8 54.7
No partner N/A 42.8 N/A 38.0 N/A 42.1 N/A 30.2 N/A 37.0 N/A 63.2 N/A 54.6 N/A 38.4
...do they get on your nerves?
A lot or Somewhat 30.7 175 15.0 9.3 22.6 131 24.0 16.7 33.8 21.3 27.4 101 32.0 145 15.8 9.7
A little or Not at all 69.3 39.7 85.0 52.7 77.4 44.7 76.0 53.0 66.2 41.8 72.6 26.7 68.0 30.8 84.2 51.9
No partner N/A 42.8 N/A 38.0 N/A 42.2 N/A 30.3 N/A 36.9 N/A 63.3 N/A 54.7 N/A 38.4
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Table 4.9: Support from relatives by ethnic groweighted percentages).
Unweighted Totals range from 16,589 to 16,689 tiemi due to differing levels of missing data.

In relation to relatives, how Pakistani White British White Irish Indian Banglade shi Black Caribbean Black African Total
much...
% % all % % all % % all % % all % % all % % all % % all % % all
women women women Wwomen women women women women women WoOmen ~women ~women women women women women
with with with with with with with with

family family family family family family family family
...do they really understand
the way you feel about
things?
A lot or Somewhat 75.8 72.8 73.7 72.6 77.4 76.8 82.7 80.5 78.9 72.0 67.8 66.4 77.9 74.9 74.0 72.7
A little or Not at all 24.2 23.2 26.3 25.8 22.6 225 17.3 16.9 21.1 19.3 32.2 315 22.1 21.3 26.0 25.6
No immediate family N/A 4.0 N/A 1.6 N/A 0.8 N/A 2.7 N/A 8.7 N/A 2.1 N/A 3.8 N/A 1.7
...can you rely on them if you
have a serious problem?
A lot or Somewhat 82.5 79.2 86.2 84.8 84.3 83.6 83.6 81.4 82.1 74.9 78.6 77.0 79.9 76.9 85.9 84.5
A little or Not at all 17.5 16.8 13.8 13.6 15.7 15.6 16.4 16.0 17.9 16.4 21.4 21.0 20.1 194 14.1 13.8
No immediate family N/A 4.0 N/A 1.6 N/A 0.8 N/A 2.7 N/A 8.7 N/A 21 N/A 3.8 N/A 1.7
...can you open up to them if
you need to talk about your
worries?
A lot or Somewhat 73.0 70.1 75.8 74.6 75.4 74.8 76.3 74.2 74.2 67.7 72.8 71.3 74.2 71.4 75.7 74.4
A little or Not at all 27.0 25.9 24.2 23.8 24.6 24.4 237 23.1 25.9 23.6 27.2 26.6 25.8 24.8 243 23.9
No immediate family N/A 4.0 N/A 1.6 N/A 0.8 N/A 2.7 N/A 8.7 N/A 21 N/A 3.8 N/A 1.7
...do they criticise you?
A lot or Somewhat 27.9 26.8 17.0 16.8 16.0 15.9 26.8 26.1 18.8 171 28.5 27.9 34.4 33.1 17.6 17.3
A little or Not at all 72.1 69.2 83.0 81.6 84.0 83.3 73.2 71.2 81.2 74.1 715 70.0 65.6 63.1 82.4 81.0
No immediate family N/A 4.0 N/A 1.6 N/A 0.8 N/A 2.7 N/A 8.8 N/A 21 N/A 3.8 N/A 1.7
...do they let you down wh
you are counting on them?
A lot or Somewhat 23.4 225 11.6 114 11.4 11.3 219 21.3 21.0 19.2 23.8 233 21.9 21.0 121 11.9
A little or Not at all 76.6 735 88.4 87.0 88.6 87.9 78.1 76.0 79.0 72.1 76.3 74.7 78.1 75.2 87.9 86.4
No immediate family N/A 4.0 N/A 1.6 N/A 0.8 N/A 2.7 N/A 8.7 N/A 2.1 N/A 3.8 N/A 1.7
...do they get on your nerves?
A lot or Somewhat 30.5 29.3 15.2 14.9 18.0 17.8 20.4 19.9 25.2 23.0 29.4 28.8 34.6 33.3 15.9 15.6
A little or Not at all 69.5 66.7 84.8 83.4 82.0 81.4 79.6 775 74.8 68.3 70.6 69.2 65.4 62.9 84.1 82.7
No immediate family N/A 4.0 N/A 1.6 N/A 0.8 N/A 2.7 N/A 8.8 N/A 2.1 N/A 3.8 N/A 1.7
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Table 4.10: Support from friends by ethnic groupi@hited percentages).
Unweighted Total ranges from 16,588 to 16,722 tiemi due to differing levels of missing data.

In relation to friends, how Pakistani White British White Irish Indian Banglade shi Black Caribbean Black African Total
much...
% % all % % all % % all % % all % % all % % all % % all % % all
women women women Wwomen women women Wwomen women ~women women ~women ~women Wwomen women ~women —women
with with with with with with with with

friends friends friends friends friends friends friends friends
...do they really understand
the way you feel about
things? 87.7 81.6 81.6 79.0 85.2 82.7 85.0 81.1 87.2 79.4 79.0 76.2 79.2 76.7 81.8 79.1
A lot or Somewhat 12.3 11.5 18.4 17.8 14.8 14.4 15.0 14.3 12.8 11.6 21.0 20.3 20.8 20.1 18.3 17.6
A little or Not at all N/A 7.0 N/A 3.2 N/A 3.0 N/A 4.6 N/A 9.0 N/A 3.6 N/A 3.2 N/A 3.3
No friends
...can you rely on them if you
have a serious problem?
A lot or Somewhat 78.8 73.3 83.3 80.6 88.9 86.3 77.0 735 76.6 69.8 77.6 74.9 70.0 67.8 83.0 80.3
A little or Not at all 21.2 19.7 16.7 16.1 111 10.8 23.0 21.9 234 21.3 22.4 21.6 30.0 29.0 17.0 16.4
No friends N/A 7.0 N/A 3.2 N/A 2.9 N/A 4.6 N/A 9.0 N/A 35 N/A 3.2 N/A 3.3
...can you open up to them if
you need to talk about your
worries?
A lot or Somewhat 78.8 73.3 80.7 78.1 83.6 81.2 76.1 72.6 81.2 73.9 80.0 77.2 70.5 68.2 80.5 77.8
A little or Not at all 21.2 19.7 19.3 18.7 16.4 15.9 23.9 22.8 18.8 171 20.0 19.3 295 28.6 195 18.9
No friends N/A 7.0 N/A 3.2 N/A 2.9 N/A 4.6 N/A 9.0 N/A 3.6 N/A 3.2 N/A 3.3
...do they criticise you?
A lot or Somewhat 20.2 18.8 6.7 6.5 8.7 8.4 14.5 13.9 151 13.7 14.4 13.9 29.3 28.4 7.4 7.1
A little or Not at all 79.8 74.2 93.3 90.3 91.3 88.6 85.5 815 84.9 77.3 85.6 825 70.7 68.4 92.6 89.5
No friends N/A 7.0 N/A 3.2 N/A 3.0 N/A 4.7 N/A 9.0 N/A 3.6 N/A 3.2 N/A 3.3
...do they let you down when
you are counting on them?
A lot or Somewhat 23.7 22.0 105 101 104 10.1 20.7 19.8 214 194 20.0 19.2 28.1 27.2 111 10.8
A little or Not at all 76.3 71.0 89.5 86.7 89.6 86.9 79.3 75.6 78.6 715 80.0 77.2 71.9 69.6 88.9 85.9
No friends N/A 7.0 N/A 3.2 N/A 3.0 N/A 4.6 N/A 9.1 N/A 3.6 N/A 3.2 N/A 3.3
...do they get on your nerves?
A lot or Somewhat 18.1 16.9 6.6 6.4 9.6 9.3 135 12.9 16.1 14.6 104 10.0 25.9 25.1 7.2 6.9
A little or Not at all 81.9 76.2 93.4 90.4 90.4 87.7 86.5 82.5 83.9 76.3 89.6 86.5 74.1 71.7 92.8 89.8
No friends N/A 7.0 N/A 3.2 N/A 3.0 N/A 4.6 N/A 9.1 N/A 3.6 N/A 3.2 N/A 3.3
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Support from partnersThe majority of women had a partner (62%). Tab& 4
shows that compared with Pakistani women (43%atgreproportions of Black Caribbean
(63%) and Black African (55%) women were withouttpars (percentages cited from
second column in the table for each ethnic groeip% all women’). The proportion of
women without partners was the same or lower tbaékistan women, for women of all
other ethnic groups. There were higher proportarBlack African (87%), Indian (86%),
White Irish (86%) and White British (84%) women thiaakistani women (83%) that said
they had partners that really understood (a Isbonewhat) the way they felt about things
(cited from first column for each ethnic group i%. women with partners’). Higher
proportions of women in these same ethnic grousxs sdid they could rely on their
partners a lot if they had serious problems, arehayp to their partners, compared with
Pakistani women.

Over a third of Pakistani women who had partned84Bfelt criticised by them a
lot or somewhat. This was higher than all othenetigroups apart from Indian (36%) and
Black African (38%) women. Compared with Pakistanimen (27%), a greater proportion
of Bangladeshi (33%) women reported they had pegtiat let them down when they
were counting on them a lot or somewhat. The ptaporvas lower for all other ethnic
groups than for Pakistani women. Greater propostmfrBangladeshi (34%) and Black
African (32%) than Pakistani (31%) women reporteglthad partners that got on their
nerves a lot or somewhat.

Support from relativesMost women had relatives (see Table 4.9); onlg4l.7
women said they had no immediate family. More Badgthi (9%) than Pakistani (4%)
women reported no relatives (see Table 4.9; peagestcited from second column within
each ethnic group i.e. ‘% all women’). Comparedchvwriakistani women (76%), there were
higher proportions of Indian (83%), Bangladeshi%j9Black African (78%), and White

Irish (77%) women that said their relatives reaihderstood the way they felt about things
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(a lot or somewhat; percentages cited from firtimm within ethnic groups i.e. ‘%
women with family’). Higher proportions of White iish (86%), White Irish (84%) and
Indian (84%) women than Pakistani women (83%) rigabthey could rely on relatives a
lot or somewhat if they had serious problems. Tiep@rtion of Pakistani (73%) women
that said they could open up to their relative®{@r somewhat) if they needed to talk
about their worries was lower than for women ofodifler ethnic groups (except Black
Caribbean women).

Compared with Pakistani (28%) women, higher propos of Black African (34%)
and Black Caribbean (29%) women said they hadivethat criticised them a lot or
somewhat. More women in the Black Caribbean (23.8&)p than in the Pakistani
(23.4%) group said they had relatives that let tidemvn (a lot or somewhat) when they
were counting on them. Almost a third of Pakis{@1i%) women said they had relatives
that got on their nerves a lot or somewhat. Theton was higher for only Black
African women (34%), and lower for women of all etlethnic groups.

Support from friends.Overall, a small percentage of women stated tiegt did
not have any friends (3.3%, see Table 4.10). Thegpeage was highest for Bangladeshi
(9%) and Pakistani (7%) women. Out of all ethniougs, the proportion of women
reporting they had friends that really understatb{ or somewhat) the way they felt
about things, was highest for the Pakistani gr@8%4). Higher proportions of White Irish
(89%) and White British (83%) women than Pakis{@di%) women said they had friends
that they could rely on (a lot or somewhat) folimes problems. Greater proportions of
White Irish (84%), Bangladeshi (81%), White Britig81%) and Black Caribbean (80%)
women than Pakistani (79%) women said they haddsehey could open up to about
their worries (a lot or somewhat). The proportidmvomen reporting that they had friends
that criticised (a lot or somewhat) was highestfier Black African (29%) and Pakistani

(20%) groups. These two groups also had the higiveportions of women that said they
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had friends that let them down a lot or somewhad, faiends that got on their nerves (a lot

or somewhat).

4.4.3. Association between mental illness and social suppo

A higher proportion of women with mental illnes®fided as scoring 4 or more on
the General Health Questionnaire (GHQ)) were withpautners than women without
mental illness (43% vs. 37%, see Table 4.11). Fmmen who had partners, lower
proportions of women with mental illness reportedipve aspects about them than
women without mental illness (partners understbeart, 72% vs. 87%; could rely on
partners, 87% vs. 95%; could confide in partne®8p ¥'s. 90%). Higher proportions of
women with mental illness reported negative asp#otait partners than women without
mental illness (partners criticise them, 26% v8solpartners let them down, 19% vs. 9%;
partners annoy them, 26% vs. 13%). There were giiftdtence between the percentages
of women with (2%) and without mental illness (1)a¥at stated that they had no
immediate family. There were larger difference leswthe percentages of women with
(6%) and without mental illness (3%) that statest they had no friends. The differences
in social support from relatives and friends betwe®men with and without mental
illness followed the same pattern as for suppornfpartners. Lower proportions of
women with mental illness than women without meilia¢ss said their relatives or
friends understood them, could be relied upon atccbe confided in. Higher proportions
of women with mental illness than women without taéiliness said that relatives and

friends were critical, let them down or got on thegrves.
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Table 4.11: Social support by presence of merltegsk (weighted percentages)

In relation to partner

In relation to relatives

In relation to friends

Mental illness

No mental iliness

Mental illness

No nmgal illness

Mental illness

No mental iliness

% % all % % all % % all % % all % % all % % all
women women ~women ~women ~women ~Women ~women ~women ~women ~women ~women — women
with with with with with with

partners partners partners partners partners partners
...do they really understand the way you feel abduogs?
A lot or Somewhat 72.0 40.1 86.8 54.6 60.1 58.9 77.6 76.4 74.6 70.3 83.6 81.4
A little or Not at all 28.0 15.9 13.2 8.3 39.9 39.1 22.4 22.0 255 24.0 16.4 16.0
Not applicablé N/A 43.3 N/A 371 N/A 21 N/A 1.6 N/A 5.7 N/A 2.7
...can you rely on them if you have a serious proBlem
A lot or Somewhat 86.7 49.2 95.1 59.9 77.4 75.8 88.1 86.7 75.9 71.6 84.8 82.5
A little or Not at all 13.3 7.6 4.9 3.1 22.6 221 11.9 11.7 24.1 22.7 15.2 14.8
Not applicable N/A 43.3 N/A 37.1 N/A 21 N/A 1.6 N/A 5.7 N/A 2.7
...can you open up to them if you need to talk ajpowt worries?
A lot or Somewhat 76.3 43.3 90.3 56.8 64.2 62.8 78.7 775 745 70.3 82.0 8.0
A little or Not at all 237 134 9.7 6.2 35.9 35.1 21.3 20.9 255 24.1 18.0 175
Not applicable N/A 43.2 N/A 37.1 N/A 21 N/A 1.6 N/A 5.7 N/A 2.7
...do they criticise you?
A lot or Somewhat 25.9 14.7 184 115 24.1 23.6 16.0 15.7 9.7 9.1 6.8 66.3
A little or Not at all 74.1 41.2 81.6 51.3 76.0 74.3 84.1 82.7 90.4 85.2 93.2 90.7
Not applicable N/A 43.3 N/A 37.2 N/A 21 N/A 1.6 N/A 5.7 N/A 2.7
...do they let you down when you are counting on?hem
A lot or Somewhat 19.3 10.9 9.3 5.9 18.8 18.4 104 10.3 15.6 147 10.0 9.7
A little or Not at all 80.7 45.7 90.7 57 81.3 79.6 89.6 88.1 84.4 79.6 90.0 87.6
Not applicable N/A 43.3 N/A 371 N/A 21 N/A 1.6 N/A 5.7 N/A 2.7
...do they get on your nerves?
A lot or Somewhat 26.0 147 134 8.4 233 22.8 13.9 137 11.0 104 6.2 6.0
A little or Not at all 74.1 42 86.7 545 76.7 75.1 86.1 84.7 89.0 83.9 93.8 91.3
Not applicable N/A 43.3 N/A 37.1 N/A 21 N/A 1.6 N/A 5.7 N/A 2.7

2This denotes no partner for columns “in relatiopaotner”, no immediate family for columns “in rédm to relatives”, and no friends for columns falation to friends”.
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4.4.4. Types of Social Support Networks

Latent class models were estimated in Mplus udiedl8 observed variables of
social support as dependent variables, to prodasses of social support networks. The
method of estimation for the models was maximureliifood with robust standard errors
(MLR). As this method is done by process of itematithere is a chance that the model will
arrive at an incorrect solution (known as convegginound local maxima) rather than the
correct solution (known as converging around tledgl maximum) (Goodman, 1974). In
order to ensure the correct solution was arrive@@2 random sets of starting values were
used in the initial stage and 5 optimisations werpiested (i.e. the —loglikelihood value
for the 5 best optimisations). These —loglikelin®@ere inspected to ensure that they had
been replicated; they were replicated for all ckssations (n=1...6). The random seed
associated with the best —loglikelihood was use@iton the model using the “optseed”
option in Mplus to ensure that the —loglikelihoamlitd still be replicated (Asparouhov &
Muthen, 2012). The —loglikelihood and other fittstiics were replicated using this
method, suggesting that global maxima were reafibreghch class solution, thereby
providing confidence in the correctness of the thohs.

Table 4.12 shows model fit statistics for solutiosgg 1 to 6 classes. These fit
statistics were used together with the item resppasterior probabilities, to make a
judgement on which model was the best fit to thia.da general, models with higher -
loglikelihood, lower Akaike Information CriterioiA{C), lower Bayesian Information
Criterion (BIC), and lower sample size adjusted BI€ deemed to be better fitting models
(Geiser, 2013; Weich et al., 2011). In additiondels with entropy closer to one than zero
provide a more accurate classification of partiotpgRamaswamy, Desarbo, Reibstein, &
Robinson, 1993). The Lo-Mendell-Rubin likelihoodioaest of model fit (Lo, Mendell, &
Rubin, 2001), compares the estimated model to sefwaith one less class. A statistically

significant test indicates that the estimated malpleferred over the model with one less
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class (Geiser, 2013). From Table 4.12, it can ke $eere was not one model which was
deemed to be the best fitting; AIC and BIC decrdagith an increasing number of classes,
and —loglikelihood increased with increasing numifezlasses. Further the Lo-Mendell-
Rubin likelihood ratio test (LMR-LRT) of model fitas statistically significant for each
model with k classes when compared with models Withclasses, apart from for the six
class model. This suggests that a six class moaeinet a better fit to the data compared
with a five class model.

Table 4.12: Model fit statistics for Latent Classadysis (n=16,874)

No of -Loglikelihood No of AlIC BIC Sample size Entropy LMR-
classes parameters adjusted LRT* p-
BIC value for
k-1
1 -357,458 72 715,052 715,608 715,380 N/A N/A
2 -300,562 145 601,414 602,536 602,075 0.996 P£0.00
3 -289,23¢ 21¢ 578,90¢ 580,59- 579,90: 0.92¢ P<0.00:
4 -279,897 291 560,376 562,627 561,702 0.940 P4£0.00
5 -274,435 364 549,598 552,413 551,257 0.948 P4£0.00
6 -270,247 437 541,368 544,748 543,359 0.920 P#£0.76

*

Lo-Mendell-Rubin Likelihood Ratio Test of modet fi

Table 4.13 shows the weighted percentage of regpasdlassified within each
latent class dependent on the number of classewéna extracted. The two class solution
split the sample into women with partners (62% ofiven) and those who did not (38%).
The three class solution split women into 1) thoke had very supportive partners,
relatives and friends, low levels of negative aspe€ networks (i.e. less likely to answer
that partners, friends and relatives criticisedhayed them, or let them down) (35% of
women), 2) those with no partners but with goodosupfrom friends and relatives,
moderate levels of negative aspects of network®}38nd 3) those with moderately

supportive partners, relatives and friends and higgpative aspects of networks (27%).
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Table 4.13: Percentage women in each class foeraifft LCA solutions (n=2 to n=6, weighted

percentages).

N Class Solution

2 3

4 5 6

No parners (38.) No partner bu

good support, good support (35.9)

moderate negative
aspects (38.3)

No partner bu No partner bu No partner bu
moderate support moderately
(35.9)  supportive friends
and relatives (18.8)

Partners (61) Very supportive Very supportive Very supjottive, Very supportive
low negative low negative low negative (29.5)

aspects (34.6) aspects (29.4) aspects (29.4)
Moderately Moderately Moderately Moderately

supportive, high
negative aspects

supportive, high
negative aspects

supportive (29.8)  supportive (29.7)

(27.1) (29.8)
Socially isolated No friends, low No friends, low
(4.9) likelihood of likelihood of

partner but partner but
supportive relatives supportive relatives

(3.2) (3.2)
No relatives, lon No relatives, lon
likelihood of likelihood of

partner but partner but

supportive friends supportive friends
(1.7) (1.7)

No partner but very

supportive friends

and relatives (17.0)

The four class solution provided a more fine grdiaralysis, classifying women
into three classes that were similar to thoseHerthree class solution, and an additional
category (5%) of women that were likely not haygaetner, relatives or friends i.e. the
most socially isolated. The five class solutioregatised people into similar categories as
the three class solution, and a class where wordemod have relatives, and were likely
not to have a partner but supportive friends (220} a final class where women had no
friends, were likely not to have a partner but sarfipe relatives (3%). The six class
solution split the class with no partners into #esth very supportive (17%) and
moderately supportive (19%) relatives and friends.

A four class solution was chosen as there were largpugh proportions of women
in each class (approximately 5% of women or moresaich class) (see Appendix 4.7 for
detailed item response probabilities conditionabeing a member of a class for the four

class solution). As the categories were to be asezlitcome variables in multinomial
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logistic regression for the next stage of analysisas preferable to have fewer classes, in
order to make meaningful contrasts between thegoats, whilst also capturing the
breadth of types of social support networks. Aljiothe five class solution split those
who were socially isolated from the four class soluinto those less likely to have friends
and those less likely to have relatives, both elasspresented people who were socially
isolated (likely to have only one source of suppdtence the four class solution was
preferable to the five class one.

The four classes were named to describe the natuvemen classified within
them (see Table 4.14). Ten percent (weighted p&gehof Pakistani women were
socially isolated. This was less than for Bangladesmen (15%) but greater than for all
other ethnic groups. Over a third of Pakistani womere classed as inadequately
supported; this was less than for Indian and Bateglhi women but greater than all other
ethnic groups. Black Caribbean and Black Africanmen displayed the greatest
proportions of women who were single and suppoi$edenteen percent of Pakistani
women were classed as well supported; this wasrltvee White British (30%), Indian
(26%), White Irish (35%), and Bangladeshi womer?4)l8There were also differences in
the proportions of women within each class that cniéeria for mental iliness. The
proportions were highest in the socially isolate2%) and inadequately supported (26%)

classes, and lowest in the well supported (11%)samgle and supported (23%) classes.
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Table 4.14: Distribution of social support laterihsses by ethnic group. Values are weighted
percentages.

Social Support Classes

Well supported Single & supported Inadequately Socially isolated
supported
Very supported by No partner; good Moderate support Unlikely to have
partner, relatives and support from from partner, partner, relatives, or
friends; low levels of relatives and friends; relatives and friends; friends; moderate
negativity from moderate levels of  high levels of levels of negativity
network negativity from negativity from from network
network network
Pakistani 171 385 34.3 10.0
White Britist 30.2 35.t 29.t 4.7
White Irisk 247 40.2 314 3.7
Indian 255 28.3 394 6.9
Bangladeshi 17.9 32.0 35.3 14.8
Black Caribbea 10.¢ 59.4 24.F 5.3
Black Africar 12.€ 50.C 30.2 6.8
Total 29.6 35.8 29.7 4.9
N (weightec 4,99 6,04: 5,01¢ 821
N (unweighted) 5,071 5,902 5,085 816

4.4.5. Pakistani women’s social support networks, compareaith women of
other ethnic groups

Having decided that the four class solution wasgpable, multinomial logistic
regression models were estimated with the fouselags outcome variables. Table 4.15
shows the results of four multinomial logistic reggion models (labelled 1 to 4 in
columns). Coefficients were exponentiated to obtelative risk ratios (RRRs), and 95%
confidence intervals were calculated. Probabil#jues are provided for each of the
coefficients of the model. The first page of thisiéashows the results for being in the
socially isolated class versus the well supportass; the second page shows the results of
being in the single and supported class compartdtie well supported class, and the
third page shows the results of being in the inadexly supported class compared with the
well supported class. For ease of interpretatiod,ta avoid repetition, the results are

presented in relation to each class separatehgr#tan each model.
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Table 4.15: Association between ethnicity and daeipport networks: Socially isolated class vs. \Wepported class.
Values are relatives risk ratios (95% confidendeivals)

Model 1: Ethnic group & age

Model 2: Ethnic group, age & mental

Model 3: Ethnic group, age , mental

Model 4: Ethnic group, age , mental

illness iliness & country of birth illness, country of birth & SES
Socially isolated RRR (95% CI) P value RRR (95% Cl) P value RRR (95% Cl) P value RRR (95% Cl) P value
Ethnic Group (ref. Pakistani)
White British 0.21 (0.13-0.33) <0.001 0.22 (0.14 - 0.36) <0.001 0.20 (0.12 -0.32) <0.001 0.28 (0.16 — 0.47) <0.001
White Irish 0.22 (0.10 — 0.47) 0.001 0.21 (0.09-0.49) 0.001 0.21 (0.09 — 0.48) <0.001 0.27 (0.11-0.64) 0.003
Indian 0.45 (0.25-10.82) 0.011 0.50 (0.27 - 0.92) 0.027 0.51 (0.28-0.95) 0.035 0.75(0.39-1.44) 0.384
Bangladeshi 0.72 (0.31 - 1.68) 0.459 1.36 (0.57-3.26) 0.488 1.37 (0.57-3.27) 0.484 1.28 (0.52-3.10) 0.593
Black Caribbean 0.83 (0.40 - 1.75) 0.643 0.87 (0.41-1.88) 0.731 0.66 (0.31-1.43) 0.716 1.22 (0.56 —2.65) 0.621
Black African 0.98 (0.49 — 1.99) 0.966 1.02 (0.50 - 2.10) 0.957 1.20 (0.58 -2.50) 0.617 1.44 (0.68 -3.05) 0.347
Age (ref:16-29)
30-39 0.56 (0.41-0.76) <0.001 0.54 (0.39-0.73) <0.001 0.54 (0.39-0.73) <0.001 0.57 (0.41-0.78) 0.001
40-49 0.71 (0.53 - 0.95) 0.022 0.66 (0.49-0.89) 0.006 0.66 (0.49-0.89) 0.007 0.67 (0.49-0.92) 0.015
50-64 0.77 (0.59 — 1.01) 0.063 0.73 (0.56 —0.97) 0.027 0.74 (0.56 —0.97) 0.032 0.64 (0.46 —0.89) 0.007
65+ 1.64 (1.24 — 2.15) 0.001 1.68 (1.27 — 2.22) <0.001 1.69 (1.27 — 2.24) <0.001 1.05(0.70-1.59) 0.803
Mental lliness (ref: GHQ <4)
GHQ >=4 4,22 (3.46 —5.14) <0.001 4.22 (3.46 - 5.14) <0.001 3.24 (2.64 —3.98) <0.001
Country of Birth (ref: UK)
Non UK 0.79 (0.56 -1.11) 0.175 0.80 (0.55-1.16) 0.238
Household Equivalised Inconfeef: Quintile
1[Lowest])
Quintile 2 0.66 (0.52—-0.84) 0.001
Quintile 3 0.54 (0.42-0.71) <0.001
Quintile 4 0.38 (0.27 — 0.52) <0.001
Quintile 5 (Highest) 0.24 (0.17—0.34) <0.001
Highest Educational Qualificatio(ref: Degree)
Higher Degree 1.08 (0.72-1.63) 0.706
A-Level 1.13(0.77-1.65) 0.545
GCSE 1.49 (1.05-2.11) 0.026
Other Qualification 1.51(1.01-2.27) 0.046
No Qualifications 2.47 (1.68 - 3.64) <0.001
Employment status (ref: Employed)
Unemployed 2.80 (1.85-4.24) <0.001
Retired 1.08 (0.79-1.49) 0.633
Looking after home or family 1.10(0.82-1.48) 0.535
Full time student 1.99 (0.98-4.05) 0.058
Long term sick or other 3.20 (2.14 - 4.79) <0.001

2 Reference category
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Table 4.15 (continued): Association between ethnamd social support networks: Inadequately supgabclass vs. Well supported class. Values ardivelsirisk ratios

(95% confidence intervals)

Model 1: Ethnic group & age

Model 2: Ethnic group, age & mental

Model 3: Ethnic group, age , mental

Model 4: Ethnic group, age , mental

illness illness & country of birth illness, country of birth & SES
Inadequately Supported RRR (95% CI) P value RRR (95% Cl) P value RRR (95% Cl) P value RRR (95% Cl) P value
Ethnic Group (ref. Pakistani)
White British 0.48 (0.34 - 0.68) <0.001 0.50 (0.36 — 0.71) <0.001 0.54 (0.38-0.77) 0.001 0.59 (0.40-0.85) 0.004
White Irish 0.64 (0.39 — 1.08) 0.094 0.63 (0.37-1.07) 0.090 0.63 (0.37-1.08) 0.094 0.68 (0.40-1.18) 0.174
Indian 0.76 (0.50 — 1.17) 0.225 0.81(0.52-1.27) 0.363 0.80 (0.51-1.25) 0.322 0.87 (0.55-1.37) 0.542
Bangladeshi 1.00 (0.53 -1.88) 0.998 0.97 (0.51-1.83) 0.921 0.96 (0.50-1.82) 0.896 0.92 (0.48-1.79) 0.819
Black Caribbean 1.20 (0.68 — 2.13) 0.539 1.23(0.68-2.22) 0.489 1.25(0.69-2.26) 0.462 1.30 (0.72-2.36) 0.387
Black African 1.23 (0.70 - 2.17) 0.478 1.24 (0.71-2.19) 0.453 1.27 (0.71-2.26) 0.421 1.30 (0.72-2.34) 0.385
Age (ref:16-29)
30-39 0.90 (0.75 - 1.07) 0.222 0.86 (0.72—-1.03) 0.094 0.85(0.71-1.02) 0.076 0.88 (0.73-1.05) 0.165
40-49 1.07 (0.90 — 1.28) 0.412 1.02 (0.86 —1.21) 0.848 1.01 (0.85-1.20) 0.915 1.04 (0.87-1.25) 0.650
50-64 0.86 (0.73-1.01) 0.070 0.82 (0.70-0.97) 0.021 0.82 (0.69-0.96) 0.016 0.91 (0.76 —1.09) 0.293
65+ 0.61 (0.50-0.73) <0.001 0.62 (0.51-0.74) <0.001 0.61 (0.50 — 0.73) <0.001 0.81(0.62-1.06) 0.127
Mental lliness (ref: GHQ <4)
GHQ >=4 3.04 (2.65-3.49) <0.001 3.05(2.66 —3.49) <0.001 2.92 (2.54 -3.36) <0.001
Country of Birth (ref: UK)
Non UK 1.16 (0.90 - 1.48) 0.246 1.18 (0.92-1.51) 0.203
Household Equivalised Inconfeef: Quintile
1[Lowest])
Quintile 2 0.94 (0.79-1.13) 0.508
Quintile 3 0.86 (0.72-1.03) 0.094
Quintile 4 0.81 (0.67-0.96) 0.018
Quintile 5 (Highest) 0.69 (0.57 —0.83) <0.001
Highest Educational Qualificatio(ref: Degree)
Higher Degree 1.28 (1.08 -1.50) 0.003
A-Level 1.04 (0.88-1.22) 0.635
GCSE 1.17 (1.00-1.36) 0.050
Other Qualification 1.07 (0.87-1.31) 0.528
No Qualifications 1.08 (0.89-1.30) 0.437
Employment status (ref: Employed)
Unemployed 1.46 (1.05-2.04) 0.026
Retired 0.69 (0.57 —0.83) <0.001
Looking after home or family 1.01 (0.85-1.20) 0.885
Full time student 1.30 (0.79 - 2.15)  0.303
Long term sick or other 1.20 (0.89-1.63) 0.236

2 Reference category
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Table 4.15 (continued): Association between ethnamd social support networks: Single and supgbdess vs. Well supported class. Values are nedatrisk ratios

(95% confidence intervals)

Model 1: Ethnic group & age

Model 2: Ethnic group, age & mental

Model 3: Ethnic group, age , mental

Model 4: Ethnic group, age , mental

illness iliness & country of birth illness, country of birth & SES
Inadequately Supported RRR (95% CI) P value RRR (95% Cl) P value RRR (95% Cl) P value RRR (95% Cl) P value
Ethnic Group (ref. Pakistani)
White British 0.64 (0.46 — 0.89) 0.010 0.66 (0.47 - 0.94) 0.020 0.58 (0.41-0.83) 0.003 0.80 (0.54-1.18) 0.256
White Irish 0.97 (0.59 — 1.59) 0.907 0.95 (0.57-1.59) 0.854 0.98 (0.58-1.64) 0.936 1.23(0.71-2.13) 0.467
Indian 0.62 (0.40 — 0.96) 0.039 0.66 (0.41-1.04) 0.072 0.70 (0.44-1.11) 0.128 0.86 (0.51-1.42) 0.547
Bangladeshi 0.73 (0.39 - 1.36) 0.327 0.71(0.38-1.35) 0.303 0.72 (0.38-1.37) 0.315 0.66 (0.33-1.32) 0.241
Black Caribbean 3.90 (2.24 -6.79) <0.001 3.99 (2.24 - 7.11) <0.001 4.08 (2.29 - 7.25) <0.001 4.83 (2.69 —8.68) <0.001
Black African 2.26 (1.31-3.93) 0.005 2.29 (1.30-4.02) 0.004 2.91 (1.65-5.13) <0.001 2.79 (1.52-5.11) 0.001
Age (ref:16-29)
30-39 0.19 (0.16 - 0.22) <0.001 0.18 (0.16 — 0.22) <0.001 0.18 (0.16 — 0.22) <0.001 0.27 (0.23-0.33) <0.001
40-49 0.23 (0.20-0.26) <0.001 0.22 (0.19 - 0.25) <0.001 0.22 (0.19-0.25) <0.001 0.32 (0.27 - 0.38) <0.001
50-64 0.19 (0.17-0.22) <0.001 0.19 (0.16 — 0.22) <0.001 0.19 (0.16 — 0.22) <0.001 0.28 (0.24 - 0.33) <0.001
65+ 0.44 (0.38-0.51) <0.001 0.45 (0.39 - 0.52) <0.001 0.45 (0.39-0.52) <0.001 0.62 (0.49 -0.78) <0.001
Mental lliness (ref: GHQ <4)
GHQ >=4 2.71 (2.38 - 3.09) <0.001 2.71 (2.38—-3.09) <0.001 2.32 (2.02-2.66) <0.001
Country of Birth (ref: UK)
Non UK 0.72 (0.56 —0.93) 0.013 0.80 (0.61-1.04) 0.096
Household Equivalised Inconfeef; Quintile
1[Lowest])
Quintile 2 0.67 (0.57 —0.78) <0.001
Quintile 3 0.51 (0.44 - 0.60) <0.001
Quintile 4 0.34 (0.29 — 0.40) <0.001
Quintile 5 (Highest) 0.20 (0.17 —0.24) <0.001
Highest Educational Qualificatiofref: Degree)
Higher Degree 1.13 (0.96 — 1.33)* 0.156
A-Level 1.13(0.96 - 1.33)*  0.132
GCSE 0.95(0.82-1.11) 0.526
Other Qualification 0.98 (0.81-1.18) 0.805
No Qualifications 1.04 (0.88—-1.24) 0.639
Employment status (ref: Employed)
Unemployed 2.08 (1.55-2.78) <0.001
Retired 0.77 (0.65 - 0.92) 0.003
Looking after home or family 0.47 (0.39-0.56) <0.001
Full time student 6.53 (4.35-9.80) <0.001
Long term sick or other 1.82 (1.38 - 2.40) <0.001

# Reference category; *The RRRs and 95% Cls for etighegree and A-Level are the same; this is ngpagraphical error.
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Risk of being socially isolated, compared with walipportedIn Model 1, the
relative risk ratios (RRRs) for being in the sogiddolated class, compared with the well
supported class, were lower for White British (RRR.21, Cl = 0.13 — 0.33, p<0.001),
White Irish (RRR =0.22, Cl =0.10 — 0.47, p=0.0(dnd Indian (RRR = 0.45, CI =0.25 -
0.82, p=0.011) women compared with Pakistani woneerwWhite British, White Irish and
Indian women had a lower risk of being socialljased than Pakistani women. There was
also an association with age: women aged 30 te@a%yRRR = 0.56, Cl = 0.41 - 0.76,
p<0.001), and 40 to 49 years (RRR = 0.71, Cl = 8.835, p=0.022) had a lower risk of
being socially isolated, compared with being wapgorted, relative to women aged 16 to
29 years. Women aged 65 or over had an increade@RRR = 1.64, Cl = 1.24 — 2.15,
p=0.001) of being socially isolated, compared viadfing well supported, relative to the
youngest age group. Model 2 added mental illnesisg@ovariates in Model 1; women
with mental illness were more likely to be sociaflglated rather than well supported
(RRR =4.22, Cl = 3.46 — 5.14, p<0.001). Countrypioth had no association with the risk
of being socially isolated, compared with beinglwseapported, when it was added in
Model 3 (RRR =0.79, Cl = 0.56 — 1.11, p=0.175mn&t group and age differences
remained in Models 2 and 3.

Socio-economic status variables were added in Médélomen in higher levels of
household income (relative to the lowest quintila)l decreased RRRs for being socially
isolated, compared with being well supported. Wonvéh the lowest levels of education
had increased RRRs for being socially isolated,mamed with being well supported
(GCSE =1.49, Cl = 1.05 — 2.11, p=0.026; otherifjoations RRR =1.51, Cl = 1.01 —
2.27, p=0.046; No qualifications RRR = 2.47, CI|.68— 3.64, p<0.001). Women who
were unemployed (RRR = 2.80, CI = 1.85 — 4.24, @&D), or not working due to long
term sickness or disability (RRR = 3.20, CI = 2-14.79, p<0.001) had increased risks of

being socially isolated, compared with being wapgorted. In this model, there was no
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longer a difference in the risk of being sociafiglated between Indian and Pakistani
women (RRR = 0.71, C I1= 0.38-1.34, p=0.292), betdbecreased risk of White British and
White Irish women remained. The increased riskooia isolation for women aged over
65 was no longer evident in this model.

Risk of being inadequately supported, compared witbll supportedin Model 1,
White British women were less likely to be inadetglyasupported, compared with the
well supported class, in comparison to Pakistamew (RRR = 0.48, Cl = 0.34 — 0.68,
p<0.001). There were no differences between Paitigstamen and women of other ethnic
groups. Women who were aged over 65 were lesyltkabe inadequately supported,
compared with being well supported, relative to veonm the youngest age group (RRR =
0.61, Cl =0.50 — 0.73, p<0.001). Mental illnessofdl 2) was found to increase the risk
of being inadequately supported, compared withdwgiall supported (RRR = 3.04, Cl =
2.65 — 3.49, p<0.001). There was no effect of aguoit birth when it was added in Model
3 (RRR =1.16, Cl = 0.90 — 1.48, p=0.246). The ketlifference between White British
and Pakistani women, and the reduced risk for alMdenen remained in Models 2 and 3.

Socio-economic status variables were added in Mddélomen in the two highest
levels of household income had decreased RRRsinglnadequately supported,
compared with being well supported, relative to veonm the lowest household income
bracket. Women with higher degrees as their highéstational qualification had an
increased risk of being inadequately supported,paoed with being well supported (RRR
=1.28, Cl = 1.08 — 1.50, p=0.003), as did womewn wiere unemployed (RRR = 1.46, CI
=1.05 - 2.04, p=0.026). Women who were retireddaddcreased risk of being
inadequately supported, compared with being wgdpsaed (RRR = 0.69, Cl = 0.57 —
0.83, p<0.001). In this model the decreased ridbeafig inadequately supported of White
British women compared with Pakistani women, remdiThe reduced risk for older

women was no longer evident.
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Risk of being single and supported, compared witkiriy well supportedin
Model 1, White British (RRR = 0.64, Cl = 0.46 —9,%=0.010), and Indian (RRR = 0.62,
Cl =0.40 - 0.96, p=0.039) women were at decredaskaf being single and supported,
compared with being well supported, relative toiftaki women. Black Caribbean (RRR
=3.90, Cl =2.24 — 6.79, p<0.001), and Black AindRRR = 2.26, Cl = 1.31 — 3.93,
p=0.005) women were at increased risk of beinglsiagd supported, compared with
Pakistani women. Women in higher age bands hadrlaskes of being single and
supported, compared with women in the youngesbage. In Model 2, mental illness was
associated with an increased risk of being singtesupported, compared with well
supported (RRR =2.71, Cl = 2.38 — 3.09, p<0.00i9men who were born outside of the
UK had a decreased risk of being single and supgpcompared with being well
supported (RRR =0.72, Cl = 0.56 — 0.93, p=0.00R)st of the ethnic differences
observed in Models 1 and 2 remained in this max®yt from the difference between
Pakistani and Indian women.

Socio-economic status variables were added in Mdd@lomen in higher levels of
household income had decreased RRRs for beingesamgl supported, compared with
being well supported. There were no differencehénrisk of being single and supported,
compared with being well supported, between womitin efferent educational
gualifications. Women who were looking after homdamily had a decreased risk (RRR
=0.47, Cl =0.39 — 0.56, p<0.001) of being sirayhel supported, compared with being
well supported, in comparison to women who wereleygal, as did women who were
retired (RRR = 0.77, Cl = 0.65 — 0.92, p=0.003).Véormvho were full time students (RRR
=6.53, Cl = 4.35 - 9.80, p<0.001), not working duéong term sickness or disability
(RRR =1.82, Cl = 1.38 — 2.40, p<0.001), or wereraployed (RRR =2.08, Cl = 1.55 —
2.78, p<0.001) had increased risks of being siagtesupported, compared with being

well supported, relative to women who were employedhis model, there was no longer
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a difference in the risk of being single and supgbbetween White British and Pakistani
women (RRR =0.77, C 1= 0.53 — 1.13, p=0.185),thatincreased risks for Black

Caribbean and Black African women remained.

4.4.6. Model Fit

Model fit statistics were not available in Mplus tbe multinomial logistic
regression models presented in the previous se@dathen, 2015d). These models used
the three step auxiliary approach using the comnR88ITEP in Mplus. Model fit
statistics were available for the one-step apprdastoutlined in section 4.3.7). However,
this type of model was not used in this analysis tduproblems estimating the model in

Mplus.

4.5. Discussion
4.5.1. Main Findings

By using a recent nationally representative UK skttathis study examined
differences in the social support networks of Rakiswomen, compared with women of
other ethnic groups. Four classes of social suppvworks were evident in the data: well
supported, single and supported, inadequately stggh@and socially isolated. White
British women were less likely to be in the sogiadlolated or inadequately supported
classes, compared with Pakistani women, but thesene difference in the risk of being in
the single and supported class between the twgpgrdrhite Irish women were less likely
to be socially isolated than Pakistani women, lautnore or less likely to be inadequately
supported or single and supported. Black Cariblae@hBlack African women were more
likely to be in the single and supported class, gared with Pakistani women, but there
were no differences in the risks of being inadeglyatupported or socially isolated
between these groups and Pakistani women. Theeeneedifferences in the social

support networks of Indian and Bangladeshi womempared with Pakistani women.
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Although Indian women were less likely to be sdgiaolated than Pakistani women in
initial models, once socioeconomic status variablese added this difference was no
longer evident. Mental illness was strongly asgediavith the risk of being in a non-
supportive network. Women with mental illness wer@re than three times as likely to be
socially isolated rather than well supported, coragavith women without mental illness.
The association was weaker but still large (over times the risk) between having a
mental illness and the risk of being inadequataeppsrted, or single and supported.

There were also patterns evident in the distrilbbutibsocial support networks by
socioeconomic status. Women with higher levelsaafdehold income were less likely to
be socially isolated, inadequately supported aglsiand supported. Women with the
lowest levels of educational qualifications (GC8ther qualifications or no qualifications)
were more likely to be socially isolated, compangth women with degrees. Women with
higher degrees had a higher risk of being inadetyatipported. However, there was no
association between educational qualificationstaedisk of being single and supported.
Women who were unemployed were more likely to ®adly isolated, inadequately
supported or single and supported, compared witighgell supported. Women who were
not working due to long term sickness or disabiivgre more likely to be socially isolated
or single and supported, compared with being wadpsrted. Women who were retired
were less likely inadequately supported or singlg supported. There were no

associations between being born outside of the ktKtgpe of social support networks.

4.5.2. Comparison with other studies

The findings of this study are consistent with sdimdings from other English
studies that show a lack of social support in Rakisvomen’s networks, compared with
White British and White Irish women (Calderwood &if 2001; Natarajan, 2006;
Stansfeld & Sproston, 2002), although the pregemysextends these findings to the UK
context (including Wales, Scotland, and Northeetand, as well as England). This study
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did not find a greater likelihood of Pakistani wamte perceive lack of social support or
negative aspects, compared with Black Caribbeanempmis reported by Calderwood &
Tait (2001) using the Health Survey for England B)1$999, and Stansfeld and Sproston
(2002) using another English survey (Ethnic MinoRsychiatric Rates in the Community,
EMPIRIC). Nor did this study find higher levels mégative support for Bangladeshi
women, compared with Pakistani women, also repdiye8tansfeld and Sproston (2002).
The differences in these findings could be dué¢odifferences in the definition of social
support amongst the three surveys: lack of sugpmrt friends and family in HSE,
negative aspects of support from closest pers&@MRIRIC, and likelihood of being
socially isolated/ inadequately supported based latent class analysis using
Understanding Society for this study.

Overall, this study points to some lack of socigdort and social isolation for
Pakistani women that is greater than for White migjovomen. However, the picture is
not one of complete disadvantage for Pakistani woroempared with all other ethnic
groups. This is in opposition to many localisedista of Pakistani women that have
suggested that social isolation in this group i€lmworse than for women in other ethnic
groups, albeit often without comparative data (Clmay et al., 2012; Gask et al., 2011;
Gater et al., 2009). Within the wider health, sbcae and social support literature, many
studies in the UK investigating the support avddab Pakistani carers of older people
have shown that the support available in theiraawtworks does not differ greatly from
other ethnic groups (Katbamna et al., 2004; Mu&a&rown, 1998; Victor, Martin, &
Zubair, 2012; Willis et al., 2013). This suggestattPakistani women’s networks do not
have added advantages of social support over amgdhat of many other ethnic minority
groups nor are Pakistani women socially isolategréater degrees. This is important as
this is different from the case for some ethnicanity groups in other countries e.g. non-

US born Mexican Americans have greater family supih@an other ethnic groups
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(Almeida, Molnar, Kawachi, & Subramanian, 2009)isTétudy also contributes to the
body of literature in the UK that shows that sosiapport differs by ethnic group, even
after other factors known to be associated withesstipport are taken into account
(Klineberg et al., 2006; Smyth, Siriwardhana, Hét&Hatch, 2015; Willis et al., 2013;
Zhang & Ta, 2009).

Mental illness showed a strong association withad@tipport networks. This adds
to the large body of research that has shown theiy® association between good mental
health and perceived satisfactory social suppdrhédda et al., 2009; Kawachi &
Berkman, 2001; Kessler et al., 1985; Schaefer, €Eofirlazarus, 1981; Wethington &
Kessler, 1986). However, adding mental illness twlets did not explain any of the ethnic
differences that were found in the likelihood ofimg different types of social support
networks. Higher levels of socioeconomic statusewmferall associated with more
supportive networks. This is consistent with otsteidies that have found this same
association (Almeida et al., 2009; House, Umber&ohnandis, 1988; Natarajan, 2006;
Taylor & Seeman, 1999). These socioeconomic cheniatits did not explain the ethnic
difference between Pakistani women, and White nitgjdslack Caribbean and Black

African women.

4.5.3. Strengths and Limitations

This study used the most recent data availabliegriJK on ethnicity, social
support networks, and mental illness from a larg@onally representative dataset,
allowing the findings to be generalised to the pafon of the UK. The measures of social
support were more comprehensive than measuresruséter UK surveys, with this study
providing detail on support from three separatec®si(partner, relatives, and friends),
and on positive and negative aspects of support.

There are a number of limitations to the study thast be acknowledged. The
study used a cross-sectional design of study, hiévecndings report on associations
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between ethnic group, mental iliness and socigbsumetworks. The study does not
suggest there is a causal pathway from mentakslte social support, in that direction.
Indeed, many longitudinal studies have shown tmairifluence is most likely in the other
direction (Billings & Moos, 1982; Holden, Dobson,avé, Hockey, & Lee, 2015; Kaplan,
Robert, Camacho, & Coyne, 1987; Rothon, Goodwiigté&nsfeld, 2012; Turner & Marino,
1994). However, mental illness may exert influeanesocial support and other social
networks characteristic over a longer time perBecker et al., 1998; Green, Hayes,
Dickinson, Whittaker, & Gilheany, 2002).

The association between social support and mdimas$s was not estimated
separately for each ethnic group; this is importanprevious research in the United States
suggests that this relationship varies by ethncigr(Almeida et al., 2009, 2011).
However, it was not done here because the spexdifiof this chapter was to give a
description of Pakistani women'’s social supportweeks, compared with women of other
ethnic groups. In Chapter 6, the association betweeial support and mental iliness, and
whether this association differs between ethnicgso are both estimated as part of a
model to explain ethnic differences in mental Heaérvice use.

The analysis presented in this chapter only usedewofor whom data was
available on all of the variables of interest. Timiay lead to biased estimates if the
likelihood of data being missing is dependent anwhlue of the variable in question (e.g.
if missingness in ethnic group is dependent orethaic group of a person) (Schafer, 1999;
Sterne et al., 2009). For example, there was asuatly high level of mental iliness for
Bangladeshi women, which was not in line with fimgk from other large national surveys
(e.g. in the EMPIRIC survey, they had the lowest @ mental illness out of all ethnic
groups (Weich & McManus, 2002)). One possible radso elevated rates in this study is
the high level of missing data for Bangladeshi woroa the mental illness measurement

instrument (51.3% missing on GHQ for Bangladeshinen compared with 15.7% for
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women overall), if women who had missing data weremissing at random (MAR) but
in fact their missingness was related to the lef@hental illness. This would mean that
the level of mental illness for Bangladeshi womesswverestimated.

Geographical location of women was not consideseareinfluencing factor in this
study. However it is possible that where women higs an impact on social support
networks. This could be related to the deprivatigthin an area, as previous research
suggests that living in deprived areas can hawrintental effect on social support that is
available to people (Cattell, 2001), hence it isgiole that Pakistani women living in
deprived areas have less support than women limiadfluent areas. One other possible
geographical influencing factor on social suppetivorks may be the (own) ethnic
density of the area in which women live. Previoesearch that has been conducted to test
for the protective effects of living in own ethmgooup dense areas on mental iliness, has
shown that ethnic density is not protective of mehealth for Pakistani people (in
contrast to the finding for most other ethnic mityogroups), and this may have been
because there was no difference in social supgdwtarks by increasing ethnic density for
Pakistani people (Das-Munshi et al., 2010). Howévisrpossible that the association is
different for men and women, a possibility that was tested in Das-Munshi and

colleagues’ study.

4.5.4. Conclusions and Implications

Pakistani women experienced lower levels of satigport than White majority
women, but more than Black Caribbean and Blackcafrivomen. There were no
differences in the social support networks of Rakiswomen, compared with Indian and
Bangladeshi women. The finding that the distributad social support was not the same
for Pakistani women as for women in some otheriettroups, is important for the
analysis that will be undertaken in Chapters 5@&mndlthis thesis, which investigate the
association between social support (as well ag aeitects of social networks) and mental
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health service use, and how this association vaseseen Pakistani women and women
of other ethnic groups.

The finding that social support networks are relatemental iliness in this
population, is also an important one as furthefyses in this thesis (Chapter 6) will test a
possible mechanism via which aspects of social oxdsvoperate on mental health service

use.
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Chapter 5: The relationship between social networkand
mental health service use for Pakistani women, conaped with
women of other ethnic groups

5.1. Introduction

In the UK, South Asian (Pakistani, Indian, and Badgshi) women are one group
for whom there are low rates of usage of outpatieental health services (C. Cooper et al.,
2013; J. Cooper et al., 2010). Within this grougkiBtani women may be particularly
disadvantaged, due to high levels of mental illnéSkaudhry et al., 2012; Gater et al.,
2009) but low levels of service use (Glover & Evis@009; Lloyd & Fuller, 2002). The
systematic review (reported in Chapter 3) carriedfor this thesis showed that Pakistani
women have lower rates of outpatient mental hesdthiice use than White and Black
Caribbean women but the rates were no differentdmt Pakistani, Bangladeshi and
Indian women. Much of the research incorporatedl ihis review did not account for
women'’s level of mental iliness in the calculat@frusage rates. Hence, it is possible that
the rates of use for Pakistani women particularlyyhave been overestimated due to their
higher (than Indian and Bangladeshi women) mehiess rates (Natarajan, 2006; Weich
et al., 2004).

A range of potential explanations for these etlifierences in rates of service use
have been explored. There is some evidence thatBakwomen are less likely to be
referred to specialist mental health services (Burmt al., 2002), that NHS services may
be inadequate in addressing religious, culturallanduage needs (Bowl, 2007b; Chew-
Graham et al., 2002), and that Pakistani women ledigarful that confidentiality may not
be maintained (Gilbert et al., 2004). These findingflect the tendency of research on
mental health service use to focus on how indiMgl(@atients) in conjunction with
systems (NHS) drive the outcomes of mental heath pathways. The social aspect of

help-seeking; the way in which decisions and astire influenced by the people closest
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to us, are important (Gourash, 1978; Pescosoli@®2,12006, 2011) but have been rarely
focussed on in the UK context, and have not beesidered as a potential explanation for
the under-use of mental health services by Pakigtamen.

Social networks may be particularly important foogps that are alienated from
mental health service systems, both in terms of dumtent (the people in them — friends,
family) and their function (provision of supporkalange of information about illness and
services). Certainly, research in the other coestnas shown that people are less likely to
use mental health services if they perceive highl$eof social support within networks
(Golding & Wells, 1990; Maulik et al., 2009; Pesgclido, Wright, et al., 1998; Ten Have
et al., 2002; Thoits, 2011; Woodward et al., 20@8jhey have larger networks (Albizu-
Garcia et al., 2001; Pescosolido, Wright, et &98, Sherbourne, 1988; Woodward et al.,
2008), or they have high levels of contact withatieks (Kouzis & Eaton, 1998;
Sherbourne, 1988).

Although the relationship between aspects of soméorks and mental health
service use has been established through reseambuftries other than the UK) there
has been very little consideration of how sociaeeks may operate differently across
ethnic groups. One study in the US conducted byn@laad colleagues (Chang et al., 2014)
that investigated the association between famippsut and mental health service use for
White Americans compared with Latino Americans &sthn Americans, found that there
was no differential effect by ethnic group. Howeubey also reported that family support
was no different between White Americans and Lafineericans. Given the results from
Chapter 4 of this thesis that social support is fes Pakistani women, than women from
White majority groups, and an indication that lsvel stigma may be higher in Pakistani
women than other ethnic groups, it may also be#se that aspects of social networks
have different consequences for mental healthcense, for them compared to White

majority women, and potentially other ethnic graups
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In order to address the limitations of previouslats, this study uses a large
nationally representative dataset collected in &mgjl(Ethnic Minority Psychiatric lllness
Rates in the Community [EMPIRIC]) to estimate P&aswomen’s rates of outpatient
mental health service use, taking into accountiseeemental illness, and different aspects
of social networks (such as perceived support,amkcontact with relatives and friends).

The research questions are outlined in the follgvsiection.

5.2. Research Questions

i. How does the use of mental health services fordeaki women in England
compare with women of other ethnic groups?

il. Are social networks associated with the use of aldmgalth services?

iii. Does this association differ for Pakistani womempared with women of other

ethnic groups?

5.3. Methods

5.3.1. Data: Design and Sample

Data from Ethnic Minority Psychiatric lllness Rataghe Community (EMPIRIC)
were used (National Centre for Social Research &éfsity College London, 2003).
EMPIRIC is a nationally representative cross-seetigurvey of adults living in private
households (aged 16 to 74 years) conducted in Baga2000 (n=4,281). The aim of the
survey was to report the level of mental illneséva ethnic minority groups (White Irish,
Black Caribbean, Bangladeshi, Indian and Pakistaninpared with the White majority
population, as well as collecting information orysieal health, social support and usage

of health services.
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The survey followed up White participants (who a&gréo be re-contacted) from
the Health Survey for England (HSE) 1998 (Erensr&nBtesta, 1999) and ethnic minority
participants (who agreed to be re-contacted) froenHealth Survey for England (HSE)
1999 (Erens et al., 2000). Out of all participantboth surveys, 92% agreed to be re-
interviewed. Both of these cross-sectional survesexd multi-stage stratified random
sampling to recruit respondents, in order to enthaethe achieved sample was
representative of the population of England. Th&HS898 used the small user Postcode
Address File (PAF) as its sampling frame (Erensr@nBtesta, 1999). The primary
sampling unit (PSU) was postal sector. The fulldispostal sectors was stratified by
Health Authority, and by percent of households with head of houdéh@ non-manual
occupation within Health Authorities, in order tchéeve an accurate balance of
households within region. From this stratified,liZ20 postal sectors were systematically
selected. The probability of selection for eacht@lasector was the reciprocal of the
number of addresses in the sector. Within each RS@ddresses (secondary sampling
unit, SSU) were selected using systematic randenpkag. At each address, all
individuals aged over two were eligible to be imiewed. In order to limit burden on
children, a maximum of two children per househoktevselected. If addresses contained
more than one household, all households up to amuewx of three were eligible for
inclusion.

The HSE 1999 consisted of three different samflks.first was the general
population sample, designed to be representatitieeofvhole population of England. For
this sample, the same method of sampling as descabove for the HSE 1998 was
followed, resulting in 312 PSUs and 21 SSUs per;RBig sample was not followed up

for EMPIRIC. The second sample consisted of Chipaesgcipants; these were not re-

11n 1998, there were 8 health authorities in Engjlavhich were based on groups of neighbouring desnt
e.g. the North West Health Authority consisted ae€hire, Greater Manchester, Lancashire, Merseyside
South Cumbria, and Glossop
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contacted for the EMPIRIC survey, and hence aralisasussed any further hér@he

third sample was the ethnic minority boost samgiéssigned to over-sample people from
Irish, Black Caribbean, Pakistani, Bangladeshiladian groups. In order to do this, all
postal sectors in England were assigned to ongbf strata (A to H) that had differing
levels of ethnic minority concentration (see TahlE). Stratum H was not sampled for this
part of the sample due to low levels of ethnic miyaesidents, and Stratum G was used
to select Irish participants only. Postal sectoesensystematically randomly sampled
within strata to yield 408 postal sectors (PSUs)diesses were systematically selected
from postal sectors in Strata A to G. Screening egased out at selected addresses in
Strata A, B, C, D and G for eligible participarfter addresses in Strata E and F, with very
low ethnic minority concentrations, focussed enwtien was used (C. Brown & Ritchie,
1981). This technique is used to increase the samphber for target groups. According
to this method, interviewers screened for eligipidt the selected address, and in addition,
asked residents of the sampled address if anybody the target ethnic groups lived at
two houses either side of the sampled addreseylbathe adjacent houses contained
ethnic minority groups (according to the resideanf the sampled address), the
interviewer went to this address and screenedeidents. For households that were
included in the survey, a maximum of four adultd #iree children were interviewed. The
reduction in the number of adults surveyed (congbargh the general population sample)
was due to ethnic minority households being onayetarger than the general population.

A maximum of three households per address were Isamp

! Chinese participants were re-sampled from a 188&y, Health and Lifestyle of the Chinese popolaiin
England (Sproston, Pitson, Whitfield, & Walker, 839
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Table 5.1: Strata used for ethnic minority boosnpée in HSE 1999.
Ethnic concentration based on 1991 census dat&mgland. Adapted from Erens et al., (2000)

Stratum  Ethnic minority concentration

Strata A — D consisted of postal sectors whereastl 10% of residents were Black Caribbean, Indian,
Pakistani or Bangladeshi. Additional criteria farata are given below

A >=10% of residents were Indian

B Not in Stratum A & >=5% of residents were Banglshi

C Not in Stratum A or B & >=2.5% olesidents were Pakist:

D All other sectors meeting 10% criteria but noSinata A, B, or C

Strata E and F consied of postal sectors where at least 1% but less e of residents were Bla
Caribbean, Indian or Pakistani. Additional criterfar strata are given below

E >=1% of residents were Banglade

F < 1% of residents were Bangladeshi

G < 1% of residents were Black Caribbean, Indian,j$taki or Bangladeshi & >=1.5% of reside
were Irish

H All other postal sectors not in Strata A to G

Overall, 7,009 individuals who took part in thegimial surveys were contacted and
6,271 were eligible for re-interview. Of these 4,280k part in the survey (response rate =
68.2%) (Sproston & Nazroo, 2002). The survey wadadout by trained interviewers
using Computer Assisted Personal Interviewing (QAMbst interviews were conducted
in English (83%). For participants who were noteatal complete an interview in English,
professional interpreters were provided. Study maltewere translated into six languages
for use with these participants: Hindi, Gujaratinfabi, Urdu, Bengali, and Sylheti
(Sproston & Nazroo, 2002).

The EMPIRIC dataset that is provided by the UK D&gavice contains weights
that account for both the design of the HSE 199Passociated non-response (for ethnic
minority participants), and the non-response toBNPIRIC survey (all participants). The
ethnic minority weights from HSE 1999 accountedtfa unequal probabilities of:
selection of postcode sector, selection of houskshalnd selection of adults within
households. The weights for non-response to EMPI€ calculated by using logistic
regression to model the probability of responsENtPIRIC using a range of demographic
and health-related variables, primary sampling (postcode sector), and household level
variables. For ethnic minority respondents, thérecal of this response probability was

multiplied by the weights from HSE 1999, to prodaceeight to be used with the
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EMPIRIC sample. For White respondents that werepéaaifrom the HSE 1998,
weighting is not applied at the HSE stage as théeeaed sample is thought to have been
successfully drawn as an equal probability santpesty making weighting unnecessary
(Erens et al., 2001; Sproston & Nazroo, 2002). &twee for White respondents, the non-
response weight calculated for EMPIRIC (calculatethe same way for all participants)
is the weight used for analysis, without any furthdjustment.

In the EMPIRIC dataset two weights are providece Titst (named ‘nonreswt’ in
the dataset) is to be used when analysing indiVielieic minority groups separately from
the rest of the sample. The second (named ‘scaip\ite dataset) is provided to undertake
analysis with the full sample; it weights each @hgroup to its proportion in the
population. The latter weight is used for analyisahis chapter, apart from for individual
ethnic group statistical models that are repomeskictions 5.4.4 and 5.4.5; these use the
former weight. In order to use weights in the gsial the ‘pweight’ subcommand was
employed in Stata 13 (StataCorp, 2013). For theeatianalysis, only women were
selected (n=2,340). During the analysis 80 wome#f43 were dropped due to missing

data on one or more covariates, giving a sampéei2,260.

5.3.2. Outcome Variable: Mental Health Service Use

Within the dataset, there were three separate pigici@formation regarding mental
health service use: consultation with a doctoafoemotional or stress-related problem,
seeing a counsellor or psychologist, and seeingrarunity Psychiatric Nurse (CPN).
The interview questions are shown in Table 5.2hénUK, a CPN is typically provided by
community mental health outpatient services to feeepffering moderate to severe mental
distress. In order to prepare the data for modgliénbinary variable was created for each
of the mental health service use variables. Ordgnall number of women had seen a CPN
(n=25, 1.1%), which was too small a number to maedean outcome category. Therefore
this category of service use was combined withriseeounsellor or psychologist”, as
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these services are representative of secondangenrnees that are available within the
NHS in the UK. This resulted in two categories fbbinary) of service use: consulted a
doctor for emotional or stress-related problemhépast 6 months, and used secondary

care services (counsellor, psychologist or CPNhépast 6 months.

Table 5.2: Questions in the EMPIRIC survey meagumirental health service use.
Source: EMPIRIC Data User Guide (National CentreSocial Research & University College
London, 2003)

Questions Answer categories (Interviewers
instructed to ‘CODE ALL THAT
APPLY")

I would like to ask you about the last time youlepto or visited a A physical problem

doctor on your own behalf. What was the matter wiah? A stress related or emotional problem

[Only asked to participants that said they had saetoctor in the  Other
last 6 months in the preceding question]

Here is a list of health services. Have you usgdddnhese Child health/ baby clinic
services in the past 6 months? Well woman clinic
Travel vaccination clinic
Practice based nurse
District Nurse
Midwife
Health Visitor
Community Psychiatric Nurse
None of these

And what about the health services on this carde lyau used any Physiotherapist

of these in the past 6 months? Chiropodist
Dietician
Counsellor/ Psychologist
Cervical screening
Breast screening
None of these

5.3.3. Ethnic Group

Ethnic group was self-defined by participants usheyCensus 1991 categories,
apart from White Irish participants who were cléiedias White Irish if they were born in
Ireland or had a parent born in Ireland (Nationahtge for Social Research & University
College London, 2003). The six ethnic groups sathfile EMPIRIC were: White, White
Irish, Black Caribbean, Bangladeshi, Indian andiftaki. Ethnic group was used as a

categorical variable with Pakistani ethnic groughesreference category.
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5.3.4. Mental lliness

Mental illness was measured using the Clinicalringsv Schedule Revised (CIS-R:
Lewis, Pelosi, Araya, & Dunn, 1992). This scale wasigned to be used in research
settings and asks about many symptoms of memntakgivhich can be used to derive a
classification of mental disorders commensuraté ¥@tD-10 (International Classification
of Diseases) diagnoses. The following symptomatolsgovered in the questionnaire:
somatisation, fatigue, concentration and forge#s# sleep disturbance, irritability,
physical health worries, depressive mood and thisugvorry and anxiety, phobias, panic
attacks, compulsive behaviours, and obsessionagtite. Psychotic symptoms and
suicidal ideation are not covered by this measiiney(are covered elsewhere in the
EMPIRIC interview schedule), but due to the extemsioverage of the CIS-R, it is likely
that individuals with either psychosis or suicigtdation, would show signs of mental
illness as measured by CIS-R.

The CIS-R has a scoring method which results icoaesof between 0 and 57. In
the EMPIRIC dataset, scores for women ranged fram42t. However, this variable was
highly positively skewed with large floor effec50% of women scored 0). Hence, the use
of this variable as a continuous explanatory végiaias problematic. Therefore, a
dichotomised version of this variable was used,retne those who scored 12 or greater
were regarded as having a mental illness that weadaclinical intervention; this cut off
point is recommended by the authors of the instnirfleewis et al., 1992). Women who
scored between 0 and 11 were coded as 0, andwlmmsscored between 12 and 44 were
coded as 1. The data showed that 6% (unweighteddofen scoring below 12 on the
CIS-R (considered as not meeting criteria for miahieess) used mental health services.
Although this figure was much less than those womika scored more than 12 (24%), it

was high enough to warrant inclusion of all womehie analysis, regardless of CIS-R
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score. Therefore all women were included in thdyasigand mental illness was controlled

for by using CIS-R score as a dichotomous varialitle the cut point at 12.

5.3.5. Social Network Measures

Four aspects of social networks were measureceiEMPIRIC dataset: size,
relationships within the network, contact with fréks and relatives, and perceived support
from closest people. The data used in the prexibapter were quite different, covering
social support from three different sources witsmgial networks (partners, relatives and
friends), which means that the approach used karetidirectly comparable with that used
in Chapter 4. The implications of this will be ratad to in the overall conclusion of the
thesis (Chapter 7). The four measures availakileaiEMPIRIC dataset represent different
aspects of social networks which have been kegtraépin order to assess the association
of each qualitatively distinct aspect of networkghwvmental health service use. The
approach used here, consequently, focuses on tiwenkedimensions of size, content,
contact and perceived support, as described below.

Network SizeThe size of the network was measured by the queStiow many
people do you feel close to?” This was a contisuariable ranging from 0 to 58. The
distribution was heavily positively skewed (weightaean = 5.70, SE = 0.19; weighted
median = 5). Therefore a categorical variable waated with three categories; these can
be thought of as representing small (0 to 2 peppiejdium (3 to 7 people) and large
networks (8 or more people).

Network Content: relationships within the networKhe relationships of the two
closest people to the respondent were collectedch¢'Wave you felt closest to in the last
12 months?” and “Who have you felt next closegh®in the last 12 months?).
Participants chose from 16 categories for thesgiosiships, 12 of which were family
relationships, 3 friendships, and 1 “other” typeahtionship. For the analysis, a variable
with 6 categories was created, which gave an dvanaimary of the nature of the two
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closest people. The categories were: spouse aati/eglspouse and friend, friend and
relative, relatives, friends, and one or no closege. In order to create this variable, other
relationships were recoded into the “friends” catgy

Network ContactThis was measured with two separate questionsnglet
contact with relatives and contact with friendsn@at with relatives was measured with
the question “How often do you regularly visit oe aisited by [these] relatives?” This
variable was recoded from 5 response categorie®étldaily, about once a week, about
once a month, once every few months, never/ almmsatr) to a three-category variable
where frequent face to face contact was defineskamg a relative once a week or more
often (0: no frequent face to face contact, 1:deeq face to face contact, 2: no relatives
outside the household). Contact with friends waasueed with the question “How often
do you regularly visit or are visited by [thesagfrds?” This variable was recoded in the
same way as the variable that measured contact&dtives (0: no frequent contact, 1:
frequent face to face contact, 2: no friends).

Network perceived social suppoRerceived social support (what network
members were perceived to do for the participaag measured using the Close Persons
Questionnaire (CPQ) (Stansfeld & Marmot, 1992)cBreed social support from the
participants’ nominated two closest people was nreasby 15 items (see Table 5.3).
Previous studies have added the scores of the relating to each of the three domains
proposed by the authors: (1) confiding and emotisapport, (2) practical support, and (3)
negative aspects of support (e.g. Fuhrer & StathsB€102; Fuhrer, Stansfeld, Chemali, &
Shipley, 1999). However, for a measurement scalb as this, it is methodologically
more appropriate to conduct a factor analysis @eoto identify the underlying latent
variables which were measured by the 15 items.cfofaanalysis is a method by which to

investigate if a number of correlated observedaldes (in this case, the items in the Close

! For the first closest person, there were 6 paditis who identified the closest relationship abéd’ and
for the second closest person, this figure wassith&se counts were low it was not feasible tootiser
relationships as a separate category.

144



Persons Questionnaire) are linearly related toalermumber of unobserved latent
variables (in this case, aspects of social supgpereacher & MacCallum, 2003; Rencher
& Christensen, 2012). The latent variables areghoto be the underlying cause of the
observed variables, and the extracted latent asgactors) can provide useful
information as to the underlying domains of a goestaire such as the CPQ (Floyd &
Widaman, 1995).

Table 5.3: Close Persons Questionnaire items (SoBtansfeld & Marmot, 1992)

“Thinking about the person that you are closespkease say how you would rate the practical anotiemal
support they have provided to you in the last 12tim& How much in the last 12 months...”

Answer options: 1: Not at all, 2: A little, 3: Qetia lot, 4: A great deal.

ltem Question

no.

1 ...did this person give you information, suggestiand guidance that you found helpful?

2 ...could you rely on this person? Was this persoretihen you needed the

3 ...did this person make you feel good about yot®sel

4 ...did you share interests, hobbies and fun with pleison

5 ...did this person give you worries, problems ainess?

6 ...did you want to confide in, talk frankly or shdeelings with this persol

7 ...did you confide in this person?

8 ...did you trust this person with your most persomairies and problem

9 ...would you have liked to have confided more iis fherson?

10 ...did talking to this person make things wol

11 ...did he/she talk about his/her personal womigs you?

12 ...did you need practical help from this person withjor things, for example looking after y
when ill, help with finances, children?

13 ...did this person give you practical help withjonahings?

14 ...would you have liked me practical help with major things from this per2

15 ...did this person give you practical help withadinthings when you needed it, for example,

chores, shopping, watering plants etc. ?

The factor analysis was conducted on 12 of theelBs of the CPQ, as three of
them (6, 11 and 12, see Table 5.3) were not apjatepmeasures of perceived social
support. Items 6 and 12 do not measure perceivadlsupport: rather they measure
participants’ desire for support. Item 11 was edelli because it measured whether the
participantprovidedsocial support as opposed to receiving it. Sepdaater analyses

were conducted for the scores relating to the &inst second closest persons. As the
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categories of response for these items were Liaates items, a polychoticorrelation
matrix was generated for the 12 items and an eagoy factor analysis was conducted on
the matrix scores (Holgado—Tello, Chac6n—Moscosab8ro—Garcia, & Vila—Abad,
2008). Analysis was conducted in Stata 13 (StagaC2013).

First Closest PersanThe polychoric correlation matrix generated frima scores
given to the first closest person, is shown in Ampe 5.1. A factor analysis using the
principal factor method was performed on this mxaffhis method is most appropriate
when data (such as the data in question: ordisprese items) are not multivariate
normally distributed (Fabrigar, Wegener, Maccall&rtrahan, 1999). The subjective
scree test (Gorsuch, 1983 cited in Preacher & Mhe@a2003:23) suggests to keep as
many factors before the last large drop in eigam&in the scree plot (at the “elbow”).
Investigation of the screeplot for this solutiorwsled that a two factor solution was
optimal (see Figure 5.1). Further, The Kaiser-Me9tkin (KMO) statistic (which
measures sampling adequacy) for the analysis 844 Osuggesting that a factor analysis
was suitable for these data; a value of 0.5 ordrigidicates that a factor analysis is an
appropriate method (Kaiser, 1974). Further, non@individual items had a KMO
statistic of below 0.5.

A three factor solution was also investigated astraoalysis that has been
conducted with this questionnaire has assumedtibet are three underlying constructs:
confiding and emotional, practical, and negatieeass of support. However, it became
apparent that the items did not map neatly ontsethieree aspects of social support. In the
three-factor solution, factor 2 which seemed to snea practical support, also had high
loadings from items measuring negative aspectamiat (see Appendix 5.2), so was not
conceptually robust. A four factor solution wasodisted, but in this solution, factors 2, 3,

and 4 only had loadings from two items each (fastdution not shown). A factor with

1 Polychoric correlation coefficients are used fikelt scale or ordinal response items.
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loadings from less than three items is thoughtetéweak and unstable” (Costello &

Osborne, 2005: 5), and hence a four factor solwtias not retained.

Eigenvalues

T T T T T

0 2 4 6 8 10 12 14
Number of factors

Figure 5.1: Screeplot for Factor Analysis for FiGtosest Person

Therefore, the two factor solution was retained alitmax (oblique) rotation was
applied. This method of rotation allows the factwré¥e correlated with each other, which
is a reasonable assumption for different aspectsmbort (Preacher & MacCallum, 2003).
The factor loadings for this solution are showiT@ble 5.4. Factor 1 had high loadings
from the items that measured positive aspectsmfat (both emotional and practical) and
factor 2 captured the inadequacy of emotional aadtjcal support. The correlation

between the two factors was 0.157.
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Table 5.4: Factor loadings from 2 factor solutiar First Closest Person.
(High loadings [>~0.5] are shaded in grey)

Close Persons Questionnaire Items Factor 1 Factor 2
Positive aspects of Inadequate
support support
1. Give you information, suggestions & guidance? 0.738 -0.044
2. Rely on this persor 0.741 -0.14¢
3. Make you feel good about yours: 0.66¢ -0.18¢
4. Share interests, hobbieith person 0.54¢ 0.02C
5. Give you worries, problems and stre -0.10¢ 0.243
6. Confide in this person? 0.680 -0.017
7. Trust this person with most personal worries? 0.646 -0.068
8. Liked to have confided more in this person? 80.. 0.480
9. Talking to this person make things worse? -0.: 0.516
10. Give you practical help with major thin 0.57: 0.37¢
11. Liked more practical help with major thingsrfr@erson -0.13( 0.64:
12. Give you practical help with small thin 0.51( 0.301

Second Closest Persorhe same method of factor analysis was followedtfer
second closest person. The screeplot suggestetivinéictors were the optimal number
for the analysis (see Figure 5.2). The KMO stati&ir this analysis was 0.781 and the 12
individual items had a KMO value of 0.5 or highguggesting that the factor analysis was
appropriate for the data. The polychoric correlatieatrix of the items for the second
closest person is shown in Appendix 5.3. The tvetdiasolution using the principal factor
method and oblimax (oblique) rotation is shown &bl 5.5. The factor loadings followed
the same pattern as the loadings that were obtairtbe analysis for the First Closest

Person. The correlation between the two factorsQvb43.
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Figure 5.2: Screeplot for Factor Analysis for Sedd@losest Person

Table 5.5: Factor loadings from 2 factor solutimr Second Closest Person
(N.B. High loadings [>0.5] are shaded in grey)

Close Persons Questionnaire Items Factor 1 Factor 2
Positive aspects of Inadequate
support support
1. Give you information, suggestions & guidan 0.743 -0.00¢
2. Rely on this persor 0.731 -0.112
3. Make you feel good about yourself? 0.685 -0.171
4. Share interests, hobbies with person? 0.528 0.039
5. Give you worries, problems and stress? -0.055 0.392
6. Confide in this person? 0.670 0.058
7. Trust this person with most personal worr 0.647 -0.04z
8. Liked to have confided more in this pers -0.02¢ 0.57¢
9. Talking to this person make things wol -0.13( 0.62¢
10. Give you practical help with major thin 0.551 0.43¢
11. Liked more practical help with major thingsrfrperson? <0.001 0.688
12. Give you practical help with small things? 0.499 0.397

From the two factor analyses described above,flaior scores (new variables)

were created; one for each of the two closest psren two aspects of support (positive

aspects of support and inadequate support). Thesure created by the regression
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method, whereby each factor was calculated by Mieiglthe score on each item by its
respective factor loading. As an example, the dafmn performed to produce the factor

score for positive aspects of support from the Gilssest person, is shown in Equation (1).

Positive Aspects of Support
= 0.738x; + 0.741x, + 0.666x3 + 0.548x, — 0.108x5 + 0.680x, + 0.646x,
- 0182X8 - 0243X9 + 0.573x10 - 0.130x11 + 0.510x12

Wherex; ... x,, represent the 12 items of the Close Persons Qumstire. (1)

These variables were to be used in subsequentssigneanalyses. However, the
positive support scores from the first and secdoskest persons were fairly highly
correlated (rho = 0.30, p<0.001), as were the igadte support scores (rho = 0.40,
p<0.001). Hence it was preferable to use only antebthe two positive support scores
and one of the inadequate support scores in oodeduce multicollinearity between
independent variables. The highest of the two fastores (on each aspect of support)
from the two closest people were chosen as thesctorbe used, indicating the highest
levels of positive support and highest levels afd@equate support perceived in the network.
For participants who had only one close persorselseores were used, and for
participants who said they had no close persond2nthey were given the lowest score in
the factor scores distribution for positive suport the highest score for inadequate
support. Two factors, positive and inadequate stppere used in the modelling. The
correlation between these two factors (-0.04) wal than for within ‘closest-person’
factor correlations. As the correlation betweerndexwas low, they could be used together

without problems of collinearity in subsequent ki@ regression modelling.

5.3.6. Control Variables
The analysis was adjusted for a number of variablagswere thought to have an

influence on mental health service use.
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Foreign Born Status A dichotomous variable was created from the infation
that was available on country of birth to demar¢htese who were born in the UK (coded
0) with those who were not born in the UK (forelgprn, coded 1).

English Proficiency.This variable measured whether someone spoke dbnafli
the survey interview and was used as an indicati@participant’s proficiency in English.
Participants who spoke English at the interviewendassed as English proficient (coded
0) and those who did not speak English at thevigerwere coded as not proficient in
English (coded 1).

Age.Women were aged between 16 and 74 years. Agephamt 3 categories:

16 to 34 years, 35 to 54 and 55 to 74, in ordexcctmunt for the potentially non-linear
effects of age.

Marital Status.Six categories were provided in the dataset: ®dritiving as
married, separated, widowed, divorced, and singlewer married. These were collapsed
into 3 categories as follows (original categoriest were subsumed are shown in brackets):
married (married, living as married), separatedfomied/ divorced (separated, divorced or
widowed) and single (single or never married).

Equivalised Household Incomdncome was not measured in the EMPIRIC survey
but it was measured in HSE 1999 for ethnic minasigmen and in HSE 1998 for White
women. These data were used. The modelling prassssnes that women'’s incomes have
not changed disproportionately for women of différethnic groups between the time of
income measurement in the HSE, and the time oEMPBIRIC data collection. The
equivalised household gross income was provideda@mtinuous variable (based on
McClements household score (McClements, 1977))iMaéisation adjusts the household
income based on how many people live in the hondendno they are. The McClements
scale gives a weight of 0.61 to the first adulthe household and a weight of 0.39 to the

spouse (Anyaegbu, 2010). Different weights aregassl to further adults in the house and
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for each dependent child. The equivalised househotmme was calculated by dividing
the household income by the sum of weights ofrelgeople living in the household. This
process takes into account, for example, thatglesperson living in house with £n
income is financially better off than a couple witvo children living in a house with £n
income. As income was highly positively skewedyats divided into weighted quintiles,
where quintile 1 represented the lowest incomeatied highest. For women for whom
income was missing (16%), a separate category reasedl. Although this was not ideal,
as it can lead to biased estimates, it was dopedier to use as much of the data as
possible in the analysis. Removing these casawi@is deletion) would have also led to
biased estimates, but in a different way. Multipigutation was considered as a method to
estimate the values of the missing data but thisseasidered to be unnecessary for an
independent variable that does not form the smeftfius of this thesis.

Employment StatusA derived variable was provided in the datasecWwhi
categorised employment status into the followingcsitegories: employed, unemployed,
retired, looking after home or family, full timeuskents, and other economically inactive.
Most of the women in this final category were uestiol work due to sickness or disability
(69/78, 88%).

Other variables considered for analysidighest level of educational qualifications
was considered as a control variable, as previmases have shown that this is a predictor
of mental health service use (Ojeda & Bergstre &#8; Sosulski & Woodward, 2013).
However income was used instead because it proadedre current measure of
economic circumstances. Both variables could natdesl because the educational
qualifications variable (4 category variable: degoe higher, A-Levels, foreign
qualifications, no qualifications) was correlatedimhousehold equivalised income

(polychoric correlation coefficient = -0.30, p<01Q0
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5.3.7. Statistical Modelling Approach

First, descriptive statistics (weighted) were cltad to show the distribution of
usage of mental health services by ethnic groupabkoetworks characteristics and the
control variables selected for the analysis. Tla@eaeported for three outcomes:
consultation with doctor for a stress-related oogomal problem in the last 6 months,
secondary care services (visited a counsellor,qmggist or CPN in the last 6 months),
and used any mental health service (an amalgamattithe first two outcomes). Second,
the results of stepwise logistic regression moflétsmer et al., 2013) are presented for
the outcome variable, used any mental health ssraithe outcome was binary (0: not
used services, 1: used services).

It was hoped that visits to a doctor and secondarg services could be modelled
in two separate logistic regressions. Howeverntimaber and percentage of women that
had used secondary care services was very smdll (1I3=3%). Although percentages as
small as 2% can be modelled effectively using ligiggression, estimates become
unreliable when the number of instances of theau&s of interest are small (i.e. less than
about 200) (Allison, 2012bWhen this outcome was modelled using logistic regjom,
the confidence intervals for the estimates werg wede, hence indicating that the results
of the model were unreliable (see Appendix 5.4"iodel estimates). Therefore it was
deemed inappropriate to model this outcome usigigtic regression. Consideration was
also given to bivariate probit modelling (Greep@03), which allows for two binary
outcomes to be modelled together, and accounthdocorrelation between the outcomes.
The tetrachoriccorrelation between visits to a doctor and secondare services was 0.56
(p<0.001), suggesting that a bivariate probit miatglapproach was an appropriate one.
However this was not used for the same reason@&abthe low percentage of women

that had used secondary care services.

L A tetrachoric correlation coefficient is used wiika items to be correlated are binary.
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In order to answer research question i) (How dbesisage of mental health
services for Pakistani women in England, compath women of other ethnic groups?),
stepwise logistic regression modelling was usedt,Rhree logistic regression models
were fitted to the data: Model 1 adjusted for ethgrioup and age (M1), the second model
(M2) added mental iliness to M1, and the third m¢i#3) added marital status, household
equivalised income and employment status to M®&rdier to answer research question ii)
(Are social networks associated with the usagearital health services?), four logistic
regression models were fitted to the data, onedich aspect of social networks (network
support (M4a), network contact (M4b), network cont@M4c) and network size (M4d)).
Finally, all network variables were added togethesne model (M5). In order to answer
research question iii) (Is this association [betwsecial networks and usage of mental
health services] the same for Pakistani womenprawdmen of other ethnic groups?),
Model 5 was stratified by ethnicity and 6 modelsevestimated (Models 5a to 5f). In
order to formally test if the association betweecial networks and mental health service
use differed between ethnic groups, further modele estimated that added interaction
terms of ethnic group and statistically significartwork variables to Model 5, resulting in
Model 6.

For each of the models presented (apart from Matiet® 4d), the Bayesian
Information Criterion (BI&) was used to assess model fit. The BIC statisdikoss into
account the error and the number of parametetseimiodel, thereby penalising models
that include a large number of covariates but Highe reduction in log-likelihood. Lower
values of BIC are indicative of a better modeldid large reductions in BIC (>10
(Raftery, 1995)) suggest that Model n is a betftdofthe data than Model n-1. For each
model the reduction (or increase) in BIC betweerd®m (e.g. Model 2) compared with

Model n-1 (Model 1) is provided. BIC reduction istiprovided for Model 1 because it is

1 BIC = (-2 x loglikelihood) + (In(number of obseti@ns) x number of parameters).
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the first model. BIC statistics were calculatechgdihe ‘fitstat’ command in Stata which
provides model fit statistics for categorical outmovariables (Scott Long & Freese, 2014).
Log-likelihood ratio tests for nested models weoe used because the log-likelihoods
provided in Stata after model estimation using Wis@re not reliable, as the weighted
nature of the sample is not taken into considemgi8yibney & StataCorp, 2005).

Analysis was undertaken in Stata 13 (StataCorp3RQking the ‘pweight’
command to take into account the complex surveigdeSeparate weights were used for
analyses using the full sample of women (namedésdain the dataset), and analyses
stratified by ethnic group (named ‘nonreswt’ in ttegaset). Odds ratios (ORs) and 95%
confidence intervals are provided for parametethénmodels. ORs were deemed to be

statistically significant if their probability vaéis were less than 0.05.

5.4. Results

5.4.1. Sample Characteristics

Within the sample of 2,260 women, 376 (17%) werei$ani, 438 (19%) were
White, 394 (17%) were White Irish, 397 (18%) weladk Caribbean, 335 (15%) were
Bangladeshi, and 320 (14%) were Indian (see Table Blost women were between the
ages of 16 and 54 (81%). Pakistani and Bangladesimien had the youngest age profile
with at least 60% of women in both groups under/A4und 20% of women met criteria
for having a mental illness (score of 12 or abowehe CIS-R). The levels of mental

illness were highest for Pakistani women (26%) lameést for Bangladeshi women (11%).
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Table 5.6: Distribution of mental illness (CIS-RPsg) and control variables by ethnic group.

Values are number (percentage) (n=2260)

Variables Total Pakistani White White Irish Black Caribbean Bangladeshi Indian
(N=2260) (n=376) (n=438 (n=394 (n=397 (n=335) (n=320)
CIS-R Score
0-11 1,818 (80.4) 280 (74.5) 361 (82.4 317 (80.5 318(80.1 297 (88.7) 245 (76.6)
12-44 442 (19.6) 96 (25.5) 77 (17.6) 77 (19.5 79 (19.9) 38 (11.3) 75 (23.4)
Age in year
16 to 34 900 (39.8) 223 (59.3) 115 (26.3 105 (26.7 130 (32.8 206 (61.5) 121 (37.8)
35t0 54 921 (40.8) 118 (31.4) 194 (44.3 191 (48.5 178 (44.8 94 (28.1) 146 (45.6)
55to 74 439 (19.4) 35 (9.3) 129 (29.5 98 (24.9 89 (22.4) 35 (10.5) 53 (16.6)
English proficienc
Proficient 1,848 (81.8) 244 (64.9) 438 (100) 394 (100 397 (100 106 (31.6) 269 (84.1)
Not proficient 412 (18.2) 132 (35.1) 0 (0) 0 (0} 0 (0) 229 (68.4) 51 (15.9)
Foreign born statL
Born in the UK 1,198 (53.0) 142 (37.8) 433 (98.9 289 (73.4 199 (50.1 46 (13.7) 89 (27.8)
Foreign born 1,062 (47.0) 234 (62.2) 5(1.1) 105 (26.7 198 (49.9 289 (86.3) 231 (72.2)
Marital status
Married 1,412 (62.5) 267 (71.0) 277 (63.2 250 (63.5 143 (36.0 236 (70.5) 239 (74.7)
Separated/ Divorced/ Widowed 322 (14.3) 29 (7.7) 70 (16.0) 73 (18.5 80 (20.1) 43 (12.8) 27 (8.4)
Single 526 (23.3) 80 (21.3) 91 (20.8) 71(18.0 174 (43.8 56 (16.7) 54 (16.9)
Household Equivalised Incol
Quintile 1 (Lowest) 780 (34.5) 186 (49.5) 70 (16.0) 76 (19.3 129 (32.5 227 (67.4) 92 (28.8)
2 368 (16.3) 54 (14.4) 83 (19.0) 79 (20.1 86 (21.7) 12 (3.8) 54 (16.9)
3 303 (13.4) 25 (6.7) 87 (19.9) 70 (17.8 70 (17.6) 3(1.1) 48 (15.0)
4 226 (10.0) 6 (1.6) 85 (19.4) 75 (19.9 34 (8.6) 5(1.5) 21 (6.6)
Quintile 5 (Highest) 211 (9.3) 13 (3.5) 69 (15.8) 56 (14.2 34 (8.6) 2(0.8) 37 (11.6)
Missing 372 (16.5) 92 (24.5) 44 (10.1) 38 (9.6 44 (11.1) 86 (25.5) 68 (21.3)
Employment Stat
Employed 1,040 (46.0) 83 (22.1 268 (61.2 248 (66.3 224 (56.4 28 (8.4) 189 (59.1)
Unemployed 80 (3.5) 13 (3.5) 6 (1.8) 7 (1.8) 24 (6.1) 17 (5.1) 13 (4.1)
Retired 222 (9.8) 13 (3.5) 78 (17.8) 58 (14.7 48 (12.1) 4(1.2) 21 (6.6)
Looking after home or family 699 (30.9) 210 (55.9) 58 (13.2) 61 (15.5 55 (13.9) 242 (72.2) 73 (22.8)
Full time student 141 (6.2) 42 (11.2) 17 (3.9) 3(0.8) 24 (6.1) 40 (11.9) 15 (4.7)
Other economically inactive 78 (3.5) 15 (4.0) 11 (6.4) 17 (4.3 22 (5.5) 4(1.2) 9(2.8)
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There was a substantial proportion of women thatewet proficient in English in
the Bangladeshi (68%), Pakistani (35%) and Indi&%4) ethnic groups, whilst all women
in the White, White Irish and Black Caribbean greuygere proficient in English. Large
proportions of Bangladeshi (67%) and Pakistani (b@%men were living in households
with the lowest income. Most women in the sampleevegther employed (46%) or
looking after the home or family (31%). There whigh levels of employment amongst
White Irish, White, Indian and Black Caribbean waonibetween 59 and 61% of women).
There were large proportions of women in the Basheghi (72%) and Pakistani groups
(56%) that were looking after the home or family.

Table 5.7 shows the distribution of social netwollaracteristics (unweighted) in
women of each ethnic group. There was little ddfere between most ethnic groups in the
amount of perceived positive support from the thasest people. White Irish women had
a slightly higher score than other ethnic groupcating more support (mean = 4.21, SE
= 0.03). Bangladeshi and Pakistani women had thieelsi inadequate support scores of 2.9
(SE =0.04) and 2.6 (SE = 0.04) respectively. Featjgontact with relatives was highest
for Bangladeshi and White women (62% and 57% rdiedy), and lowest for Indian
women (44%). Low proportions of Pakistani and Imdieomen reported that they did not
have any relatives outside the household (12%) ldrgportions of Bangladeshi (65%)
and White (64%) women saw friends frequently; th@pprtion was lowest for Indian
women (46%). Large proportions of Pakistani andandvomen reported that they did not

have any friends, and that they had small netw(frke 2 people).
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Table 5.7: Distribution of network characteristiog ethnic group.
Values are number (percentage) unless otherwiseds{@=2260)

Variables Total Pakistani White White Irish  Black Caribbean Bangladesh Indian
(N=2260) (n=376) (n=438 (n=394 (n=397, (n=335 (n=320)
Network support [Mean (SE
Positive aspects of support 4.06 (0.01) 4.03 (0.04) 4.08 (0.03 4.21 (0.03 4.00 (0.04 4.00 (0.04 4.00 (0.04)
Inadequate Support 2.42 (0.02) 2.59 (0.04) 2.18 (0.03 2.28(0.03 2.29 (0.04 2.86 (0.04 2.45 (0.05)
Contact with relatives
Frequent face to face contact 868 (38.4) 199 (52.9) 248 (56.6 202 (51.3 196 (49.4) 207 (61.8 141 (44.1)
No frequent face to face contact 1,193 (52.8) 130 (34.6) 157 (35.9 174 (44.2 171 (43.1) 96 (28.7 140 (43.8)
No extra-household relatives 199 (8.8) 47 (12.5) 33(7.5) 18 (4.6 30 (7.6) 32 (9.6) 39 (12.2)
Contact with friends
Frequent face to face contact 727 (32.2) 177 (47.1) 281 (64.2 224 (56.9 232 (58.4) 217 (64.8 146 (45.6)
No frequent face to face contact 1,277 (56.5) 119 (31.7) 135 (30.8 142 (36.0 143 (36.0) 71(21.2 117 (36.6)
No friends 256 (11.3) 80 (21.3) 22 (5.0) 28 (7.1 22 (5.5) 47 (14.0 57 (17.8)
Network contet
Spouse & relative 980 (43.4) 154 (41.0) 213 (48.6 193 (49.0 107 (27.0) 168 (50.2 145 (45.3)
Spouse & friend 139 (6.2) 10 (2.7) 31(7.1) 38 (9.6 24 (6.1) 22 (6.6) 14 (4.4)
Friend & relative 314 (13.9) 31(8.2) 60 (13.7) 56 (14.2 90 (22.7) 36 (10.8 41 (12.8)
Relatives 546 (24.2) 122 (32.5) 73 (16.7) 77 (19.5 133 (33.5) 74 (22.1 67 (20.9)
Friends 66 (2.9) 5(1.3) 17 (3.9) 14 (3.6 19 (4.8) 6 (1.8) 5(1.6)
0 or 1 close person 215 (9.5) 54 (14.4) 44 (10.1) 16 (4.1 24 (6.1) 29 (8.7) 48 (15.0)
Network siz
0-2 people 494 (21.9) 119 (31.7) 85 (19.4) 55 (14.0 75 (18.9) 65 (19.4 95 (29.7)
3-7 people 1,171 (51.8) 193 (51.3) 255 (58.2 228 (57.9 231 (58.2) 108 (32.2 156 (48.8)
8 or more people 595 (26.3) 64 (17.0) 98 (22.4) 111 (28.2 91 (22.9) 162 (48.4 69 (21.6)

158



5.4.2. Differences in mental health service use by ethngroup, social network
composition and demographic variables

Use of any mental health servic&able 5.8 shows the percentage of women in
each category that used any mental health sereice’omen that saw a doctor for mental
health problems, or used secondary care servicessea both services. Within the sample,
mental health service use was lowest for Banglad&8h, see Table 5.8) and Pakistani
women (7%). The percentage for White Irish wome3?4L was almost twice that of
Pakistani women. White and Indian women had athatewas about one and a half times
that of Pakistani women. Large proportions of woméro met clinical criteria for mental
illness (CIS-R score >=12) had used mental healtfices, compared with those without
mental illness (31% vs 6%). Service use was hifiravomen who were proficient in
English than those who were not proficient, anddomen born in the UK (11%),
compared with women who were foreign born (6.5%#@nkal health service use was
highest in the 35 to 54 year age group.

There was not much difference in service use beatweenen of different marital
statuses, with a slightly higher rate for women wieye single. There was not a linear
relationship between equivalised household inconaenaental health service use. Women
in the middle quintile had the highest percentagaental health service use (16%) and
women in the highest quintiles the lowest (4%).r€h&as a large proportion of women
who were economically inactive that had used mdrgalth services (24%). Very few
women (n=33, 1%) had visited a doctor and seeruas®lor, psychologist or CPN. Out
of the women that had seen a doctor for their grols|, 18% had also used secondary care
services, and of those women that had used segooa services, 43% had also seen a

doctor.
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Table 5.8: Mental health service usage (outcome&bées) by each explanatory variable

(weighted). [Unweighted base=2,260]

Mental Health Service Use in the past 6 months

Explanatory Variables

Used any mental

Saw doctor for

Used secondary

health service emotional/ care services
% (SE) stress-related % (SE)
problem
% (SE)

Ethnic group

Pakistani 7.1(0.01) 5.3(0.01) 2.6 (0.01)

White 10.6 (0.02) 9.2 (0.02) 4.0 (0.01)

White Irish 13.4 (0.02) 11.6 (0.02) 4.9 (0.01)

Black Caribbean 10.7 (0.02) 7.3(0.01) 5.1 (0.01)

Bangladeshi 5.4 (0.01) 3.5(0.01) 2.6 (0.01)

Indian 10.2 (0.02) 8.2 (0.02) 2.6 (0.01)
CIS-R Score

0-11 6.1 (0.01) 5.5(0.01) 2.4 (0.01)

12-44 31.3 (0.05) 25.6 (0.05) 11.1 (0.04)
Age in years

16 to 34 10.1 (0.03) 9.0 (0.03) 4.8 (0.02)

35t0 54 13.4 (0.03) 11.1 (0.02) 5.5 (0.02)

55t0 74 7.0 (0.02) 6.3 (0.02) 0.7 (0.01)
English proficiency

Proficient 10.7 (0.01) 9.2 (0.01) 4.0 (0.01)

Not proficient 4.3 (0.01) 2.0(0.01) 2.3(0.01)
Foreign born status

Born in the UK 10.9 (0.02) 9.3(0.01) 4.1 (0.01)

Foreign born 6.5 (0.01) 5.3(0.01) 1.6 (0.01)
Marital status

Married 10.1 (0.02) 9.4 (0.02) 3.3(0.01)

Separated/ Divorced/ Widowed 10.4 (0.04) 8.6 (0.04) 2.0 (0.02)

Single 12.5(0.04) 9.0 (0.03) 7.4 (0.03)
Household Equivalised Income

Quintile 1 (Lowest) 13.8 (0.04) 10.9 (0.04) 6.1 (0.03)

2 7.6 (0.03) 7.6 (0.03) 0.2 (0.01)

3 15.6 (0.04) 14.3 (0.04) 5.2 (0.02)

4 8.6 (0.03) 7.5 (0.03) 2.4 (0.01)

Quintile 5 (Highest) 3.7 (0.02) 3.5(0.02) 3.4 (0.02)

Missing 15.0 (0.06) 10.6 (0.05) 8.2 (0.05)
Employment Status

Employed 10.0 (0.02) 9.2 (0.02) 2.7 (0.01)

Unemployed 4.5 (0.02) 3.0(0.02) 1.6 (0.01)

Retired 6.0 (0.02) 4.9 (0.02) 1.1 (0.01)

Looking after home/ family 13.9 (0.05) 8.5 (0.04) 10.0 (0.05)

Other Economically inactive 23.5(0.09) 23.3 (0.09) 9.8 (0.06)
Perceived Support [Mean (SE)]

Positive aspects of support 3.95 (0.18) 4.07 (0.13) 3.60 (0.41)

Inadequate support 2.59 (0.17) 2.49 (0.15) 2.95 (0.35)
Contact with relatives

Frequent face to face contact 8.2 (0.02) 7.3 (0.02) 2.6 (0.01)

No frequent face to face contact 15.6 (0.03) 12.9 (0.03) 6.7 (0.02)

No relatives outside the house 4.6 (0.03) 4.4 (0.03) 0.3 (0.01)
Contact with friends

Frequent face to face contact 10.6 (0.02) 9.3(0.02) 4.6 (0.01)

No frequent face to face contact 11.5(0.03) 9.5 (0.03) 2.2 (0.01)

No friends 7.3 (0.05) 6.8 (0.05) 6.2 (0.05)
Network content

Spouse & relative 10.2 (0.02) 9.2 (0.02) 2.9 (0.01)

Spouse & friend 10.8 (0.06) 10.7 (0.06) 0.2 (0.01)

Friend & relative 9.4 (0.04) 9.2 (0.04) 3.6 (0.03)

Relatives 14.1 (0.04) 11.5(0.04) 5.3 (0.03)

Friends 10.4 (0.08) 9.6 (0.07) 9.3 (0.07)

0 or 1 close person 8.9 (0.06) 3.5(0.03) 8.6 (0.06)
Number of close people

0-2 people 9.1 (0.03) 6.1 (0.02) 4.6 (0.03)

3-7 people 13.4 (0.02) 12.3(0.02) 3.9 (0.01)

8 or more people 5.2 (0.02) 3.9 (0.02 3.7(0.02)
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There was variation in mental health service usediwork contact. Mental health
service use was more common for women who did ae¢ firequent face to face contact
with their relatives (16%), compared with women vdaov their relatives at least once a
week (8%). There was little difference in servise between women who had frequent
face to face contact with their friends, compardith those who did not. Women with
medium sized networks (between 3 and 7 people)jlbad mental health services more,
compared with those with small or large networkstvidrk content also had an effect;
women whose two closest people consisted of relatiad the highest level of service use
(14%) compared with women who had only one clogegreor no close people who had
the lowest (9%). The mean positive aspects of stigeore for women who had used
mental health services was 3.95, which was sligbthker than the mean score for women
who had not used services (4.08, not reportedbiletaThe mean inadequate support score
was 2.59, which was slightly higher than for woméro had not seen a GP (2.15, not

reported in table).

Visits to doctor for a mental health problerithe patterns of visiting a doctor for a
mental health problem were very similar to thogeusing any mental health service.
Bangladeshi and Pakistani women had the lowest citase and White Irish women had
the highest rates.

Use of secondary care servicdhe patterns of use for secondary care services
were broadly similar to those for using any mehtalth service but there were some
differences. As for use of any mental health servieere was an increased rate of usage of
counsellors, psychologists and CPNs for women wdwbliigher CIS-R scores, were
proficient in English, who were born in the UK, weaged 35 to 54 years, were
economically inactive, or did not see their relas\frequently. However, the ethnic
patterning was slightly different with Pakistanimen, along with Bangladeshi and Indian
women displaying the lowest rates (2.6%) of usiegpsidary care services. Black
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Caribbean (5.1%) and White Irish (4.9%) women HedHighest rates. White women had
a usage rate of 4%. Further, in contrast to thieepe for using any mental health service,
women in the lowest quintile had the highest rafassing secondary care mental health

services, as did women with no friends.

5.4.3. How does Pakistani women’s mental health service @gompare with
women of other ethnic groups?

Table 5.9 shows the results of the stepwise lagistjression modelling to
investigate the relationship between ethnic graupraental health service use. In the
model adjusted for age (M1), White Irish women (©R.01, Cl = 1.13 — 3.58, p=0.018)
were more likely to have used mental health sesyicempared with Pakistani women.
There was no difference in the usage of mentatihasakvices between Pakistani women
and women in the other ethnic groups (White, Bi@ekibbean, Bangladeshi and Indian).
The BIC for this model was 32,890. When CIS-R saueae added in M2, White women
(OR =1.99, Cl =1.07 — 3.68, p=0.029), Black Clagian women (OR =1.91, CI = 1.03 -
3.45, p=0.030) and White Irish women (OR = 2.57=01.38 — 4.80, p=0.003) were more
likely to have used mental health services, conpasith Pakistani women. Women who
scored 12 or more on the CIS-R were more than égtias likely to have used mental
health services, compared with women who had lawesc(OR = 6.7, Cl = 3.44 — 13.0,
p<0.001). The BIC for this model was 29,343, a atidn of 3,546 from Model 1,

suggesting that Model 2 was a better fit to thedladin Model 1.
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Table 5.9: Results of logistic regression modellimgestigating the association between ethnic grangh usage of mental health services.
Values are odds ratios (95% confidence intervalgiweighted n =2,260

M1: Adjusted for age M2:Adjusted for age & mental ilness M3:Adjusted for age, mental illness & contrb

variables

OR (95% CI) P value OR (95% CI) P value OR (95% CI) P value
Ethnic group
Pakistani (ref.} 1.00 - 1.00 - 1.00 -
White 1.59 (0.89 — 2.83) 0.115 1.99 (1.07 — 3.68) 0.029 3.43 (1.38 -8.52) 0.008
White Irish 2.01 (1.13-3.58) 0.018 2.57 (1.38 — 4.80) 0.003 4.70 (1.86 — 11.9) 0.001
Black Caribbean 1.58 (0.91 — 2.74) 0.104 1.91 (1.06 — 3.45) 0.030 2.88 (1.19 — 7.00) 0.020
Bangladeshi 0.76 (0.38 — 1.54) 0.445 1.10 (0.51 - 2.37) 0.809 1.07 (0.47 — 2.44) 0.877
Indian 1.47 (0.81 — 2.65) 0.202 1.62 (0.86 — 3.07) 0.136 2.22 (1.01-4.91) 0.048
Age in years
16 to 34 (ref.) 1.00 - 1.00 - 1.00 -
35t054 1.36 (0.65 — 2.88) 0.416 1.19 (0.54 — 2.62) 0.661 1.14 (0.46 — 2.83) 0.783
55 to 74 0.67 (0.27 - 1.62) 0.372 0.80 (0.32 —2.03) 0.642 0.88 (0.20 — 3.89) 0.867
CIS-R Score
0-11 (ref.) 1.00 - 1.00 -
12-44 6.70 (3.44 - 13.0) <0.001 6.69 (3.42-13.1) <0.001
Marital status
Married (ref.) 1.00 -
Separated/ Divorced/ Widowed 0.82 (0.34 —1.94) 0.646
Single 0.90 (0.33 — 2.46) 0.844
Household Equivalised Income
Quintile 1 (Lowest) (ref.) 1.00 -
2 0.47 (0.16 — 1.36) 0.165
3 1.14 (0.41 - 3.19) 0.798
4 0.68 (0.25 — 1.86) 0.451
Quintile 5 (Highest) 0.30 (0.07 — 1.28) 0.105
Missing 1.31 (0.43 - 4.02) 0.637
Employment Status
Employed (ref.) 1.00 -
Unemployed 0.65 (0.21 — 1.96) 0.443
Retired 0.43 (0.17 - 4.14) 0.831
Looking after home or family 1.41 (0.58 — 3.45) 0.446
Full time student 2.94 (0.64 — 13.6) 0.168
Other Economically inactive 4.40 (1.27 — 15.3) 0.019

*Reference category
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When control variables (marital status, househqgldwalised income, and
employment status) were added in M3, White, Whithland Black Caribbean women
remained more likely to have used mental healthices than Pakistani women (although
the effect of ethnic group was stronger in this glpdenoted by an increase in odds ratios
for all ethnic groups). Indian women were also niikely to have used mental health
services than Pakistani women (OR = 2.22, Cl = £.@191, p=0.048). Hence, once the
model was adjusted for levels of mental iliness| damographic and economic
differences, Pakistani women were less likely t® nental health services than women in
all other ethnic groups except those in the Bareghdgroup (who had the same rate as
women in the Pakistani group). In addition, thees\an association between being in the
other economically inactive group, compared witmgemployed, with women in the
former group more likely to have used mental hesdttvices (OR = 4.40, Cl = 1.27 — 15.3,
p=0.019). Most of the women in this group (88%) eveot working due to sickness or
disability. The BIC for Model 3 was 28,013. ThissMawer than the BIC for Model 2 (by

1,333) suggesting Model 3 was a better fit to thiadhan Model 2.

5.4.4. Are social networks associated with mental healthesvice use?

Models 4a to 4d were fitted to the data to assesas$sociation between social
networks and mental health service use, for egobcaseparately: network support,
network contact, network content, and network di28 was nested in each of these
models (see Appendix 5.5). From M4a, it was evidleat there was no association
between positive aspects of support and use ofahkeealth services (OR = 0.99, Cl =
0.66 — 1.48, p=0.948). However, women who percethiatitheir network was lacking in
support had an increased chance of using mentihts=avices (OR = 1.79, Cl = 1.10 —
2.92, p=0.020). Model 4b showed that women whofheglient face to face contact with
relatives were less likely to have used mentalthessdrvices (OR = 0.42, Cl = 0.22 — 0.82,

p=0.011) but there was no effect of frequent facate contact with friends on mental
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health service use (OR = 0.95, CI = 0.48 — 1.90,§88). The content of women'’s
networks (Model 4c) did not have any associatioinwsage of mental health services,
and nor did the size of women’s networks (Model 4d)

When all of the social network variables were adaegther in one model (M5,
see Table 5.10), the association between inadegetw®rk support and usage of mental
health services remained, with women with higheele of inadequate support more likely
to have used mental health services (OR = 1.92, 13 — 3.26, p=0.016). The
association between frequent contact with relatares use of mental health services also
remained, with women who had frequent contact wigir relatives less likely to use
mental health services (OR = 0.45, Cl = 0.23 — (0p80.023). In this model, after
additionally adjusting for variables reflecting tsige, content, contact and support within
networks, women of all other ethnic groups (exéepBangladeshi women) remained
more likely than Pakistani women to have used niémtalth services. The BIC for Model
5 was 25,603, a reduction of 2,414 compared witld&l8. This suggests that Model 5

was a better fit to the data than Model 3.
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Table 5.10: Results of logistic regression modeb&sociation between social networks and use of
mental health services.
Values are odds ratios (95% confidence intervalsiweighted n =2,260

M5: Adjusted for age, mental iliness, control varidles & social
network variables

OR (95% CI) P value

Ethnic group
Pakistani (refd

1.00

0.007

White 4.22 (1.49-12.0)

White Irish 5.29 (1.86 - 11.9) 0.001
Black Caribbean 3.28 (1.24 - 8.65) 0.017
Bangladeshi 1.14 (0.43 — 3.00) 0.789
Indiar 2.65 (1.05-6.74) 0.04(
Age in years

16 to 34 (ref.) 1.00 -
35to0 54 0.89 (0.34 - 2.33) 0.819
55 to 74 0.58 (0.12 — 2.84) 0.501
CIS-R Score

0-11 (ref.) 1.00 -
12-44 5.91 (2.80 - 12.5) <0.001
Marital status

Married (ref.) 1.00 -
Separated/ Divorced/ Widowed 0.92 (0.26 — 3.25) 0.646
Single 0.71 (0.17 — 2.96) 0.844
Household Equivalised Income

Quintile 1 (Lowest) (ref.) 1.00 -
2 0.61 (0.19 - 1.94) 0.407
3 1.54 (0.54 — 4.43) 0.420
4 0.79 (0.26 — 2.37) 0.674
Quintile 5 (Highest) 0.30 (0.06 — 1.41) 0.127
Missing 1.40 (0.36 — 5.40) 0.627
Employment Status

Employed (ref.) 1.00 -
Unemployed 0.56 (0.18 — 1.81) 0.335
Retired 1.02 (0.20 — 5.35) 0.980
Looking after home or family 1.51 (0.62 — 3.71) 0.366
Full time student 3.15(0.63 - 15.7) 0.161
Other Economically inactive 6.11 (1.57 — 23.7) 0.009
Network Support

Positive aspects of support 0.93 (0.60 — 1.44) 0.755
Inadequate support 1.92 (1.13 - 3.26) 0.016
Contact with relatives

No frequent contact (ref.) 1.00 -
Frequent contact 0.45 (0.23 - 0.90) 0.023
No extra-household relatives 0.19 (0.03 - 1.33) 0.095
Contact with friends

No frequent contact (ref.) 1.00 -
Frequent contact 0.85(0.41-1.79) 0.673
No friends 0.26 (0.03 - 2.02) 0.200
Network Content

Spouse and relative (ref.) 1.00 -
Spouse & Friend 0.44 (0.14 - 1.33) 0.144
Friend & Relative 0.79 (0.18 - 3.37) 0.745
Relatives 1.65 (0.40 — 6.86) 0.490
Friends 1.42 (0.13-16.0) 0.778
0 or 1 close person 0.70 (0.15 - 3.21) 0.644
Network Size

0 to 2 (ref.) 1.00 -
3to7 1.82 (0.59 —5.54) 0.295
8 or more 0.84 (0.23 - 3.05) 0.785

Reference category
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English proficiency and foreign born status weutfht to be important factors
influencing service use. However, during the madglprocess, it became evident that
there was collinearity between these variablesetinaic group. There were not any
women in the White, White Irish or Black Caribbeanups that did not speak English,
and there were very few White women that were oot In the UK (1%). In addition,
there was high collinearity between English preficy and foreign born status
(tetrachoric correlation coefficient = 0.81, p<QLOsuggesting that these two variables
should not be used together in the same model.&{dnese two variables were not added
to the models presented here. Instead, model#istidiy ethnic group were used to
ascertain the association between English profigiemd mental health service use.
Models were fitted to the data for Pakistani, Badgishi, and Indian women (the three
ethnic groups that contained women who did notlsjagalish). These models contained
the same variables as Model 5 (in Table 5.10) Whighexception of ethnic group and the
addition of English proficiency (binary variable,@roficient in English 1: not proficient in
English). In each of these models, there was risstal difference in mental health
service use between women who spoke English arsg tivbo did not. For women who
did not speak English, the odds ratios were: PakisDR = 0.48, Cl = 0.14 — 1.66,
p=0.244; Bangladeshi OR = 0.56, C I= 0.14 — 2.2®.419; Indian OR =0.32, CI =0.07
— 1.55, p=0.158 (models not shown).

The same modelling strategy was followed to asirettee association between
being born outside of the UK (binary variable, Orrbin the UK, 1: born outside the UK)
and mental health service use. Five models wdsglffor each ethnic minority group; a
model was not fitted for White women due to the kmercentage (1%) of women born
outside the UK. Foreign born status did not infcemental health service use for White
Irish (OR =0.61, Cl =0.17 — 2.13, p=0.438), Bl&kribbean (OR = 0.70, Cl = 0.27 —

1.78, p=0.450), Indian (OR = 2.20, C 1= 0.57 — 8/560.251), or Bangladeshi (OR = 0.31,
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Cl =0.02 - 5.21, p=0.416) women (models not shoWwhgre was evidence to suggest that
Pakistani foreign born women were less likely teehased mental health services,
compared with Pakistani women who were born initKe(OR = 0.27, Cl = 0.08 — 0.94,

p=0.040, model shown in Appendix 5.6).

5.4.5. Ethnic differences in the association between sotiaetworks and
mental health service use

Analyses stratified by ethnic groupn order to answer the third research question
(Is the association between social networks andahblpalth service use the same for
Pakistani women the same as for women of otheli@tgroups?), Model 5 from the
previous section was stratified by ethnic groupgtimate six models for women of each
ethnic group. These models are shown in Tablestb.5116. As the numbers of women in
some of the categories of the independent variatdge small, some women were omitted
from models by Stata software, if a category péffgredicted not using mental health
services. For example, there were only six Pakistamen in the fourth income quintile
and none of these had used services. In ordetam ivomen such as this in the sample
and use their data in models, categories of ind#gr@rvariables were amalgamated
(Allison, 2008). This was done in different waygdading on the distribution of variables
for each ethnic group. For Pakistani women, questd4 and 5 of household income were
merged, as were retired and economically inactimpleyment statuses, and friends and
‘friends and relatives’ in network content. For Btdeshi women, quintiles 2 to 5 were
merged, as there were only 22 women in these foimtites out of 335 in the sample. In
addition, retired women, economically inactive wanaad full time students were merged
into one category, as were friends and ‘friendsrafatives’ in network content. For White
Irish and Indian women, full time students andregtiwomen were merged. There was not
any need to merge any independent variable catsgfoi White or Black Caribbean

women.
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In the model for Pakistani women (Model 5a, TablEly, inadequate support and
frequent contact with relatives did not have stiatidly significant associations with
mental health service use, contrary to the finding Model 5 (the average effect for
women of all ethnic groups), although the directiofh the associations were the same.
Higher levels of inadequate support were associaittdincreased mental health service
use only for White (Model 5b, Table 5.12: OR = 1.61=1.06 — 3.43, p=0.031), and
White Irish (Model 5c, Table 5.13: OR = 3.11, C172 - 5.65, p<0.001) women.
Frequent contact with relatives was associated @géttreased odds of using mental health
services for only Bangladeshi women (Model 5e, @&bl5: OR = 0.24, Cl = 0.06 — 0.99,
p=0.048), although there was an indication that teiationship held for White women as
well (OR =0.24, Cl =0.23 - 1.02, p=0.057) buwés not statistically significant in the
latter model. In addition, there was an associdtetveen size of network and use of
mental health services for Pakistani women onlyhwiomen with between 3 and 7 close
people (OR =6.18, Cl = 1.18 — 32.4, p=0.031), @wndchen with 8 or more people (OR =
15.7, Cl = 2.26 — 108.5, p=0.005) in their netwarksre likely to have used mental health
services. Pakistani women who had two close pempisisting of a spouse and a friend
(OR =6.36, Cl = 1.07 — 37.9, p=0.042) were mdtelji to have used mental health

services than Pakistani women who had a spousea &glidtive as their two closest people.
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Table 5.111 ogistic Regression Model (5a) for Pakistani worf@rthe association between social
networks and use of mental health services.
Values are odds ratios (95% confidence intervalsiweighted n =376

OR (95% ClI) P value
Network Support
Positive aspects of support 0.89 (0.47 — 1.65) 0.703
Inadequate support 1.43 (0.81 — 2.55) 0.219
Contact with relative:
No frequent contact (ref.) 1.00 -
Frequent contact 0.83(0.33-2.12) 0.699
No extra-household relatives 2.60 (0.60 — 11.3) 0.202
Contact with friends
No frequent contact (ref.) 1.00 -
Frequent contact 1.38 (0.43 - 4.42) 0.586
No friend:s 1.23 (0.3e-4.01 0.73¢
Network Contet
Spouse and relative (ref.) 1.00 -
Spouse & Friend 6.36 (1.07 — 37.9) 0.042
Friend & Relative, or Friends 0.81 (0.09 — 7.26) 0.850
Relatives 1.65 (0.46 — 5.89) 0.442
0 or 1 close person 7.09 (0.90 — 55.9) 0.063
Network Siz
0to 2 (ref.) 1.00 -
3to7 6.18 (1.18 — 32.4) 0.031
8 or more 15.7 (2.26 — 108.5) 0.005
Age in year
16 to 34 (ref.) 1.00 -
35to 54 0.73 (0.28 — 1.93) 0.525
55 to 74 0.22 (0.02 — 2.49) 0.220
CIS-R Score
0-11 (ref.) 1.00 -
12-44 7.13 (2.78 — 18.3) <0.001
Marital status
Married (ref.) 1.00 -
Separated/ Divorced/ Widowed 0.35 (0.05 - 2.32) 0.276
Single 0.60 (0.11 - 3.10) 0.538
Household Equivalised Income
Quintile 1 (Lowest) (ref.) 1.00 -
2 0.40 (0.09 —1.74) 0.222
3 0.95 (0.16 —5.55) 0.951
4or5 1.33 (0.08 — 21.8) 0.842
Missing 0.38 (0.12 - 1.20) 0.099
Employment Status
Employed (ref.) 1.00 -
Unemployed 2.56 (0.41 — 15.9) 0.315
Looking after home or family 1.10 (0.27 — 4.58) 0.891
Full time student 0.16 (0.01 - 1.77) 0.135
Other Economically inactive or Retired 0.78 (0.07 — 8.73) 0.840
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Table 5.121 ogistic Regression Model (5b) for White womertlierassociation between social
networks and use of mental health services.
Values are odds ratios (95% confidence intervdls)weighted n =438

OR (95% ClI) P value
Network Suppo
Positive aspects of support 0.88 (0.55 -1.41) 0.584
Inadequate support 1.91 (1.06 — 3.43) 0.031
Contad with relatives
No frequent contact (ref.) 1.00 -
Frequent contact 0.48 (0.23 -1.02) 0.057
No extra-household relatives 0.25 (0.04 — 1.65) 0.151
Contact with friends
No frequent contact (ref.) 1.00 -
Frequent contact 0.80 (0.35-1.83) 0.605
No friend: 0.30 (0.0z-2.98 0.30¢
Network Content
Spouse and relative (ref.) 1.00 -
Spouse & Friend 0.39 (0.11-1.32) 0.129
Friend & Relative 0.64 (0.13-3.12) 0.583
Relatives 1.57 (0.32 - 7.69) 0.577
Friends 1.06 (0.11 — 9.94) 0.958
0 or 1 close person 0.81 (0.15 - 4.26) 0.802
Network Size
0to 2 (ref.) 1.00 -
3to7 2.28 (0.67 —7.75) 0.188
8 or more 0.80 (0.18 — 3.51) 0.770
Age in years
16 to 34 (ref.) 1.00 -
35to 54 0.90 (0.32 — 2.55) 0.845
55 to 74 0.60 (0.11 - 3.37) 0.558
CISR Scor
0-11 (ref.) 1.00 -
12-44 6.74 (3.04 — 14.9) <0.001
Marital status
Married (ref.) 1.00 -
Separated/ Divorced/ Widowed 0.92 (0.23 — 3.65) 0.911
Single 0.86 (0.19 — 3.94) 0.843
Household Equivalised Income
Quintile 1 (Lowest) (ref.) 1.00 -
2 0.63 (0.18 — 2.23) 0.476
3 1.59 (0.52 — 4.81) 0.415
4 0.72 (0.22 — 2.41) 0.598
5 0.26 (0.04 — 1.69) 0.158
Missing 1.88 (0.46 — 7.76) 0.383
Employment Status
Employed (ref.) 1.00 -
Unemployed 1.32 (0.24 - 7.21) 0.748
Retired 0.95 (0.16 — 5.72) 0.951
Looking after home or family 6.13 (1.44 — 26.1) 0.014
Full time student 1.70 (0.66 — 4.38) 0.270
Other Economically inactive 3.14 (0.62 — 15.8) 0.167
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Table 5.131 ogistic Regression Model (5c¢) for White Irish wonfier the association between

social networks and use of mental health services.

Values are odds ratios (95% confidence intervdls)weighted n =394

OR (95% ClI) P value
Network Suppo
Positive aspects of support 1.46 (0.85 —2.48) 0.167
Inadequate support 3.11 (1.72 - 5.65) <0.001
Contact with relative:
No frequent contact (ref.) 1.00 -
Frequent contact 0.57 (0.26 — 1.25) 0.159
No extra-household relatives 1.16 (0.09 — 14.6) 0.907
Contact with friends
No frequent contact (ref.) 1.00 -
Frequent contact 1.76 (0.67 — 4.64) 0.251
No friend: 0.64 (0.12-3.48 0.60¢
Network Content
Spouse and relative (ref.) 1.00 -
Spouse & Friend 1.45 (0.42 - 5.06) 0.558
Friend & Relative 4.82 (1.48 — 15.6) 0.009
Relatives 4.88 (1.27 - 18.7) 0.021
Friends 13.8 (2.59 - 73.1) 0.002
0 or 1 close person 0.45 (0.06 — 3.41) 0.437
Network Size
0to 2 (ref.) 1.00 -
3to7 0.70 (0.16 — 3.00) 0.627
8 or more 1.15(0.28 — 4.79) 0.845
Age in years
16 to 34 (ref.) 1.00 -
35to 54 0.92 (0.32 - 2.67) 0.885
55 to 74 0.22 (0.04 —1.21) 0.081
CISR Scor
0-11 (ref.) 1.00 -
12-44 3.54 (1.49 - 8.42) 0.004
Marital status
Married (ref.) 1.00 -
Separated/ Divorced/ Widowed 0.69 (0.22 - 2.19) 0.532
Single 0.41 (0.13 -1.30) 0.128
Household Equivalised Income
Quintile 1 (Lowest) (ref.) 1.00 -
2 1.17 (0.39 — 3.51) 0.776
3 0.63 (0.15 - 2.68) 0.528
4 1.17 (0.31 - 4.50) 0.816
5 0.78 (0.19 - 3.21) 0.726
Missing 0.27 (0.02 — 3.06) 0.291
Employment Status
Employed (ref.) 1.00 -
Unemployed 0.41 (0.04 — 4.35) 0.456
Retired 5.76 (1.05 — 31.6) 0.044
Looking after home or family 0.42 (0.10-1.72) 0.227
Other Economically inactive or Full 1.93 (0.43 — 8.56) 0.388

Time Student
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Table 5.141 ogistic Regression Model for Black Caribbean (&@men for the association

between social networks and use of mental healtlices.

Values are odds ratios (95% confidence intervals)weighted n =397

OR (95% ClI) P value
Network Suppo
Positive aspects of support 1.02 (0.62 — 1.69) 0.938
Inadequate support 1.10(0.71-1.72) 0.663
Contact with relative:
No frequent contact (ref.) 1.00 -
Frequent contact 0.48 (0.20 - 1.13) 0.092
No extra-household relatives 2.08 (0.73 —5.98) 0.173
Contact with friends
No frequent contact (ref.) 1.00 -
Frequent contact 1.24 (0.50 — 3.11) 0.643
No friend: 3.17 (0.92-11.0, 0.06¢
Network Content
Spouse and relative (ref.) 1.00 -
Spouse & Friend 0.83 (0.15-4.53) 0.834
Friend & Relative 0.61 (0.17 — 2.19) 0.445
Relatives 0.29 (0.08 — 0.99) 0.048
Friends 1.16 (0.25 - 5.34) 0.853
0 or 1 close person 0.40 (0.07 — 2.29) 0.301
Network Size
0to 2 (ref.) 1.00 -
3to7 1.48 (0.46 — 4.72) 0.512
8 or more 0.93 (0.22 - 3.97) 0.918
Age in years
16 to 34 (ref.) 1.00 -
35to 54 1.62 (0.54 — 4.85) 0.392
55 to 74 0.58 (0.09 — 3.61) 0.564
CISR Scor
0-11 (ref.) 1.00 -
12-44 8.13 (3.78 — 17.5) <0.001
Marital status
Married (ref.) 1.00 -
Separated/ Divorced/ Widowed 0.87 (0.19 — 3.98) 0.858
Single 1.53 (0.53 - 4.40) 0.427
Household Equivalised Income
Quintile 1 (Lowest) (ref.) 1.00 -
2 0.57 (0.19 — 1.66) 0.299
3 0.70 (0.22 — 2.28) 0.554
4 2.59 (0.76 — 8.85) 0.129
5 0.48 (0.11 — 2.20) 0.346
Missing 1.36 (0.34 — 5.40) 0.661
Employment Status
Employed (ref.) 1.00 -
Unemployed 0.66 (0.19 — 2.32) 0.519
Retired 1.31 (0.20 - 8.35) 0.779
Looking after home or family 1.50 (0.37 — 6.02) 0.568
Full time student 0.68 (0.28 — 1.63) 0.383
Other Economically inactive 1.63 (0.37 — 7.16) 0.517
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Table 5.151 ogistic Regression Model (5e) for Bangladeshi woiioe the association between

social networks and use of mental health services.

Values are odds ratios (95% confidence intervdls)weighted n =335

OR (95% ClI) P value
Network Suppo
Positive aspects of support 0.79 (0.36 — 1.76) 0.569
Inadequate support 0.73 (0.33-1.62) 0.444
Contact with relative:
No frequent contact (ref.) 1.00 -
Frequent contact 0.24 (0.06 — 0.99) 0.048
No extra-household relatives 0.69 (0.15-3.22) 0.637
Contact with friends
No frequent contact (ref.) 1.00 -
Frequent contact 0.46 (0.08 — 2.87) 0.409
No friend: 1.44 (0.25-8.23; 0.68:
Network Content
Spouse and relative (ref.) 1.00 -
Spouse & Friend 2.55(0.48 - 13.6) 0.274
Friend & Relative, or Friends 0.94 (0.11 - 7.83) 0.955
Relatives 2.48 (0.36 — 17.1) 0.355
0 or 1 close person 0.35 (0.02 — 5.53) 0.454
Network Size
0to 2 (ref.) 1.00 -
3to7 0.74 (0.13 - 4.22) 0.730
8 or more 0.53 (0.10 — 2.81) 0.459
Age in years
16 to 34 (ref.) 1.00 -
35to 54 1.23(0.13-11.9) 0.853
55 to 74 12.5(1.22 - 126.9) 0.033
CIS-R Score
0-11 (ref.) 1.00 -
12-44 1.77 (0.37 — 8.50) 0.478
Marital status
Married (ref.) 1.00 -
Separated/ Divorced/ Widowed 0.09 (0.01 — 2.20) 0.140
Single 4.53 (0.34 - 60.4) 0.253
Household Equivalised Incon
Quintile 1 (Lowest) (ref.) 1.00 -
2,3,40r5 3.59 (0.23 - 56.6) 0.364
Missing 0.40 (0.14 - 1.18) 0.097
Employment Status
Employed (ref.) 1.00 -
Unemployed 3.07 (0.39 — 24.4) 0.290
Looking after home or family 0.96 (0.18 — 5.27) 0.966
Other Economically inactive, Retired or 0.21 (0.02 — 2.42) 0.210

Full Time Student *
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Table 5.16: Logistic Regression Model (5f) for badivomen for the association between social
networks and use of mental health services.
Values are odds ratios (95% confidence intervdls)weighted n =320

OR (95% ClI) P value
Network Suppo
Positive aspects of support 0.77 (0.40 — 1.48) 0.431
Inadequate support 1.03 (0.56 — 1.89) 0.928
Contact with relative:
No frequent contact (ref.) 1.00 -
Frequent contact 0.89 (0.33 - 2.39) 0.812
No extra-household relatives 0.05 (0.01 — 0.40) 0.004
Contact with friends
No frequent contact (ref.) 1.00 -
Frequent contact 0.78 (0.30 — 2.02) 0.612
No friend: 0.77 (0.1¢- 3.05 0.70¢
Network Content
Spouse and relative (ref.) 1.00 -
Spouse & Friend 1.64 (0.16 — 16.7) 0.675
Friend & Relative 6.21 (1.48 — 26.0) 0.012
Relatives 2.43 (0.79 — 7.43) 0.120
Friends 2.69 (0.20 — 35.3) 0.452
0 or 1 close person 3.01 (0.37 - 24.2) 0.300
Network Size
0to 2 (ref.) 1.00 -
3to7 0.93 (0.31 - 2.74) 0.890
8 or more 2.28 (0.55 - 9.46) 0.255
Age in years
16 to 34 (ref.) 1.00 -
35to 54 0.89 (0.30 — 2.62) 0.829
55 to 74 0.37 (0.08 — 1.68) 0.198
CISR Scor
0-11 (ref.) 1.00 -
12-44 3.28 (1.47 —7.30) 0.004
Marital status
Married (ref.) 1.00 -
Separated/ Divorced/ Widowed 1.98 (0.51 -7.61) 0.320
Single 0.60 (0.10 — 3.50) 0.568
Household Equivalised Income
Quintile 1 (Lowest) (ref.) 1.00 -
2 1.49 (0.41 - 5.45) 0.547
3 0.75(0.14 - 4.12) 0.744
4 0.11 (0.01 — 1.26) 0.077
5 0.65 (0.11 - 3.74) 0.628
Missing 0.72 (0.18 — 2.90) 0.648
Employment Status
Employed (ref.) 1.00 -
Unemployed 4.13 (0.63 — 27.1) 0.140
Retired 0.85 (0.10 - 7.37) 0.880
Looking after home or family 1.21 (0.41 - 3.64) 0.728
Other Economically inactive or Full 0.32 (0.04 — 2.70) 0.292

Time Student
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Analyses utilising interaction termsThe final step of the analysis, shown in Table
5.17, formally tested whether there were differsnioeassociations between network
variables and mental health service use acrosgaghoups. The focus was on the two
variables that were found to be associated withtahdérealth service use in previous
models. Frequent contact with relatives was founblet associated with reduced use of
mental health services. In order to test if thsoagtion was different between ethnic
groups, interaction terms between ethnic groupcamtiact with relatives were added to
Model 5 (M5), resulting in Model 6a (M6a). For tmeodel, the three categories of contact
with relatives was reduced to two (coding = 0: patact with relatives or no relatives
outside the household, 1: frequent contact witatieds) because the category ‘no relatives
outside the household’ was small (8.8% of womerRintathe use of interaction terms
with this category problematic. Inadequate suppad also found to be associated with
increased mental health service use. Interactionstef ethnic group and inadequate
support were added to M5, resulting in Model 6b K))@o assess the difference in the
association between inadequate support and mesdfthiservice use between ethnic
groups.

The results of M6a and M6b are shown in Table 9iR16a, none of the
interaction terms between ethnic group and contébtrelatives were statistically
significant, suggesting that contact with relatiesl the same association with mental
health service use for all ethnic groups. Furttiex,BIC for this model was 26,055, an
increase of 452 from Model 5. This suggests thantledel with the interaction term was a
worse fit to the data than the model without intéican terms. When the interaction of
ethnic group and inadequate support was added n Mé& model became unstable with
very large odds ratios and confidence interval8ngladeshi and Indian women. The
interaction terms in this model were not statislycsignificant suggesting that the

association between inadequate support and mezdfihlservice use was the same across

176



ethnic groups. The model also had a higher BIC6@2%, increase of 26) than Model 5,

suggesting that the model with interaction terms wavorse fit than Model 5.

Table 5.17: Results of logistic regression of usaigmental health services with interaction terms

added.

Values are odds ratios (95% confidence intervalsiweighted n=2,260.

M6a: Interaction of ethnic
group & contact with

M6b: Interaction of ethnic

group & inadequate support

relatives

OR (95% CI) P value OR (95% CI) P value
Ethnic grouj
Pakistani (ref) 1.00 - 1.00 -
White 454 (1.46 — 14.2, 0.009 7.77 (0.61 —98.8 0.114
White Irish 6.79 (2.18 - 21.2 0.001 7.68(0.44 —133.3 0.161
Black Caribbean 442 (1.53 -12.7, 0.006 11.7 (0.97 —141.1 0.053
Bangladeshi 1.84 (0.54 - 6.31 0.329 72.3(0.91-5781.5 0.055
Indian 2.59 (0.90 — 7.45 0.078 21.0(0.99 —448.4 0.051
Ethnic Group*Contact with Relatives
Pakistani*Frequent Contact (ref.) 1.00 -
White*Frequent Contact 0.88 (0.24 - 3.20 0.842
White Irish*Frequent Contact 0.60 (0.15-2.41 0.471
Black Caribbean*Frequent Contact 0.52 (0.13-2.08 0.357
Bangladeshi*Frequent Contact 0.32 (0.05-1.98 0.221
Indian*Frequent Contact 1.11 (0.23 - 5.39 0.899
Ethnic Group*Inadequate Supp
Pakistani*Inadequate Support (ref.) 1.00 -
White*Inadequate Support 0.81(0.33-1.98 0.645
White Irish*Inadequate Support 0.89 (0.32 - 2.47 0.828
Black Caribbean*Inadequate Suppor 0.63 (0.27 —1.48 0.290
Bangladeshi*lnadequate Support 0.23(0.04 - 1.16, 0.074
Indian*Inadequate Support 0.46 (0.15 - 1.40 0.170

"Adjusted for age, CIS-R score, marital status, Bbakl equivalised income, employment status, netwopport,
network contact, network content, and network size.

2 Reference category

5.4.6. Additional Analyses

Relationship between social networks, mental illseend service usdzrom
Model 5 presented above (Table 5.10), it was fahatitwo separate aspects of social
networks (perceived inadequate support and frequantct with relatives) were
associated with mental health service use, butlifferential effect for women with and
without and mental illness was not estimated. e(ngample, the mean (weighted)
inadequate support score for women without mehtedss was 2.13 (SE = 0.03); the mean

for women with mental illness, was higher at 2.88 & 0.11). A univariate weighted
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logistic regression that used mental illness asuoome variable (0: CIS-R score 0-11, 1:
CIS-R score 12 or more), and inadequate supp@tcasitinuous explanatory variable,
showed that women with higher levels of inadeqsatport were more likely to have
mental illness (OR = 1.96, Cl = 1.34-2.86, p=0.001)order to test if there was difference
in the association between inadequate support sm@funental health service, by
presence of mental iliness, an interaction termadequate support and mental illness was
added to Model 5, resulting in Model 7a (see Appebd?). The interaction term was
significant (OR = 0.39, CI = 0.16 — 0.96, p=0.040)ggesting that the effect of inadequate
support on use of mental health services in womiéimowt mental illness (OR = 3.11, Cl =
1.58 — 6.16, p=0.001) was greater than the effeictanlequate support on use of mental
health services in women with mental illness (OR EL x 0.39 = 1.21). The BIC for this
model was 25,161, a decrease of 442 compared wittelb, suggesting that the model

with interaction terms was a better fit to the dhtn Model 5.

Frequent contact with relatives was found to redueatal health service use. In
the sample, 15% (weighted percentage) of womenhaldarequent face to face contact
with relatives had mental illness. This was lowsrt for women who had no frequent
contact with relatives or women who had no relativatside the household (22%). A
univariate weighted logistic regression that useatal illness as an outcome variable (0:
CIS-R score 0-11, 1: CIS-R score 12 or more) amdawxd with relatives as a binary
explanatory variable, showed that women with frequentact with relatives were less
likely to have mental iliness, but this was nongigant at the 5% level (OR = 0.62, Cl =
0.37 — 1.01, p=0.055). In order to test if thereswalifference in the association between
contact with relatives and use of mental healtkises, by presence of mental iliness, an
interaction term of contact with relatives and na¢iiness was added to Model 5,
resulting in Model 7b (see Appendix 5.8). The iat#ion term was not significant (OR =
0.67, Cl = 0.16 — 2.82, p=0.580), suggesting thatassociation between frequent contact
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with relatives and mental health service use diddifter for women who had mental
illness and those that did not. The model alsoahhidher BIC (26,000, increase of 397)
than Model 5, suggesting that the model with inteoa terms was a worse fit than Model

5.

Relationship between ethnic group, mental illnessdaservice useMental illness
was one of the largest predictors of mental hesdthice use in the models presented in the
previous sections. Descriptive analysis reportegetion 5.4.2 showed that there were
differences in the proportions of women with meiitaéss in each ethnic group. Pakistani
(26%), Indian (23%), Black Caribbean (20%) and Wiish (20%) women showed the
highest levels of mental illness, whilst Banglad€$th%) and White (18%) women
showed the lowest levels. In order to test if theas a difference in the association
between mental illness and use of mental healthces between Pakistani women and
women of other ethnic groups, an interaction teoim®ental iliness and ethnic group was
added to Model 5, resulting in Model 7c (see AppeBd). The interaction terms
between each ethnic group and mental iliness warsignificant for any women apart
from the Bangladeshi group (OR = 0.13, Cl = 0.G292, p=0.041). This suggests that the
odds of using mental health services for Bangladesmen with mental illness (OR =
6.19 x 0.13 = 0.82) were less than for Pakistanmnen with mental illness (OR =6.19, CI
=2.12 - 18.1, p=0.001). The model had a slighiijhér BIC (25,623, increase of 20) than

Model 5, suggesting that the model with interactemms was a worse fit than Model 5.

5.5. Discussion

5.5.1. Main Findings
This study investigated how Pakistani women'’s ratasental health service use,

compared with women of other ethnic groups, the@asons between aspects of social
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networks and mental health service use, and hadiffered between Pakistani women
and women of other ethnic groups, using a natigmajpresentative sample in England.
The findings show that Pakistani women were ldssdylito have used mental health
services than all other ethnic groups (except famdgdadeshi women). These differences
were also apparent after adjusting for many otloggrgial explanatory factors in the
models, including levels of mental illness, socmeamic factors, and demographic factors.
It was also found that Pakistani women born outsidhe UK were less likely to have
used mental health services, compared with Pakistamen born in the UK. This finding
was not evident for Bangladeshi, Indian, Black Blagan or White Irish women. English
proficiency (tested for Pakistani, Indian and Bawigishi women) was not associated with
mental health service use. Mental illness was thmmriver of mental health service use,
with women with mental illness over 6 times aslijk® use services as those without
mental illness. Women who were “other economicictive” (most of these women
were not working due to sickness or disability) evarore likely to have used services,
compared with those that were employed. Incomendichave any association with mental
health service use.

Two aspects of social networks were associated mwéhtal health service use.
Frequent face to face contact with relatives wasdioto reduce the odds of using mental
health services, and women who perceived highe@ldexf inadequate support were more
likely to use services. When social network chamastics were added to the model, ethnic
differences remained. Through the addition of Exté&ons terms in models, it was found
that these associations did not vary between warhdifferent ethnic groups. There was
no association between the other aspects of suefadorks (frequent contact with friends,
network content and size of network) and use oftaidmealth services. However, by using
models stratified by ethnic group, it was appatkat social network associations with

mental health service use were not the same aetlosie groups. For Pakistani women,

180



large networks were associated with increased ofldsing mental health services; this
was not found for women of any other ethnic grdeyrther, the association between
inadequate support and service use found in maussporating all women was only
found for White and White Irish women in stratifietbdels. The association between
frequent contact with relatives and service use aviyg found in the model for

Bangladeshi women.

5.5.2. Comparison with other studies

The results from this study corroborate findingsrrother UK observational
studies and systematic reviews that show use ofahkealth services for Pakistani
women to be lower than for White and Black Caribbe@men, but no different from
Bangladeshi women (Glover & Evison, 2009; KapaBimoks, Nazroo, & Tranmer, 2015;
Lloyd & Fuller, 2002). Contrary to the findings thfese previous studies, this study also
showed that Pakistani women'’s rates of mental healtvice use were lower than those
for Indian women. These ethnic differences remaatdfégt taking into account the
contribution of a number of explanatory factorgluling four separate aspects of social
networks. This suggests that there are other facbat captured by this study’s modelling
process that influence mental health service use pbssible that women from Pakistani
and Bangladeshi ethnic groups may not know wheseéi help for mental health
problems, although this is unlikely as populatianveys have shown that these groups are
the most likely to visit a GP for physical healtiolplems (Brewin, 1980; Nazroo et al.,
2009) However, even if it is assumed that Pakistani aadgBadeshi women know where
to seek help, they may not wish to due to the sliggsociated with having mental health
problems. Previous qualitative studies have sugddsiat there are high levels of stigma
amongst Pakistani women (Chew-Graham et al., 200fjirella & Loewenthal, 1999)
and there is some evidence to suggest that stigaysben higher in some ethnic minority

groups, compared with the White majority populatiand this explains why help-seeking
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is low in some ethnic minority populations (Angénhal., 2006; Clement et al., 2015;
Conner et al., 2010; Loya et al., 2010; Nadeenh.e2@07; Pescosolido et al., 2013; Rao et
al., 2007). Unfortunately, stigma was not measumeate survey used for the present study,
and hence the stigma displayed by Pakistani wornaldaot be compared with women of
other ethnic groups. One other possible explanasitimat health professionals such as GPs
may hold cultural stereotypes which may lead toutheer-referral of some South Asian
groups to mental health services (Burr, 2002; &p€oet al., 2006).

Pakistani women born outside of the UK were ldgalyito have used mental
health services than Pakistani women born in the Alost all Pakistani women aged
over 35 in the sample were born outside of the Pi€vious studies have suggested that
English proficiency may be low for older Pakistarumen, and hence they may
experience problems in articulating mental disttedsealth professionals, accessing
services, and engaging in mental health providgmw(, 2007b; Chew-Graham et al.,
2002; Loewenthal, Mohamed, Mukhopadhyay, Ganeshh&mas, 2012). However, this
study did not find evidence to suggest that Enghisificiency was associated with mental
health service use. The strong positive associfiond between economically inactive
women and the use of mental health services isht@téhas been found in another UK
study (Bebbington et al., 2003). A large proportadrthe women in this category were not
working due to sickness or disability, which mayiféicative of higher levels of mental
illness for this group.

Finally, this study found that for Pakistani womé&rger social networks were
associated with increased outpatient mental healtice use. This is inconsistent with
findings from other studies that have found largeia networks to be associated with
decreased use of outpatient psychiatric servicespulation samples (Albizu-Garcia et al.,
2001; Maulik et al., 2009; Pescosolido, Wrightalket 1998; Sherbourne, 1988; Woodward

et al., 2008), and that large networks are asstiatth decreased mental health inpatient
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use in clinical samples (Albert et al., 1998; Beakieal., 1997). Hence the finding for
Pakistani women in this study is surprising, esgfcas the association was evident even
when other variables thought to influence mentaltheservice use were taken into
account. There is the possibility that there is sitrimg about being in a large network for
Pakistani women that thatm®t supportive, which may increase levels of mentaégds
leading to increased rates of mental health sensee One possible reason for the findings
for Pakistani women, is their high likelihood ofitig in multiple-generation households,
compared with other ethnic groups (Berthoud & BeisH997) coupled with the high
propensity for them to be looking after the homéamnily (Kapadia, Nazroo, et al., 2015),
which could lead to high levels of mental distré&snuga-Barke & Mistry, 2000), and an
increase in mental health service use. Large n&sweith such a composition might not
be particularly supportive (Dressler, 1985; Furni&ai®@hiekh, 1993). However,
Bangladeshi women also have high levels of livimgxtended families and this finding
was not apparent for them. It is also importamdte that the odds ratios for the larger
network categories (3 to 7 close people, and 8arerpeople) were large, and the
associated confidence intervals wide. Hence thmatds are not precise, and may be
based on very few women in these categories, athiséinding in relation to large
networks must be viewed with caution.

This study also contributes novel findings (in Erggland context) of the
association between aspects of social networksraamdal health service use for women.
Women with higher levels of inadequate support weoee likely to use mental health
services. This suggests that women who perceivediose networks to be lacking in
support are more likely to turn to statutory segsicor help with mental health problems.
The finding from this study is closely related hose from most other studies in this field,
which have found that higher levels of perceivesdifpe support are associated with

decreased mental health service use (Golding &3V&890; Maulik et al., 2009;
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Pescosolido, Wright, et al., 1998; Ten Have et28102; Thoits, 2011; Woodward et al.,
2008). The finding from this study is slightly difent because perceived positive support
was not associated with mental health servicelugeperceiving a lack of support from
close people was. This may be because this stetlyded measures of negative aspects of
support networks (which were strongly loaded onitlaelequate support factor), as well as
positive aspects of support which is in contragh®other studies cited here, apart from
Maulik and colleagues’ study (2009) which includexdh aspects of support. In addition,
this study also found that there was no differémtifect of social support on mental health
service use between women of different ethnic gsptlps is in line with one other study
conducted by Chang and colleagues (2014) in théhdiSound support from friends and
family did not affect mental health service use.

The present study also found that contact withtixeda was associated with use of
mental health services for women in England. Thisaborates evidence from the United
States where Sherbourne (1988), and Kouzis andamples (Kouzis et al., 2000) have
shown that frequent contact with relatives is aisged with decreased use of mental health
services. Increased contact with relatives maybieative of higher levels of social
support which may in turn reduce the need for nidmgalth services. However, the current
analysis does not rule out an alternative explanatelatives may hold negative views
about mental illness, and mental health servicetgrdng women from contacting services
(Gourash, 1978). This explanation could not bestest the current study, as EMPIRIC

did not collect data about relatives’ attitudestental health services.

5.5.3. Strengths and Limitations

This is the first study in England to look at véinas in mental health service use
between women of different ethnic groups, and #s®aation with social networks. The
study’s main strength is the use of a nationalpresentative sample that used ethnic

minority boost sampling, allowing findings to bengealised to the population of England.
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It also provides separate results for Pakistadiaimand Bangladeshi women, in contrast
to previous survey studies that have not disaggeeighe South Asian category or have
very small numbers of ethnic minority participaritereby reducing the specificity of
findings (C. Cooper et al., 2010, 2013).

One of the study’s limitations is that the datafamen 2000, which makes the
findings less generalisable to the current confBxére are more services available from
the NHS now than were available in 2000, most rigtsérvices provided under the
umbrella of Improving Access to Psychological Segsi (IAPT), a large scale Department
of Health funded initiative to provide short teratking therapies for anxiety and
depression. Hence it is possible that the ethiiferénces in service use in 2000 (found by
this study) may not be apparent now. Although, ena® from the most recent IAPT
figures show that rates of referral to these nawices are lower for Pakistani,
Bangladeshi and Indian groups, compared with Winteips (Community and Mental
Health Team: Health and Social Care Informationt@er2014a, 2014b). It is also
important to note that the outcome variable didauser all types of mental health
services, i.e. inpatient services, services acdgbseugh the voluntary sector, other types
of outpatient services, and hence the findings cabe generalised to women’s usage of
all mental health services.

Although measures of social support were includetthé analysis, this was only in
relation to what was perceived from the two clogesiple; the nature of support from
wider social networks and sources other than pestfigends and relatives was not
assessed. Hence it is possible that the amounippfst from networks may have been
underestimated. For women in the study that madraifor mental iliness, it was not
known which network members they discussed theblpms with, what these network
members’ attitudes were towards mental illnessthadise of services, nor their own

previous experiences of mental iliness. These ttaeters have been shown to be
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influential in the help-seeking process (Perry &&esolido, 2015; Vera et al., 1998);
unfortunately they were not collected in the datased for this study.

This study did not include measures of prejudicdiscrimination from health
professionals, which may have been one factorinfiaenced decisions to seek mental
health care. This may especially be the case fonevothat felt they had been judged or
treated in a negative way due to their ethnic grauprevious encounters with health
professionals. For example, previous studies hhgess this to be the case for people
from many different ethnic minority groups whenldgag and receiving mental health care
from health professionals (Bhui et al., 2012; Gdbhiet al., 2014; Henderson et al., 2015;
McKenzie & Bhui, 2007; Rogers & Pilgrim, 2010).

Further, as the study is cross-sectional, reveagsality in relation to service use
and social networks cannot be ruled out. It is pbssising mental health services may
lead to less contact with relatives or perceivedieguacy of support from networks. It is
also possible that lack of service use for womandeerve to increase levels of mental

illness.

5.5.4. Conclusions and Implications

This study showed that Pakistani and Bangladesmevowere the least likely
ethnic groups to have used mental health servicethe ethnic differences were not
explained by any of the factors considered in shisly, other factors such as the treatment
of ethnic minority women in primary and secondaayecin the NHS may be one of the
reasons for ethnic inequalities. Evidence frommiwest recent IAPT figures show that rates
of referral to these new services are lower foriftaki, Bangladeshi and Indian women,
compared with White women (Community and Mental ltledeam: Health and Social
Care Information Centre, 20140)his, together with the high rate of consultation
primary care among these groups for physical hgatiblems, suggests that the

identification and management of mental health lemois in primary care practice for these

186



women is less than adequate. Policymakers who twishsure that those in need of
mental health services receive them, should constiéepractice of clinicians in the
drafting of future race equality policies for mdrtiaalth services.

This study showed that aspects of social netwokk®essociated with aspects of
mental health service use, assuming that the adswctivas direct. However other
analyses within this thesis showed that social agksywere associated with mental illness
(Chapter 4) and this study showed that mentalsingas strongly associated with mental
health service use. It is possible that the asBonmbetween aspects of social networks
and mental health service use are apparent besaoed networks influence mental illness,
which in turn influences mental health service (@eurash, 1978). This proposed path
was not tested in this chapter, but the next chaptinis thesis assesses if aspects of social
networks operate in this way (indirectly via merillakess) to influence mental health
service use, and whether this indirect effect é&sshme for Pakistani women, as for women

of other ethnic groups.

187



Chapter 6: How do social networks influence use ahental
health services for Pakistani women, compared witivomen of
other ethnic groups?

6.1. Introduction

Research studies conducted in the United StatetharNetherlands have shown
that social support networks impact on the use@ital health services, with greater
support (less support) being related to decreaserkfsed) mental health service use
(Golding & Wells, 1990; Maulik et al., 2009; Pesglido, Wright, et al., 1998; Ten Have
et al., 2002; Thoits, 2011; Woodward et al., 20@8her aspects of social networks such
as frequent contact with relatives (Kouzis & Eatb®98; Sherbourne, 1988) and larger
networks have also been shown to reduce mentahreslvice use (Albizu-Garcia et al.,
2001; Pescosolido, Wright, et al., 1998; Sherbout888; Woodward et al., 2008). The
previous chapter in this thesis showed that sontkesie relationships were also found for
women in England. Women who perceived more inadecgigpport in their networks
were more likely to use mental health services,vaomhen who had frequent contact with
their relatives were less likely to use mental tiesérvices. For Pakistani women it was
found that larger networks increased mental hesthice use, contrary to previous

research.

The rationale for the analysis in the previous tiayas to discern if the under-use
of outpatient mental health services evident fddfani women (as found in the
systematic review in Chapter 3, and the first pathe analysis presented in Chapter 5
[section 5.4.3]) could be explained by differenesocial network effects between
Pakistani women, and women of other ethnic grotips.analysis found that statistically
there were not any differences between the effdcscial networks on mental health
service use between Pakistani women and womerhef ethnic groups. However, when

stratified analyses were undertaken, it was fotiad larger networks increased the odds of
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use of mental health services for Pakistani worbahthis relationship was not found for

women of any other ethnic groups.

The analysis in the previous chapter only tedtéuere was airect association
between social networks and mental health sergndsf this association differed between
women of different ethnic groups. One possible rmadm by which support in networks,
contact with relatives and size of networks magatfimental health service use is by
reducing the propensity to develop mental ilinédmgida et al., 2011; Cohen & Wills,
1985; Kessler et al., 1985; Stafford et al., 2tansfeld et al., 1998), which in turn
reduces mental health service use i.andirect effect. Although the relationship between
social networks and use of mental health serviesddeen extensively investigated
(Albizu-Garcia et al., 2001; Maulik et al., 200®geo0solido, Wright, et al., 1998;
Pescosolido, 1992; Sherbourne, 1988; Ten Have,&tGfl2; Thoits, 2011), few studies
have attempted to assess if the impact of soctalartks on mental health service use
operates in this way. Those that have investigditisdnechanism in US samples (Golding
& Wells, 1990; Lindsey et al., 2012; Martinez & L&2011; Villatoro & Aneshensel, 2014)
have found evidence that positive aspects of méswdecrease the likelihood of having a

mental illness, which decreases mental healthaense.

Despite evidence from the US, there have not begrsadies undertaken with UK
data to test this mechanism. Further, there hateeen any studies that have attempted to
assess if this mechanism differs between ethnigpgoThis may be important, as there is
evidence to suggest that if there is an indirefgtotfof social networks on mental health
service use via mental illness, this may not besttmae for Pakistani women as for other
ethnic groups, and this may be the case for tweorea First, it was found in the
systematic review in Chapter 3, and in empiricatknia Chapter 4, that Pakistani women
were more likely to feel their social networks wxeking in social support, compared

with White British and White Irish women (Calderwb& Tait, 2001; Natarajan, 2006;
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Stansfeld & Sproston, 2002), and second, it wasdan Chapter 5 that the relationship
between mental illness and use of mental healthcgsr differed between Pakistani and
Bangladeshi women, with women in the latter grough wental illness less likely to use

mental health services than Pakistani women.

Hence, this chapter addresses this gap in currentlkedge, by answering the
research questions that are outlined in the netiose This was done by developing a
structural equation model of indirect effects afiabnetworks on mental health service
use to test if these effects were apparent, atieyf differed between Pakistani women and

women of other ethnic groups.

6.2. Research Questions
i. Isthe influence of social networks on mental leaéirvice use mediated by mental
illness?
ii. Do the mediation effects differ for Pakistani womeompared with women of

other ethnic groups?

6.3. Methods

6.3.1. Data: Design and Sample

The analysis uses the same dataset, as that udedprevious chapter: Ethnic
Minority Psychiatric lllness Rates in the Commur(BMPIRIC) (National Centre for
Social Research & University College London, 20@E)PIRIC is a nationally
representative cross-sectional survey of adultsqd® to 74 years) conducted in England
in 2000 (n=4,281). The aim of the survey was t@refhe level of mental illness in five
ethnic minority groups (White Irish, Black Cariblme®angladeshi, Indian, and Pakistani),
compared with the White majority population, aslvasl collecting information on
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physical health, social support and access toheatvices. More detail on the sample
design and non-response adjustments were giveattios 5.3.1 in the previous chapter.
For the current analysis, only women were sele@gte@,340). During the analysis 103
women (4.4%) were dropped due to missing data embomore covariates, giving a
sample size of 2,237

The variables described here, were measured byigoesn the EMPIRIC survey.
The ways in which the outcome and explanatory temwere constructed, and
justifications for these, were outlined in detailsections 5.3.2 to 5.3.6 in the previous
chapter. Where variables were constructed or usksttenhtly for the current analysis, full

explanations are given within this chapter.

6.3.2. Outcome Variable

The outcome variable was mental health servicd@sgot used any services, 1:
seen a doctor for a stress-related or emotiondl@no, or seen a counsellor, or seen a
psychologist in the last 6 months). This was defimethe same way as in the previous

analysis chapter.

6.3.3. Social Network Measures
Three separate aspects of social networks, tha fwend to be associated with

mental health service use in the previous chaptere used in models in this chapter.

Frequent contact with relativegzrequent contact with relatives was found to
reduce the likelihood of women using mental hesditvices, when used in models
incorporating all women in the sample. Having frexgiucontact with relatives was also

moderately associated with decreased risk of haaimgental illness (results of univariate

n the previous chapter, the final sample size a80. The 23 extra cases that were omitted fram th
current analysis were women who did not have artgy da the Close Persons Questionnaire (measureshent
social support). In the previous analysis, the kivmsitive and highest inadequate support scoees w
given to women with missing data. These were wowigmout any close persons, so it was assumed that
they would have minimal support. In the currentlgsia, missing data on the social support itemsevieit
as missing.
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regression from previous chapter: OR = 0.62, CI376- 1.01, p=0.055). As outlined in

the introduction (section 6.1), frequent contadhwelatives may reduce mental iliness
which in turn reduces mental health service uséhérprevious chapter, frequent contact
with relatives was used as a three category varigblno frequent contact, 1: frequent
contact, 2: no relatives). However, a relativelyaimercentage of women said they had no
relatives (8.8%), compared with the other two cates. Therefore this category was
merged with the category of no contact. This waseda order to be able to interact this
variable with ethnic group in the moderated medrapart of the analysis (further details

of this statistical method are given below in sat®.3.6).

Inadequate SupportThe perceived inadequate support in networks emibed the
likelihood of using mental health services, withman with higher levels of inadequate
support more likely to use mental health servitesdequate support also showed an
association with mental iliness, with women witgghrer levels of inadequate support more
likely to have mental iliness (results of univaeiagégression from previous chapter: OR =
1.96, Cl = 1.34 — 2.86, p=0.001). Inadequate suppdhe previous chapter was
constructed with an exploratory factor analysishef Close Persons’ Questionnaire
(Stansfeld & Marmot, 1992). In this chapter, Camfitory Factor Analysis was used to
construct this facet of support. The reasons figt ind full details of the construction of

inadequate support, are given below in sectioré6.3.

The other factor that was extracted in the exptoyafiactor analysis of the Close
Persons’ Questionnaire in the previous chapterpeagive support. There was no
association between positive support and mentdithgervice use, as reported in the
previous chapter (results from fully adjusted Itigisegression model: OR = 0.94, Cl =
0.61 — 1.45, p=0.781). In addition there was nociasion between positive support and
mental illness (results from univariate logistignession model: OR = 0.74, Cl =0.51 —

1.08, p=0.122). Hence, since there was no empiexdience that positive support was
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associated with mental illness or mental healthiseruse in this sample, its effect was not
theorised to operate via mental iliness, and it ma@dncluded as an explanatory variable

in the models presented in this chapter.

Size of networkFor Pakistani women, an increase in the numbelogk people in
the social network was associated with an increasgental health service use. They were
the only ethnic group for whom this association weislent. However, there was no
association between size of networks and mentads$f for Pakistani women (results of
univariate logistic regression: OR = 1.02, CI =90-51.77, p=0.939). For all women in the
sample, there was no association between sociabriesize and mental health service use
in fully adjusted models, but there was an assiotidietween social network size and
mental illness, with larger networks associatedh\@itlecrease in levels of mental illness
(results of univariate logistic regression: OR 50).Cl = 0.28 — 0.89, p=0.019). Therefore
in order to ascertain if there was any discerndffect of size of network on mental health
service use via mental illness, this social netwaniable was also used in models. It was
important to consider this social network variadlen if effects were not apparent for
other ethnic groups in the analysis in Chapteirgesthe specific focus of this thesis was
to investigate how social networks operate for taki women, compared with women of

other ethnic groups.

In the previous chapter, the number of close peiopllee network was used as a
three category variable (0: O to 2 people, 1: 3 pzople, 2: 8 or more people). For the
analysis in this chapter, the categories of “3 pe@ple” and “8 or more people” were
combined, producing a binary variable. This wasadbacause in the previous chapter the
coefficients for these two groups were in the sdimection for Pakistani women. Further,
this variable was to be used in the creation aradtion terms (with ethnic group) for later

parts of this analysis and hence, fewer categoréze preferable.
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6.3.4. Mediator Variable: Mental Iliness

Mental illness was measured by the CIS-R (Lewsd.et1992) and was used as the
mediator variable (full definition and descriptiohmediators and mediation analysis are
given below in section 6.3.6). This was used amarp variable (0: does not meet clinical
criteria for mental iliness 1: meets clinical crigefor mental illness). The variable was not
used as continuous, because of the large propartislomen who scored zero out of a

maximum of 57 (25%).

6.3.5. Control Variables

Other explanatory variables that were thought iehen effect on mental health
service use (as detailed in the previous chapterg wlso used in the model. These were
age (categorical variable: 16 to 34 years, 35 tdb540 74), marital status (categorical
variable: married, single, separated/ divorced/owield), equivalised household income
(categorical variable: 5 quintiles), employmentwstgcategorical variable: employed,
unemployed, retired, other economically inactivestwork content (categorical variable:
spouse and relative, spouse and friend, friendaladive, relatives, friends and one or no
close people), frequent contact with friends (bynaariable: 0 does not have frequent face

to face contact with friends, 1: frequent faceaoef contact).

These explanatory variables were added as dirsgttefon mental health service
use. Their effects were not hypothesised to operatmental illness, although it is
possible that some of these variables operate graahillness. However, the specific aim
of this thesis was to investigate how social neksanfluence mental health services.

Hence the potential mediation effects of other aberistics were not tested here.

6.3.6. Statistical Modelling Approach
The analysis used structural equation modellingnewer the research questions.

The final model consisted of a Confirmatory Fa&oalysis (CFA) of social support items
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and a moderated mediation analysis carried outlyaim one model. During the analysis
process, the CFA model was done first, in ordeattimin a good-fitting model to the data.
Second, the CFA and mediation analysis were dayegther. Finally, the CFA and

moderated mediation analysis were performed togethe

Confirmatory Factor Analysisln the previous chapter, an exploratory factor
analysis (EFA) of the Close Persons Questionn@R) (Stansfeld & Marmot, 1992), was
undertaken in order to reduce 12 items measurioglssupport to two factors: positive
aspects of support and a factor measuring the tnemby of support from the two closest
persons. EFA is a data-driven technique, that doepre-specify any supposed patterns
between the items and underlying factors (or caot) thought to cause the observed
items (T. A. Brown, 2015). Accordingly, in this yf analysis, each item in a
guestionnaire can freely load onto each of the tyidg factors (e.g. item 1 is free to load
onto both Factors X and Y (for a two factor moda$j,are all items in the analysis). In
contrast, Confirmatory Factor Analysis (CFA, Jorgskl969) is a hypothesis-driven
technique that uses previous theory and reseaidbree (Byrne, 2012; Scott Long, 1983)
(in this case, the results from the previous ché&pteFA of the same data), to produce a
measurement model with a pre-specified numberatbfa that are thought to explain the
observed correlation between items (in this casgabksupport items on the CPQ). In
addition, only items thought to be caused by eaxterlying factor are specified to load on
to that factor: e.g. item 1 loads onto Factor X dagts not load on to Factor Y, and all
other items are also specified to load on to only factot. CFA was used on the CPQ

items, to confirm the two factors that were foundhe EFA in the previous chapter.

The CPQ measures support from the two closest persamed by the participant.

The 12 items that were selected to be used foartlhdysis were categorical in nature with

! ltems can be specified to cross-load i.e. load ambre than one factor. This is explained in maitlin

section 6.4.
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four response categories (not at all, a littleteyailot, a great deal). In the previous chapter,
the factor analyses for the first and second ctgsersons were done separately and the
highest score out of the two people was used isesydent analysis i.e. the highest positive
support score, and the highest inadequate supgme sut of the two closest people. This
chapter continues to use the highest support sbortasses a slightly different method to

construct them.

For the CFA in this chapter, the closest persohpghavided the most positive
support (as indicated by highest positive suppmitesfrom the EFA in the previous
chapter) was identified, and the item scores froisiperson were used. The same method
was used to identify the closest person that peabitie highest level of inadequate
support. For most women, the first closest persoriged the most support and was also
the one that was most likely to provide the highegtl of inadequate support. However,
this was not the case for a minority of women,vitniom the most positive support and
highest level of inadequate support came from ¢oersd closest person. For positive
aspects of support, the second closest personsseere used for 628 women (26.8%),
and for inadequacy of support, the second clossbp scores were used for 526 women
(22.5%). Further, only the items that showed hagdings on each factor in the previous
chapter were used in the CFA in this chapter. T@ldleshows the items that were selected
to load onto each factor, along with the factodiog scores from the previous chapter.
The method of estimation for the CFA was weightsast squares with mean and variance
adjustment (WLSMYV). This method is appropriate dise with categorical indicators (T. A.
Brown, 2015). As the CPQ yielded answers that wategorical in nature, the CFA was

performed on the polychoric correlation matrix lné responses to the items.
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Table 6.1: Support factors extracted from Exploratactor Analysis with factor loadings for
influential items (from first closest person), framalysis in Chapter 5

Support factors extracted from Exploratory Factor Analysis with factor loadings for Factor
influential items (from first closest person) loading
Positive Support

1. Did this person give you information, suggestiand guidance that you found helpful? 0.738
2. Could you rely on this person? Was this perbang when you needed them? 0.741
3. Did this person make you feel good about yoftsel 0.666
4. Did you share interests, hobbies and fun with person? 0.548
5. Did you confide in this person? 0.680
6. Did you trust this person with your most perdomarries and problems? 0.646
7. Did this person give you practical help with orahings? 0.573
8. Did this person give you practical help with ¢inisings when you needed it, for example, 0.510

chores, shopping, watering plants etc. ?

Inadequate Support

1. Did this person give you worries, problems amdss? 0.247
2. Would you have liked to have confided moreisgkrson? 0.480
3. Did talking to this person make things worse? 0.516
4. Would you have liked more practical help withjon#hings from this person? 0.643

Mediation AnalysisWhen the CFA (measurement model) was finalisad wias
used together with a mediation analysis (structo@al of model) to answer research
guestion one (Is the influence of social netwonksr@ntal health service use mediated by
mental illness?). A mediator is a mechanism throubkth an independent variable is
thought to influence an outcome of interest (Batakenny, 1986; lacobucci, 2008) i.e.
the independent variable is thought to influen@dbtcomendirectly. The idea of
indirect effects (Hayes, 2013) is key to mediaamalysis and typically mediation can be
thought of as decomposing the effect of an independariable (X, see Figure 6.1) into its
direct effect €') on an outcome (Y), and indirect effecisafidb) on an outcome (Y) via a
mediator (M). The indirect effect is definedamultiplied byb (Mackinnon, Fairchild, &

Fritz, 2007); this is equivalent to the total effdamown as) minus the direct effecty).
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Figure 6.1: Mediation Model

A mediation analysis was appropriate here becawmsebthe aims of this thesis is
to understantiow social networks influence mental health serviae ttsvas found in the
previous chapter that there were associations legtwertain aspects of social networks
and mental health service use. However, the restittee model in the previous chapter
could not be used to stdtew or whythese two things were associated. The analysigein
previous chapter also found a positive associdt@mween mental illness and mental health
service use. This chapter tests whether the eftdcscial networks operate via mental
illness to exert their effects on mental healtlviseruse. There are a number of
assumptions underlying mediation modelling: no uasaeed confounding in the
exposure-outcome relationship; no unmeasured cadfog in the mediator-outcome
relationship; no unmeasured confounding in the supmmediator relationship; and no
effect of the exposure that confounds the mediatiicome relationship (VanderWeele,
2010). Although this study adjusted models forrgdanumber of theoretically and
empirically founded variables, there is still thaspibility that some unmeasured
confounding remains. Hence, results from the mebelld be interpreted with this in

mind.
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In order to perform a mediation analysis, the tgnii measurement of the X
variable (social support) should be before the atedimental illness), which in turn
should be before the measurement of the outcomeblarmental health service use)
(lacobucci, 2008; Mackinnon, 2008), in order to maky claims about temporal causality.
In the current analysis, these conditions weramett as all aspects of the mediation model
were measured within one cross-sectional survethiihe survey, social support (as
measured by the Close Persons Questionnaire) \kad asrelation to the previous 12
months, mental illness (measured by the CIS-Rglation to the past month, and mental
health service use in relation to the past 6 momieace, the mediation model in this
analysis cannot be used to directly assess thalcaatsire of the influence of social

networks on mental health service use, via a med{atental iliness).

It would have been preferable to have measuresaidissupport and mental illness
that were measured before mental health servicdmuseder to assess the causal effects of
social networks on mental health service use, denstion was given to using measures of
these from the Health Surveys for England (HSEB1&8d 1999 (Erens & Primatesta,
1999; Erens et al., 2000). All ethnic minority peigants in EMPIRIC were followed up
from HSE 1999, and White participants in EMPIRICr&véollowed up from HSE 1998.
Measures of mental illness (the General Health @aresire 12 item version (GHQ12,
Goldberg & Williams, 1988) and social support (@ved social support items taken from
The Health and Lifestyle Survey (Cox et al., 198V@ye available in these surveys.
However, use of these was discounted for two readeirstly, mental illness and social
support were measured in different years for ethmiority women, compared with White
women, thereby making comparison of estimates bEtWehite women and ethnic
minority women problematic. Hence, although thefftcent for the path between social
support and mental illness may have been comparthielgpaths between social support
and service use, and mental illness and servicevastl not have been comparable
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(between ethnic groups) due to ethnic minority wommenental illness and social support
being measured one year before service use, ang Wbmen'’s being measured two

years before.

Secondly, the measurement of social support itHBEs (seven items from The
Health and Lifestyle Questionnaire (see Appendiy)Bvas inadequate, compared with the
CPQ. Most important is that there were no itemssugag the inadequacy or negative
aspects of support networks in the HSEs, and ¢méetout of the seven items could be
said to be measuring support (friends and famitylearelied upon no matter what
happens, would see that | am taken care if | netulbd, give me support and
encouragement). This is in contrast to six itemasneng positive support (items 1, 2, 5, 6,
7, 8 under positive support in Table 6.1 above)fand items (all items under inadequate

support in Table 6.1) measuring inadequate suppone CPQ.

Therefore the analysis was carried out using csestional data from the
EMPIRIC survey. This was not ideal but mediatioalgsis is possible with this type of
data (Cole & Maxwell, 2003; Hayes, 2013), as loagheory dictates the modelling
process, and caveats are issued in relation totlakel results (the limitations of mediation
with cross-sectional analysis are considered irendetail in the Discussion (section 6.5)).
Further, it is important to note that if longitudirdata were available this would not have
dispensed with potential problems in mediation gsial The timing of measurements in
longitudinal data may not be at intervals that mide®retical sense for a mediation model

and hence cannot always be deemed as a superoottylata.

The mediation analysis tested the direct and intde#ects of the following social
network variables on mental health service uselégaate support (factor extracted from
the CFA described in the previous section), fregjgentact with relatives, and number of
close people via a mediator, mental illness. Pr&gtession was used with the WLSMV

estimator, as this is the most appropriate fornyimaitcome data. It is possible to use
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logistic regression in Mplus for binary outcomegt the computation requires numerical
integration which is very intensive. Often modetsribt converge when using this
modelling technique, hence the probit model wasepred (Mackinnon, 2008). The
mediator, mental iliness, was used as a binaryalbbi(0: no mental illness 1: meets

clinical criteria for mental illness).

When using a binary mediator and WLSMV estimatiothie modelling process,
the Mplus software assumes that there is a conimlaient variable underlying the
mediator (Muthen, 2011), in order to calculate tiaci effects (product of patlasandb).

As the distribution of the mediated effect is unkmgit is recommended that bias-
corrected bootstrappe@5% confidence intervals are calculated for titiract effects
(Mackinnon, 2008), using 1,000 bootstrap drawsdiie® Tibishirani, 1993 cited in
Mackinnon, 2008). This type of bootstrapping pre@gdhe most accuracy for computing
confidence intervals for non-zero mediation effé&fson, 1987). Confidence intervals of

indirect effects that do not contain zero are dektode statistically significant.

However, when the mediation model was estimateogusias-corrected
bootstrapping, although the magnitude and stagissignificance (at 5% level) of indirect
effects were the same as for the model withoutdtagiping, some of the direct effects
changed considerably, in a way that did not comatir model results from the previous
chapter. For example, when bootstrapping was apgiganic differences in mental health
service use between Pakistani and White and Witiéie Women disappeared, and
household income quintiles 2, 4, and 5 becamesttatily significant, with women in

these quintiles less likely to use mental healthises. This suggested that bootstrapping

1 The z-score (mediated effect/ standard errorpiditionally inspected for statistical significanegth
values 1.96 times the z score considered to bistatatly significant. However, previous simulatistudies
have shown that this statistic may not be nornmdiljributed in mediation models, and hence it is no
accurate to base statistical significance of airéwtl effect on this statistic (Mackinnon, Lockwo@d
Williams, 2004). The method of bias-corrected bwwafgping performs resampling with replacement to
construct a sample of standard errors for the éntlieffect. The bias correction adjusts the uppdrlawer
percentiles of the confidence interval.
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was not appropriate for this model. This may haserbbecause one of the confidence
interval limits was very close to zero (Andrews0@Q In order to resolve this problem,
consideration was given to reporting estimatesterdirect effects from the model

without bias-corrected bootstrapping and indiréfgats from the model with bias-
corrected bootstrapping. However, this is not agtvisy the developers of the Mplus
software (Muthen, 2006). In addition, as the cosicins that could be drawn about indirect
effects from the model with bias-corrected bootgted confidence intervals were the
same as for the model without, all the results regloin this chapter are drawn from

models that do not use bias-corrected bootstrappefidence intervals.

Results are shown for the probit regression of aleliness on social network
characteristics (unconditional effects), and thabpirregression of mental health service
use on social network variables, mental illnedspietgroup and control variables. In
addition, the indirect, direct and total effectssotial network characteristics on mental
health service use were calculated. The propodidhe effect that was mediated was also

calculated.

Moderated Mediation Analysidn order to answer the second research question
(Do the mediation effects differ for Pakistani wameompared with women of other
ethnic groups?), moderated mediation (Hayes, 2Bf&acher, Rucker, & Hayes, 2007)
was used. This was used to determine if the mediatifect was the same for Pakistani
women when compared with women of other ethnic gsooderated mediation is
thought to be present when “the strength of arréudieffect depends on the level of some
variable, or in other words, when mediation relasiare contingent on the level of the
moderator” (Preacher et al., 2007: 193). In thegméanalysis, ethnic group was used as
the moderator of path (the association between social networks and méimass) and
pathb (the association between mental illness and méaetth service use). Figure 6.2

shows this model. The effect of ethnic group ondinect path from social network
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variables to mental health service us@s not estimated, as it was the specific ainhisf t
analysis to test if the mediation (indirect patl@svdifferent for other ethnic groups,
compared with Pakistani women. Moderated mediatias only undertaken for social

network variables for which indirect effects weoaiid in the mediation model.

Ethnic Group

M
Mental lliness
a b
X Y
Social > Mental Health
Networks o Service Use

Figure 6.2: Moderated Mediation Model

To perform the moderated mediation analysis, ictéya terms of ethnic group and
social network variables were added to the regrassi mental illness on social network
variables, and interaction terms of ethnic groug meental illness were added to the
regression of mental health service use on mdirtaks. Within the Mplus software, the
command XWITH was used to create interaction tdsete/een latent variables
(inadequate support extracted by CFA from the CRessons Questionnaire) and observed
variables. This command is only available with maoim likelihood with robust standard
errors (MLR) estimation. This type of estimatioredoot provide standardised estimates.

Hence model results are given in unstandardisad only. Results are shown for the

! The previous chapter (using logistic regressiod@fling) tested for the effect of two interacticieshnic
group x inadequate support, and ethnic group xuiatjcontact with relatives) on mental health servise.
Neither of these interactions was statisticallyngigant at the 5% level.
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probit regression of mental illness on social nekv@riables, ethnic group and the
interaction between ethnic group and social netwarkables, and for the probit
regression of mental health service use on soeislark variables, mental illness, ethnic
group and the interaction between ethnic groupraental illness (as well as the control
variables selected for the analysis). The indiedfeicts of each social network aspect on
mental health service use were calculated for womemach ethnic group. The differences
in the indirect effects were calculated for eadini&t group, compared with Pakistani
women (using the MODEL CONSTRAINT command in MpluBiis provided z scores
which were assessed for statistical significandbeb% level to ascertain if the mediation
effects for Pakistani women were different, comgasgth women of other ethnic groups.
Example Mplus code for how the indirect effects] #me differences in these effects
between Pakistani women and women of other etholgpg were calculated, are shown

below in Box 6.1.

Box 6.1: Example Mplus code for the calculatioindirect effects, and differences in effects
between ethnic groups

Key

ind Indirect effect for specified ethnic group

al Coefficient for effect of social network vdsia on mental illness for Pakistani women

a2toab Coefficients for effect of social netwegkiable on mental iliness for White, Irish, Black|
Caribbean, Bangladeshi and Indian women, respygti

bl Effect of mental illness on mental health serwse for Pakistani women

b2 to b6 Coefficients for effect of mental illisesn mental health service use for White, Irisiacil
Caribbean, Bangladeshi and Indian women, respygti

diff Difference in indirect effect between Pakist women and specified ethnic group

* Multiplied by

ind_Pakistani = al*bl;

ind_White = (a1 + a2)*(b1 + b2);

ind_lIrish = (al + a3)*(b1 + b3);

ind_BlackCaribbean = (al + a4)*(b1 + b4);
ind_Bangladeshi = (al + a5)*(b1 + b5);

ind_Indian = (al + a6)*(b1 + b6);

diff_White = (ind_Pakistani - ind_White);

diff_Irish = (ind_Pakistani - ind_lrish);
diff_BlackCaribbean = (ind_Pakistani - ind_Blacki®aean);
diff_Bangladeshi = (ind_Pakistani - ind_Bangladgshi
diff_Indian = (ind_Pakistani - ind_Indian);
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Data manipulation was carried out in Statg3tataCorp, 2013and statistical
analysis was carried out using Mplus 7.11 (MutheM@&then, 2012). An alpha value of

0.05 was used throughout as criterion for statisggnificance.

6.4. Results

6.4.1. Confirmatory Factor Analysis of social support

The CFA was estimated separately first before & estimated together with the
mediation model. Twelve items from the CPQ weraduseindicators of two hypothesised
underlying factors: positive support and inadeqsatgport. The polychoric correlation
matrix between the 12 items, on which the CFA wasel, is shown in Appendix 6.2. The
correlation between the two extracted factors Wa&30. Factor 1 (positive support) was
hypothesised to have loadings from eight itemsfaotbr 2 (inadequate support) was
hypothesised to have loadings from four factorfl@#&.2 shows the factor loadings

(standardisel) from each item on the two factors.

Table 6.2: Confirmatory Factor Analysis of Close$tms Questionnaire (n=2,237)

Factor Item Factor loading Standard
(standardised) Error (SE)
Positive Suppo Give information, suggestions and guida 0.725 0.03¢
Rely on this person 0.672 0.041
Person made you feel good 0.688 0.033
Share interests, hobbies and fun 0.579 0.039
Confide in this person 0.709 0.031
Trust this person with problems 0.682 0.036
Give practical help with major things 0.474 0.046
Give you practical help with small things 0.448 0.048
Inadequate Support  Give you worries, problems aeds 0.517 0.050
Liked to have confided more in this person 0.686 0.052
Talking to this person made things worse 0.771 0.052
Liked more practical help from this person 0.618 0.053

In order to assess how well this model fitted thtada range of model fit indices
were used. The chi squared test statistic proadesverall measure of goodness of fit.
High values of chi squared suggest that the obderwgelation matrix and the estimated

correlation matrix from the model are not simil@tatistically significant p values provide

1 The standardisation sets the mean to 0 and varikant for indicator and latent variables.
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evidence to reject the null hypothesis (the obskmadues are the same as the model
values). For this model, chi squared = 166.38, 8f#0.0001, suggesting that the model
was a poor fit to the data. However, the chi sqiiéest statistic has many weaknesses (e.g.
inflated chi squared test statistic with large sknsizes, very strict criteria of assessing if
the observed correlation matrix matches the estichebrrelation matrix) due to which, it
should not be relied upon as the sole measure déhiib (T. A. Brown, 2015). The Root
Mean Square Error of Approximation (RMSEA, Steig€rind, 1980) is another fit index
that measures how well the model fits approximatahd ranges from 0 to infinity,
although it rarely exceeds 1 (T. A. Brown, 2015pddls with values of 0.06 or less are
considered to have close fit (Hu & Bentler, 199@plus also provides the p value of
RMSEA being =< 0.05. Non-significant probabilitylves (p>0.05) suggest that the model
is “close-fitting” (Brown, 2015: 72). For this mddéhe RMSEA was 0.031 (Cl = 0.026-

0.036 p>0.999), suggesting that the model wasyag@rd approximate fit to the data.

The Comparative Fit Index (CFl, Bentler, 1990) enads the fit of the estimated
model to the null model i.e. a model that assuneesonrelations between the items used
as dependent variables (social support items).CFlaanges from zero to one, with
values close to 1 indicative of good model fit. leer index of comparative fit is the
Tucker-Lewis Index (TLI, Tucker & Lewis, 1973). Bhindex compensates for model
complexity by penalising models that add more patens that do not improve the fit of
the model (T. A. Brown, 2015). The TLI generallyges between zero and one, but
values can fall outside these bounds. Values appiog one suggest good model fit.
Values of CFl and TLI that are close to 0.95 ofafeee are deemed to indicate good model
fit, and models with values between 0.90 and n@icate acceptable model fit (Bentler,
1990). The CFI for the model was 0.930 and thewas$ 0.913, suggesting that the model

was acceptable.
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It is common practice with CFA models to inspe& $itandardised residuals of the
difference between the observed polychoric corimanatrix and the matrix estimated by
the model. High values of residuals (greater tBfrsjiggest that some of the relationships
between the indicators have been under or overataby the model (T. A. Brown,

2015). Unfortunately, standardised residuals weteamailable for categorical variables in
Mplus (Muthen, 2015c). Hence, the other modeltéitistics were relied upon to make a

judgement on the goodness of fit of the model.

Mplus provides modification indices (Sorbom, 1988)part of the model output.
These show which parameters (that are currentliosatro) would decrease the chi
squared statistic significantly and by approximatedw much, if they were freely
estimated. The expected parameter change (EP@pistaown; how much that parameter
would change and in which direction (from 0) iviés freely estimated. For this model,
three such indices were identified by the softwiae® Table 6.3). Only modification
indices greater than 3.84 were requested in theva# (the reduction required in chi
squared statistic for a statistically significaetter fitting model). Each of these
modification indices were cross loadings onto ttheepfactor i.e. for an item that loaded
onto the positive support factor, the modificatindex suggested an additional loading
onto the inadequate support factor. The first moalifon index (MI) suggested loading the
item measuring perception of worries and problemsfthe closest person onto positive
support would reduce the chi squared statisticly4, and would have a factor loading of
0.131. Substantively, this did not make sense;ahatvering positively to this item would
give an increase in positive support. Therefore mhodification was not implemented into
the model. The second MI suggested loading the me@asuring wanting to confide more
onto the positive support factor, and the thirdddggested loading the item measuring if
the close person made the participant feel gooal inaidequate support. Both of these
made substantive sense as the EPC was in theiadlirécegative) that would be expected.
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Table 6.3: Modification Indices for the confirmagdactor analysis, provided by Mplus software

Suggested Parameter Estimation Modification Standardised

Index (MI) Expected

Parameter

Change (EPC)

1. Load “gives worries, problems and stress” ontotpassuppor 11.7¢ 0.131
2. Load “wanted to confide more” onto positive softp 13.75 -0.162
3. Load “"person made me feel good” onto inadeqgsafgport 4.37 -0.108

A second model was estimated that implemented Meadibn Index 2 into the
previous model. The model results are shown in@ &bl. The correlation between the
two factors was -0.166. The RMSEA for this modeswa030 (Cl = 0.024 — 0.035,
p>0.999) suggesting a good fitting model. Further €Fl was 0.936, and the TLI 0.919,
suggesting an acceptable model. As Model 1 wagdegthin Model 2, a nested chi
squared test was performed: chi squared = 8.9%1, @=0.0027. This suggests that
Model 2 was a better fit to the data than ModeA third model was also estimated that
added Modification Index 3 to Model 2. This model dot fit the data better than Model 2
(chi squared = 3.553, df=1, p=0.0594, results hot\). The final model (Model 2) is

depicted in Figure 6.3.

Table 6.4: Confirmatory Factor Analysis of Close$tas Questionnaire (n=2,237) with
modification index (Model 2) implemented

Factor Item Factor loading Standard
(standardised) Error (SE)
Positive Support Give information, suggestions guidlance 0.725 0.034
Rely on this person 0.672 0.041
Person made you feel good 0.687 0.033
Share interests, hobbies and fun 0.579 0.039
Confide in this person 0.709 0.031
Trust this person with problems 0.683 0.036
Give practical help with major things 0.474 0.046
Give you practical help with small things 0.449 0.048
Liked to have confided more in this person -0.152 0.052
Inadequate Support  Give you worries, problems arss 0.538 0.050
Liked to have confided more in this person 0.601 0.049
Talking to this person made things worse 0.807 0.052
Liked more practical help from this person 0.628 0.053
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Positive
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Minor practical help

Like to confide more
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Inadequate
Support

Talking makes worse

Like more help

Figure 6.3: Confirmatory Factor Analysis of CloserBons Questionnaire (n=2,237).
N.B. Values shown are standardised loadings rounidéddecimal places

6.4.2. Mental lliness as a mediator of the relationship bsveen social
networks and mental health service use

The results from the mediation model are shownahl&s 6.5 and 6.6, and
summarised in Figure 6.4The estimated loadings from the CFA within thededlaare not

shown in these tables in order to keep the focukisfsection on the results of the

! Positive support was shown not to have any effeaanental illness nor mental health service usthen
analysis undertaken in the previous chapter, anthfe reason, the mediation of positive suppaatmiental
illness is not theorised nor tested in models is thapter.
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mediation part of the model. The estimates fromGR& are given in Appendix 6.3, and

also denoted in Figure 6.4.

The mediation model showed that an increase ireigaate support was associated
with an increase in the likelihood of having a nadiltness ! = 0.526, SE = 0.10,
p<0.001), but inadequate support was not direcbpaiated with the usage of mental
health service3(= 0.089, SE = 0.11, p=0.411). Frequent contadt veilatives was
associated with a lower likelihood of having a naéiitness § = -0.341, SE = 0.16,
p=0.031), but as for inadequate support, frequentact with relatives was not directly
associated with use of mental health servifes{0.269, SE = 0.20, p=0.185). Larger
networks (containing 3 or more people) were assediaith decreased levels of mental
illness @ = -0.464, SE = 0.22, p=0.032) but there was nectliassociation between larger

networks and mental health service yse 0.233, SE = 0.24, p=0.340).

1 B denotes a unstandardised probit coefficient. \Veatueer 0 indicate a positive effect and valueswdlo
indicate a negative effect. Standardised coeffisiane provided in Table 6.5. However, standardrenvere
not provided in Mplus for these, and hence areepbrted here. For continuous x variables (exptayair
control variables), the standardised value providetie Mplus output under the column ‘STDYX’ was
used. For binary variables, this estimate was dividy the sample standard deviation of the x viiab
question to calculate the appropriate standardisetficient (Muthen, 2015b).
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Table 6.5: The effect of inadequate support, cantéit relatives and larger networks on mental
health service use, via mental illness (mediatiaaah).
Values are unstandardised probit coefficients (dtad errors) (n=2,237)

Mental lllness Mental Health Service Use
Unstandardised Standardised* P-value Unstandardised Standardised P-value
Coefficient (SE) Coefficient Coefficient (SE) Coefficient
Inadequate Support 0.526 (0.10) 0.401 <0.001 0(0a9) 0.064 0.411
Frequent Contact with -0.341 (0.16) -0.330 0.031 -0.269 (0.20) -0.242 86.1
Relatives
Larger networks (>= 3 -0.464 (0.22) -0.430 0.032 0.233 (0.24) 0.208 0.340
people)
Mental lliness 0.467 (0.08) 1.236 <0.001
Ethnic Group (Ref.
Pakistani)
White -0.111 (0.20) -0.061 0.584 0.643 (0.24) 0.371 0.007
Irish -0.128 (0.20) -0.055 0.520 0.800 (0.27) 0.360 0.004
Black Caribbean -0.223 (0.19) -0.050 0.232 0.540 (0.27) 0.124 0.049
Bangladeshi -0.496 (0.15) -0.065 0.001 0.146 (0.23) 0.020 0.533
Indian -0.100 (0.16) -0.026 0.531 0.432 (0.21) 0.121 0.039
Age (Ref: 16-34 years)
35 to 54 years 0.235 (0.20) 0.206 0.251 0.009 (0.24) 0.008 0.970
55 to 74 years -0.374 (0.34) -0.367 0.275 -0.010 (0.32) 0.010 0.975
Household Equivalised
Income (Ref: Quintile 1)
Quintile 2 0.013 (0.26) 0.011 0.960 -0.320 (0.32) -0.314 0.316
Quintile 3 0.130 (0.25) 0.126 0.599 0.080 (0.28) 0.082 0.776
Quintile 4 -0.347 (0.28) -0.382 0.218 -0.178 (0.31) -0.206 0.570
Quintile 5 (High) -0.819 (0.30) -0.848 0.006 -0.492 (0.48) -0.534 0.304
Missing 0.045 (0.29) 0.032 0.876 0.141 (0.31) 0.110 0.651
Marital Status (Ref:
Married)
Separatetd 0.038 (0.28) 0.034 0.892 -0.110 (0.32) -0.109 0.726
Single -0.039 (0.28) -0.033 0.887 -0.108 (0.31) -0.097 0.729
Employment Status (Ref:
Employed)
Unemployed -0.783 (0.34) -0.370 0.022 -0.043 (0.27) -0.022 0.876
Retired -0.273 (0.35) 0.299 0.429 -0.155 (0.36) -0.178 0.665
Economically -0.039 (0.33) -0.027 0.905 0.528 (0.30) 0.386 0.082
inactive
Looking after home or -0.096 (0.25) -0.065 0.703 0.196 (0.30) 0.138 0.509
family
Frequent contact with -0.310 (0.17) -0.258 0.069 0.150 (0.20) 0.131 0.454
friends
Network content (Ref:
Spouse and Relative)
Spouse and Friend 0.983 (0.28) 0.928 <0.001 -0.449 (0.39) -0.443 0.248
Friend & Relative 0.434 (0.28) 0.383 0.118 -0.286 (0.28) -0.265 0.310
Relatives 0.531 (0.27) 0.417 0.045 0.046 (0.28) 0.037 0.868
Friends -0.082 (0.46) -0.071 0.859 -0.004 (0.60) -0.006 0.995
0 or 1 close person 0.091 (0.34) 0.082 0.789 -0.382 (0.62) -0.036 0.537

* Standardised estimates are provided in ordeetatide to compare the magnitude of effect of odependent variable with another. P
values relate to the unstandardised coefficiental&es are not provided in Mplus for standardiseefficients.
Or Divorced or Widowed
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Table 6.6: Direct, Indirect and Total Effects ofci&d Network variables on Mental Health Service se2,237)

Direct Effects On Mental Health Service Use Indiret Effects via Mental lliness Total Effects Percent
Mediated
Unstandardised (SE) Standardised P-value Unstanddised (SE) Standardised P-value Unstandardised (SE) Standardised  P-value Indirect Effect/
Total Effect
Inadequate Suppc 0.08¢(0.11) 0.06¢ 0.411 0.17€(0.05 0.17¢ <0.001 0.33£(0.10) 0.229 0.001 73
Frequent Contact -0.269 (0.20) -0.242 0.184 -0.159 (0.08) -0.144 48.0 -0.428 (0.21) -0.389 0.041 37
with Relatives
Larger networks (>= 0.236 (0.24) 0.205 0.335 -0.215(0.11) -0.191 0.039 0.016 (0.27) 0.017 0.952 N/A
3 people)

212
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-.33*
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Figure 6.4: Structural Equation Model for the effet social networks on mental health service usethe mediator, mental illness.
Statistically significant path coefficients (at 98vel) are marked with an asterisk (*). The modaswadjusted for the following control variablesheic group, age,
household equivalised income, marital status, eympént status, frequent contact with friends, artdvaek content.
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Ethnic differences between Pakistani women and woofi®ther ethnic groups
were evident in this model, after controlling foany variables and positing mental iliness
as a mediator. White womef £ 0.643, SE = 0.24, p=0.007) were more likelyde u
services than Pakistani women, as were Ifish 0.800, SE = 0.27, p=0.004), Black
Caribbeanf{ = 0.540, SE = 0.27, p=0.0.49), and Indifr=(0.432, SE = 0.02, p=0.039)
women. There were no differences in the mentalthe&rvice use of Pakistani women,
compared with Bangladeshi womgh=<0.146, SE = 0.23, p=0.533). The model also
showed that there were no differences between faakisomen and women of other
ethnic groups to have mental iliness, except forgkedeshi women who were less likely

to have mental illnes$ & -0.496, SE = 0.15, p=0.001).

Table 6.6 shows the direct, indirect and total&fef the three social network
variables on mental health service use via the atedmental illness. Of particular
importance in this table are the columns showinyétt effects and percent mediated.
The indirect effect is a product of 1) the coetfii of the social network variable from the
regression of mental iliness on the social netwakable and 2) the coefficient of mental
illness from the regression of the outcome variallenental illness. Inadequate support
had an indirect positive effect on mental healtivise use via mental illnesg € 0.176,

SE = 0.05, p<0.001). Most of the effect (73%) @fdaquate support was via this
mediation. Frequent contact with relatives hadgatiee indirect effect on mental health
service use via mental illnegs < -0.159, SE = 0.08, p=0.045). About a third & tbtal
effect (37%) of contact with relatives was via timiediation. Larger networks (3 or more
people in the network) had a negative indirectatfée mental health service use via
mental illnessf = -0.215, SE = 0.11, p=0.039). It was not posdiblealculate the percent
of the total effect that was via mediation, asdkerall total effect (sum of direct and

indirect effects) was close to zefo<£ 0.021, SE = 0.27, p=0.938). This was because the
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direct effect and indirect effect had effects ia tipposite directions; this is known as a

suppression effect (Mackinnon, Krull, & Lockwood)dD).

The RMSEA for the model was 0.019 (Cl = 0.017 -20,(>0.999), suggesting a
very good fit of the model to the data. Howevee @FI was 0.800, and the TLI was 0.764,
suggesting that the model was not a good fit taltita. The chi square test of model fit
also suggested that the model was not a good tlitet@lata (chi squared = 693.380, df=386,
p<0.001). Hence, the model fit statistics did navjde a clear answer as to the good fit of

the model.

6.4.3. Does the mediation effect differ for Pakistani wome, compared with
women of other ethnic groups?

From the mediation model, it was seen that thecesfef all three aspects of social
networks (inadequacy of support, frequent contaitt relatives, and size of network) on
mental health service use, were mediated by méimeés. Hence, all three aspects were
tested to see if their effects were moderated byietgroup. The results from the
moderated mediation model are shown in Tablesr@d7a8. The estimated loadings from

the CFA within the model are shown in Appendix 6.4.
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Table 6.7: The moderating effect of ethnicity anéffect of inadequate support, contact with

relatives and larger networks on mental health meruse, via mental illness (moderated

mediation model).

Values are unstandardised probit coefficients (@&ad errors) (n=2,237)

Mental lliness

Mental Health Service Use

Unstandardised  P-value Unstandardised P-value
Coefficient (SE) Coefficient (SE)

Inadequate Support 0.163 (0.13) 0.224 0.167 (0.11) 0.121
Frequent Contact with Relatives -0.107 (0.19) 0.564 -0.343 (0.17) 0.039
Larger networks (>= 3 people) 0.029 (0.24) 0.905 1390.(0.26) 0.587
Ethnic Group (Ref. Pakistani)

White 0.392 (0.34) 0.243 0.599 (0.26) 0.023

Irish -0.256 (0.38) 0.501 0.880 (0.27) 0.001

Black Caribbean -0.489 (0.36) 0.170 0.536 (0.26) 0.040

Bangladeshi -0.677 (0.35) 0.050 0.213 (0.26) 0.405

Indian -0.085 (0.30) 0.777 0.618 (0.25) 0.013
Inadequate Support*Ethnic Group

White*Inadequate support 0.286 (0.17) 0.083

Irish*Inadequate support 0.257 (0.19) 0.183

Black Caribbean*Inadequate support 0.046 (0.16) 0.771

Bangladeshi*Inadequate support 0.238 (0.21) 0.249

Indian*Inadequate support 0.133 (0.20) 0.497
Frequent Contact with Relatives*Ethnic Group

White*Frequent Contact -0.234 (0.25) 0.350

Irish*Frequent Contact -0.052 (0.29) 0.855

Black Caribbean*Frequent Contact 0.175 (0.26) 0.499

Bangladeshi*Frequent Contact -0.026 (0.31) 0.933

Indian*Frequent Contact 0.492 (0.30) 0.100
Larger Networks*Ethnic Group

White*Larger networks -0.646 (0.29) 0.026

Irish*Larger networks -0.042 (0.37) 0.908

Black Caribbean*Larger networks 0.153 (0.35) 0.659

Bangladeshi*Larger networks -0.050 (0.34) 0.884

Indian*Larger networks -0.327 (0.30) 0.288
Mental lliness (Ref: Low CIS-R)

CIS-R Score >=12 0.841 (0.26) 0.001
Mental lliness*Ethnic Group

White*Mental lliness 0.158 (0.34) 0.645

Irish*Mental lliness -0.210 (0.35) 0.554

Black Caribbean*Mental lliness 0.076 (0.34) 0.825

Bangladeshi*Mental lliness -0.850 (0.47) 0.068

Indian*Mental lliness -0.328 (0.38) 0.393
Age (Ref: 16-34 years)

35 to 54 years 0.229 (0.23) 0.313 0.024 (0.23) 0.920

55 to 74 years -0.499 (0.31) 0.102 -0.161 (0.39) 0.678
Household Equivalised Income (Ref: Quintile 1)

Quintile 2 0.403 (0.25) 0.111 -0.167 (0.29) 0.568

Quintile 3 0.433 (0.26) 0.094 0.254 (0.28) 0.357

Quintile 4 -0.056 (0.28) 0.840 -0.070 (0.27) 0.796

Quintile 5 (High) -0.653 (0.32) 0.041 -0.551 (0.36) 0.127

Missing 0.299 (0.32) 0.358 0.317 (0.32) 0.317
Marital Status (Ref: Married)

Separated/ Divorced/ Widowed 0.153 (0.28) 0.580 -0.034 (0.32) 0.915

Single -0.146 (0.31) 0.637 -0.144 (0.37) 0.699
Employment Status (Ref: Employed)

Unemployed -0.841 (0.31) 0.006 -0.296 (0.30) 0.331

Retired -0.121 (0.32) 0.707 -0.065 (0.39) 0.868

Economically inactive 0.047 (0.34) 0.891 0.592 (0.31) 0.056

Looking after home or family -0.006 (0.24) 0.982 0.239 (0.24) 0.322
Frequent contact with friends -0.357 (0.17) 0.031 0.111 (0.18) 0.541
Network content (Ref: Spouse and Relative)

Spouse and Friend 0.928 (0.29) 0.001 -0.431 (0.32) 0.175

Friend & Relative 0.637 (0.29) 0.026 -0.258 (0.36) 0.473

Relatives 0.735 (0.28) 0.008 0.162 (0.34) 0.633

Friends 0.026 (0.61) 0.966 -0.054 (0.52) 0.917

0 or 1 close person 0.153 (0.35) 0.664 -0.562 (0.43) 0.194
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Table 6.8: The indirect effects of inadequate supp@quent contact with relatives and larger netks on mental health service use, for Pakistanneo, compared
with women of other ethnic groups (n=2,237)

Social Network Indirect Effects on Mental Health Sevice Use

Inadequate Support

Frequent Contact with Relative

Larger networks (3 or more people)

Ethnic group Indirect Effect P value Difference in P value of Indirect Effect P value Difference in P value of Indirect Effect P value Difference in P value of
(SE) of Indirect Effect  Difference (SE) of Indirect Effect Difference (SE) of Indirect Effect Difference
indirect compared with indirect compared with indirect compared with
effect Pakistani effect Pakistani effect Pakistani women
women (SE) women (SE) (SE)
Pakistani 0.137 (0.12) 0.243 - - -0.090 (0.16) 60.5 - - 0.024 (0.20) 0.985 - -
White 0.448 (0.16) 0.004 -0.311 (0.18) 0.078 -0.82120) 0.088 0.251 (0.24) 0.304 -0.617 (0.30)  039. 0.641 (0.31) 0.036
Irish 0.265 (0.15) 0.068 -0.128 (0.17) 0.458 -0.{0.15) 0.501 0.010 (0.21) 0.961 -0.008 (0.20)  966. 0.033 (0.26) 0.901
Black Caribbean 0.191 (0.11) 0.085 -0.054 (0.15) 708. 0.062 (0.17) 0.714 -0.152 (0.23) 0.501 0(0625) 0.512 -0.142 (0.31) 0.644
Bangladeshi -0.004 (0.16) 0.981 0.141 (0.20) 0.478 0.001 (0.05) 0.981 -0.091 (0.16) 0.577 <0.0001p. 0.980 0.024 (0.20) 0.906
Indian 0.152 (0.11) 0.176 -0.015 (0.16) 0.925 8.®@17) 0.237 -0.288 (0.23) 0.207 -0.153 (0.17)  .358 0.177 (0.23) 0.442
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The model showed that there were no differencéisareffect of inadequate
support on mental iliness between Pakistani wonmelmamen of other ethnic groups (see
Table 6.7); none of the interaction terms wereifigant at the 5% level. However, there
was a suggestion that for White wom@h# 0.286, SE = 0.17, p=0.083), inadequate
support may have a greater effect on mental illtieess for Pakistani women, although
these coefficients were not statistically significat the 5% level. The effect of frequent
contact with relatives on mental illness did ndtedtifor women of different ethnic groups,
compared with Pakistani women. The effect of haararger network (3 or more people
in the network) also did not differ between Pakist@omen and women of other ethnic
groups, except for White women who were less likelipave mental iliness if they had
larger networksf{ = -0.646, SE = 0.29, p=0.026), compared with Rakisvomen with

larger networks.

The influence of mental illness on mental healtivise did not differ between
Pakistani and White, Irish, Black Caribbean anddndvomen. There was some evidence
to suggest that for Bangladeshi wompr=(-0.850, SE = 0.47, p=0.068) the effect of
mental illness on mental health services was tess ftor Pakistani women, but this was

not statistically significant at the 5% level.

In order to ascertain if the mediation of the thaspects of social networks differed
between Pakistani women and women of other ethoileps, indirect effects and the
differences in these between Pakistani women amdemof other ethnic groups were
calculated (see Table 6.8). First, for Pakistaninen, the indirect effect of inadequate
support on mental health service was not statiktisaynificant but it was for White
women (3 = 0.448, SE = 0.16, p=0.004). However, when tlfferdince was tested, the
model showed that there was statistically no diffiee in the mediation effects between

Pakistani women and women of other ethnic grougsoagh there was a suggestion that

! Unstandardised probit coefficient.
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the mediation effect for White women was greatantfor Pakistani womer ((difference)
=-0.278, SE = 0.15, p=0.066). Second, there waampevidence to suggest that the
effect of frequent contact with relatives on meihiélth service use was mediated in
women of any ethnic group, and there were not affigrences between Pakistani women
and women of other ethnic groups. Finally, for B&ai women there was no indirect

effect of having larger networks (3 or more people)mental health service use. An
indirect effect was evident only for White womgn=-0.467, SE=0.22, p=0.032), and the
difference between Pakistani women and White womas statistically significant at the 5%

level 3 = 0.641, SE = 0.31, p=0.036).

Overall, the model suggested that there were soffeeahces in the indirect
effects of social networks on mental health seru®e mainly between Pakistani and
White women, but most of these were not statidjicgnificant. This suggests that the
indirect effects of inadequate support, frequentact with relatives were not moderated
by ethnic group. There was some evidence thanttieeict effects of larger networks on
mental health service use was moderated by ethoiggshown by the difference between

Pakistani women and White women.

Model fit statistics (such as the RMSEA, CFl and)TWere not available for the
moderated mediation model because maximum liketihestimation was used, and hence
they cannot be reported here. As the interactiongevere not significant, this suggests
that this model is a worse fit to the data thanntteeliation model from the previous

section (6.4.2)

Although the model showed minimal evidence thairewl effects of social
networks were moderated by ethnic group, a caveat be issued in relation to the
reliability of these results due to the method usechlculate indirect effects. The model
used a binary mediator, a binary outcome and MliiRn@sion. This estimation method is

the only one available when using the command XWIWHich was necessary for
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creating interaction terms between inadequate stippd ethnic group. When using MLR
estimation, the indirect effects may not be acalyatalculated as a product of pathand

b (Muthen & Asparouhov, 2015). This is because drté@assumptions of MLR
estimation is that the relationships between thdiater and X variable, and the outcome
and mediator are linear. Consideration was giveantalternative method based on the
counterfactual framework (Imai, Keele, & Tingley)1D) of calculating indirect effects,
which has recently become available in Mplus (MatBeAsparouhov, 2015). This
method is based on testing the difference betwesanmutcomes of people in each
category of the mediator, and can be used witmarpimediator and binary outcome to
estimate indirect effects for a moderated mediatiamalel. However, it is not available
when the XWITH command has been used to creatmtttens between a latent variable
and an observed variable (Muthen, 2015a). If §fps tof model was available, and had

been used, the indirect effect estimates would baesm more robust, with less error.

6.5. Discussion

6.5.1. Main Findings

This study aimed to answer two research questitms first asked if the influence
of social networks on mental health service usemediated by mental illness for women
in England. By using a structural equation modeisisting of a confirmatory factor
analysis and a mediation model, the analysis shakatdhree aspects of social networks
(inadequate support, frequent contact with relatiamd having a larger network) exerted
their influence on mental health service use imadiyevia mental illness. Women who
perceived a greater amount of inadequate suppogtimorks were more likely to have
mental illness, and mental illness was a signifigaadictor of mental health service use.
There was a positive indirect effect of inadequsafigport on mental health service use, and

this constituted over three quarters of the ovefédict of inadequate support on mental
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health service use. Women who had frequent cont#icttheir relatives (as opposed to
none, or no relatives) were less likely to have talgtiness. There was a negative indirect
effect of frequent contact with relatives on meihiélth service use, and this constituted
about a third of the overall effect of frequent mt with relatives on mental health
service use. Women with networks consisting oféaleemore people were less likely to
have mental illness. There was a negative indetett of having a larger network on

mental health service use.

The second research question asked if the mediatieats found from the first
model were different for Pakistani women, compaxiti women of other ethnic groups.
By using a moderated mediation analysis, the stodyd some evidence to suggest that
the indirect effects of inadequate support, freqqeentact with relatives and larger
networks were not present for Pakistani women dhereethnic minority women but they
were present for White women. The differences betwakistani and White women were
statistically significant for the indirect effect larger networks on mental health service
use, with larger networks less likely to increasmntal health service use for White women,

compared with Pakistani women.

6.5.2. Comparison with other studies

There have not been any studies in the UK that irexestigated the indirect effect
of social networks on mental health service usevimmen of different ethnic groups.
Hence, this study presents a novel contributiathénEngland context. Internationally,
only two other empirical studies (Golding & Well990; Villatoro & Aneshensel, 2014)
within the adult population (to the author’s knodde) have been undertaken attempting
to explain the effects of aspects of social netwank mental health service use, using the
mechanism of indirect effects via mental illnesise Btudy provides evidence for one of
the mechanisms proposed by Gourash (1978), theddsal networks buffer the experience

of stress which reduces the need for help. Howekier mediation effect was only
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apparent for inadequate support and larger netwwk&Vhite women, not Pakistani
women and other ethnic minority women. This suggtsit social networks may not
operate in the same way for all women. Larger ngisvéor White women reduced the
propensity for mental iliness, reducing the needs@vices. However, large networks for
Pakistani women did not reduce levels of mentaéglk, and did not reduce mental health
service use. Indeed, the analysis in Chapter 5 stidhat for Pakistani women, larger
networks (directly) increased the use of mentalthesrvices. There may be two possible
reasons for this; it may be that Pakistani wometh Veirger networks are more likely to
receive advice from their network to seek mentaltheservices, compared with other
women. However, this seems unlikely as the systematiew in this thesis showed that
studies that have been undertaken with Pakistamemaend to show that Pakistani
women as unlikely to seek support for mental healtiblems from their close social
networks (Chew-Graham et al., 2002; Cinnirella &lenthal, 1999). The other
possibility is that larger networks for Pakistaramen present more stress than for White

women, however comparative empirical evidencelitr is scant.

The findings of the present study are inconsistétit Golding and Wells’ study
(1990). By undertaking a survey analysis of thréfeidnt adult ethnic groups in Los
Angeles in the US, they found that there were wioréct effects of social support on
formal mental health service use. Although theynfbthat greater support from relatives
was associated with increased formal mental healtfice use (as did the present study),
they concluded that indirect effects were not prebecause when the level of psychiatric
disorder was added to regression models, the atsocbetween greater support from
relatives and mental health service use did nataedThey did not use a mediation model
(as in the present study) to calculate indireca@ff of social support on mental health
service use. Since the present study used a mpre@pate method to ascertain the
presence of indirect effects, the findings of gtigdy are more robust. The findings of this
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study also corroborate Villatoro & Aneshensel'sdst(2014). Using the National Survey
for American Life (NSAL), they found that for Afrde American adults, negative
interactions with family had an indirect positivigeet on mental health service use, via
mental illness, although there was not a dire@afdf negative interactions on mental

health service use.

The findings of this study also corroborate thosewo studies that were carried
out with youth populations. The first, Martinez drau’s (2011) study, found negative
indirect effects of parent’s perceived support bitddcen’s mental health service use, using
a nationally (US) representative survey of parehtgouth in child welfare. The second
undertaken by Lindsey and colleagues (Lindsey.eP@l2) also found that lower network
support in caregivers led to higher use of chilchtakhealth services, via caregiver mental
illness, in a large study of African American anauCasian children and caregivers
conducted in the US. Of course the findings ofpitessent study are not directly
comparable to these two child studies. Howevergtreeral principle of different aspects
of social support operating in a way to reducenoraase mental health service use,

because they reduce or increase mental illnesanitar.

None of the previous studies mentioned in thisised¢ested if the indirect effect of
social support on mental health service differemvben ethnic groups, despite using large
ethnically diverse samples to enable this typenalysis (Golding and Wells: US-born
Mexican Americans, Mexican-born Mexican Americaars] US-born non-Hispanic
Whites; Villatoro and Aneshensel: African AmericaAsnerican Afro-Caribbeans, and
non-Hispanic Whites; Martinez and Lau: African Amgans, Latinos and, non-Hispanic
Whites; Lindsey and colleagues: African Americaars] Caucasians). By extending the
mediation analysis to a moderated mediation arglysis study found modest differences
in the mediated effect of larger networks on mehéallth service use by ethnic group,

adding novel findings to this field.
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Overall, this study showed that although indirdt#ats of social networks are in
operation via mental illness to influence mentalltieservice use, they do not explain

ethnic differences in the use of mental healthises/for women in the UK.

6.5.3. Strengths and Limitations

This is the first study in the UK to investigate tindirect effects of social networks
on mental illness, and also the first to study ketkiifferences in these effects. This was
done using a nationally representative sample gidnl, thereby allowing the findings to
be generalised to the population of women in Ergyldime study showed evidence of
mediation of social networks’ effects on mentalltieservice use, via mental illness. This
should be considered by other researchers invéstigie effects of people's close social
networks on mental health service care outcomdgerQtudies that have not factored this
in, may have overestimated the direct influencaspfects of social networks on mental

health service use.

There are a number of limitations to the study thast be acknowledged. The
study used cross-sectional data and hence strarsgloglaims about the influence of social
networks on mental health service use cannot bemsitig the findings from this study.
This study considered using data from The HealttvéSts for England (HSEs) 1998 and
1999, but the data were not used due to the linmiggdre of the social support questions,
and the difference in timing of measurements foiité/(1998) and ethnic minority (1999)
women. It is also possible that higher levels ohtakiliness found for Pakistani women,

compared with many other ethnic groups, may besaltref not accessing services.

As mentioned earlier (section 6.4.3), the findinglating to the difference in
indirect effects between Pakistani women and Wiidenen must be viewed as tentative,
due to the inadequacy of estimation methods in Blfdu mediation analyses that use

binary mediators, binary outcomes, and MLR estiamatit is likely that the appropriate
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estimation method will become available in futiekeases for Mplus. Hence this analysis
could be re-done to check the validity of the firgsi, when this functionality becomes
available. One other way to test for the differeniceindirect effects between ethnic
groups is to use a multigroup model within the feavork of structural equation modelling.
This type of model could be used to estimate thasmement part of the model (CFA)
separately for all ethnic groups for the items meag social support. The CFA solution
can then be tested for measurement invarianced.difference in the measurement of
social support between ethnic groups. If measurémeariance does not hold, separate
mediation models can be fitted for each ethnic grmutest the effects of social support on
mental health service use. Future research coeldhis type of model with the EMPIRIC
data to ascertain the differences in the way satipport is measured across ethnic groups.
There is relatively little information on the valtigof social support questionnaires for
different ethnic groups, although one recent studyvVong and colleagues (Wong,
Nordstokke, Grogorich, & Perez-Stable, 2010) in Beancisco found that there was no
difference in the measurement of social suppoxéen women of four different ethnic

groups.

It is also important to note that the structuralan modelling framework was
used to test one possible model, based on a masoh&ound in the literature (Gourash,
1978). However, there are other ways in which thectural equation model could have
been specified, providing evidence for other poté¢mechanisms for the way in which

social networks operate, especially if longitudidata were available.

6.5.4. Conclusions and Implications

The effects of social networks (inadequate supfr@guent contact with relatives
and having larger networks) on mental health seruge were not mediated by mental
illness for Pakistani women, but there was somdenge to suggest that they were for

White women. This study also showed that by acdogrior the effects of some aspects of
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social networks, the under-use of outpatient mewgalth services by Pakistani women,

compared with women of some other ethnic groupsidcoot be explained.

In order to go some way in explaining and redragtiese ethnic differences, the
treatment of Pakistani women in primary care amgiomental health services should be
interrogated more thoroughly, with research assggbie quality of care received, levels
of perceived discrimination in patient-doctor irtetions, and analysis of referral pathways
into mental health services. Each of these sugmesfor future research presents a
challenge to researchers in the field of ethniqudities in health service use in the UK,
since the lack of importance attached to monitoand tackling racial discrimination in
mental health services by the Department of Heg&dtizpatrick, Kumar, Nkansa-
Dwamena, & Thornel, 2014), may influence the gyaditthe NHS administrative data
that are available to academic researchers foysisallhis point is elaborated upon

further in the next chapter, which states the divecaclusion of the thesis.
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Chapter 7: Conclusion

This thesis aimed to investigate a particular pubéalth concern in England:
Pakistani women'’s high levels of mental illnessnaiside low levels of mental health
service use. This was done by investigating whetihenature of Pakistani women’s social
networks could explain their low levels of serviese, given tentative evidence from
previous studies that low levels of social suppod high levels of social isolation
experienced by these women may reduce their ligetirof coming into contact with
mental health services. The exact rates of meptdtthservice use for Pakistani women
had not been estimated before in England, takittgancount important predictors of
mental health service use, such as mental illnedsacioeconomic status. Nor had the
association between aspects of social networksreerdal health services been
investigated in England as a potential explandtorthnic differences in women’s mental
health service use. Hence, this thesis filled irtgdrgaps in knowledge. The work was
carried out using a systematic review of existitgrature, and statistical modelling of two
large nationally representative datasets.

The principal findings from this study were: Palistwomen were the least likely
to have used outpatient mental health servicespaoed with women of all other ethnic
groups, except Bangladeshi women; Pakistani wonere Wess supported in their social
networks than White British women but there wergé#y no differences in social support
between Pakistani women and other ethnic minordynen; larger networks were less
likely to indirectly increase mental health servitse for White women, compared with
Pakistani women, but these differences did notamgPakistani women’s under-use of
mental health services. The next section highlightsthesis’ contribution to scholarly

knowledge.
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7.1. Contribution to Knowledge

This thesis contributes to scholarly knowledgehieé main areas: ethnic
inequalities in mental health service use, theneatfi Pakistani women’s social networks,
and the role of social networks in mental healtle @utcomes. With respect to the first
area, this thesis found lower outpatient mentalthesrvice use for Pakistani women
compared with Indian women, as well as White, lasll Black Caribbean women, but not
Bangladeshi women. The finding that Pakistani woima@ve lower use of mental health
services than Indian women is a novel, and impoftading. It shows that it is not
appropriate to think of, analyse, and make statésravout Indian and Pakistani women as
one group under the umbrella of ‘South Asian women’

Almost all other previous quantitative studies mépg on ethnic differences in
mental health service use in the UK with commuaitg clinical samples have either
combined Pakistani, Indian and Bangladeshi womenane group (South Asian) when
conducting analyses (C. Cooper et al., 2013; Jp€oet al., 2010), have not adjusted for
women'’s level of mental illness (Bajekal, 2001;ydo% Fuller, 2002) or have not
considered other important explanatory factors y&@& Evison, 2009) such as
employment status, which was shown to be influémti¢his thesis, and in another large
community study in England (Bebbington et al., 2003ie analysis within this thesis
reported findings separately for each distincthaseed ethnic group, adjusted for mental
illness, and a large number of potential confougdiariables, utilising a large nationally
representative dataset. Hence this thesis estatllisbmen’s outpatient mental health
service use rates with a greater degree of accuttay has been done in previous studies.
Further these findings can be generalised to tpalpdon of England due to the sampling
strategy employed for the dataset used (EMPIRIC).

With respect to Pakistani women’s social netwothks, thesis found that Pakistani

women have lower levels of social support than ¥/Bititish and White Irish women, but
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there were not great differences between PakisaadiIndian, Bangladeshi, Black
Caribbean and Black African women. Hence findingsnf previous research, conducted in
Manchester, that have implied that Pakistani woarerparticularly socially isolated
(Chaudhry et al., 2012, 2009; Gask et al., 2011eGat al., 2009, 2010), are not supported
by this thesis. It is important to point out thiag findings in relation to the nature of
Pakistani women’s social networks in this thesisensscertained using the UK'’s largest
nationally representative household survey, maitiege findings more reliable and
generalisable to the population of the UK; thiads the case for the small localised studies
of Pakistani women that have been conducted in Kester.

This thesis is the first contribution to the fi@fisocial network influences on
outpatient mental health service use for womenguEimglish data. It was found that
Pakistani women with larger networks had increas#s of using mental health services;
this was not found for women of any other ethnimugr. This finding is somewhat
unexpected, since this has not been found in émr study in the UK or internationally.

In fact, most previous studies have found thatdargtworks decrease the use of
psychiatric outpatient services (Albizu-Garcialet2001; Pescosolido, Wright, et al.,
1998; Sherbourne, 1988; Woodward et al., 2008),impatient services (Albert et al.,
1998; Becker et al., 1997). One possible reasothiofinding is the high likelihood of
Pakistani women to live in multiple-generation helusids, compared with other ethnic
groups (Berthoud & Beishon, 1997) coupled with tigh propensity for them to be
looking after the home or family (Kapadia, Nazrebal., 2015), which could lead to high
levels of mental distress (Sonuga-Barke & Misti®0@) and an increase in mental health
service use. There is some evidence to suggedatigatnetworks with such a composition
might not be particularly supportive (Dressler, 39Burnham & Shiekh, 1993). However,
Bangladeshi women also have high levels of livimgxtended families and this finding

was not apparent for them.
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More generally, in line with studies from outsithe tJK, this thesis found
inadequate support in women’s networks was assatiaith increased outpatient mental
health service use (Golding & Wells, 1990; Maulikag, 2009; Pescosolido, Wright, et al.,
1998; Ten Have et al., 2002; Thoits, 2011; Woodveral., 2008). This thesis also
showed that women with more frequent contact wetatives were less likely to have used
outpatient mental health services, consistent aiitler studies from outside of the UK
(Kouzis et al., 2000; Sherbourne, 1988). Furthwes, thesis provided evidence to support
one of Gourash’s (1978) theoretical mechanismswine social networks operate to
influence mental health service use, by impactimgnental illness. This is an important
contribution to the field, adding to the work ofiltoro and Aneshensel (2014) who found
the same association for African Americans in ti& By showing that social support, size
of network, and contact with relatives impact omtaéillness, which in turn impacted on
mental health service use, this thesis highligtsneed for other researchers in this field
to consider this potential pathway in future stadieorder to ensure the direct effects of
social networks on mental health service use areverestimated.

Most importantly, this study showed that ethnideténces in women'’s use of
mental health services were not explained by difiees in the nature of their social
networks (as measured in the survey used fortbsig), nor by any of the other
explanatory variables used in statistical analy§bis is an important contribution to
scholarly knowledge, as it suggests that furthseaech into why Pakistani women’s rates
of mental health service use are lower than mderathnic groups must explore other
potential reasons. These are expanded upon irosetd. The next section provides more

details of the findings of the study, and how thesee obtained.
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7.2.  Summary of Findings

The work undertaken for this thesis was broken dimtmfour specific aims. The
four studies in Chapters 3 to 6 were designed savanthe specific aims of the thesis. The
findings relating to each aim are summarised hHEre.first aim was to investigate the
rates of mental health service use for Pakistamn&mg compared with women of other
ethnic groups in England. From the systematic mewieChapter 3 it was found that usage
of mental health inpatient services in recent yaars lower for Pakistani women than for
White British, White Irish, Black Caribbean, ancaBk African women. Pakistani women
also had lower usage of mental health outpatientcss than White British, Black
Caribbean and Black African women. GP consultationsnental health problems were
found to be lower for Pakistani women than Whitawven. There were not any differences
in usage (inpatient, outpatient, or GP consultatimiween Pakistani, and Bangladeshi or
Indian women.

The empirical work undertaken in Chapter 5, ushigEMPIRIC dataset, found
that Pakistani women were less likely to have usedtal health services than all other
ethnic groups (except for Bangladeshi women). Thisoborated to a large extent what
was found in the thesis’ systematic review, exteptsecondary data analysis found that
Pakistani women were less likely to use mentalthesdrvices than Indian women. This
was because the empirical work, unlike many ofstinelies synthesised for the systematic
review, adjusted the analysis for levels of meiitagss. It was also found that Pakistani
women born outside of the UK were less likely ttfaose born in the UK to have used
mental health services. This finding was not evidenBangladeshi, Indian, Black
Caribbean or White Irish women.

The second aim of this thesis was to investigaentiture of UK Pakistani
women'’s social support networks and how they coergparith women of other ethnic

groups. From the systematic review in Chapter ®ag found that in comparison to White
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women, Pakistani women were more likely to haveadrwith a greater number of
relatives, but there were no differences betwedisRai women and other ethnic
minority women in this. Pakistani women were leksly to have contact with friends than
White, White Irish and Black Caribbean women; theeze no differences between
Pakistani, Indian and Bangladeshi women. Pakistanien were more likely to report
severe lack of social support in their networksnpared with women in the general
population and Irish women. There was no differdoetsveen Pakistani women and
Indian, Bangladeshi and Chinese women. Pakistamemwere more likely to report
negativity from close persons in the network, coragavith White women but less likely
to than Bangladeshi women; there were no differethetween Pakistani women and
Indian, Black Caribbean and Irish women.

In Chapter 4, the empirical work undertaken usinav@/2 of the Understanding
Society dataset found that four classes of sogjgpart networks were evident in the data.
These were well supported, single and supportedieiquately supported, and socially
isolated. White British women were less likely tHakistani women to be in the socially
isolated or inadequately supported classes, bt thias no difference in the risk of being
in the single and supported class between the taugpg. White Irish women were less
likely to be socially isolated than Pakistani woniiert no more or less likely to be
inadequately supported or single and supported:kBTaribbean and Black African
women were more likely to be in the single and sufgal class, compared with Pakistani
women, but there were no differences in the rigkseing inadequately supported or
socially isolated between these groups and Pakistamen. There were no differences in
the social support networks of Indian and Banglade®smen, compared with Pakistani
women.

The third aim of this thesis was to investigateatial networks were associated

with mental health service use and if this assmeiavas the same for Pakistani women,
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compared with women of other ethnic groups. In @, the systematic review
indicated that social networks may impact upon @idmalth care pathways. The studies
reviewed showed that Pakistani women felt theytbambpe alone with mental illness, due
to the negative stigmatising attitudes towards w@dtiness in their close networks,
particularly from family. Further, women were deégt from accessing services due to the
fear that professionals of the same ethnic groupl@vdisclose information to people that
women knew. The review highlighted the possibilitsit the level of stigma felt by
Pakistani women may act as a greater deterremmcesaing services than for women of
other ethnic groups. However, the levels of stidima&thnic group could not be
investigated in this review, because none of thEemacommenting on stigma compared
Pakistani women’s experience with that of womeathrer ethnic groups.

In Chapter 5, the results of data analyses wittEM®IRIC dataset showed that
two aspects of social networks were associated wihtal health service use. Frequent
face to face contact with relatives was found ttuce the odds of using mental health
services, and women who perceived higher leveisaafequate support were more likely
to use services. Through the addition of interastiterms in models, it was found that
these associations did not vary between womenfigreint ethnic groups. There was no
association between the other aspects of sociabnies (frequent contact with friends,
network content and size of network) and use oftaldrealth services. However, when
models stratified by ethnic group were used, it a@sarent that social network
associations with mental health service use maypeadhe same across ethnic groups. For
Pakistani women, large networks were associatdd inireased odds of using mental
health services; this was not found for women of @her ethnic group. Further, the
association between inadequate support and serse&éund in models incorporating all

women was only found for White and White Irish wame stratified models. Social
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network characteristics did not account for thenetldifferences in women’s mental health
service use.

The final aim of this thesis was to investigatméntal illness mediated the
relationship between social networks and mentdtiinsarvice use and if this mediation
was the same for Pakistani women as for womenharathnic groups. In Chapter 6, by
using a structural equation model with the EMPIRIEZaset, the analysis showed that
three aspects of social networks (inadequate suydpeguent contact with relatives, and
having a larger network) exerted their influencentental health service use indirectly via
mental illness. Women who perceived a greater atnofunadequate support in networks
were more likely to have mental iliness, which eased their mental health service use.
Women who had frequent contact with their relatii@sopposed to no contact, or no
relatives) were less likely to have mental illnegkich decreased their mental health
service use. Women with networks consisting oféeleemore people were less likely to
have mental illness, which decreased their memtalti service use. Further, by using a
moderated mediation analysis, this thesis foundesewidence to suggest that the indirect
effects of inadequate support, frequent contadt valatives and larger networks were not
present for Pakistani women and other ethnic miperomen but were only present for
White women. The differences between Pakistani@hide women were statistically
significant for the indirect effect of larger netike on mental health service use, with
larger networks less likely to increase mentalthesgrvice use for White women,

compared with Pakistani women.

It is important to note that there were some déffiees in the effects of social
networks on mental health service use for Pakistamnen compared with women from
other ethnic groups, both within the analyses ua#ten for Chapter 5 and between the
analyses undertaken for Chapters 5 and 6. Witlhiskeof stratified models in Chapter 5, it
was apparent that the direct effects of social agtsrzon mental health service use were
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not the same for women in each ethnic group. Sipadif, large networks increased
mental health service use for Pakistani women onddequate support increased service
use for White British and Irish women, and frequesntact with relatives reduced service
use for Bangladeshi women. However, when models inieraction terms were used in
order to test if the effect of social networks wstatistically different between Pakistani
women and women of other ethnic groups, no diffeesrwere found. Therefore, although
the analyses in Chapter 5 found that there weferdifices in mental health service use
between Pakistani women and White, Irish, Blackililegan and Indian women, there
were not any ethnic differences in the associdietmeen social networks and mental

health service use.

The conclusions that could be drawn from the ameslys Chapter 6 were slightly
different. Overall, as for the analyses in ChaptdPakistani women were less likely to
have used mental health services than White, IBitk Caribbean and Indian women,
and these ethnic differences remained in final nsodor the main part, there were no
ethnic differences in the indirect effects (via naillness) of social networks on mental
health service use. However, one ethnic differemag apparent: large networks reduced
mental health service use, indirectly via mentat#s, for White women to a greater
extent than for Pakistani women. This ethnic défere was not found in the direct effects
in the analyses in Chapter 5, although the stedltifnodel for the Pakistani group showed
that women with larger networks were more likeljhtve used mental health services
compared with women with smaller networks. Theref@hapter 6 showed ethnic
differences in théndirect effects of large networks on mental health seruige but
Chapter 5 did not show ethnic differences indhect effects of large networks on mental
health service use. This suggests that it is inapbtb consider both direct and indirect

effects of social networks when investigating ethtifferences in mental health service
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use, in order to provide a full picture of how sbaietworks influence mental health

service use for women in different ethnic groups.

7.3. Strengths and Limitations

The work undertaken for this thesis was carriedusing statistical modelling
appropriate for the empirical research questioaswere addressed. Each of the statistical
models took into consideration women'’s level of taéillness and many other influential
socioeconomic characteristics, which have beentedhftom many other studies that
consequently potentially underestimated ethnied#fices in women’s mental health
service use. In addition, this thesis used a stratequation model to assess the indirect
effects of social networks on mental health seruse. This is the most appropriate
statistical technique to assess mediation eff@tisrefore this thesis adds
methodologically robust findings to this field.

There were three broad limitations to the empineatk undertaken for this thesis.
The first was that the analyses were based on-sexd®nal data, and therefore the thesis
could not make strong causal claims about the effiesocial networks on mental health
service use.

The second limitation was the different ways inethsocial networks and social
support were operationalised in Chapters 4, 5 amad Ghapter 4, the construct of social
support networks was used, defined as a summaheqgjositive and negative aspects of
support in a network from partners, relatives armehfis. In Chapter 5, four aspects of
social networks were used: social support (thedsgpositive and highest inadequate
support from the two closest people), frequentacnith relatives and friends, two
closest people in the network, and network siz&€Hapter 6, a smaller subset of network
characteristics from Chapter 5 were used (higmestequate support, frequent contact
with relatives and network size). These differerioasse reflect a more general problem

with inconsistency across surveys (and countrief)é way in which social support is
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measured and which aspects of social networksesemed important to include on a
survey (Barrera, 1986; Thoits, 1982). Although diperationalisation of aspects of social
support was different across chapters in this shesid different from the way in which
social support has been operationalised in otlueliest, it is encouraging that the findings
of this study were largely consistent with othejonatudies in this field.

The final limitation of this thesis relates to e of Pakistani women as the
reference group in the statistical analyses. Mesgtarch within the field of ethnic
inequalities in health uses the White ethnic grasiphe reference category in statistical
models. This is done in order to compare estimatesthnic minority groups, who are
usually hypothesised to be disadvantaged, compeitadhe White majority population.
This thesis, from the outset, identified that theigy be a particular disadvantage evident
for Pakistani women in the use of mental healtkises, hence all of the other groups
were compared with them in order to be able to ns&ements about Pakistani women'’s
mental health service use. However, a potentiad@eguence of using Pakistani women as
the reference category is that these women camicacialised (more so than they
already are), in that problems that are evidenP#kistani women can be interpreted as
being the casbecausevomen are Pakistani, and not due to the disadgasttney face
(Nazroo, 1998, 1999). Care was taken to write aPakistani women in a way that
situated the problems that may be occurring withiiser narratives of societal and medical
structures. It is hoped that the way that thisithess written does not perpetuate any
stereotypes of Pakistani women, and indeed it Wwastithor’s intention to do the opposite:

dispel myths about this group using robustly predlesearch findings.

7.4. Future Research
There are some ways in which the findings of thests could be extended upon

with the release of new data from existing UK sysyexnd the collection of more data on
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factors that may help to further understand ethméqualities in women’s mental health
service use and how social networks operate todingaon mental health service use.

This thesis used data from the EMPIRIC survey westigate the relationship
between social networks and mental health sensee This was the only dataset in the
UK that allowed investigation of the associatiotvEen ethnicity, mental illness, social
networks and mental health service use. One adinge Isurvey in the UK, Understanding
Society allowed for analysis of the relationshipsieen ethnicity, mental illness and
social networks, but Understanding Society doesantain data on mental health service
use. However, consent has been obtained from e faaportion of participants in the
Understanding Society sample (67%, Baghal, KnieBugton, 2014) to link their data
from the survey with NHS health records, which ailbw this survey to be used in future
investigations of both social network influences amd ethnic differences in, mental
health service use. However, it is important teertbat the consent rate for health data
linkage for all ethnic minority participants (55%gs lower than for White British
participants (70%). Hence, the levels of missingr{e=ading to potential bias) in these
data for ethnic minority participants may be paitely high, which could limit the
usefulness of these data.

The date by which the survey data will be linkedhéalth records, and released for
use by academic researchers, has not yet beeredeaior have the exact details of the
health service use data that will become availdi#en specified (Understanding Society,
2015). The Understanding Society team have indicttiat participants’ records will be
linked to the Hospital Episode Statistics (HESatlase (holds data on admissions,
outpatient appointments, and Accident and Emergatteydances at NHS hospitals), the
NHS Central Register (NHSCR, holds mainly demogm@ptiormation with very little
health data), and data from “NHS and related agsi¢Understanding Society, 2015).

When the data are released, they would first, adlawore recent assessment of
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inequalities in mental health service use for Rakisvomen compared with women of
other ethnic groups, and second, they would alkesearchers to test if the theory tested
here about social networks influencing mental hesdirvice use holds causally, since
Understanding Society employs a longitudinal suresign. Further, depending on the
extent of health records data that are releas#dsiway, it may also be possible to
evaluate the ethnic inequalities in a wider ranigeutpatient mental health services than
was possible for this thesis, as well as ineqeslith inpatient mental health services.
This thesis was able to assess one mechanism loh wbcial networks impact on
mental health service use (through their influemenental iliness). It was not possible to
assess other possible mechanisms that have bgarsprtbby Gourash (1978), specifically
if social network members transmit their own valabsut mental illness and mental
health services to women, and if they give advimeudwhere to seek help from. The first
of these mechanisms relates to stigma of mentesl that women may experience in their
networks which was shown by the systematic reviethis thesis (Chapter 3) to be
influential in decisions to seek help for Pakistanimen. However, the systematic review
also showed that the levels of stigma between Bakiszomen and women of other ethnic
groups in the UK have not been investigated contjvatg within qualitative studies, and
guantitative data have not been collected to perfiis type of analysis. The
Understanding Society survey may be a potentiaklefor researchers to collect this type
of information. This same survey would also be ideacollecting data about who people
speak to about their health problems. Understan8owiety contains a module named “3
Best Friends” (Knies, 2014), in which participaate asked what they talk to their three
closest friends about (the options are: music,tspark, politics, religion, family or
children, books, magazines, films, TV, relationshifwod and drink, travel, other hobbies
and interests). These questions were asked in \B/a¥¢he survey (collected between

2011 and 2013), are being asked as part of Waae6adllection (2014 — 2016), and are
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due to be collected again in Wave 9 (2017 — 2048ave 9 there is the opportunity to
add mental health (and perhaps health more geyetalihe list of things people may talk
to their best friends about.

Finally, this thesis was not able to investiga dlssociation between institutional
racism and racial discrimination in encounters vaigalth professionals, and mental health
service use. It is known from previous work thaaltie professionals may not allocate
treatment equally amongst ethnic groups (Bhui.e28ll2; McKenzie & Bhui, 2007,
Rogers & Pilgrim, 2010), and health professionattitudes have been shown to be
influential in mental health treatment decisions$outh Asian women in previous
gualitative work (Burr, 2002). One way in whichdrtend the work in this thesis would be
to include the collection of measures of perceisdrimination from health, and mental
health professionals in Wave 9 of the Understan8iogiety survey. This survey already
collects (biennially) participants’ experience atial discrimination from employers on
the grounds of ethnicity or religion. The inclusioinsuch questions would go some way to
providing population estimates of racially discmaiory practices within NHS services.
These data could be used to highlight the magnitdidee problem in mental health

services, and inform potential solutions.

7.5. Implications for Health Practice and Policy

This thesis showed that there were differencesdst Pakistani and Indian
women in the use of mental health services, whiamiimportant finding especially as
previous research studies have suggested thetodbeshe same for Pakistani and Indian
women (C. Cooper et al., 2013; J. Cooper et alpR0This finding adds to the argument
of other academic researchers that have emphahbiseeted for better ethnic monitoring
in NHS mental health services, in order to higHlighd address ethnic inequalities in

mental health service use (Aspinall & Anionwu, 208&pinall, 2006; Psoinos et al.,
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2011). It is important to re-emphasise this pomaaesult of the findings of this thesis, as
it is worrying that in 2015, 20 years after mandgatthnic monitoring was introduced for
NHS inpatient services (Aspinall, 1995), one of thest recent mental health service use
(IAPT) reports from the NHS shows that large proipois (27%) of ethnicity data were
missing for service users (Community and MentalltheBeam: Health and Social Care
Information Centre, 2014a), although it must benaeedged that the levels of ethnic
reporting are better than in the 1990s (Mathut.e2814). It is even more worrying that
poor standards of ethnic reporting have remaintt etie end of a targeted Department of
Health programme to reduce racial inequality inghavision of mental health services
(Department of Health, 2005).

What is perhaps most worrying is that since theddrttis programme, race
equality in mental health services has disappeaoed mental health policy (Fitzpatrick et
al., 2014). Specifically, the Department of Hedils not formulated a policy to address
ethnic inequalities in mental health service uses has identifiable consequences for the
monitoring, and redress, of ethnic inequalities. &@ample, the comprehensive
government statistics (from the Count Me in Cens¥5 to 2010) that were used to
ascertain Pakistani women’s mental health senseeinithe systematic review of this
thesis (Chapter 3), are no longer collected byNHS&. Admittedly, there were some
limitations to these figures, namely the use oflatéd population estimates in the
calculation of standardised rates of use. Howehese statistics were much more accurate
than the current statistics that are provided leyNRS. The current figures are not
calculated for men and women separately, nor @ standardised to the population age
profile of England. It is difficult to see how enthg inequalities in access to health
services will be redressed, without first and foosthaccurate ethnic monitoring figures.

There is a need for a new race equality policy nmast re-iterate the requirement

for comprehensive ethnic group recording in NHS takmealth services in order to

241



produce adequate statistics on the use of merddthheervices by ethnic group. Without
these data, researchers will not be able to aisessie extent of ethnic inequalities in

mental health service use in the UK.

242



References

Acock, A. C. (2005). Working With Missing Value®ournal of Marriage and Family
67(November), 1012-1028.

Adamson, J., Ben-Shlomo, Y., Chaturvedi, N., & Dasno, J. (2003). Ethnicity, socio-
economic position and gender - do they affect regbhealth-care seeking behaviour?
Social Science & Medicin&7(5), 895-904.

Agius, M., Talwar, A., Murphy, S., & Zaman, R. (ZD1Issues regarding the delivery of
early intervention psychiatric services to the &osian population in England.
Psychiatria Danubina22(2), 266—269.

Ahmad, W. (1992). The maligned healer: The “hakantl western medicinblew
Community 18(4), 521-536.

Ahmad, W., & Bradby, H. (2007). Locating ethnicégd health: exploring concepts and
contexts.Sociology of Health & llines29(6), 795-810.

Albert, M., Becker, T., McCrone, P., & Thornicro@, (1998). Social Networks and
Mental Health Service Utilisation - a Literaturevitav. International Journal of
Social Psychiatry44(4), 248—-266.

Albizu-Garcia, C. E., Alegria, M., Freeman, D., &M, M. (2001). Gender and health
services use for a mental health probl&wocial Science & Mediciné3(7), 865—78.

Allison, P. (2008). Convergence Failures in LogiReegression. I8AS Global Forum
2008 San Antonio, Texas: SAS Global Forum.

Allison, P. (2012a). Handling Missing Data by Maxim Likelihood. INSAS Global
Forum 2012 Orlando, Florida: SAS Global Forum.

Allison, P. (2012b). Logistic Regression for Rarehts. Retrieved June 18, 2014, from
http://www.statisticalhorizons.com/logistic-regressfor-rare-events

Almeida, J., Molnar, B. E., Kawachi, I., & Subranmem S. V. (2009). Ethnicity and
nativity status as determinants of perceived satipport: Testing the concept of
familism. Social Science & Mediciné8(10), 1852—-1858.

Almeida, J., Subramanian, S. V, Kawachi, I., & MainB. E. (2011). Is blood thicker than
water? Social support, depression and the modifsoteyof ethnicity/ nativity status.
Journal of Epidemiology and Community Hea@ib, 51-56.

Anand, A. S., & Cochrane, R. (2005). The Mental lHe&tatus of South Asian Women in
Britain: A Review of the UK Literaturé?sychology & Developing Societjds(2),
195-214.

Andrews, D. W. K. (2000). Inconsistency of the Bstap when a Parameter is on the
Boundary of the Parameter Spaéeonometrica68(2), 399-405.

Aneshensel, C. S. (2012). Mental lliness as a CaBaeiological Perspectives. In C. S.

Aneshensel, J. Phelan, & A. Bierman (Eddandbook of the Sociology of Mental
Health(2nd ed., pp. 603—620). London: Springer.

243



Anglin, D. M., Link, B., & Phelan, J. (2006). RatcRifferences in Stigmatizing Attitudes
Toward People With Mental llinesBsychiatric Service$7(6), 857-862.

Anwar, M. (1979).The Myth of Return: Pakistanis in Britaibondon: Heinemann.

Anyaegbu, G. (2010). Using the OECD equivalencédoaaxes and benefits analysis.
Economic & Labour Market Review(1), 49-54.

Asparouhov, T., & Muthen, B. (2012). Using MplusQ#11 and TECH14 to test the
number of latent classes. Mplus Web Notes: No. & RP, 2012. Retrieved April 24,
2015, from https://www.statmodel.com/examples/weesivebnotel14.pdf

Asparouhov, T., & Muthén, B. (2014). Auxiliary Vables in Mixture Modeling: Three-
Step Approaches Using MpluStructural Equation Modeling1, 329-341.

Aspinall, P. J. (1995). Department of Health’s riegqment for mandatory collection of
data on ethnic group of inpatienBritish Medical Journal311, 1006—1009.

Aspinall, P. J. (2006). Informing progress towarase equality in mental healthcare: is
routine data collection adequaté@vances in Psychiatric Treatmeh®(2), 141-151.

Aspinall, P. J., & Anionwu, E. (2002). The roleathnic monitoring in mainstreaming race
equality and the modernization of the NHS: A netgld@agendaCritical Public
Health 12(1), 1-15.

Atkin, K. (2004). Institutional racism, policy amadactice. In S. Ali & K. Atkin (Eds.),
Primary Healthcare and South Asian Populatigpp. 9-19). Abingdon, Oxon:
Radcliffe Medical Press Ltd.

Baghal, T. Al, Knies, G., & Burton, J. (2014). Linig Administrative Records to Surveys:
Differences in the Correlates to Consent Decisibimslerstanding Society Working
Paper Series No. 2014 - 09. Colchester: ISER, Usityeof Essex. Retrieved from
https://www.iser.essex.ac.uk/research/publicatiwod{ing-papers/understanding-
society/2014-09 [Accessed 8th October 2015]

Bajekal, M. (2001). Use of health services andgibed medicines. In B. Erens, P.
Primatesta, & G. Prior (Edshlealth Survey for England - The Health of Minority
Ethnic Groups '99: Volume 1 Findingsondon: The Stationery Office.

Balarajan, R., Yuen, P., & Soni Raleigh, V. (1989hnic differences in general
practitioner consultation&ritish Medical Journal299, 958-960.

Barley, E. A., Murray, J., Walters, P., & Tylee, ®011). Managing depression in primary
care: A meta-synthesis of qualitative and quamigatesearch from the UK to
identify barriers and facilitator@®MMC Family Practice12(1), 47.

Baron, R. M., & Kenny, D. A. (1986). The Moderatdediator Variable Distinction in
Social Psychological Research: Conceptual, Stategid Statistical Considerations.
Journal of Personality and Social Psycholp§¥(6), 1173—-1182.

Barrera, M. (1986). Distinctions Between Social [gap Concepts, Measures, and Models.
American Journal of Community Psycholpty(4), 413—-445.

244



Batsleer, J., Chantler, K., & Burman, E. (2003)spanses of health and social care staff to
South Asian women who attempt suicide and/or satfrhJournal of Social Work
Practice 17(1), 103-114.

Bebbington, P., Meltzer, H., Brugha, T., Farrell, Nenkins, R., Ceresa, C., & Lewis, G.
(2003). Unequal access and unmet need: neurobcddiss and the use of primary
care servicednternational Review of Psychiafr¥5(1-2), 115-122.

Becares, L. (2015). Which ethnic groups have thergxi health? In S. Jivraj & L.
Simpson (Eds.)Ethnic identity and inequalities in Britaifpp. 123—140). Bristol:
Policy Press.

Becares, L., Nazroo, J., & Stafford, M. (2009). Thefering effects of ethnic density on
experienced racism and healttealth & Place 153), 670—678.

Becker, T., Leese, M., McCrone, P., Clarkson, Pm&kler, G., & Thornicroft, G. (1998).
Impact of community mental health services on usasial networks. PRiISM
Psychosis Study British Journal of Psychiatryl73 404—-408.

Becker, T., Thornicroft, G., Leese, M., McCrone,J®hnson, S., Albert, M., & Turner, D.
(1997). Social networks and service use among septative cases of psychosis in
south LondonThe British Journal of Psychiatyy71, 15-19.

Beliappa, J. (1991)liness or Distress? Alternative models of mentalth London:
Confederation of Indian Organisations.

Bentler, P. M. (1990). Comparative Fit Indexes iru&ural ModelsPsychological
Bulletin, 107(2), 238—-246.

Berthoud, R., & Beishon, S. (1997). People, Famitiad Households. In T. Modood, R.
Berthoud, J. Lakey, J. Nazroo, P. Smith, S. Virde8&, Beishon (Eds.Ethnic
Minorities in Britain: Diversity and Disadvantagep. 18-59). London: Policy
Studies Institute.

Berthoud, R., Fumagalli, L., Lynn, P., & Platt,(2009). Design of the Understanding
Society Ethnic Minority Boost Sample. Understand8agiety Working Paper Series
No. 2009 - 02. Colchester: ISER, University of Esdeetrieved from
https://www.understandingsociety.ac.uk/researcHipations/working-
paper/understanding-society/2009-02 %5BAccessedggsed 15th January 2013]

Bhachu, P. (1985)wice Migrants: East African Sikh Settlers in BiritaLondon:
Tavistock Publications Ltd.

Bhardwaj, A. (2001). Growing Up Young, Asian andrfede in Britain: A Report on Self-
Harm and Suicidé=eminist Revien68, 52—67.

Bhugra, D. (2002). Suicidal Behavior in South Asiamthe UK. Crisis, 23(3), 108-113.

Bhugra, D., Desai, M., & Baldwin, D. S. (1999). &ttpted suicide in west London, 1.
Rates across ethnic communitiBsychological Medicin€29(5), 1125-1130.

Bhui, K. S., Ascoli, M., & Nuamh, O. (2012). Theapk of race and racism in cultural
competence: What can we learn from the English @xpee about the narratives of
evidence and argumentPanscultural Psychiatry49(2), 185-205.

245



Bhui, K. S., & Bhugra, D. (2002). Mental illnessBtack and Asian ethnic minorities:
pathways to care and outcomAslvances in Psychiatric Treatme8f 26—33.

Bhui, K. S., & Sashidharan, S. P. (2003). Shoudddtbe separate psychiatric services for
ethnic minority groupsThe British Journal of Psychiatr821), 10-12.

Bhui, K. S., Stansfeld, S. A., Hull, S., Priebe,Bole, F., & Feder, G. (2003). Ethnic
variations in pathways to and use of specialisttaidrealth services in the UK.
Systematic reviewrl'he British Journal of Psychiaty$82 105-116.

Billings, A. G., & Moos, R. H. (1982). Social Suppand Functioning Among
Community and Clinical Groups: A Panel Mod&urnal of Behavioral Medicine
5(3), 295-311.

Boreham, R. (2012). Understanding Society W2: TeahifiReport. London: NatCen
Social Research.

Bowes, A. M., & Meehan Domokos, T. (1996). Pakist@omen and maternity care:
raising muted voicesSociology of Health & Ilines4.8(1), 45—65.

Bowl, R. (2007a). Responding to ethnic diversitiach service users’ views of mental
health services in the URiversity in Health and Social Card, 201-210.

Bowl, R. (2007b). The need for change in UK mehtalth services: South Asian service
users’ viewsEthnicity & Health 12(1), 1-19.

Bowler, 1. (1993). “They’re not the same as us’dmives’ stereotypes of South Asian
descent maternity patientSociology of Health and llines$5(2), 157-178.

Bradby, H., Varyani, M., Oglethorpe, R., Raine, White, I., & Helen, M. (2007). British
Asian families and the use of child and adoleso®ental health services: A
gualitative study of a hard to reach gro8pcial Science & Mediciné5, 2413-2424.

Brewin, C. (1980). Explaining the lower rates oygsatric treatment among Asian
immigrants to the United Kingdom: A preliminary dyu Social Psychiatryl5(1),
17-19.

Brown, C., & Ritchie, J. (1981)ocussed Enumeration: the development of a metirod f
sampling ethnic minority grouptondon: Policy Studies Institute and Social &
Community Planning Research.

Brown, G. W., & Harris, T. (19785ocial Origins of Depression. A study of psycheatri
disorder in womenLondon: Tavistock Publications Ltd.

Brown, T. A. (2015)Confirmatory Factor Analysis for Applied Reseaf2hd ed.). New
York, NY: The Guilford Press.

Burman, E., Chantler, K., & Batsleer, J. (2002)xv&® responses to South Asian women
who attempt suicide or self-harm: challenges fovise commissioning and delivery.
Critical Social Policy 22, 641-668.

Burr, J. (2002). Cultural stereotypes of women fi®auth Asian communities: mental
health care professionals’ explanations for past@frsuicide and depressidocial
Science & Medicinegs5(5), 835—-845.

246



Byrne, B. M. (2012)Structural Equation Modeling with Mplus: Basic Cepts,
Applications and Programmingdove: Taylor & Francis Group.

Calderwood, L., & Tait, C. (2001). Self-reportedatie and psychosocial well-being. In B.
Erens, P. Primatesta, & G. Prior (Edsigalth Survey for England - The Health of
Minority Ethnic Groups '99: Volume 1 Findinglsondon: The Stationery Office.

Campbell, C., & McLean, C. (2003). Social capitatal community participation and the
construction of Pakistani identities in Englandpliwations for health inequalities
policies.Journal of Health Psycholog$(2), 247—-262.

Care Quality Commission & National Mental Healthvelpment Unit. (2010)Count me
in 2009: Results of the 2009 national census dadtiepts and patients on supervised
community treatment in mental health and learnirggbility services in England and
Wales London: Care Quality Commission.

Care Quality Commission & National Mental Healthvelpment Unit. (2011)Count me
in 2010: Results of the 2010 national census dadtiepts and patients on supervised
community treatment in mental health and learnirsglility services in England and
Wales London: Care Quality Commission.

Carmichael, S., & Hamilton, C. V. (196Black Power: The Politics of Liberation in
America New York, NY: Random House Inc.

Cattell, V. (2001). Poor people, poor places, amar fnealth: the mediating role of social
networks and social capit&ocial Science & Mediciné2, 1501-1516.

Chang, J., Chen, C., & Alegria, M. (2014). Contakging Social Support: Pathways to
help seeking in Latinos, Asian Americans, and Wéhiteurnal of Social and Clinical
Psychology33(1), 1-24.

Chantler, K., Burman, E., & Batsleer, J. (2003)utBoAsian women: exploring systemic
service inequalities around attempted suicide atfehsrm.European Journal of
Social Work6(1), 33-48.

Chapple, A., Ling, M., & May, C. (1998). Generaapititioners’ perceptions of the illness
behaviour and health needs of South Asian womem Mé&norrhagiaEthnicity &
Health 3(1-2), 81-93.

Chaudhry, N., Husain, N., Tomenson, B., & Creed2B12). A prospective study of
social difficulties, acculturation and persisteaptession in Pakistani women living
in the UK.Psychological Medicing42(06), 1217-1226.

Chaudhry, N., Waheed, W., Husain, N., Bhatti, SCi&ed, F. (2009). Development and
pilot testing of a social intervention for deprassemen of Pakistani family origin in
the UK. Journal of Mental Health18(6), 504-509.

Cheshire, H., Ofstedal, M. B., Scholes, S., & Selday, M. (2011). A comparison of
response rates in the English Longitudinal Studggding and the Health and
Retirement StudyLongitudinal and Life Course Studje%2), 127-144.

Chew-Graham, C., Bashir, C., Chantler, K., Burniang& Batsleer, J. (2002). South Asian
women, psychological distress and self-harm: les$onprimary care trustslealth
& Social Care in the Communit§0(5), 339—-347.
247



Cinnirella, M., & Loewenthal, K. M. (1999). Religis and ethnic group influences on
beliefs about mental iliness: a qualitative intewistudy.The British Journal of
Medical Psychology72, 505-524.

Clark, D. M. (2011). Implementing NICE guidelines the psychological treatment of
depression and anxiety disorders: the IAPT expeédnternational Review of
Psychiatry 23(4), 318-27.

Clark, D. M., Layard, R., Smithies, R., Richards,AD, Suckling, R., & Wright, B. (2009).
Improving access to psychological therapy: Ingahluation of two UK
demonstration site®ehaviour Research and Theragy(11), 910-920.

Clement, S., Schauman, O., Graham, T., MaggionEWans-Lacko, S., Bezborodovs,
N., ... Thornicroft, G. (2015). What is the impactroéntal health-related stigma on
help-seeking? A systematic review of quantitatind gualitative studies.
Psychological Medicinet%(1), 11-27.

Cochrane, R. (1977). Mental lliness in Immigrant&ngland and Wales: An Analysis of
Mental Hospital Admissions, 197%ocial Psychiatryl2, 25-35.

Cohen, S., & Wills, T. A. (1985). Stress, Sociapfart, and the Buffering Hypothesis.
Psychological Bulletin98(2), 310-357.

Cole, D. A., & Maxwell, S. E. (2003). Testing Metiamal Models With Longitudinal
Data: Questions and Tips in the Use of StructucaiadEion ModelingJournal of
Abnormal Psychologyl124), 558-577.

Collins, L. M., & Lanza, S. T. (2010bLatent Class and Latent Transition Analysis with
Applications in the Social, Behavioural, and HeahtiencesHoboken, NJ: John
Wiley & Sons Inc.

Commander, M. J., Odell, S. M., Surtees, P. G.a&&lharan, S. P. (2004). Care
pathways for south Asian and white people with depive and anxiety disorders in
the communitySocial Psychiatry & Psychiatric Epidemioladp, 259-264.

Commander, M. J., Sashidharan, S. P., Odell, S&\burtees, P. G. (1997). Access to
mental health care in an inner-city health distilictAssociation with demographic
factors.The British Journal of Psychiatrt704), 317-320.

Commission for Healthcare Audit and Inspection0&0Count me in: Results of a
national census of inpatients in mental health tafpand facilities in England and
Wales London: Commission for Healthcare Audit and Iretjme.

Commission for Healthcare Audit and Inspection 024).Count me in 2007: Results of
the 2007 national census of inpatients in mentaltheand learning disability
services in England and Waldsondon: Commission for Healthcare Audit and
Inspection.

Commission for Healthcare Audit and Inspection.O@t). Count me in: Results of the
2006 national census of inpatients in mental heaittl learning disability services in
England and Waled.ondon: Commission for Healthcare Audit and Irtme.

248



Commission for Healthcare Audit and Inspection0@0Count me in 2008: Results of the
2008 national census of inpatients in mental healtt learning disability services in
England and Waled.ondon: Commission for Healthcare Audit and Irtjme.

Community and Mental Health Team: Health and SdCake Information Centre. (2013).
Mental Health Bulletin: Annual report from MHMDStuens - England 2011-2012,
initial national figures Leeds: Health and Social Care Information Centre.

Community and Mental Health Team: Health and SdCake Information Centre. (2014a).
Psychological Therapies, Annual Report on the @d@®T services: England-
2013/14 Experimental Statistidseeds: Health and Social Care Information Centre.

Community and Mental Health Team: Health and SdCake Information Centre. (2014b).
Psychological Therapies, England: Annual Reportl@use of Improving Access to
Psychological Therapies services - 2012/2013. Erpartal StatisticsLeeds: Health
and Social Care Information Centre.

Community and Mental Health Team: Health and SdCate Information Centre. (2015a).
Improving Access to Psychological Therapies (IABX@cutive Summary July 2015
Leeds: Health and Social Care Information Centre.

Community and Mental Health Team: Health and SdCae Information Centre. (2015b).
Mental Health Bulletin. Annual Statistics, 2014-18eds: Health and Social Care
Information Centre.

Conner, K. O., Copeland, V. C., Grote, N. K., Kogsk., Rosen, D., Reynolds, C. F., &
Brown, C. (2010). Mental Health Treatment Seekimgolhg Older Adults With
Depression: The Impact of Stigma and Rageerican Journal of Geriatric
Psychiatry 18(6), 531-543.

Cooper, C., Bebbington, P., McManus, S., Meltzer,Stewart, R., Farrell, M., ...
Livingston, G. (2010). The treatment of Common Meilisorders across age groups:
results from the 2007 Adult Psychiatric Morbidityr8ey.Journal of Affective
Disorders 1271-3), 96-101.

Cooper, C., Spiers, N., Livingston, G., Jenkins,NReltzer, H., Brugha, T., ... Bebbington,
P. (2013). Ethnic inequalities in the use of heaétvices for common mental
disorders in Englandocial Psychiatry & Psychiatric Epidemiolagy8(5), 685-692.

Cooper, J., Husain, N., Webb, R., Waheed, W., KadurGuthrie, E., & Appleby, L.
(2006). Self-harm in the UK: differences betweent8dsians and Whites in rates,
characteristics, provision of service and repatitiocial Psychiatry & Psychiatric
Epidemiology41(10), 782—-788.

Cooper, J., Murphy, E., Webb, R., Hawton, K., Bargd., Waters, K., & Kapur, N.
(2010). Ethnic differences in self-harm, rates rahteristics and service provision:
three-city cohort studylhe British Journal of Psychiatrt97(3), 212—-218.

Corrigan, P. W. (2004). How Stigma Interferes Whthntal Health CareAmerican
Psychologist59(7), 614-625.

Corrigan, P. W., Druss, B. G., & Perlick, D. A. (20). The Impact of Mental lliness
Stigma on Seeking and Participating in Mental He@lare Psychological Science in
the Public Interestl5(2), 37-70.
249



Costello, A. B., & Osborne, J. W. (2005). Best Bs in Exploratory Factor Analysis:
Four Recommendations for Getting the Most From Yanalysis.Practical
Assessment Research & Evaluativ®(7), 1-9.

Cox, B. D., Blaxter, M., Buckle, A. L. J., Fenn#t, P., Golding, J. F., Gore, M., ...
Whichelow, M. (1987). The Health and Lifestyle SeyvLondon: The Health
Promotion Research Trust.

Craig, G., & Walker, R. (2012). “Race” on the wedanargins: the UK government’s
Delivering Race Equality mental health program@emmunity Development
Journal 47(4), 491-505.

Critical Appraisal Skills Programme (CASP). (20142ASP Qualitative ChecklisDxford:
CASP. Retrieved from http://www.casp-uk.net/#!céspls-checklists/c18f8
[Accessed 26th August 2014]

Critical Appraisal Skills Programme (CASP). (20L4BASP Systematic Review Checklist
Oxford: CASP. Retrieved from http://www.casp-uk/#&tasp-tools-checklists/c18f8
[Accessed 26th August 2014]

Currer, C. (1984). Pathan Women in Bradford - Rackdfecting Mental Health With
Particular Reference To the Effects of Racibrternational Journal of Social
Psychiatry 30, 72-76.

Dale, A., Shaheen, N., Kalra, V., & Fieldhouse(Z02). Routes into education and
employment for young Pakistani and Bangladeshi womehe UK.Ethnic & Racial
Studies25(6), 942—-968.

Das-Munshi, J., Becares, L., Boydell, J. E., DewdyE., Morgan, C., Stansfeld, S. A., &
Prince, M. J. (2012). Ethnic density as a buffernfsychotic experiences: findings
from a national survey (EMPIRICT.he British Journal of Psychiatr01(4), 282—
290.

Das-Munshi, J., Becares, L., Dewey, M. E., Stadsf8l A., & Prince, M. J. (2010).
Understanding the effect of ethnic density on midmgalth: multi-level investigation
of survey data from EnglanBritish Medical Journal341(c5367).
http://doi.org/10.1136/bmj.c5367

Das-Munshi, J., Castro-Costa, E., Dewey, M. E. rbi@azJ., & Prince, M. (2014). Cross-
cultural factorial validation of the Clinical Inteew Schedule — Revised (CIS-R);
findings from a nationally representative surveME@ERIC). International Journal of
Methods in Psychiatric Resear@8(2), 229-244.

Dein, S., & Sembhi, S. (2001). The Use of Trad#lbiHealing in South Asian Psychiatric
Patients in the UK: Interactions Between Professiamd Folk Psychiatries.
Transcultural Psychiatry38(2), 243-257.

Department of Health. (2009)elivering race equality in mental health care: Action
plan for reform inside and outside serviceendon: Department of Health.

Department of Health. (2008)mproving Access to Psychological Therapies
Implementation Plan: National Guidelines for Regibbelivery. London:
Department of Health.

250



Department of Health. (201I)alking therapies: A four-year plan of actidrondon:
Department of Health.

Donaldson, L. J. (1986). Health and social stafiedderly Asians: a community survey.
British Medical Journgl293 1079-1082.

Dressler, W. W. (1985). Extended Family RelatiopshBSocial Support, and Mental
Health in a Southern Black Communifypurnal of Health and Social Behavj@6(1),
39-48.

Efron, B. (1987). Better Bootstrap Confidence Iwéds.Journal of the American
Statistical Associatiqr82(397), 171-185.

Equality Act 2010. (n.d.). (c.15). London: The &iaery Office.

Erens, B., & Primatesta, P. (199Bealth Survey for England: cardiovascular disea3@,’
volumes | and llILondon: The Stationery Office.

Erens, B., Primatesta, P., & Prior, G. (20083alth Survey for England: the health of
minority ethnic groups 1999, volumes | andlbndon: The Stationery Office.

Erens, B., Prior, G., Korovessis, C., CalderwoadBrookes, M., & Primatesta, P. (2001).
Survey methodology and response. In B. Erens,imarsta, & G. Prior (Eds.),
Health Survey for England — The Health of Mino&tynic Groups '99: Volume 2:
Methodology and documentatidrondon: The Stationery Office.

Evidence for Policy and Practice Information anddZdinating Centre (EPPI-Centre).
(2010).EPPI-Centre Methods for Conducting Systematic Revieondon: Institute
of Education.

Fabrigar, L. R., Wegener, D. T., Maccallum, R.&Strahan, E. J. (1999). Evaluating the
Use of Exploratory Factor Analysis in PsychologiRalsearchPsychological
Methods 4(3), 272—-299.

Fazil, Q., & Cochrane, R. (2003). The prevalencdeyression in Pakistani women living
in the West midland$?akistani Journal of Women’s Studies: Alam-E-Niswlf1),
21-30.

Fenton, S., & Sadig-Sangster, A. (1996). Cultuetgtivism and the expression of mental
distress: South Asian women in BritaBociology of Health & Illnes4.8(1), 66—85.

Fernando, S. (2012). Race and culture issues inaeealth and some thoughts on ethnic
identity. Counselling Psychology Quarterl®5(2), 113-123.

Finney, N., Kapadia, D., & Peters, S. (2015). Hoe poverty, ethnicity and social
networks related? York: Joseph Rowntree Foundation.

Fischer, C. S. (1982).0 Dwell Among Friends. Personal Networks in Towd &ity.
London: The University of Chicago Press.

Fitzpatrick, R., Kumar, S., Nkansa-Dwamena, O.,l&imhel, L. (2014)Ethnic
Inequalities in Mental Health: Promoting Lasting $ftive Change. Report of
Findings to LankellyChase Foundation, Mind, The/afTrust and Centre for Mental
Health London: LankellyChase Foundation.

251



Floyd, F. J., & Widaman, K. F. (1995). Factor Arsayin the Development and
Refinement of Clinical Assessment InstrumeRtsychological Assessmeni(3),
286—-299.

Fountain, J., & Hicks, J. (201pelivering race equality in mental health care: cgpon
the findings and outcomes of the community engagtgonegramme 2005-2008
Preston: University of Central Lancashire.

Fuhrer, R., & Stansfeld, S. A. (2002). How gendéas patterns of social relations and
their impact on health: a comparison of one or ipl@tsources of support from “close
persons.’Social Science & Medicing4(5), 811-825.

Fuhrer, R., Stansfeld, S. A., Chemali, J., & ShipM. J. (1999). Gender, social relations
and mental health: prospective findings from arupational cohort (Whitehall II
study).Social Science & Medicind8(1), 77-87.

Furnham, A., & Shiekh, S. (1993). Gender, Genenafiand Social Support Correlates of
Mental Health in Asian Immigrantiternational Journal of Social Psychiatrgo,
22-33.

Gabbidon, J., Farrelly, S., Hatch, S. L., HenderébnWilliams, P., Bhugra, D., ...
Clement, S. (2014). Discrimination Attributed to Mal lliness or Race-Ethnicity by
Users of Community Psychiatric ServicBsychiatric Service$511), 1360-1366.

Gary, F. A. (2005). Stigma: Barrier to Mental Healtare Among Ethnic Minorities.
Issues in Mental Health Nursing6(10), 979-999.

Gask, L., Aseem, S., Waquas, A., & Waheed, W. (R0%blation, feeling “stuck” and
loss of control: understanding persistence of degioa in British Pakistani women.
Journal of Affective Disorderd281-2), 49-55.

Gater, R., Tomenson, B., Percival, C., ChaudhryWaheed, W., Dunn, G., ... Creed, F.
(2009). Persistent depressive disorders and sstegs in people of Pakistani origin
and white Europeans in Ulsocial Psychiatry & Psychiatric Epidemiolagd4(3),
198-207.

Gater, R., Waheed, W., Husain, N., Tomenson, BeeAs S., & Creed, F. (2010). Social
intervention for British Pakistani women with degg®n: randomised controlled trial.
The British Journal of Psychiatr973), 227-233.

Geiser, C. (2013Data Analysis with MplusNew York: The Guilford Press.

Gilbert, P., Gilbert, J., & Sanghera, J. (2004foéus group exploration of the impact of
izzat, shame, subordination and entrapment on rnieeddth and service use in South
Asian women living in DerbyMental Health, Religion & Culturer(2), 109-130.

Glover, G., & Evison, F. (2009Use of New Mental Health Services by Ethnic Minesit
in England Durham: North East Public Health Observatory (NER.

Glover, G., Webb, M., & Evison, F. (2010mproving Access to Psychological Therapies.

A review of the progress made by sites in the rfiiétout year Durham: North East
Public Health Observatory (NEPHO).

252



Goddard, M., & Smith, P. (2001). Equity of acces$ealth care services: theory and
evidence from the UKSocial Science & Mediciné3(9), 1149-1162.

Goffman, E. (1963)Stigma: Notes on the Management of Spoiled Idenhiitydon:
Penguin Books Ltd.

Goldberg, D. P. (1981Yhe General Health Questionnaire.28indsor: NFER.

Goldberg, D. P. (2010). The detection and treatroédepression in the physically ill.
World Psychiatry9, 16-20.

Goldberg, D. P., Gater, R., Sartorius, N., UsturBT Piccinelli, M., Gureje, O., & Rutter,
C. (1997). The validity of two versions of the GHthe WHO study of mental
illness in general health caisychological Medicin€7(1), 191-197.

Goldberg, D. P., & Williams, P. (1988 user’s guide to the General Health
QuestionnaireWindsor, UK: NFER Nelson.

Golding, J. M., & Wells, K. B. (1990). Social Suppand Use of Mental Health Services
By Mexican Americans and Non-Hispanic WhitBasic and Applied Social
Psychology11(4), 443-458.

Goodman, L. A. (1974). Exploratory latent structarelysis using both identifiable and
unidentifiable modelsBiometrikg 61(2), 215-231.

Gorsuch, R. L. (1983}-actor Analysig2nd ed.). Hillsdale, NJ: Lawrence Erlbaum
Associates Inc.

Gourash, N. (1978). Help-Seeking: A Review of tlitedature American Journal of
Community Psycholog®(5), 413—-423.

Green, G., Hayes, C., Dickinson, D., Whittaker, & Gilheany, B. (2002). The role and
impact of social relationships upon well-being néed by mental health service users:
A qualitative studyJournal of Mental Healthl11(5), 565-579.

Greene, W. H. (2003conometric Analysiéth ed.). Upper Saddle River, NJ: Pearson
Education Inc.

Grewal, 1., & Lloyd, K. R. (2002). Use of servicés.W. O’'Connor & J. Nazroo (Eds.),
Ethnic Differences in the Context and ExperiencBfchiatric lllness: A Qualitative
Study(pp. 51-60). London: The Stationery Office.

Gupta, S., de Belder, A., & O’Hughes, L. (1995).0/ding premature coronoary deaths in
Asians in Britain British Medical Journal311, 1035-1036.

Hackett, R., Nicholson, J., Mullins, S., Farringtdn, Ward, S., Pritchard, G., ...
Mahmood, N. (2009). Enhancing pathways into caf®l( Community
development working with the Pakistani communitynbprove patient pathways
within a crisis resolution and home treatment sennternational Review of
Psychiatry 21(5), 465-471.

Hagenaars, A., de Vos, K., & Zaidi, M. A. (199Bpverty Statistics in the Late 1980s:
Research Based on Micro-datauxembourg: Office for Official Publications die
European Communities.

253



Harriss, K., & Shaw, A. (2009). Kinship ObligatigrGender and the Life Course: Re-
Writing Migration from Pakistan to Britain. In V.. &alra (Ed.),Pakistani Diasporas:
Culture, Conflict, and Changgp. 105-128). Oxford: Oxford University Press.

Hayes, A. F. (2013)ntroduction to Moderation, Mediation and ConditarProcess
Analysis: A Regression-Based Approalew York, NY: The Guilford Press.

Henderson, R. C., Williams, P., Gabbidon, J., Figtr8., Schauman, O., Hatch, S., ...
Clement, S. (2015). Mistrust of mental health sssi ethnicity, hospital admission
and unfair treatmenEpidemiology and Psychiatric Scienc24(3), 258-265.

Her Majesty’s Government, & Department of Heal2011).No health without mental
health: a cross-government mental health outcortrasegy for people of all ages
London: Department of Health.

Hicks, M. H.-R., & Bhugra, D. (2003). Perceived sas of suicide attempts by U.K. South
Asian womenThe American Journal of OrthopsychiatiAB(4), 455-462.

Holden, L., Dobson, A. J., Ware, R. S., Hockey,&Lee, C. (2015). Longitudinal
trajectory patterns of social support: correlated associated mental health in an
Australian national cohort of young womeépuality of Life Researgl24, 2075—-2086.

Holgado—Tello, F. P., Chacobn—Moscoso, S., Barbeaneid, 1., & Vila—Abad, E. (2008).
Polychoric versus Pearson correlations in exployaaod confirmatory factor
analysis of ordinal variableQuality & Quantity 44(1), 153—-166.

Hosmer, D. W., Lemeshow, S., & Sturdivant, R. X012).Applied Logistic Regression
(3rd ed.). Hoboken, NJ: John Wiley & Sons Inc.

House, J. S., Umberson, D., & Landis, K. R. (19&)uctures and Processes of Social
SupportAnnual Review of Sociology4, 293—-318.

Hu, L., & Bentler, P. M. (1999). Cutoff criteriarféit indexes in covariance structure
analysis: Conventional criteria versus new alteveatStructural Equation Modeling
6(1), 1-55.

Hussain, F. A., & Cochrane, R. (2003). Living witepression: Coping strategies used by
South Asian women, living in the UK, suffering fraepressionMental Health,
Religion & Culture 6(1), 21-44.

Hussain, N. (2006). Culturally determined care g@aid the efficacy of statutory services.
International Journal of Qualitative Studies on Hieaand Well-Being1(3), 149-158.

lacobucci, D. (2008Mediation AnalysisLondon: Sage Publications Ltd.

Imai, K., Keele, L., & Tingley, D. (2010). A Genérapproach to Causal Mediation
Analysis A Running Example: The Job Search IntaiieenPsychological Methods
15(4), 309-334.

Ineichen, B. (1987). The mental health of AsianBiiitain: a research notblew
Community4(1-2), 136-141.

Ineichen, B. (2012). Mental illness and suicid®iitish South Asian adultdental
Health, Religion & Culturel5(3), 235-250.

254



Islam, Z., Rabiee, F., & Singh, S. P. (2015). Blaokl Minority Ethnic Groups’ Perception
and Experience of Early Intervention in Psychogs/Bes in the United Kingdom.
Journal of Cross-Cultural Psychologg6(5), 737-753.

Jivraj, S., & Khan, O. (2015). How likely are peeftom minority ethnic groups to live in
deprived neighbourhoods? In S. Jivraj & L. Simpééds.),Ethnic identity and
inequalities in Britain Bristol: Policy Press.

Joint Commissioning Panel for Mental Health. (20Bidance for commissioners of
mental health services for people from black andamiy ethnic communities
Retrieved from http://www.jcpmh.info/good-servidasatk-minority-ethnic-
communities/ [Accessed 13th October 2015]

Joreskog, K. G. (1969). A general approach to cordiory maximum likelihood factor
analysisPsychometrika34(2).

Kai, J., & Hedges, C. (1999). Minority ethnic commity participation in needs assessment
and service development in primary care: perceptairPakistani and Bangladeshi
people about psychological distresigalth Expectation2(1), 7-20.

Kaiser, H. F. (1974). An index of factorial simptic Psychometrika39(1), 31-36.

Kalathil, J. (2011)Recovery and resilience: African, African-Caribbesard South Asian
women'’s narratives of recovering from mental distréondon: Mental Health
Foundation.

Kalra, V. S. (2000)From Textile Mills to Taxi Ranks: Experiences ofjration, labour
and social changeAldershot: Ashgate Publishing Ltd.

Kanwar, S., & Whomsley, S. (201Morking with Pakistani service users and their
families. A practitioner’s guideCambridge: Cambridgeshire and Peterborough NHS
Foundation Trust.

Kapadia, D., Brooks, H., Nazroo, J., & Tranmer,(®D15). Pakistani women’s use of
mental health services & the role of social netwoeksystematic review of
quantitative and qualitative researetealth & Social Care in the Community
http://doi.org/10.1111/hsc.12305

Kapadia, D., Nazroo, J., & Clark, K. (2015). Haverec inequalities in the labour market
persisted? In S. Jivraj & L. Simpson (Ed&dnic identity and inequalities in Britain
(pp. 161-179). Bristol: Policy Press.

Kaplan, G. A., Robert, R. E., Camacho, T. C., & @yJ. C. (1987). Psychosocial
predictors of depressioAmerican Journal of Epidemiolog¥252), 206—-220.

Karlsen, S., & Nazroo, J. (2002). Relation betwesarial discrimination, social class, and
health among ethnic minority grougsmerican Journal of Public Healt®2(4), 624—
631.

Karlsen, S., Nazroo, J., McKenzie, K., Bhui, K. &Weich, S. (2005). Racism, psychosis
and common mental disorder among ethnic minoribyigs in England.
Psychological Medicined5, 1795-1803.

255



Kastner, M., Tricco, A. C., Soobiah, C., Lillie, Perrier, L., Horsley, T., ... Straus, S. E.
(2012). What is the most appropriate knowledgehmsis method to conduct a
review? Protocol for a scoping revieBMC Medical Research Methodolody, 114.

Katbamna, S., Ahmad, W., Bhakta, P., Baker, R.a&er, G. (2004). Do they look after
their own? Informal support for South Asian carétsalth and Social Care in the
Community12(5), 398-406.

Kawachi, I., & Berkman, L. F. (2001). Social TigmaMental HealthJournal of Urban
Health: Bulletin of the New York Academy of Medici8(3), 458-467.

Keating, F. (2002). Black-Led Initiatives in Mentaéalth: An OverviewResearch Policy
and Planning20(2), 9-20.

Kessler, R. C., Price, R. H., & Wortman, C. B. (3R8ocial Factors in Psychopathology:
Stress, Social Support, and Coping Procegsasual Review of Psycholad36, 531—
572.

Kleinman, A. (1987). Anthropology and PsychiatryieTRole of Culture in Cross-Cultural
Research on llinesBritish Journal of Psychiatryl51, 447—-454.

Klineberg, E., Clark, C., Bhui, K. S., Haines, M.,Miner, R. M., Head, J., ... Stansfeld,
S. A. (2006). Social support, ethnicity and mehtlth in adolescentSocial
Psychiatry & Psychiatric Epidemiolog$1, 755-760.

Knies, G. (2014)Understanding Society The UK Household Longitud8taldy Waves 1-
4, User ManualColchester: Institute for Social and Economicdesh, University
of Essex.

Knifton, L. (2012). Understanding and addressirgygtigma of mental illness with ethnic
minority communitiesHealth Sociology Revie@1(3), 287-298.

Kouzis, A. C., & Eaton, W. W. (1998). Absence otisd networks, social support and
health services utilizatiof?sychological Medicing8, 1301-1310.

Kouzis, A. C., Ford, D. E., & Eaton, W. (2000). &delationships and Psychiatric Help-
Seeking. In J. P. Morrissey (EdResearch in Community and Mental Health (vol. 11.
Social Factors in Mental Health and lllnegpp. 65-84). Stamford, CT: Jai Press Inc.

Krause, I. (1989). Sinking Heart: A Punjabi Comnuarion of DistressSocial Science &
Medicing 294), 563-575.

Lamb, J., Bower, P., Rogers, A., Dowrick, C., & &ds. (2012). Access to mental health
in primary care: a qualitative meta-synthesis aflence from the experience of
people from “hard to reach” grougsealth 16(1), 76—-104.

Lavallee, P. (2007)ndirect SamplingNew York, NY: Springer Science+Business Media,
LLC.

Lawlor, C., Johnson, S., Cole, L., & Howard, L. {2012). Ethnic variations in pathways

to acute care and compulsory detention for womgeancing a mental health crisis.
The International Journal of Social PsychigtB8(1), 3—15.

256



Lewis, G., Pelosi, A. J., Araya, R., & Dunn, G. 2. Measuring psychiatric disorder in
the community: a standardized assessment for ukseybgterviewersPsychological
Medicing 22(2), 465-486.

Lindsey, M. A., Gilreath, T. D., Thompson, R., Gaah J. C., Hawley, K. M., Weisbart,
C., ... Kotch, J. B. (2012). Influence of caregivetwork support and caregiver
psychopathology on child mental health need andc®euse in the LONGSCAN
study.Children and Youth Services Revj@45), 924-932.

Lloyd, K. R., & Fuller, E. (2002). Use of servicés.K. Sproston & J. Nazroo (Eds.),
Ethnic Minority Psychiatric lliness Rates in ther@munity (EMPIRIC): Quantitative
Report(pp. 101-115). London: The Stationery Office.

Lo, B. Y., Mendell, N. R., & Rubin, D. B. (2001)e$ting the number of components in a
normal mixture Biometrikg 88(3), 767—778.

Loewenthal, D., Mohamed, A., Mukhopadhyay, S., Gan&., & Thomas, R. (2012).
Reducing the barriers to accessing psychologiembtiies for Bengali, Urdu, Tamil
and Somali communities in the UK: some implicatiémrstraining, policy and
practice British Journal of Guidance & Counselling0o(1), 43—66.

Loya, F., Reddy, R., & Hinshaw, S. P. (2010). Métilaess Stigma as a Mediator of
Differences in Caucasian and South Asian Collegdésits’ Attitudes Toward
Psychological Counselingournal of Counseling Psycholqdy7(4), 484—490.

Lynn, P. (2006)Quality Profile: British Household Panel Survey.rsien 2.0: Waves 1 to
13: 1991-2003Colchester: ISER, University of Essex.

Lynn, P. (2009). Sample Design for Understandingi&y. Understanding Society
Working Paper Series No. 2009 - 01. ColchesterRISEniversity of Essex.
Retrieved from
https://www.understandingsociety.ac.uk/researcHipations/working-
paper/understanding-society/2009-01[Accessed 19th 2014]

Lynn, P. (2015). Non-response models for Wave 2@gstanding Society User Support
Forum comment, 15th August). Retrieved from
https://www.understandingsociety.ac.uk/supportdsssc0

Mackinnon, D. P. (2008)ntroduction to Statistical Mediation Analysidew York, NY:
Taylor & Francis.

Mackinnon, D. P., Fairchild, A. J., & Fritz, M. 007). Mediation AnalysisAnnual
Review of Psycholog$8, 593-614.

Mackinnon, D. P., Krull, J. L., & Lockwood, C. M2Q00). Equivalence of the Mediation,
Confounding and Suppression Effdetevention Scienc¢é(4), 173-181.

Mackinnon, D. P., Lockwood, C. M., & Williams, 2004). Confidence Limits for the
Indirect Effect: Distribution of the Product anddeenpling MethodsMultivariate
Behavioural Resear¢i89(1), 99-128.

Macpherson, W. (1999T.he Stephen Lawrence Inquiry. Report of an Ingoyn\sir
William Macpherson of Cluny. Cm 4262kbndon: The Stationery Office.

257



Mallinson, S., & Popay, J. (2007). Describing depren ethnicity and the use of somatic
imagery in accounts of mental distreSseciology of Health & llines29(6), 857-871.

Marmot, M. (2010)Fair Society, Health Lives: Strategic Review of ltefequalities in
England Post-2010.ondon: Marmot Review.

Martinez, J. I., & Lau, A. S. (2011). Do Social Merks Push Families Toward or Away
From Youth Mental Health Services?: A National $todl Families in Child Welfare.
Journal of Emotional and Behavioral Disordei$(3), 169-181.

Mathur, R., Bhaskaran, K., Chaturvedi, N., LeonAD.Grundy, E., & Smeeth, L. (2014).
Completeness and usability of ethnicity data in hi&ed primary care and hospital
databaseslournal of Public Health36(4), 684—692.

Maulik, P. K., Eaton, W. W., & Bradshaw, C. P. (2800The role of social network and
support in mental health service use: findings ftomBaltimore ECA study.
Psychiatric Service$0(9), 1222-1229.

Mays, N., Pope, C., & Popay, J. (2005). Systemifficaviewing qualitative and
guantitative evidence to inform management anccpetiaking in the health field.
Journal of Health Services Research & Palit§ Suppl {July), 6-20.

McClements, L. D. (1977). Equivalence scales faldchn. Journal of Public Economigs
8, 191-210.

McCutcheon, A. L. (1987)Latent Class Analysid.ondon: Sage Publications Ltd.

McKenzie, K., & Bhui, K. (2007). Institutional ragn in mental health carBritish
Medical Journal 334(7595), 649—-650.

McKenzie, K., Bhui, K., Nanchahal, K., & Blizard, R008). Suicide rates in people of
South Asian origin in England and Wales: 1993-200% British Journal of
Psychiatry 1935), 406—409.

McManus, S., Meltzer, H., Brugha, T., Bebbington,&Jenkins, R. (2009Adult
psychiatric morbidity in England, 2007: Resultsadiousehold surveyeeds: The
Health and Social Care Information Centre.

Modood, T., Berthoud, R., Lakey, J., Nazroo, J.jtBn#., Virdee, S., & Beishon, S.
(1997).Ethnic Minorities in Britain: Diversity and Disadw#age London: Policy
Studies Institute.

Moher, D., Liberati, A., Tetzlaff, J., Altman, D..& The PRISMA Group. (2009).
Preferred Reporting Items for Systematic Reviews Meta-Analyses: the PRISMA
StatementPLoS Medicing6(7), e1000097.
http://doi.org/10.1371/journal.pmed.1000097

Mojtabai, R., Olfson, M., & Mechanic, D. (2002).reeived Need and Help-Seeking in
Adults With Mood, Anxiety, or Substance Use Disaed@rchives of General
Psychiatry 59, 77-84.

258



Morgan, M., Kenten, C., Deedat, S., & On BehalfTeeé Donate Programme Team.
(2013). Attitudes to deceased organ donation agidtration as a donor among
minority ethnic groups in North America and the UKsynthesis of quantitative and
qualitative researcliethnicity & Health 18(4), 367-390.

Moussavi, S., Chatterji, S., Verdes, E., TandonpPatel, V., & Ustun, B. (2007).
Depression, chronic diseases, and decrements lilnhessults from the World Health
Surveys.The Lancet370, 851-858.

Murray, U., & Brown, D. (1998):They look after their own, don”t they?’ Inspectiaf
community care services for Black and ethnic migarider peopleLondon: Social
Services Inspectorate, Department of Health.

Muthen, B. O. (2006). Re: Mediation and bootstri@mdard errors (Mplus Forum
comment, 21st February). Retrieved from
http://www.statmodel.com/discussion/messages/1129?1435150747

Muthen, B. O. (2011). Mplus Forum: Testing mediatwith dichotomous variables. Mon
24th October 2011, 8.30pm.

Muthen, B. O. (2015a). Moderated Mediation (Mplasuin comment, 27th June).
Retrieved from http://www.statmodel.com/cgi-binfdis/show.cgi?11/5926

Muthen, B. O. (2015b). Standardized coefficientplidd forum comment, 2nd June).
Retrieved from www.statmodel.com/cgi-bin/discusisteni?11/16

Muthen, B. O. (2015c). Tests of model fit (Mplusdm comment, 29th May). Retrieved
from http://www.statmodel.com/cgi-bin/discus/shogi29/63

Muthen, B. O. (2015d). The new 3-step approachtatiass analysis (Mplus Forum
comment, 30th March). Retrieved from http://wwwtstadel.com/cgi-
bin/discus/show.cgi?13/10921

Muthen, B. O., & Asparouhov, T. (2015). Causal Eféen Mediation Modeling: An
Introduction With Applications to Latent Variable3tructural Equation Modeling
22(1), 12-23.

Muthen, B. O., & Muthen, L. K. (2012). Mplus (Veosi 7.11) [Computer software].

Nadeem, E., Lange, J. M., Edge, D., Fongwa, M.inB@l,, & Miranda, J. (2007). Does
Stigma Keep Poor Young Immigrant and U.S.-Born Blaed Latina Women From
Seeking Mental Health Car@3ychiatric Service$8(12), 1547-1554.

Nandi, A., & Platt, L. (2010)Ethnic minority women’s poverty and economic weihb
London: Government Equalities Office.

Natarajan, L. (2006). Self-reported health and pegocial well-being. In K. Sproston & J.
Mindell (Eds.),Health Survey for England 2004. Volume 1: The lheafitminority
ethnic groupgpp. 25-61). Leeds: The Information Centre.

National Centre for Social Research & Universityl€ge London. (2003)thnic
Minority Psychiatric lllness Rates in the CommuEMPIRIC): User Guide for UK
Data Archive Colchester: UK Data Archive.

259



National Centre for Social Research, & Universigll€ge London. Department of
Epidemiology and Public Health. (200&thnic Minority Psychiatric lllness Rates in
the Community, 2000 [computer fild)K Data Service.

National Institute for Mental Health in EnglandO(3).Inside Outside: Improving Mental
Health Services for Black and Minority Ethnic Conmities in EnglandLondon:
Department of Health.

Nazroo, J. (1997)he Health of Britain’s Ethnic Minoritied.ondon: Policy Studies
Institute.

Nazroo, J. (1998). Genetic, Cultural or Socio-ecoitovulnerability? Explaining ethnic
inequalities in healtiSociology of Health & lllnes20(5), 710-730.

Nazroo, J. (1999). The Racialisation of Ethnic kndies in Health. In D. Dorling & S.
Simpson (Eds.)Statistics in Society: The Arithmetic of Politit®ndon: Arnold.

Nazroo, J. (2001 Ethnicity, Class and Healthondon: Policy Studies Institute.

Nazroo, J. (2003). The structuring of ethnic indigiea in health: economic position, racial
discrimination, and racismmerican Journal of Public Healt®3(2), 277-284.

Nazroo, J. (2015). Ethnic inequalities in severataledisorders: where is the hari®8cial
Psychiatry and Psychiatric Epidemiolgdy0, 1065-1067.

Nazroo, J., Falaschetti, E., Pierce, M., & Primi@eB. (2009). Ethnic inequalities in
access to and outcomes of healthcare: analysiedfi¢alth Survey for England.
Journal of Epidemiology & Community Heal88(12), 1022—-1027.

Nazroo, J., & King, M. (2002). Psychosis - symptansl estimated rates. In K. Sproston
& J. Nazroo (Eds.)iEthnic Minority Psychiatric lliness Rates in ther@munity
(EMPIRIC): Quantitative Repofpp. 47—62). London: The Stationery Office.

Nazroo, J., & O’Connor, W. (2002). Idioms of merdadtress. In W. O’Connor & J.
Nazroo (Eds.)Ethnic Differences in the Context and ExperiencBsyfchiatric
lliness: A Qualitative Studfpp. 29—-39). London: The Stationery Office.

Netto, G., Gaag, S., Thanki, M., Bondi, L., & MunhM. (2001).A suitable space.
Improving counselling services for Asian peoj@dastol: The Policy Press.

Nomisweb.co.uk. (2015). Nomis - Official Labour Mat Statistics. Retrieved August 7,
2015, from https://www.nomisweb.co.uk/

Ojeda, V. D., & Bergstresser, S. M. (2008). Gen&ace-Ethnicity, and Psychosocial
Barriers to Mental Health Care: An Examination efdeptions and Attitudes among
Adults Reporting Unmet Needournal of Health and Social Behavjor
49(September), 317-334.

Ostman, M., & Kjellin, L. (2002). Stigma by assde. Psychological factors in relatives
of people with mental illnes&ritish Journal of Psychiatryl81, 494—-498.

Parry, G., Barkham, M., Brazier, J., Dent-Brown, Kardy, G., Kendrick, T., ... Lovell,
K. (2010).An evaluation of the IAPT demonstration sites. FReport Sheffield:
NIHR Service Delivery and Organisation Programme.

260



Pawson, R., Greenhalgh, T., Harvey, G., & Walshg2R05). Realist review-a hew
method of systematic review designed for compldicpanterventions.Journal of
Health Services Research & Polidd(Suppl 1), 21-34.

Penny, E., Newton, E., & Larkin, M. (2009). Whisiperon the Water British Pakistani
Families’ Experiences of Support From an Earlyrveation Service for First-
Episode Psychosidournal of Cross-Cultural Psychologg0(6), 969-987.

Perry, B. L., & Pescosolido, B. A. (2015). SociatiNork Activation: The Role of Health
Discussion Partners in Recovery from Mental llin&xcial Science & Medicine
125January), 116-128.

Pescosolido, B. A. (1992). Beyond Rational Choidee Social Dynamics of How People
Seek HelpAmerican Journal of Sociolog97(4), 1096-1138.

Pescosolido, B. A. (2006). Of Pride and Prejudidee Role of Sociology and Social
Networks in Integrating the Health Sciencésurnal of Health and Social Behavjor
47(3), 189-208.

Pescosolido, B. A. (2010). Organizing the sociataglandscape for the next decades of
health and health care research: the Network Epidtmblel II-R as cartographic
subfield guide. In B. A. Pescosolido, J. K. MartinMcLeod, & A. Rogers (Eds.),
The Handbook of the Sociology of Health, llinessl Healing(pp. 39-66). New
York: Springer.

Pescosolido, B. A. (2011). Social Network Influemtéental Health and lliness, Service
Use and Settings and Treatment Outcomes. In DrifRilgh\. Rogers, & B. A.
Pescosolido (Eds.The Sage Handbook of Mental Health and llinggs 512-536).
London: Sage Publications Ltd.

Pescosolido, B. A., & Boyer, C. A. (1999). How deople come to use mental health
services? Current knowledge and changing persgasctin A. Horwitz & T. Scheid
(Eds.),A Handbook for the Study of Mental Health: Sociah@xts, Theories, and
Systemgpp. 392-426). New York: Cambridge University Rres

Pescosolido, B. A., Gardner, C. B., & Lubell, K. 998). How people get into mental
health services: Stories of choice, coercion andddting through” from “first-
timers.” Social Science & Medicind6(2), 275-286.

Pescosolido, B. A., Medina, T. R., Martin, J. K.L&ng, J. S. (2013). The “Backbone” of
Stigma: Identifying the Global Core of Public Prlige Associated with Mental
lliness.American Journal of Public Health035), 853-860.

Pescosolido, B. A., Wright, E. R., Alegria, M., &k4, M. (1998). Social Networks and
Patterns of Use Among the Poor with Social Netwdvlental Health Problems in
Puerto RicoMedical Care 36(7), 1057-1072.

Petersen, J. (2015). Household weights in b_hHheye 2 (Understanding Society User
Support Forum comment, 16th January). Retriever fro
https://www.understandingsociety.ac.uk/supportéssdts

Petticrew, M., & Roberts, H. (20063ystematic Reviews in the Social Sciences: A
Practical Guide Oxford: Blackwell Publishing.

261



Phelan, J., Bromet, E. J., & Link, B. (1998). Psgtic lliness and Family Stigma.
Schizophrenia Bulletir24(1), 115-126.

Platt, L. (2009). Social activity, social isolatiand ethnicityThe Sociological Review
57(4), 670-702.

Popay, J., Roberts, H., Sowden, A., Petticrew AVRj, L., Rodgers, M., ... Duffy, S.
(2006). Guidance on the Conduct of Narrative Sysithim Systematic Reviews: Final
report. Lancaster: The University of Lancaster.

Pope, C., Mays, N., & Popay, J. (2008ynthesizing Qualitative and Quantitative Health
Evidence Maidenhead: Open University Press.

Preacher, K. J., & MacCallum, R. C. (2003). RepaiiTom Swift's Electric Factor
Analysis MachineUnderstanding Statistic2(1), 13—43.

Preacher, K. J., Rucker, D. D., & Hayes, A. F. (20@ddressing Moderated Mediation
Hypotheses: Theory, Methods, and Prescriptibhdtivariate Behavioural Research
42(1), 185-227.

Psoinos, M., Hatzidimitriadou, E., Butler, C., &maR. (2011)Ethnic Monitoring in
Healthcare Services in the UK as a mechanism toesdoHealth Disparities: A
Narrative ReviewLondon: Swan IPI.

Raftery, A. E. (1995). Bayesian Model Selectiorsocial Researclsociological
Methodology?25, 111-163.

Raghunathan, T. E., Lepkowski, J. M., Hoewyk, JaM&a Solenberger, P. (2001). A
Multivariate Technique for Multiply Imputing MissinValues Using a Sequence of
Regression Model$Survey Methodolog27(1), 85-95.

Raleigh, V. S., Irons, R., Hawe, E., Scobie, SQIC@., Reeves, R., ... Harrison, J. (2007).
Ethnic variations in the experiences of mental thesgrvice users in England: results
of a national patient survey programmi@e British Journal of Psychiatr#91(4),
304-312.

Ramaswamy, V., Desarbo, W. S., Reibstein, D. Rokinson, W. T. (1993). An
Empirical Pooling Approach for Estimating MarketiNtix Elasticities with PIMS
Data.Marketing Sciencel2(1), 103—-124.

Rao, D., Feinglass, J., & Corrigan, P. W. (200'4ciBl and Ethnic Disparities in Mental
lliness StigmaThe Journal of Nervous and Mental Diseak@5(12), 1020-1023.

RAWOrg (Rights and Wellbeing of Racialised Grouggp11).The End of Delivering
Race Equality? Perspectives of Frontline Workerd Service Users from Racialised
Groups London: RAWOrg.

Rehman, H., & Owen, D. (2013Ylental Health Survey of Ethnic MinoritieBthnos
Research and Consultancy. Retrieved from www.tioae-t
change.org.uk/sites/default/files/TTC_Final RepBHNOS_ summary_1.pdf
[Accessed 14th August 2014]

Rencher, A. C., & Christensen, W. F. (201gthods of Multivariate Analysi8rd ed.).
Hoboken, NJ: John Wiley & Sons Inc.

262



Rocheron, Y. (1988). The Asian Mother and Baby Caignu the construction of ethnic
minorities’ health need<€ritical Social Policy 8(22), 4-23.

Rodriguez, A. (2007). Migration and Increased Rgrétion in Public Life: The Case of
Pakistani Women in Londofrontiers: A Journal of Women Studi@8(3), 94-112.

Rogers, A., & Pilgrim, D. (2010A Sociology of Mental Health and Iline@kh ed.).
Maidenhead: Open University Press.

Rothon, C., Goodwin, L., & Stansfeld, S. (2012)mig social support, community
“social capital” and adolescents’ mental health eddcational outcomes: a
longitudinal study in England&ocial Psychiatry & Psychiatric Epidemiolqgy?,
697-709.

Sallah, D., Sashidharan, S. P., Stone, R., Stsitder& Blofeld, J. (2003)ndependent
Inquiry into the death of David Bennett. An Indegmt Inquiry set up under
HSG(94)27 Cambridge: Norfolk, Suffolk and Cambridgeshirea&tgic Health
Authority.

Schaefer, C., Coyne, J. C., & Lazarus, R. S. (19B1¢ Health-Related Functions of
Social SupportJournal of Behavioral Mediciné(4), 381-406.

Schafer, J. L. (1999). Multiple imputation: a primgtatistical Methods in Medical
Research8, 3-15.

Schomerus, G., & Angermeyer, M. C. (2008). Stigmd iés impact on help-seeking for
mental disorders: what do we kno&Ridemiologia E Psichiatria Socigl&7(1), 31—
37.

Scott Long, J. (1983 onfirmatory Factor Analysid.ondon: Sage Publications Ltd.

Scott Long, J., & Freese, J. (201REegression Models for Categorical Dependent
Variables using StataCollege Station, TX: Stata Press.

Shefer, G., Rose, D., Nellums, L., Thornicroft, Benderson, C., & Evans-Lacko, S.
(2013). “Our community is the worst”: the influenoecultural beliefs on stigma,
relationships with family and help-seeking in theglenic communities in London.
The International Journal of Social Psychigth®(6), 535-544.

Sheikh, S., & Furnham, A. (2012). The relationghgween somatic expression,
psychological distress and GP consultation in tultucal groupsCounselling
Psychology Quartery25(4), 389-402.

Sherbourne, C. D. (1988). The Role of Social Suipgod Life Stress Events in Use of
Mental Health Service§ocial Science & Medicin@7(12), 1393-1400.

Simpson, L., & Jivraj, S. (2015). Why has ethnieedlsity grown? In S. Jivraj & L.

Simpson (Eds.):thnic identity and inequalities in Britaifpp. 33—47). Bristol: Policy
Press.

263



Simpson, L., Jivraj, S., & Warren, J. (2014). Thebdgity of ethnic group and religion in
the Censuses of England and Wales 2011-2011. Cobikiklg Paper March 2014.
Manchester: Centre on Dynamics of Ethnicity. Rettkfrom
http://www.ethnicity.ac.uk/research/outputs/puldicas/working-papers/ [Accessed
7th August 2015]

Singh, S. P. (2007). Institutional racism in pswthyi: lessons from inquirie®sychiatric
Bulletin, 31, 363—-365.

Singh, S. P., & Burns, T. (2006). Race and mergalth: there is more to race than racism.
British Medical Journal333 648-651.

Singh, S. P., Burns, T., Tyrer, P., Islam, Z., Bass H., & Crawford, M. J. (2014).
Ethnicity as a predictor of detention under the MéHRealth Act.Psychological
Medicine 44, 997—-1004.

Singleton, N., Bumpstead, R., O'Brien, M., Lee, & Meltzer, H. (2001) Psychiatric
morbidity among adults living in private househ@ld800 London: The Stationery
Office.

Smaje, C., & Le Grand, J. (1997). Ethnicity, eqaitd the use of health services in the
British NHS.Social Science & Medicind5(3), 485—-496.

Smyth, N., Siriwardhana, C., Hotopf, M., & Hatch,LS (2015). Social networks, social
support and psychiatric symptoms: social deternigiand associations within a
multicultural community populatiorgocial Psychiatry & Psychiatric Epidemiolqgy
50(7), 1111-1120.

Soni Raleigh, V. (1996). Suicide patterns and tseingoeople of Indian subcontinent and
Caribbean origin in England and Wal&shnicity & Health 1(1), 55—-63.

Soni Raleigh, V., & Balarajan, R. (1992). Suicidgel aelf-burning among Indians and
West Indians in England and Wald@#$e British Journal of Psychiatri61, 365—368.

Sonuga-Barke, E. J., & Mistry, M. (2000). The etfetextended family living on the
mental health of three generations within two AstammunitiesThe British Journal
of Clinical Psychology39, 129-141.

Sorbom, D. (1989). Model modificatioRsychometrika54, 371-384.

Sosulski, M. R., & Woodward, A. T. (2013). Africédmerican Women Living with
Mental Disorders: Factors Associated with Help $®gekrom Professional Services
and Informal Support$Social Work in Public Healtt28, 660-671.

South Asia. (2015a). In Dictionary.com. Retrieveai
http://dictionary.reference.com/browse/south-a8iecpssed 15th October 2015]

South Asia. (2015b). In Oxford Dictionaries. Retad from
http://www.oxforddictionaries.com/definition/endtisSouth-Asia [Accessed 15th
October 2015]

Sproston, K., & Mindell, J. (2006Health Survey for England 2004: The health of
minority ethnic groupgVol. 1). Leeds: The Information Centre.

264



Sproston, K., & Nazroo, J. (200Bthnic Minority Psychiatric lliness Rates in the
Community (EMPIRIC)London: The Stationery Office.

Sproston, K., Pitson, L., Whitfield, G., & Walkdt, (1999).Health and lifestyle of the
Chinese population in Englandondon: Health Education Authority.

Sribney, W., & StataCorp. (2005). Likelihood ratest after survey/ robust ML estimation.
Retrieved August 8, 2015, from
http://www.stata.com/support/fags/statistics/likelbd-ratio-test/

Stafford, M., Mcmunn, A., Zaninotto, P., & Nazrab,(2011). Positive and Negative
Exchanges in Social Relationships as PredictoBepiression Evidence From the
English Longitudinal Study of Aginglournal of Aging and Heal{l23(4), 607—-628.

Stansfeld, S. A., Fuhrer, R., & Shipley, M. J. (829Types of social support as predictors
of psychiatric morbidity in a cohort of British GiBervants (Whitehall 1l Study).
Psychological Medicine8, 881-892.

Stansfeld, S. A., & Marmot, M. (1992). Deriving @rgey measure of social support: the
reliability and validity of the Close Persons Qumstaire.Social Science & Medicine
35, 1027-1035.

Stansfeld, S. A., & Sproston, K. (2002). Socialgup and networks. In K. Sproston & J.
Nazroo (Eds.)Ethnic Minority Psychiatric lllness Rates in ther@munity (EMPIRIC)
(pp. 117-134). London: The Stationery Office.

StataCorp. (2013). Stata Statistical Software: &€l 3. College Station, TX: StataCorp
LP.

Steiger, J. H., & Lind, J. C. (1980). Statisticatigsed tests for the number of common
factors. Paper presented at the annual Spring Mpefithe Psychometric Society in
lowa City. May 30, 1980.

Sterne, J. A. C., White, I. R., Carlin, J. B., Sprisl., Royston, P., Kenward, M. G., ...
Carpenter, J. R. (2009). Multiple imputation forssing data in epidemiological and
clinical research: potential and pitfalBritish Medical Journgl338:b2393
http://doi.org/10.1136/bmj.b2393

Tabassum, R., Macaskill, A., & Ahmad, I. (2000)tiides Towards Mental Health in an
Urban Pakistani Community in the United Kingddmternational Journal of Social
Psychiatry 46(3), 170-181.

Taylor, S. E., & Seeman, T. E. (1999). Psychosd®edources and the SES Health
RelationshipAnnals of the New York Academy of Scier®@s 210-225.

Ten Have, M., Vollebergh, W., Bijl, R., & Ormel, (2002). Combined effect of mental
disorder and low social support on care servicefarsmental health problems in the
Dutch general populatio®sychological Medicingd2(02), 311-323.

Thoits, P. A. (1982). Conceptual, Methodologicalkl & heoretical Problems in Studying
Stress Social Support as a Buffer Against Life &trdournal of Health and Social
Behavior 23(2), 145-159.

265



Thoits, P. A. (2011). Perceived Social Support taedVoluntary, Mixed, or Pressured Use
of Mental Health Service§ociety and Mental Healtf(1), 4-19.

Thomas, J., Brunton, J., & Graziosi, S. (20EBPI-Reviewer 4: software for research
synthesis. EPPI-Centre Softwatendon: Social Science Research Institute, bnstit
of Education.

Thomas, J., Harden, A., Oakley, A., Oliver, S.,c8fie, K., Rees, R., ... Kavanagh, J.
(2004). Integrating qualitative research with sial systematic review8ritish
Medical Journal328 1010-1012.

Thornicroft, G. (2006)Shunned: Discrimination against People with Meitllakess
Oxford: Oxford University Press.

Thornicroft, G. (2008). Stigma and discriminatiamit access to mental health care.
Epidemiologia E Psichiatria Sociglé7(1), 14-19.

Time to Change. (2010framily matters: A report into attitudes towards rtsealth
problems in the South Asian community in HarrowtN@Vest LondonLondon:
Time to Change.

Tucker, L. R., & Lewis, C. (1973). A Reliability @fficient for Maximum Likelihood
Factor AnalysisPsychometrika38(1), 1-10.

Tudor Hart, J. (1971). The Inverse Care Lale Lancet297(7696), 405-412.

Turner, R. J., & Marino, F. (1994). Social Suppamt Social Structure: A Descriptive
Epidemiology.Journal of Health and Social Behavj@5(3), 193-212.

Understanding Society. (2015). Data Linkage. RetieOctober 8, 2015, from
https://www.understandingsociety.ac.uk/about/detialge

University of Essex. Institute for Social and Ecomo Research and NatCen Social
Research. (2014)nderstanding Society: Waves 1-4, 2009-2013 [coerdié]. UK
Data Service. Retrieved from http://dx.doi.org/ ZR5/UKDA-SN-6614-6

Van Buuren, S., Boshuizen, H. C., & Knook, D. L999). Multiple imputation of missing
blood pressure covariates in survival analyStatistics in Medicingl8, 681-694.

VanderWeele, T. J. (2010). Bias formulas for s@nsitanalysis for direct and indirect
effects.Epidemiology21(4), 540-551.

Vera, M., Alegria, M., Freeman, D. H., Robles, Rescosolido, B. A., & Pefa, M. (1998).
Help seeking for mental health care among poortBlrRicans: problem recognition,
service use, and type of providétedical Care 36(7), 1047—1056.

Vermunt, J. K. (2010). Latent Class Modeling witbv@riates: Two Improved Three-Step
ApproachesPolitical Analysis 18, 450—4609.

Vermunt, J. K., & Magidson, J. (2002). Latent Cl&dsster Analysis. In J. A. Hagenaars
& A. L. McCutcheon (Eds.)Applied Latent Class Analysi€ambridge: Cambridge
University Press.

266



Victor, C. R., Martin, W., & Zubair, M. (2012). Fales and caring amongst older people
in South Asian communities in the UK: a pilot stuBiyropean Journal of Social
Work 15(1), 37-41.

Villatoro, A. P., & Aneshensel, C. S. (2014). Famniifluences on the Use of Mental
Health Services among African Americadsurnal of Health and Social Behavjor
55(2), 161-180.

Villatoro, A. P., Morales, E. S., & Mays, V. M. (28). Family Culture in Mental Health
Help-Seeking and Utilization in a Nationally Reetative Sample of Latinos in the
United States: The NLAASAmerican Journal of Orthopsychiatr§4(4), 353—-363.

Walen, H. R., & Lachman, M. E. (2000). Social Sup@md Strain from Partner, Family,
and Friends: Costs and Benefits for Men and Womekdulthood.Journal of Social
and Personal Relationships7(1), 5-30.

Ware, J. E., Kosinski, M., Turner-Bowker, D. M.,@andek, B. (2001How to Score
Version 2 of the SF-12® Health Survey (With a Saipeint Documenting Version 1)
Lincoln, RI: QualityMetric Inc.

Webb-Johnson, A. (1995 cry for changeLondon: Confederation of Indian
Organisations.

Weich, S., McBride, O., Hussey, D., Exeter, D.,d@ra, T., & McManus, S. (2011). Latent
class analysis of co-morbidity in the Adult Psy¢h@Morbidity Survey in England
2007: implications for DSM-5 and ICD-1Psychological Medicinetl, 2201-2212.

Weich, S., & McManus, S. (2002). Common mental discs. In K. Sproston & J. Nazroo
(Eds.),Ethnic Minority Psychiatric lllness Rates in ther@munity (EMPIRIC):
Quantitative ReportLondon: The Stationery Office.

Weich, S., Nazroo, J., Sproston, K., McManus, &néhard, M., Erens, B., ... Tyrer, P.
(2004). Common mental disorders and ethnicity igl&nd: the EMPIRIC study.
Psychological Medicine84(8), 1543-1551.

Wellman, B. (1999)Networks in the Global Village: Life in Contempora€ommunities
Boulder, CO: Westview Press.

Werbner, P. (1979Ritual and social networks: a study of Pakistanmigrants in
ManchesterUnpublished doctoral dissertation, The Universitjanchester.

Wethington, E., & Kessler, R. C. (1986). Perceigegbport, Received Support, and
Adjustment to Stressful Life Event¥ournal of Health and Social Behavj@7(1),
78-89.

Willis, R., Price, D., & Glaser, K. (2013). Ethrtigias a Determining Factor for
Instrumental Support in Mid and Later Life in Engiband WalesJournals of
Gerontology, Series B: Psychological Sciences auiabSciences$8(2), 278-289.

Wilson, M., & MacCarthy, B. (1994). GP consultatias a factor in the low rate of mental
health service use by Asiardsychological Medicing4, 113-119.

267



Wing, J., Babor, T., Brugha, T., Burke, J., CoopeE., Giel, R., ... Sartorius, N. (1990).
SCAN. Schedules for Clinical Assessment in Neurop&try. Archives of General
Psychiatry 47(6), 589-593.

Wong, S. T., Nordstokke, D., Grogorich, S., & Pe&table, E. J. (2010). Measurement of
Social Support Across Women from Four Ethnic Grolgsdence of Factorial
Invariance Journal of Cross-Cultural Gerontologg5, 45-58.

Wood, S. (2011)Exploring experiences and meanings of self har®auath Asian women
in the UK Unpublished doctoral dissertation, The University.eeds, UK.

Woodward, A. T., Taylor, R. J., Neighbors, H. Whaiters, L. M., & Jackson. (2008). The
Use of Professional Services and Informal SuppanbAg African Americans and
Caribbean Blacks with a Mental DisordBsychiatric Service$9(11), 1292-1298.

World Health Organisation. (1994).User’s Guide to the Self-Reporting Questionnaire
(SRQ) Geneva: World Health Organisation.

World Health Organisation. (20148ocial determinants of mental heal®eneva: World
Health Organisation.

Zaza, S., Wright-de Aguero, L. K., Briss, P. A.ufiran, B. |., Hopkins, D. P., Hennessy,
M. H., ... Pappaioanou, M. (2000). Data Collectiosttnment and Procedure for
Systematic Reviews in the Guide to Community PréverServicesAmerican
Journal of Preventive Medicing8(1), 44—74.

Zhang, W., & Ta, V. M. (2009). Social connectiomsmigration-related factors, and self-

rated physical and mental health among Asian AraesSocial Science & Medicine
68(12), 2104-2112.

268



Appendices

Chapter 3 Appendices

Appendix 3.1: Critical Appraisal Tool for Quantita¢ Studies (adapted from Zaza et al., 2000)

1. Descriptions

Was the study population well described?

2. Sampling

a) Did the authors specify the sampling frame dvense of selection for the stu
population?

b) Did the authors specify the screening critesiastudy eligibility?

¢) Was the population that served as the unit afyais the entire eligible
population or a probability sample at the poinbbgervation?

d) Are there other selection bias issues not otiseraddresed?

3. Measurement

Were the outcome and other independent (or pradlictoiables:
+ Valid
» Reliable (consistent and reproducible)?

4. Data Analysis

a) Did the authors conduct appropriate statistesting by:

» Conducting statistical testing (when appropriate)?

* Reporting which statistical tests were used?

» Controlling for design effects in the statisticabael?

» Controlling for repeated measured in populatioas tere followed over
time?

» Using a model designed to hand multi-level datamthey included
group-level and individual covariates in the model?

b) Are there other problems with the data analysis?

5. Interpretation of
Results

a) Did at least 80% of enrolled participants cortgtbe study

b) Did the authors correct for controllable varegbr institute study procedures to
limit bias appropriately (e.g. randomisation, riesiton, matching, stratification, or
statistical adjustment?

c) Describe all potential biases or unmeasurediestmal confounders described by
the authors

d) Describe other potential biases or unmeasuretértwal confounders NOT
identified by authors

6. Other

Other important limitation of the study not iderd elsewhere
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Appendix 3.2: CASP (Critical Appraisal Skills Pragtme) Qualitative Appraisal Checklist

Screening Questions

1. Was there a clear statement of the aims ofebearch questio

2.

Is a qualitative methodology appropriate?

Detailed Questions

3. Was the research design appropriate to addressrms of the research?

4.

5.

6.

Was the recruitment strategy appropriate tathes of the research?
Were the data collected in a way that addregsedesearch issue?

Has the relationship between researcher anttipants been adequately

considered?

7.

8.

9.

Have ethical issues been taken into consideratio
Was the data analysis sufficiently rigorous?

Is there a clear statement of findings?

10. How valuable is the research?

Appendix 3.3: CASP (Critical Appraisal Skills Pragime) Systematic Review Checklist

Screening Questions

1.

2.

Did the review address a clearly focussed questi

Did the authors look for the appropriate sorpapers?

Detailed Questions

3.

8.

9.

Do you think the important, relevant studiesevieccluded?

. Did the review’s authors do enough to assesguhéty of the included studies?
. If the results of the review have been combimexk it reasonable to do so?
. What are the overall results of the review?

. How precise are the results?

Can the results be applied to the local popui&ti

Were all the important outcomes considered?

10. Are the benefits worth the harms and costs?
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Chapter 4 Appendices

Appendix 4.1: SF12 Questionnaire (Bold emphadisasused in Understanding Society Wave 2)

Question Answer categories
1. In general, would your say your health Excellen

Very good

Good

Fair

Poor
The following questions are about activities yoghtido during a typical da Yes, limited a Ic
Doesyour health now limit you in these activities? If so, how much? Yes, limited a little
2. Moderate activities such as moving a table, pushing a vacuum cleaparjng No, not limited at
or playing golf? all

3. Climbingseveralflights of stairs
During the past 4 week, how much of the time have you had any of theofeihg All of the time

problems with your work or other regular daily aities as a result of your Most of the time

physical health? Some of the time
4. Accomplished lesghat you would like A little of the time
5. Were limited in th&ind of work or other activities None of the time

During thepast 4 week, how much of the time have you had any of theofelhg All of the time

problems with your work or other regular daily aities as a result of any Most of the time

emotional problems (such as feeling depressed or anxious)? Some of the time
6. Accomplishedless than you would like A little of the time
7. Did work or other activitiekess carefully than usua?p None of the time

8. During thepast 4 week, how much did pain interfere with your normal work  Not at all
(including both work outside the home and house)#rk A little bit
Moderately
Quite a bit
Extremely
These questions are about how you feel and howdHhiave been with yaduring Al of the time
the past 4 weeksFor each question, please give the one answecdhzes closest Most of the time
to the way you have been feeling? How much of ithe during thepast 4 weeks.. Some of the time

9. Have you felt calm and peaceful? A little of the time
10. Did you have a lot of energy? None of the time
11. Have you felt downhearted and depressed?

12. During thepast 4 week, how much of the time has yophysical health or All of the time
emotional problemsinterfered with your social activities (like visig with friends, Most of the time
relatives, etc.)? Some of the time

A little of the time
None of the time
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Appendix 4.2: General Health Questionnaire (GHQ12)

Questions

Answer categories

Here are sore questions regarding the way you have been feelirgthe las
few weeks, For each question, please tick the bakto the answer that best
describes the way you have felt. Have you recently...

...been able to concentrate on whatever you're doing?

Better than usual
Same as usual

Less than usual
Much less than usual

...lost much sleep over worry?

Not at all

No more than usual
Rather more than usual
Much more than usual

...felt that you were playing a useful part in thif

More so than usu
Same as usual

Less so than usual
Much less than usual

...felt capable of making decisions about thir

More so than usu
Same as usual
Less so than usual
Much less capable

...felt constantly under strain?

Not at all

No more than usual
Rather more than usual
Much more than usual

...felt you couldn’t overcome your difficulties?

Nat all
No more than usual
Rather more than usual
Much more than usual

...been able to enjoy your normal to-day activities”.

More so than usu
Same as usual

Less so than usual
Much less than usual

...been able to face up to probler

More so than usu
Same as usual

Less able than usual
Much less able

...been feeling unhappy or depressed?

Not at all

No more than usual
Rather more than usual
Much more than usual

...been losing confidence in yourself?

Not at all

No more than usual
Rather more than usual
Much more than usual

...been thinking of yourself as a worthless per:

Not at al

No more than usual
Rather more than usual
Much more than usual

...been feeling reasonably happy, all things coned

More so than usu

About the same as usual
Less so than usual
Much less than usual
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Appendix 4.3: Percent missing data for each ofstha&al support questions relating to partners,ride and relatives

In relation to partner, how much... Pakistani White British ~ White Irish Indian Bangladeshi Black Black Total
Caribbean African
...do they really understand the way you feel abuogs” 1.C 0.7 1kt 0.t 2.4 0.C 1.2 0.7
...can you rely on them if you have a serious pro® 0.4 0.€ 0.€ 0.2 2.4 0.C 1kt 0.€
...can you open up to them if you need to talk ajpout 0.4 0.€ 0.4 0.t 2.4 0.C 0.€ 0.€
...do they criticise you 1.C 0.7 0.€ 1.C 2.8 0.3 1.C 0.7
...do they let you down when you are counting on? 0.€ 0.7 04 0.7 3.3 0.3 1.C 0.7
...do they get on your nerves? 0.8 0.7 0.8 1.0 2.8 0.3 1.3 0.7
In relation to relatives, how much... Pakistani White British ~ White Irish Indian Bangladeshi Black Black Total
Caribbean African
...do they really understand the way yeel about things 1.C 1.3 0.€ 14 0.9 3.9 3.t 14
...can you rely on them if you have a serious pro® 1.2 1.C 0.€ 1.4 0.9 3.1 3.C 1.1
...can you open up to them if you need to talk apout 1kt 11 1.1 14 0.9 4.2 3.2 1.2
...do they criticie you? 1.2 1.€ 1.1 1.4 14 3.8 3.3 1.7
...do they let you down when you are counting on 1.2 1.4 0.€ 1.¢ 0.9 3.8 3.t 1.t
...do they get on your nerve 1kt 1.3 1kt 14 14 4.5 3.C 14
In relation to friends, how much... Pakistani White British ~ White Irish Indian Bangladeshi Black Black Total
Caribbean African
...do they really understand the way you feel aldluogs” 0.7 0.¢ 1.1 0.4 14 2.8 2.3 1.C
...can you rely on them if you have a serious proBlem 1.0 0.9 1.1 0.8 1.9 2.9 2.8 1.0
...can you ogn up to them if you need to talk about y 1.C 0.¢ 1.1 0.8 1.9 2.8 2. 1.C
...do they criticise you 1.C 1.€ 2.3 1.t 0.9 4.2 2. 1.7
...do they let you down when you are counting on? 1.C 1.2 1.¢ 0.4 14 3.1 2.€ 1.3
...do they get on yoinerves” 1.C 1.1 1.t 1.2 14 3.1 3.3 1.2
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Appendix 4.4: Support from partner by ethnic gréwpighted percentage). Unweighted Total ranges ft6r748 to 16,774 due to differing levels of migsiata.

In relation to partner, how much... Pakistani White White Irish Indian Bangladeshi Black Black Total
British Caribbean African
...do they really understand the way you feel abdungs?
Alot 25.8 28.5 26.4 33.6 247 10.3 24.3 28.3
Somewhat 21.6 235 23.3 26.5 253 19.2 15.0 234
A little 7.7 8.2 5.6 6.3 7.3 5.0 4.2 8.1
Not at all 23 18 2.3 3.3 5.9 23 1.7 1.9
No partner 42.7 38.0 424 30.3 36.8 63.1 54.8 384
...can you rely on them if you have a serious pro2
A lot 36.5 511 42.9 49.3 34.7 225 31.7 50.2
Somewhat 12.1 7.1 9.0 14.0 13.9 7.4 9.5 7.4
A little 6.4 2.7 5.7 4.6 7.4 5.0 2.7 2.9
Not at all 2.6 11 0.2 2.0 7.2 2.0 1.3 11
No partne 42t 38.C 42.2 30.1 36.€ 63.1 54.¢ 38.4
...can you open up to them if you need to talk apourt worries?
A lot 30.1 39.6 36.7 42.7 28.9 18.7 31.0 39.2
Somewhat 17.4 14.7 16.6 19.8 18.4 10.1 10.3 14.8
A little 7.8 6.0 3.3 5.0 9.2 5.4 3.2 5.9
Not at all 2.2 1.7 1.4 2.4 6.7 2.7 1.2 1.7
No partner 425 38.0 421 30.1 36.8 63.1 54.4 38.4
...do they criticise you?
A lot 5.1 2.8 2.2 7.5 8.0 5.1 5.0 3.0
Somewhat 14.4 9.0 8.6 17.8 9.7 6.2 124 9.2
A little 20.2 294 24.6 30.6 218 15.6 19.2 29.0
Not at all 17.6 20.7 225 14.0 235 9.9 8.8 204
No partner 42.8 38.0 42.2 30.3 37.0 63.2 54.6 38.4
...do they let you down when you are counting onthem
Alot 4.4 1.9 2.9 5.0 9.5 3.9 4.0 21
Somewhat 111 4.6 6.9 12.3 111 4.7 5.2 4.8
A little 21.0 16.0 15.7 234 19.9 12.9 14.5 16.2
Not at all 20.9 39.5 324 29.0 22.6 15.3 21.8 38.5
No partner 42.8 38.0 42.1 30.2 37.0 63.2 54.6 38.4
...do they get on your nerves?
A lot 6.7 2.9 4.2 4.8 10.6 4.5 4.4 3.1
Somewhat 10.8 6.4 8.9 11.9 10.7 5.5 10.1 6.7
A little 222 35.8 31.9 34.8 275 19.7 22.7 35.3
Not at all 17.5 16.8 12.8 18.3 14.3 7.0 8.2 16.6
No partner 42.8 38.0 42.2 30.3 36.9 63.3 54.7 38.4




Appendix 4.5: Support from relatives by ethnic gréweighted percentage). Unweighted Total rangesfil6,589 to 16,689 due to differing levels of imisdata.

In relation to relatives, how much... Pakistani White British White Irish Indian Bangladeshi Black Black African Total
Caribbean
...do they really understand the way you feel akdungs?
A lot 36.¢ 30.8 304 37.6 40.5 29.3 40.8 31.1
Somewhat 35.¢ 41.8 46.4 42.9 315 37.1 34.1 41.€
A little 19.7 20.3 18.2 125 15.3 23.1 15.3 20.1
Not at all 3.€ 55 43 4.4 4.0 8.4 6.0 5.t
No immediate family 4.C 1.6 0.8 2.7 8.8 2.1 3.8 1.7
...can you rely on them if you have a serious proBlem
A lot 55.C 66.4 62.0 58.0 56.4 54.2 525 65.7
Somewhat 24.1 184 21.6 233 18.5 22.8 24.4 18.7
A little 114 9.9 11.8 105 12.2 154 11.0 10.C
Not at all 54 3.7 3.9 5.4 4.1 5.6 8.3 3.
No immediate family 4.C 1.6 0.8 2.7 8.7 2.1 3.8 1.7
...can you open up to them if you need to talk apout worries?
A lot 40.¢ 44.4 50.6 42.2 45.0 36.2 43.8 443
Somewhat 29.2 30.2 243 32.0 22.6 35.1 27.6 30.1
A little 19.C 17.5 19.7 15.6 17.4 19.6 17.3 17.t
Not at all 6.€ 6.4 4.6 7.5 6.2 7.0 7.5 6.4
No immediate family 4.C 1.6 0.8 2.7 8.7 2.1 3.8 1.7
...do they criticise you?
A lot 9.4 4.2 2.3 7.1 5.6 8.3 11.1 4.4
Somewhat 17.4 12.6 13.6 19.0 11.5 19.6 22.0 13.C
A little 39.€ 435 418 42.9 39.8 36.8 36.4 43.2
Not at all 29.€ 38.1 415 28.3 34.3 33.2 26.7 37.7
No immediate family 4.C 1.6 0.8 2.7 8.8 2.1 3.8 1.7
...do they let you down when you are counting on‘them
Alot 9.7 35 3.6 5.7 6.5 6.4 7.8 3.6
Somewhat 12.¢ 7.9 7.7 15.6 12.7 16.9 13.3 8.2
A little 31.¢ 25.6 31.0 30.2 32.8 30.2 30.4 25.¢
Not at all 41.¢€ 61.4 56.8 45.8 39.3 44 .4 44.8 60.£
No immediate family 4.C 1.6 0.8 2.7 8.7 2.1 3.8 1.7
...do they get on your nerves?
A lot 11.1 4.1 6.3 7.2 7.9 8.9 9.8 4.4
Somewhat 18.: 10.9 11.3 12.7 15.1 19.9 235 11.2
A little 41.€ 50.4 51.0 44.9 40.2 46.6 431 50.C
Not at all 25.1 33.1 30.3 325 28.1 22.6 19.8 32.%
No immediate family 4.C 1.6 0.8 2.7 8.8 2.1 3.8 1.7
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Appendix 4.6: Support from friends by ethnic gréupighted percentage). Unweighted Total ranges ft6588 to 16,722 due to differing levels of migsiata.

In relation to friends, how much... Pakistani  White British White Irish Indian Bangladeshi Black Black Total
Caribbean African
...do they really understand the way you feel abdungs?
Alot 46.7 37.1 42.6 39.5 38.8 39.3 35.5 374
Somewhat 34.9 41.9 40.1 41.6 40.5 36.8 41.2 41.7
A little 10.9 15.8 13.9 13.6 10.4 17.9 16.3 15.7
Not at all 0.5 2.0 0.4 0.7 1.2 2.4 3.9 2.0
No friends 7.0 3.2 3.0 4.6 9.0 3.6 3.2 3.3
...can you rely on them if you have a serious proBlem
A lot 42.6 51.3 514 375 38.1 40.6 35.0 50.7
Somewhat 30.7 29.3 34.9 36.0 317 34.3 32.8 29.6
A little 16.0 135 101 19.3 16.3 171 24.8 13.7
Not at all 3.7 2.7 0.7 2.6 5.0 4.4 4.3 2.7
No friends 7.0 3.2 2.9 4.6 9.0 35 3.2 3.3
...can you open up to them if you need to talk apourt worries?
A lot 44.7 47.1 53.5 415 421 42.9 34.3 46.8
Somewhat 28.6 31.0 27.6 311 31.8 34.3 33.9 31.0
A little 16.4 15.7 12.9 19.8 14.4 14.8 229 15.8
Not at all 3.3 3.0 3.0 3.1 2.7 4.5 5.7 3.0
No friends 7.0 31 2.9 4.6 9.0 3.6 3.2 3.3
...do they criticise you?
A lot 4.0 1.3 1.9 1.6 2.7 2.4 6.7 1.4
Somewhat 14.9 5.2 6.5 12.3 11.0 11.5 21.7 5.7
A little 315 33.8 38.3 3.8 27.2 38.6 40.5 34.0
Not at all 12.7 46.5 50.3 43.9 50.1 43.9 27.9 55.5
No friends 7.0 3.2 3.0 4.7 9.0 3.6 3.2 3.3
...do they let you down when you are counting onthem
A lot 6.0 2.9 3.1 2.8 45 2.8 7.3 3.0
Somewhat 16.0 7.2 7.0 17.0 14.9 16.4 19.9 7.7
A little 315 31.6 30.2 35.0 275 4.3 34.5 31.8
Not at all 39.5 55.0 56.7 40.6 44.0 34.7 35.1 54.2
No friends 7.0 3.2 3.0 4.6 9.1 3.6 3.2 3.3
...do they get on your nerves?
A lot 5.4 1.2 1.7 2.0 3.3 1.0 5.2 1.3
Somewhat 115 5.2 7.6 10.9 11.4 9.0 19.9 5.6
A little 34.9 45.2 47.6 375 36.9 49.0 46.2 45.0
Not at all 41.2 45.3 40.1 45.0 39.5 37.4 255 44.8
No friends 7.0 3.2 3.0 4.6 9.1 3.6 3.2 3.3
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Appendix 4.7: Iltem Response Probabilities conditi@m being a member of a latent class, for 4 ckasation (n=16,874)

Item

Class 1
Well supported

Class 2
Single and supported

Class 3
Inadequately supported

Class 4
Socially isolated

Partner understand

A lot 0.673 <0.001 0.251 0.216
Somewhat 0.302 <0.001 0.461 0.158
A little 0.023 <0.001 0.233 0.087
Not at all 0.002 <0.001 0.055 0.035
No partner <0.001 >0.999 <0.001 0.503
Partner rely

Alot 0.972 <0.001 0.669 0.354
Somewhat 0.024 <0.001 0.212 0.075
A little 0.002 <0.001 0.087 0.048
Not at all 0.001 <0.001 0.033 0.021
No partner <0.001 >0.999 <0.001 0.502
Partner open up

Alot 0.855 <0.001 0.428 0.263
Somewhat 0.134 <0.001 0.346 0.110
A little 0.010 <0.001 0.173 0.093
Not at all 0.001 <0.001 0.052 0.032
No partner <0.001 >0.999 <0.001 0.503
Partner criticise

A lot 0.009 <0.001 0.084 0.046
Somewhat 0.085 <0.001 0.212 0.081
A little 0.453 <0.001 0.493 0.205
Not at all 0.452 <0.001 0.211 0.165
No partner <0.001 >0.999 <0.001 0.503
Partner let down

A lot 0.011 <0.001 0.055 0.027
Somewhat 0.012 <0.001 0.141 0.056
A little 0.121 <0.001 0.403 0.128
Not at all 0.856 <0.001 0.402 0.286
No partner <0.001 >0.999 <0.001 0.504
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Appendix 4.7 (continued): ltem Response Probadslitionditional on being a member of a latent claws4 class solution (n=16,874)

Item

Class 1
Well supported

Class 2
Single and supported

Class 3
Inadequately supported

Class 4
Socially isolated

Partner annoy

A lot 0.004 <0.001 0.091 0.044
Somewhat 0.027 <0.001 0.183 0.083
A little 0.549 <0.001 0.602 0.244
Not at all 0.419 <0.001 0.124 0.127
No partner <0.001 >0.999 <0.001 0.502
Relatives understand

A lot 0.445 0.369 0.130 0.186
Somewhat 0.476 0.385 0.430 0.205
A little 0.077 0.186 0.343 0.186
Not at all 0.002 0.061 0.097 0.074
No relatives <0.001 <0.001 <0.001 0.349
Relatives rely

A lot 0.874 0.715 0.419 0.377
Somewhat 0.106 0.152 0.319 0.129
A little 0.016 0.093 0.192 0.095
Not at all 0.003 0.040 0.069 0.051
No relatives <0.001 <0.001 <0.001 0.347
Relatives open up

A lot 0.637 0.504 0.211 0.250
Somewhat 0.304 0.266 0.363 0.157
A little 0.056 0.159 0.314 0.157
Not at all 0.004 0.070 0.112 0.087
No relatives <0.001 <0.001 <0.001 0.348
Relatives criticise

A lot 0.004 0.065 0.059 0.042
Somewhat 0.049 0.175 0.158 0.111
A little 0.410 0.421 0.497 0.250
Not at all 0.538 0.339 0.286 0.246
No relatives <0.001 <0.001 <0.001 0.350
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Appendix 4.7 (continued): ltem Response Probadslitionditional on being a member of a latent claws4 class solution (n=16,874)

Item

Class 1
Well supported

Class 2
Single and supported

Class 3
Inadequately supported

Class 4
Socially isolated

Relatives let down

A lot 0.011 0.039 0.060 0.040
Somewhat 0.019 0.087 0.139 0.090
A little 0.136 0.235 0.422 0.194
Not at all 0.834 0.640 0.379 0.326
No relatives <0.001 <0.001 <0.001 0.351
Relatives annoy

A lot 0.001 0.057 0.069 0.054
Somewhat 0.024 0.135 0.173 0.107
A little 0.517 0.460 0.571 0.265
Not at all 0.458 0.348 0.187 0.224
No relatives <0.001 <0.001 <0.001 0.351
Friends understand

A lot 0.461 0.446 0.239 0.135
Somewhat 0.453 0.390 0.460 0.142
A little 0.082 0.142 0.266 0.038
Not at all 0.004 0.022 0.035 0.006
No Friends <0.001 <0.001 <0.001 0.680
Friends rely

A lot 0.677 0.552 0.334 0.194
Somewhat 0.257 0.283 0.386 0.077
A little 0.061 0.133 0.234 0.039
Not at all 0.004 0.032 0.046 0.012
No Friends <0.001 <0.001 <0.001 0.678
Friends open up

A lot 0.593 0.535 0.315 0.162
Somewhat 0.308 0.289 0.372 0.097
A little 0.092 0.141 0.263 0.052
Not at all 0.008 0.035 0.050 0.011
No Friends <0.001 <0.001 <0.001 0.678
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Appendix 4.7 (continued): ltem Response Probadslitionditional on being a member of a latent claws4 class solution (n=16,874)

Item

Class 1
Well supported

Class 2
Single and supported

Class 3

Inadequately supported

Class 4
Socially isolated

Friends criticise

A lot 0.003 0.020 0.018 0.013
Somewhat 0.020 0.084 0.065 0.046
A little 0.270 0.390 0.388 0.100
Not at all 0.708 0.507 0.528 0.161
No Friends <0.001 <0.001 <0.001 0.680
Friends let down

A lot 0.020 0.035 0.036 0.013
Somewhat 0.027 0.097 0.111 0.031
A little 0.198 0.337 0.452 0.081
Not at all 0.754 0.531 0.400 0.191
No Friends <0.001 <0.001 0.000 0.683
Friends annoy

A lot 0.001 0.017 0.020 0.012
Somewhat 0.015 0.077 0.075 0.040
A little 0.402 0.447 0.555 0.113
Not at all 0.582 0.459 0.350 0.154
No Friends <0.001 <0.001 <0.001 0.682

280



Chapter 5 Appendices

Appendix 51: Polychoric correlation matrix for sesrfor First Closest Person from Close Persons Quasaire (n=2,260)

1. Give 2.Rely 3. Make 4. Share 5. Give 6. Confide 7. Trust this 8. Liked to 9. Talking 10. Practical 11. Liked 12. Practical
you on this you feel interests, you in this person with most have confided make things help major more help small
info...? person? good...? hobbies...?  worries person? personal..? more...? worse? things? practical things?
L2 help...?

1. Give you information, 1.000

suggestions & guidance?

2. Rely on this person?  0.629 1.000

3. Make you feel good  0.568 0.561 1.000

about yourself?

4. Share interests, 0.376 0.425 0.427 1.000

hobbies with person?

5. Give you worries, -0.099 -0.066 -0.149 0.037 1.000

problems and stress?

6. Confide in this person? 0.517 0.452 0.423 0.354 -0.033 1.000

7. Trust this person with  0.465 0.468 0.428 0.344 -0.004 0.592 1.000

most personal worries?

8. Liked to have confided -0.087 -0.174 -0.135 -0.090 0.060 -0.161 -0.142 0a.o

more in this person?

9. Talking to this person -0.192 -0.248 -0.272 -0.106 0.404 -0.129 -0.174 7D.2 1.000

make things worse?

10. Practical help with 0.382 0.360 0.260 0.267 -0.076 0.394 0.309 0.010 0240. 1.000

major things?

11. Liked more practical -0.098 -0.224 -0.177 -0.075 0.082 -0.109 -0.136 98.4 0.332 0.190 1.000

help with major things

from person?

12. Practical help with 0.291 0.329 0.227 0.332 -0.049 0.276 0.249 -0.062 0.009 0.578 0.122 1.000

small things?
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Appendix 5.2: Factor loadings from 3 factor modiescores for First Closest Person

There were high loadings from items measuring negaispects of support, for the
Practical Support Factor (shaded in grey).

Close Persons Questionnaire Items Factorl Factor2 Factor3
Confiding & Practical Negative
Emotional Support Aspects of
Support Support
1. Give you information, suggestions & guidan 0.73¢ 0.04: 0.02:
2. Rely on this person? 0.753 -0.056 0.044
3. Make you feel good about yourself? 0.683 -0.105 -0.004
4. Share interests, hobbies with person? 0.541 50.08 0.097
5. Give you worries, problems and stress? -0.137 232. 0.461
6. Confide in this persol 0.677 0.06¢ 0.15z2
7. Trust thi: person with most personal worrir 0.64¢ 0.00¢ 0.18(
8. Liked to have confided more in this pers -0.237 0.45¢ -0.057
9. Talking to this person make things wol -0.30: 0.48¢ 0.301
10. Give you practical help with major things? ®52 0.440 -0.209
11. Liked more practical help with major thingsrfro -0.205 0.623 -0.128
person?
12. Give you practical help with small thin 0.471 0.36( -0.20¢
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Appendix 5.3: Polychoric correlation matrix for ses for Second Closest Person from Close Persoestipnnaire (n=2,260)

1. Give 2.Relyon 3. Make 4. Share 5. Give 6. Confide 7. Trust 8. Likedto 9. Talking 10. 11. Liked  12.
you this you feel interests,  you in this this person have make Practical more Practical
info...? person? good...? hobbies...? worries...? person? with most  confided things help major practical help small
personal..? more...?  worse? things? help...? things?

1. Give you 1.000

information, suggestions

& guidance?

2. Rely on this person? 0.606 1.000

3. Make you feel good 0.561 0.560 1.000

about yourself?

4. Share interests, 0.357 0.354 0.444 1.000

hobbies with person?

5. Give you worries, -0.109 -0.055 -0.083 0.104 1.000

problems and stress?

6. Confide in this 0.516 0.411 0.429 0.373 0.063 1.000

person?

7. Trust this person with 0.468 0.471 0.452 0.311 -0.006 0.604 1.000

most personal worries?

8. Liked to have 0.023 -0.100 -0.065 0.019 0.129 -0.004 0.007 1.000

confided more in this

person?

9. Talking to this persor  -0.07: -0.14: -0.18¢ -0.03: 0.51¢ 0.007 -0.06¢ 0.37¢ 1.00(

make things worse?

10. Practical help with  0.394 0.382 0.215 0.250 0.035 0.355 0.276 0.173 020.1 1.000

major things?

11. Liked more practical 0.030 -0.116 -0.091 -0.039 0.131 0.027 -0.038 0.544 0.394 0.345 1.000

help with major things

from person?

12. Practical help with  0.327 0.339 0.211 0.326 0.063 0.266 0.190 0.119 950.0 0.662 0.278 1.000
small things?
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Appendix 5.4: Logistic regression model of usaggeebndary services (Unweighted n=2,260)

Used secondary care mental health services

OR 95% CI P value
Ethnic group
Pakistani (ref.) 1.00 - -
White 8.23 1.45-46.7 0.017
White Irish 12.86 214-77.3 0.005
Black Caribbean 9.15 1.95-43.0 0.005
Bangladeshi 0.90 0.20-4.17 0.895
Indian 2.39 0.41-14.1 0.334

*Adjusted for age, CIS-R score, marital statugjdehold equivalised income and employment stagtsjark size, network content,

network contact and network support.
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Appendix 5.5: The association between social nétwbaracteristics and mental health service usdogistic regression models.
Values are odds ratios (95% confidence intervadlB)weighted n=2,260)

Model 4a*; Network Support Model 4b*: Network Contact Model 4c*: Network Content

Model 4d*: Network Size

OR (95% CI) P value OR (95% CI) P value

OR (95% CI) P value

OR (95% Cl)

P value

Ethnic group

Pakistani (refd

White

White Irish

Black Caribbean
Bangladeshi

Indian

Network Support
Positive aspects of support
Inadequate support
Network Contact
Contact with relatives

No frequent contact (ref.)
Frequent contact

No relatives outside the house
Contact with friends

No frequent contact (ref.)
Frequent contact

No friends

Network Content

Spouse and relative (ref.)
Spouse & Friend

Friend & Relative
Relatives

Friends

0 or 1 close person
Network Size

0to 2 (ref.)

3to7

8 or more

1.00
3.66 (1.47 — 9.13)
4.73 (1.87 - 11.9)
3.12 (1.27 - 7.68)
0.91 (0.39 — 2.12)
2.32 (1.05 - 5.13)

0.99 (0.66 — 1.48)
1.79 (1.10 - 2.92)

0.005
0.001
0.013
0.824
0.038

0.948
0.020

1.00
3.24 (1.24 — 8.44)
434 (1.65 - 11.5)
2.48 (0.99 — 6.19)
1.02 (0.43 — 2.45)
2.20 (0.95 — 5.08)

1.00
0.42 (0.22 - 0.82)
0.19 (0.03 — 1.04)

1.00
0.95 (0.48 — 1.90)
0.41 (0.08 — 2.16)

0.016
0.003
0.053
0.964
0.065

0.011
0.055

0.888
0.292

1.00
3.81 (1.48 - 9.82)
4.94 (1.89 - 12.9)
3.11 (1.24 - 7.74)
1.15 (0.49 — 2.71)
2.43 (1.07 - 5.52)

1.00
0.50 (0.16 — 1.60)
0.54 (0.14 — 2.13)
0.93 (0.25 — 3.47)
0.89 (0.10 — 8.28)
0.50 (0.15 — 1.68)

0.006
0.001
0.015
0.749
0.034

0.245
0.381
0.916
0.918
0.263

1.00
3.72 (1.48 - 9.82)
5.05 (1.89 — 12.9)
3.04 (1.24 - 7.74)
1.24 (0.49 — 2.71)
2.55 (1.07 - 5.52)

1.00
2.28 (0.95 — 5.48)
0.93 (0.28 — 3.06)

0.005
0.001
0.015
0.620
0.027

0.064
0.908

*Adjusted for age, CIS-R score, marital status,detwold equivalised income and employment status

®Reference category
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Appendix 5.6: Regression results for associatidween being born outside the UK and mental

health services, Pakistani women only.

Values are odds ratios (95% confidence intervdlsiweighted n =376

OR (95% ClI) P value
Foreign born statt
Born in the UK (ref.) 1.00 -
Not born in the UK 0.27 (0.08 — 0.94) 0.040
Age in year
16 to 34 (ref.) 1.00 -
35to 54 1.21 (0.39 - 3.79) 0.745
55 to 74 0.37 (0.03-4.72) 0.444
CIS-R Score
0-11 (ref.) 1.00 -
12-44 6.79 (2.63 — 17.6) <0.001
Marital status
Married (ref.) 1.00 -
Separated/ Divorced/ Widowed 0.36 (0.65 —2.21) 0.270
Single 0.39 (0.07 — 2.08) 0.271
Household Equivalised Income
Quintile 1 (Lowest) (ref.) 1.00 -
2 0.32 (0.06 — 1.65) 0.222
3 0.88 (0.15-5.22) 0.951
485" 1.54 (0.11 — 20.7) 0.842
Missing 0.28 (0.09 — 0.94) 0.099
Employment Status
Employed (ref.) 1.00 -
Unemployed 3.64 (0.55 - 24.3) 0.182
Looking after home or family 1.31(0.30 -5.73) 0.717
Full time student 0.17 (0.02 — 1.55) 0.116
Other Economically inactive or Retired* 0.91 (0.07 - 11.0) 0.938
NetworkSuppor
Positive aspects of support 0.94 (0.50 - 1.79) 0.844
Inadequate support 1.48 (0.82 — 2.68) 0.193
Contact with relative:
No frequent contact (ref.) 1.00 -
Frequent contact 0.54 (0.19 - 1.51) 0.238
No extra-household relatives 2.16 (0.46 —10.1) 0.326
Contact with friends
No frequent contact (ref.) 1.00 -
Frequent contact 1.42 (0.45 - 4.44) 0.586
No friend: 1.20 (0.35-4.09) 0.73¢
Network Content
Spouse and relative (ref.) 1.00 -
Spouse & Friend 7.83 (1.12 — 54.8) 0.038
Friend & Relative, or Friends 0.64 (0.06 — 6.27) 0.699
Relatives 2.17 (0.59 — 8.03) 0.247
0 or 1 close person 10.7 (1.18 — 97.6) 0.035
Network Size
0to 2 (ref.) 1.00 -
3to7 7.53 (1.27 — 44.5) 0.026
8 or more 18.5 (2.40 — 142.6) 0.005

*The two highest quintiles (4 and 5) were amalgachhezause there were very few Pakistani womeneimitjhest

quintile.

*Retired and Other Economically inactive categoriese amalgamated because very few women wereaetir
*Friend and Relative, and Friends category amalgzarzécause very few women had only friends as thesest

people.
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Appendix 5.7: Regression results for associatidween social networks and mental health

service use, with interaction between inadequappst and mental illness (Model 7a).

Values are odds ratios (95% confidence intervdlsiweighted n =2,260

OR (95% CI) P value
Ethnic group
Pakistani (ref) 1.00 -
White 458 (1.68 — 12.5) 0.003
White Irish 5.85(2.12 - 16.1) 0.001
Black Caribbean 3.43 (1.30-9.04) 0.013
Bangladeshi 0.96 (0.37 — 2.49) 0.938
Indian 2.71(1.09 - 6.74) 0.032
Age in years
16 to 34 (ref.) 1.00 -
35to0 54 0.90 (0.36 — 2.24) 0.822
55to0 74 0.56 (0.12 — 2.56) 0.457
CIS-R Score
0-11 (ref.) 1.00 -
12-44 61.0 (5.61 — 662.4) <0.001
CIS-R Score*Ilnadequate Support
12-44*Inadequate Support 0.39 (0.16 — 0.96) 0.040
Marital status
Married (ref.) 1.00 -
Separated/ Divorced/ Widowed 0.81 (0.23 - 2.87) 0.646
Single 0.68 (0.1€- 2.8¢) 0.84¢
Household Equivalised Income
Quintile 1 (Lowest) (ref.) 1.00 -
2 0.55 (0.18 — 1.69) 0.295
3 1.47 (0.56 — 3.91) 0.435
4 0.73 (0.25 - 2.09) 0.553
Quintile 5 (Highest) 0.27 (0.06 — 1.32) 0.105
Missing 1.33(0.35-5.00) 0.673
Employment Status
Employed (ref.) 1.00 -
Unemployed 0.40 (0.11 - 1.41) 0.152
Retired 1.02 (0.19 — 5.45) 0.981
Looking after home or family 1.44 (0.60 — 3.49) 0.417
Full time student 3.48 (0.69 — 17.5) 0.131
Other Economically inactive 4.20 (1.24 - 14.3) 0.021
Network Support
Positive aspects of support 0.84 (0.53-1.32) 0.451
Inadequate support 3.12 (1.58 - 6.16) 0.001
Contact with relatives
No frequent contact (ref.) 1.00 -
Frequent contact 0.44 (0.23 - 0.85) 0.015
No extra-household relatives 0.18 (0.03 — 1.15) 0.070
Contact with friends
No frequent contact (ref.) 1.00 -
Frequent contact 0.92 (0.44 - 1.95) 0.833
No friends 0.23 (0.04 - 1.21) 0.084
Network Content
Spouse and relative (ref.) 1.00 -
Spouse & Friend 0.42 (0.14 - 1.26) 0.123
Friend & Relative 0.76 (0.17 — 3.35) 0.718
Relatives 1.69 (0.38 — 7.54) 0.490
Friends 1.37 (0.09 — 19.5) 0.814
0 or 1 close person 0.60 (0.15 — 2.45) 0.475
Network Size
0 to 2 (ref.) 1.00 -
3to7 1.57 (0.56 — 4.36) 0.390
8 or mor 0.66 (0.2C-2.13) 0.48¢

®Reference category
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Appendix 5.8: Regression results for associatidween social networks and mental health

service use, with interaction between contact wéthtives and mental iliness (Model 7b).

Values are odds ratios (95% confidence intervdlsiweighted n =2,260

OR (95% CI) P value
Ethnic group
Pakistani (ref) 1.00 -
White 4.22 (1.51-11.9) 0.006
White Irish 5.39 (2.00 - 14.5) 0.001
Black Caribbean 3.41(1.31-8.84) 0.012
Bangladeshi 1.13 (0.44 — 2.94) 0.798
Indian 2.71(1.11-6.63) 0.029
Age in years
16 to 34 (ref.) 1.00 -
35to 54 0.92 (0.36 — 2.37) 0.863
55to 74 0.59 (0.12 — 2.81) 0.508
CIS-R Score
0-11 (ref.) 1.00 -
12-44 6.82 (2.35-19.7) <0.001
CIS-R Score*Contact with Relatives
12-44* Frequent Contact with Relatives 0.67 (0.16 — 2.82) 0.580
Marital status
Married (ref.) 1.00 -
Separated/ Divorced/ Widowed 0.99 (0.30 - 3.29) 0.989
Single 0.72 (0.17-2.98; 0.64¢
Household Equivalised Income
Quintile 1 (Lowest) (ref.) 1.00 -
2 0.66 (0.21 — 2.04) 0.471
3 1.73 (0.60 — 5.01) 0.307
4 0.92 (0.33 - 2.59) 0.880
Quintile 5 (Highest) 0.33 (0.06 — 1.83) 0.203
Missing 1.70 (0.48 — 5.99) 0.406
Employment Status
Employed (ref.) 1.00 -
Unemployed 0.55(0.17 - 1.75) 0.305
Retired 1.00 (0.19 - 5.22) >0.999
Looking after home or family 1.58 (0.66 — 3.82) 0.305
Full time student 2.29 (0.38 - 13.6) 0.363
Other Economically inactive 6.50 (1.72 — 24.6) 0.006
Network Support
Positive aspects of support 0.94 (0.60 — 1.46) 0.784
Inadequate support 1.99 (1.16 — 3.40) 0.012
Contact with relatives
No frequent contact (ref.) 1.00 -
Frequent contact 0.65 (0.27 — 1.54) 0.324
Contact with friends
No frequent contact (ref.) 1.00 -
Frequent contact 0.88 (0.42 -1.87) 0.749
No friends 0.63 (0.04 — 1.94) 0.190
Network Content
Spouse and relative (ref.) 1.00 -
Spouse & Friend 0.49 (0.16 — 1.48) 0.204
Friend & Relative 0.71(0.17 — 2.88) 0.632
Relatives 1.61 (0.40 — 6.50) 0.500
Friends 1.21 (0.12 - 11.8) 0.868
0 or 1 close person 0.71(0.16 — 3.23) 0.656
Network Size
0to 2 (ref.) 1.00 -
3to7 1.92 (0.64 —5.76) 0.243
8 or more 0.91 (0.24 - 3.44) 0.893

Reference category
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Appendix 5.9: Regression results for associatidween social networks and mental health

service use, with interaction between ethnic grang mental illness (Model 7c).

Values are odds ratios (95% confidence intervdlsiweighted n =2,260

OR (95% CI) P value
Ethnic group
Pakistani (ref) 1.00 -
White 4.27 (1.40 — 13.0) 0.011
White Irish 6.50 (2.16 — 19.5) 0.001
Black Caribbean 3.11 (1.05-9.19) 0.040
Bangladeshi 1.91 (0.63 - 5.78) 0.255
Indian 3.59 (1.27 - 10.2) 0.016
Age in years
16 to 34 (ref.) 1.00 -
35t054 0.89 (0.34 — 2.33) 0.816
55 to 7¢ 0.58 (0.12-2.86' 0.507
CIS-R Score
0-11 (ref.) 1.00 -
12-44 6.19 (2.19 - 18.1) <0.001
Ethnic Group*CI$-R Scor
White*12-44 0.99 (0.26 — 3.86) 0.991
White Irish*12-44 0.58 (0.14 — 2.38) 0.450
Black Caribbean*12-44 1.14 (0.28 — 4.68) 0.857
Bangladeshi*12-44 0.13 (0.02 - 0.92) 0.041
Indian*12-44 0.51 (0.11 - 2.39) 0.393
Marital status
Married (ref.) 1.00 -
Separated/ Divorced/ Widowed 0.92 (0.26 — 3.25) 0.900
Single 0.72 (0.17 — 2.98) 0.646
Household Equivalised Income
Quintile 1 (Lowest) (ref.) 1.00 -
2 0.62 (0.21 — 2.04) 0.414
3 1.53 (0.60 — 5.01) 0.424
4 0.80 (0.33 — 2.59) 0.684
Quintile 5 (Highest) 0.30 (0.06 — 1.83) 0.129
Missing 1.40 (0.48 — 5.99) 0.628
Employment Status
Employed (ref.) 1.00 -
Unemployed 0.56 (0.17 - 1.82) 0.334
Retired 1.02 (0.20 - 5.35) 0.978
Looking after home or family 1.51 (0.62 - 3.73) 0.008
Full time student 3.15(0.63 - 15.7) 0.362
Other Economically inactive 6.19 (1.60 — 23.9) 0.162
Network Support
Positive aspects of support 0.93 (0.60 — 1.44) 0.747
Inadequate support 1.92 (1.13 -3.26) 0.016
Contact with relatives
No frequent contact (ref.) 1.00 -
Frequent contact 0.45 (0.23 - 0.90) 0.024
No extra-household relatives 0.19 (0.03 - 1.34) 0.096
Contact with friends
No frequent contact (ref.) 1.00 -
Frequent contact 0.86 (0.41 - 1.80) 0.682
No friends 0.27 (0.03 — 2.08) 0.207
Network Content
Spouse and relative (ref.) 1.00 -
Spouse & Friend 0.43 (0.14 - 1.31) 0.139
Friend & Relative 0.78 (0.18 — 3.35) 0.738
Relatives 1.63 (0.39 — 6.80) 0.500
Friends 1.45(0.13-16.2) 0.765
0 or 1 close person 0.69 (0.15 - 3.19) 0.632
Network Size
0 to 2 (ref.) 1.00 -
3to7 1.82 (0.60 — 5.54) 0.293
8 or more 0.83 (0.23 — 3.04) 0.782

Reference category
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Chapter 6 Appendices

Appendix 6.1: Perceived Social Support Items inltHeBurveys for England 1998 and 1999
(originally used in The Health and Lifestyle Sur¢@gx et al., 1987)), collected via self-

completion questionnaire.

We would now like you to think about your familydafriends. By family we mean those who live withuy

as well as those elsewhere.

Here are some comments people have made aboutahly and friends. We would like you to say hoav f

each statement is true for you.

Please answer ALL the questions, ticking the boictvlyou think most applies to you.

Iltem

Answer
Categories

There are people | know — amongst my family anehfils — who do things to make me

happy.

There are people | kno— amongst my family and frien— who make me feel love

There are people | know — amongst my family anehiils — who can be relied upon no

matter what happens.

There are people | know — amongst my family anehiils — who would see that | am

taken care of if | needed to be.

There are people | know — amongst my family anehiilis — who accept me just as | am

There are people | kno— amongst my family and frienc— who make me feel a

important part of their lives.

There are people | know — amongst my family anghitlis — who give me support and

encouragement.

Not true
Partly true
Certainly true
Not true
Partly true
Certainly true
Not true
Partly true
Certainly true
Not true
Partly true
Certainly true
Not true

Partly true
Certainly true
Not true
Partly true
Certainly true
Not true
Partly true
Certainly true
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Appendix 6.2: Polychoric correlation matrix for Gl Person Questionnaire items (n=2237)

1.Giveyou 2.Relyon 3. Make 4. Share 5. Give you 6. Confide 7. Trustthis 8.Likedto 9. Talking 10. 11. Liked 12.
info...? this person? you feel interests, worries...? in this person with have make things Practical more Practical
good...? hobbies...? person? most confided worse? help major practical help small
personal..? more...? things? help...? things?
1. Give you information, 1.000
suggestions & guidance?
2. Rely on this person? 0.554 1.000
3. Make you feel good 0.543 0.520 1.000
about yourself?
4. Share interests, hobbies 0.404 0.350 0.470 1.000
with person?
5. Give you worries, -0.067 0.018 -0.095 0.006 1.000
problems and stress?
6. Confide in this person? 0.525 0.414 0.429 0.354 0.032 1.000
7. Trust this person with  0.464 0.449 0.386 0.323 0.010 0.602 1.000
most personal worries?
8. Liked to have confided -0.137 -0.182 -0.195 -0.133 0.299 -0.171 -0.223 0a.o
more in this person?
9. Talking to this person ~ -0.090 -0.108 -0.133 -0.002 0.510 -0.086 -0.130 0.4 1.000
make things worse?
10. Practical help with 0.266 0.230 0.195 0.274 -0.013 0.365 0.284 -0.057 0.068 1.000
major things?
11. Liked more practical  -0.077 -0.165 -0.196 -0.133 0.291 -0.087 -0.140 5.4 0.448 0.030 1.000
help with major things from
person?
12. Practical help with 0.219 0.247 0.230 0.371 -0.009 0.199 0.216 -0.132  0.056 0.486 -0.024 1.000

small things?
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Appendix 6.3: Factor loadings from Confirmatory k@cAnalysis of Close Persons Questionnaire
from mediation model (n=2,237)

N.B. Standard errors were not provided for standsed estimates in Mplus for the mediation
model, and hence are not reported here.

Factor Item Factor loading
(standardised)

Positive Suppo Give information, suggestions and guida 0.70:
Rely on this person 0.657

Person made you feel good 0.683

Share interests, hobbies and fun 0.562

Confide in this person 0.703

Trust this person with problems 0.666

Give practical help with major things 0.416

Give you practical help with small things 0.413

Liked to have confided more in this person -0.176

Inadequate Supp Give you worries, problems and str 0.52(
Liked to have confided more in this person 0.618

Talking to this person made things worse 0.784

Liked more practical help from this person 0.630

Appendix 6.4: Factor loadings from Confirmatory E@cAnalysis of Close Persons Questionnaire
from moderated mediation model (n=2,237)

Factor Item Factor loading  Standard
(unstandardised} errors

Positive Support Give information, suggestions guidlance 1.000 <0.01
Rely on this person 0.858 0.13

Person made you feel good 0.832 0.11

Share interests, hobbies and fun 0.630 0.10

Confide in this person 0.894 0.14

Trust this person with problems 0.843 0.14

Give practical help with major things 0.449 0.10

Give you practical help with small things 0.397 0.09

Liked to have confided more in this person -0.175 0.07

Inadequate Support Give you worries, problems &eds 1.000 <0.01
Liked to have confided more in this person 0.555 0.11

Talking to this person made things worse 0.618 0.18

Liked more practical help from this person 0.575 0.16

 Standardised loadings unavailable in Mplus fog thodel
bTo estimate the model the first factor loadingeists one.
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