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Abstract

Introduction
The objective was to identify the current care pathway for Perinatal Mental Health (PMH) in
Luton, and to explore South Asian women’s views on factors that influence help-seeking with
a view to making recommendations to local service development (LBC, BLMK).
Method
Focus groups were used to explore the factors (barriers and enablers) that influenced the helpseeking of local South Asian women for perinatal mental health. 5 focus groups (FG) were
conducted with n=17 women, from various South Asian countries and ethnic subgroups, all of
whom had children who had been born locally. Luton has a large ethnic population in areas of
high social and material deprivation, with a fast growing birth rate, placing them at increased
risk of perinatal mental illness (PMI), but conversely has low levels of reported mental illness
from within these areas.
Findings
The findings indicate that community; extended family, religious and cultural beliefs have a
significant impact on the development, recognition and treatment of PMI, forming a
complicated mesh of considerations that need to be integrated when designing local PMH
services for differing populations.
Conclusion
Improving healthcare engagement may require a three pronged approach of; developing more
culturally attuned services; a community social awareness programme endorsed by
community leaders and; a socio-healthcare programme to sustain healthy spousal and familial
relationships and change cultural attitudes towards motherhood to help prevent the
development of PMI. These changes may reduce stress in the post-partum year, where caring
for a new baby means that illnesses are more likely to develop and contribute to healthy and
positive family relationships, with long-term health, social and life trajectory benefits for the
family, community and society in general.

IV

I would like to thank my precious children, my loving parents and my remarkable family of
friends for their endless love, encouragement and support during this part of my academic
journey and for their constant and much valued presence in my life.
I would like to extend a special thanks to my Director of Studies Dr. Nasreen Ali for her unfailing
patience and support during my dissertation. I am gratefully indebted to her for the guidance.
I would also like to thank Professor Gurch Randhawa for his supervisory advice.
I extend my gratitude to thank Hilary Wilson and all the ladies at the Luton Flying Start Beech
Hill group for their willingness to work with me and admire the passion and commitment with
which they help the women of Luton.
Last but not least, I would like to thank all the wonderful women who came out of their comfort
zone to tell me about their deeply personal experiences.

V

Table of Contents
Chapter 1 Introduction ............................................................................................. 1
Introduction ................................................................................................................1
Rationale ....................................................................................................................4
Research questions, aim, objectives and outcome .................................................... 5
1.3.1 Research question ...................................................................................................5
1.3.3 Objectives ................................................................................................................5
1.3.4 Outcome...................................................................................................................5
Outline of the dissertation .......................................................................................... 6
Summary....................................................................................................................6

Chapter 2: Conceptual framework .......................................................................... 7
2.1.

Introduction ................................................................................................................7

2.2.

Methodology for exploring the evidence base ........................................................... 7

2.3.

The complexity of defining perinatal mental health .................................................... 7

2.3.1 Prevalence of perinatal mental illness (PMI) ............................................................ 9
2.3.2 Current knowledge of the perinatal mental healthcare pathway in England .......... 10
2.3.3 Perinatal mental health care pathway in Luton ...................................................... 11
2.4.

Inequalities in the experience of PMH ..................................................................... 11

2.4.1 Locating help-seeking for PMH and South Asian women within a discourse of race
and mental health............................................................................................................12
2.4.2 Intersectionality and perinatal mental health .......................................................... 13
2.5.

Factors (barriers and enablers) that impact on help seeking for PMH ..................... 14

2.5.1 Barriers to help-seeking for mental health/PMH .................................................... 14
2.5.2 Structural barriers...................................................................................................14
2.5.3 Personal barriers ....................................................................................................15
2.6.

Enablers to help-seeking for mental health/PMH ..................................................... 17

2.7.

Summary..................................................................................................................19

VI

Chapter 3 Methodology .......................................................................................... 20
3.1.

Introduction ..............................................................................................................20

3.2.

Choosing a qualitative methodology ........................................................................ 20

3.2.1 Justifying a qualitative methodology of inquiry ..................................................... 20
3.3.

Research design Objective 1: to identify the current care pathway in Luton for those

suffering from perinatal mental health. ............................................................................... 21
3.3.1 Method ...................................................................................................................21
3.3.2 Data collection........................................................................................................22
3.3.3 Inclusion and exclusion selection criteria ............................................................... 22
3.3.4 Choosing the search engine .................................................................................. 22
3.3.5 The search terms ...................................................................................................23
3.3.6 Challenges and reflection to data collection........................................................... 24
3.3.7 Analysis ..................................................................................................................25
3.4.

Objective 2: to explore South Asian women’s views on factors that influence help-

seeking for perinatal mental health. .................................................................................... 25
3.4.1 Method ...................................................................................................................25
3.4.2 The sample ............................................................................................................26
3.4.3 Recruitment ............................................................................................................27
3.4.4 Development of the topic guide.............................................................................. 32
3.4.5 Recruitment materials ............................................................................................ 34
3.4.6 Data Collection .......................................................................................................34
3.4.7 Challenges and reflection on to data collection ...................................................... 36
3.4.9 Ethical process and considerations........................................................................ 38
3.5.

Summary..................................................................................................................39

Chapter Four: Findings .......................................................................................... 40
4.1.

Introduction ..............................................................................................................40

4.2.

Objective 1: identifying the current care pathway in Luton for those suffering from

perinatal mental health .......................................................................................................40
4.2.1 Findings..................................................................................................................40
VII

4.2.2 Summary of findings for objective 1 ....................................................................... 44
4.3.

Objective 2: to explore South Asian women’s views on factors that influence help-

seeking for perinatal mental health ..................................................................................... 46
4.3.1 Biographical characteristics of the sample ............................................................. 46
4.3.2 Views about mental health ..................................................................................... 46
4.3.3. Barriers to help-seeking for PMH .......................................................................... 48
4.3.4 Enablers to help-seeking for PMH ......................................................................... 55
4.3.5 Suggestions for Service Improvements ................................................................. 59
4.3.6 Summary of findings for objective 2 ....................................................................... 60

Chapter Five: Discussion....................................................................................... 62
5.1.

Conclusion ...............................................................................................................68

References .............................................................................................................. 70
Appendices ............................................................................................................. 85

VIII

Appendices
Appendix 1: Evidence base search terms grid
Appendix 2: Evidence Base Process Map
Appendix 3: Literature search terms grid for objective 1
Appendix 4: Inclusion/ Exclusion criteria for Literature search terms grid for objective 1
Appendix 5: Focus group topic guide
Appendix 6: Sample selection criteria
Appendix 7: Participant consent form
Appendix 8: Ethical Approval letter from Luton Borough Council
Appendix 9: Ethical Approval from the University of Bedfordshire for research
Appendix 10: Notes from topic guide pilot interview
Appendix 11: Research tools and Research Instruments
Appendix 12: Biographic data summary
Appendix 13: Participant information sheet
Appendix 14: Participant debrief sheet
Appendix 15: Recruitment process flow chart
Appendix 16: Theme coding framework
Appendix 17: Participant Bio Data Sheet
Appendix 18: Recruitment poster
Appendix 19: Access letter for Children’s Centre’s

IX

List of figures
1. Figure 2.3 : Cycle of detrimental health outcomes for insecure attachment (Kieling et al.,
2011) …………………………………………………………………………………….…page 10
2. Figure 3.3.4 : Leading search engines in the UK (Statistic, 2017) ….……………….page 24
3. Figure 3.4.3 a : Wards of Luton …………………………………………………………page 29
4. Figure 3.4.3 b:The growth and changing complexion of Luton’s population (Mayhew, 2011)
……………………………………………………………………………………………….page 30
5. Figure 3.4.3.c: Biscot Ward Profile, 2011 – Indices of deprivation (LBC Census, 2011)
…………………………………………………………………………………………….....page 30
6. Figure 3.4.3.d: Dallow Ward Profile, 2011 – Indices of deprivation (LBC Census, 2011)
………………………………………………………………………………………….…....page 30
7. Figure 3.4.3.e: Luton Flying Start Group (source: https://www.flyingstartluton.com/)
……………………………………………………………………………………………….page 31
8. Figure 4.2.1 a : Luton perinatal mental health needs assessment (Luton and Lachowycz,
2014) …………………………………………………………………………………….....page 42
9. Figure 4.2.1 b: Luton Perinatal Mental Health needs assessment Diagram 2 (Luton and
Lachowycz, 2014) ………………………………………………………………………...page 43

X

List of tables

1. Table 2.3.1: Rates of perinatal psychiatric disorder per thousand maternities
(JCPMH, 2012. Figure 1)
……………………….……………………………………………………………….page 10

XI

List of abbreviations

BME

Black Minority Ethnic

BAME

Black and Minority Ethnic

BLMK

Bedford, Luton and Milton Keynes Partnership

CCG

Clinical Commission Group

CRB

Criminal Records Bureau

CRT

Critical Race Theory

FG

Focus Group

GP

General Practitioner

LBC

Luton Borough Council

JCMHP

Joint Commission for Mental Health Panel

MBU

Mother and Baby Unit

MHS

Mental health services

NMHDU

National Mental Health Development Unit

PND

Post-natal depression

PMH

Perinatal mental health

PMHS

Perinatal mental health services

PMI

Perinatal Mental illness

PPP

Post-partum psychosis

ONS

Office for National Statistics

NHS

National Health Services

TG

Topic guide

TFR

Total Fertility Rate

PTSD

Post-Traumatic Stress Disorder

UOB

University of Bedfordshire
TEST

XII

Chapter 1 Introduction
Introduction
Perinatal mental illness 1 or PMI is a major public health issue (O ’Hara and McCabe, 2013;
0F

MMHA et al., 2014; RCPsych, 2015) affecting approximately 20 percent of women at some
point during the perinatal period from conception to the first year post-partum and is a key
Government priority area 2 (Bauer et al., 2016). The Joint Commission Panel for Mental Health 3
1F

2F

(JCPMH) on psychiatric disorders (2012) estimated that between 150-300/1000 women per
birth cohort suffered from ‘mild-moderate depressive illness and anxiety states’ with an
additional 150-300/1000 suffering from ‘adjustment disorders and distress’ alone, rendering it
a significant mental health issue (DOH, 2011; RCPsych, 2015, NHS England, 2016).
Untreated PMI is known to increase the risk of serious mental illness (JCPMH, 2012) and is a
leading cause of death for mothers during pregnancy and the year after birth (Bauer et al.,
2014; WHO, 2015). It has a significant long-term economic cost to society of approximately
£8.1 billion pounds per yearly cohort of births (Howard et al., 2014; MMHA et al., 2014), with
over a fifth of those costs (£1.7bn) borne by the public sector, with the bulk of these (£1.2
billion) falling on the National Health Services (NHS) and social services (MMHA et al., 2014).
Evidence suggests untreated PMI contributes to unhealthy maternal behaviours (Bonari et al.,
2016) with long term effects to a child’s development, resulting in interpersonal problems in
later life (Levitt et al., 2011; Bauer et al., 2014; RCPsych, 2015) and continuing to affect the
next generation (Kieling et al., 2011; Cassibba et al.,2016).
The perinatal period is defined as pregnancy through to the first 12 months following childbirth
(Pearson et al., 2013; NHS England, 2016; RCPsych, 2017) although clinical and professional
boundaries remain ill-defined (NMHDU, 2011) with discrepancies between ante-natal mental

PMI includes conditions with onset during pregnancy, post-partum and pre-existing conditions that may
relapse (Monzon et al., 2014), regress (Koren, 2006) or morph into other conditions within the postpartum year (JCPMH, 2012; RCPsych, 2015; NHS England, 2016).
1

The Governments White paper 'No Health Without Mental Health' (2011) was a life course strategy
that sought prevention and early intervention to mitigate the long term effects of general mental health
issues (DOH, 2011).
2

3

The Joint Commissioning Panel for Mental Health (JCPMH) is co-chaired by the Royal College of
Psychiatrists and the Royal College of General Practitioners. It is a collaboration of seventeen
organisations for commissioners to improve mental health and wellbeing, using a ‘values based’
commissioning model. Refer to https://www.jcpmh.info/.

health conditions and where the perinatal period ends post-partum. Perinatal mental health 4
3F

(PMH) currently includes both conditions with their onset during pregnancy or post-partum,
and pre-existing conditions that may relapse (Monzon et al., 2014), regress (Koren, 2006) or
morph 5 into other conditions within the post-partum year (NHS England, 2016). However,
4F

figures may not account for PMI sufferers whose children were born with serious illnesses or
special needs, since the complicated needs of the child may overshadow the mother’s illness
or in situations of intimate partner violence (Ali, O’Cathain and Croot 2016). Hence, reliable
figures for the cost and prevalence of PMI are open to debate.
Mental health services (MHS) have demanded a radical change in their delivery since a
population with complex physical and mental health needs (NHS Confederation, 2017)
requires new care models and better integration of care pathways. In 2009 the government
launched the National Mental Health Development Unit (NMHDU) to develop care pathways
for a 10 year Mental Health strategy 6 to improve the nation’s mental health by 2020. The
5F

subsequent White paper 'No Health Without Mental Health' (DOH, 2011), takes a life course
strategy focusing on prevention and early intervention to mitigate the long term effects of
mental health issues particularly in the early years and teenage years, so that healthy
relationships could be sustained across the life trajectory (DOH, 2011). Irrespective of strong
legal and political commitment (Equality Act, 2010; DOH, 2011) the emphasis on PMH
remained marginal (NMHDU, 2011) and was not identified as a specific area of healthcare.
In parallel to this, the National Perinatal Mental Health Project (NPMHP) report 7 (NMHDU,
6F

2011) highlighted as a distinct area, demographic inequalities of PMH services with groups of
socio-economically deprived women (i.e. Black and Minority Ethnic or BAME 8), travellers and
7F

refugees) ‘slipping through the net’ (NMHDU, 2011) with zero access to PMH service provision.

For the purposes of this study the terms perinatal mental health (PMH) and perinatal mental illness
(PMI) will be used to describe perinatal mental health in general and perinatal mental illness to describe
those that are suffering from illness during this period.
4

There is a strong correlation between bipolar disorder and post-partum psychosis (Monzon et al.,
2014). Postpartum psychosis (PPS) usually first manifests as bipolar disorder (O’Hara and Mc Cabe,
2013) and is often first diagnosed in women during pregnancy (PSI, 2016).
5

6

This was known as ‘New Horizons’ (Dec, 2009)

7
This study was produced by the National Perinatal Mental Health Project by the NMHDU (2011) as a
separate document specifically regarding PMH.

The terms Black Minority Ethnic (BME) or Black and Minority Ethnic (BAME) are intermittently used by
researchers, health authorities and organisations at present, but refer to the same group of people. For
this study BAME was used as it was thought that as the term BME may give the impression as being
exclusively for the ‘black minority ethnic’ population and not others.

8

2

It called for ‘urgent action’ to develop effective PMH care for the ‘specific’ needs of vulnerable
communities (NMHDU, 2011). The JCMPH (2012) echoed that services should take into
account any ‘special geographical’ or socio-economic features of the locality (JCPMH, 2012)
as opposed to a ‘one glove fits all’ solution (RCPsych, 2015). Quantitative studies of PMH have
established high prevalence of PMI in England and Wales (DOH, 2011; NMHDU, 2011;
RCPsych, 2015) and identified ethnic and socio-economics groups that are at higher risk than
others (NMHDU, 2011; Bamonte et al., 2015; RCPsych, 2015). Notably, these particular
groups have low-uptake of MHS (Kumari, 2004; Kovandžić et al., 2011; Bauer et al., 2014)
and are more likely to suffer a prolonged and protracted illness. This study aims to help
‘complete’ (Burawoy, 1998) existing research by exploring ‘why’, so existing healthcare
pathways can be improved to affect real social change (Braun and Clarke, 2013).
Extensive evidence (Equality Act, 2010; NMHDU, 2011; NICE, 2014) highlights that ethnicity,
culture and religion impacts on access to MHS and that BAME communites have poor access
to MHS in general (Kovandžić et al., 2011; Bauer et al., 2014; NICE, 2014). This holds true for
PMH specifically where services were described as ‘at best, poor, patchy or no services
whatsoever’ (NMHDU, 2011). This is in contrast to The Equality Act (2010) that duty bound
authorities and public bodies to work with their customer base to achieve equitable
interventions (DOH, 2011).
There have been numerous barriers to women accessing support and defining PMH (NMHDU,
2011) has been pivotal to the lack of priority (Edge, 2011) and diagnosis (Robertson et al.,
2003) resulting in inadequate perinatal mental health services or PMHS (NHS Confederation,
2017). These are in addition to the socio-economic (Kumari, 2004; Kovandžić et al., 2011) and
cultural barriers (Gilbert et al., 2004; Kovandžić et.al, 2011; Wittkowski et al., 2011)
experienced by many women, when accessing general healthcare pathways (Szczepura,
2005; Iqbal et al., 2008).
Luton provides a suitable research site with a large BAME population of 55.4 percent, with the
South Asian population consisting of; Pakistani (14.4%), Bangladeshi (6.7%), Indian’s (5.2%)
and ‘Other Asians’ (2.9%), totalling 29.2 percent of the overall population (LBC, 2014).
Additionally, Luton’s Pakistani and Bangladeshi populations are projected to rise by one third
between 2010 and 2030, indicating a fast growing population (LBC, 2014) with a requirement
PMHS.

3

Figures 9 released by the Office for National Statistics (ONS, 2015) state that Luton has a Total
8F

Fertility Rate (TFR) of 2.12 children per women against a national average of 1.82 for England
and Wales. Women from Pakistan and Bangladesh also have ‘above average fertility’ (OFNS,
2015) with a TFR of 3.6 children for ‘first generation immigrants’ and 2.8 for the ‘descendants
of immigrants’ (Kulu and Hannemann, 2016).
Furthermore, Luton experiences higher than national average rates of deprivation of 27.6
percent compared to 21.8 percent (Public Health England, 2016) with the four most deprived
wards of Luton i.e. Farley, Biscot, Dallow, Saints (Section 3.4.3), having large BAME
settlements and therefore high projected birth rates. This is concerning as BAME women are
deemed to be at higher risk of developing PMI due to a known strong correlation between
social and material deprivation and the onset of PMI, in particular depression (NMHDU, 2011).

Rationale
A significant twenty per cent of women or more experience PMI 10 issues per yearly birth cohort
9F

(JCPMH, 2012; Bauer et al., 2014). The evidence base highlights that PMI goes unrecognised,
undiagnosed and untreated (Bauer et al., 2014) with long term consequences throughout the
life course (Kieling et al., 2011). The literature on access to MHS identifies a number of salient
barriers (and enablers) experienced by BAME groups leading to delays in treatment and
prolonged illness (Thabusom, 2005; Fernando, 2012; RCPsych, 2016). Barriers to helpseeking have been identified as differential access to MHS (Equality Act, 2010; NICE, 2014)
due to language and communication problems (Kumari, 2004), individual and social stigma
(Owen, 2013), linguistic and cultural barriers (Ali, 2003; Ali, Atkin and Neal, 2006) racism,
stereotypes and discrimination (Nazroo, 2005; Soorkia et al., 2011) and peoples religious
beliefs (Hussain and Cochrane, 2004). Enablers to MHS or PMHS include clear and culturally
appropriate (O’ Hagan, 2001; RCPsych, 2015) healthcare pathways taking into account any
special features of the population (RCPsych, 2015).
Luton has a deprivation score of higher than the national average (ONS, 2015) with large
BAME settlements (LBC, 2014; Public Health England, 2016) and no ‘Specialist Perinatal
Mental Health Teams’ (MMHA, 2014) although service developments are underway.

These were the latest figures released by the ONS (2015) concerning Luton’s Ethnic minority
population at the time of this research.

9

For the purposes of this study the terms perinatal mental health (PMH) and perinatal mental illness
(PMI) will be used to describe perinatal mental health in general and perinatal mental illness to describe
those that are suffering from illness during this period.
10

4

There is one notable quantitative study considering the specific PMH needs of BAME women
for planned PMHS provision (NMHDU, 2011), but the qualitative literature available discusses
mental health generally or in relation to particular mental illnesses (e.g. depression, anxiety).
There is no qualitative study exploring what factors (barriers and enablers) impact on helpseeking for PMH for South Asian women in Luton.
The findings of this study will provide evidence on reducing inequalities in help-seeking for
PMH in Luton by contributing information for efficient use of already stretched financial
resources.

Research questions, aim, objectives and outcome
1.3.1 Research question
What factors (barriers and enablers) impact on help-seeking for PMH (Perinatal Mental Health)
for South Asian (Pakistani, Indian and Bangladeshi 11) women in Luton?
10F

1.3.3 Objectives
The above research question and aim will be addressed by meeting the following objectives:
•

To identify the current care pathway 12 in Luton for those suffering from PMH.

•

To explore South Asian women’s views on factors (barriers and enablers) that influence

11F

help-seeking for PMH.

1.3.4 Outcome
To make recommendations to the CCG, maternity services at the Luton and Dunstable and
Bedfordshire Hospital NHS Trust and The Bedfordshire, Luton and Milton Keynes Partnership

Census data defines ‘South Asian’ as Pakistani, Bangladeshi, Indian and Sri Lankan (OFNS, 2011).
However, participants were allowed to self-identify as ‘South Asian’ as this was deemed to be more
inclusive of all populations of people e.g. Afghani migrants Coenen et al., (2000) called this constituency
based sample recruitment.
11

This study began in 2017 and the evidence refers to the information available at the time of the
relevant part of the study. All relevant research dates for information are noted throughout the study and
any additions to this information have been stated where applicable.
12

5

(BLMK) on the factors (barriers and enablers) to help seeking for PMH for South Asian women
in Luton to support service development.

Outline of the dissertation
The dissertation comprises of four chapters;
Chapter one: introduced the study and explained the context for the rationale of research; ‘what
factors (barriers and enablers) impact on help-seeking for PMH for South Asian women in
Luton?’
Chapter two: explains why PMI and PMH are an important issue for healthcare research by
placing it in the context of mental healthcare and long-term cost to society. It will detail the
current state of PMH pathways on national, regional and local levels. The issues of barriers for
PMH and MHS for women and those experienced by BAME communites will be discussed.
Chapter three: discusses the conceptual foundations of the study and justifies a qualitative
methodology of inquiry. It details the research design and method for gathering the data. It
explains the two different aspects of the data collection for objectives 1 and 2 and explains
how and why these data sets were designed to answer the research question. It also details
the recruitment method, sample selection, research instruments and ethical considerations.
Chapter four: details and explains the findings from the qualitative research from the two
different aspects of the study. It also discusses why the research method for objective 1 sets
the background for the thematic analysis that is detailed in the findings for objective 2.
Chapter five: presents a discussion of the findings for objectives and 1 and 2 and details how
these meet the objectives of the study by providing insights to local care pathways.

Summary
Health inequality is a key challenge to service design for regional healthcare providers
particularly when their ‘customer base’ needs are wide and varied and differ from mainstream
healthcare models. Qualitative research contributes to the evidence base, informing healthcare
providers of the differences and similarities of specific communites needs by working with local
communites, to vary interventions and achieve equitable healthcare outcomes.

6

Chapter 2: Conceptual framework
2.1.

Introduction

This chapter presents the conceptual framework of the study that developed after a detailed
structured exploration of the evidence base in this area (Appendix 1). This chapter first
presents the methodology used to explore the evidence base and the complexity of defining
PMH. It details current PMHS in England and in Luton and further explores this in the discourse
of race and mental health. The remaining sections consider healthcare inequities within the
context of barriers and enablers and theological concepts such as critical race theory (CRT)
that may be used to overcome this.

2.2.

Methodology for exploring the evidence base

To gain in-depth understanding of the debates and gaps in the existing evidence base a
detailed literature exploration was carried out to critically explore mental health and PMH in
the context of multicultural and racialized contexts. The decision to further develop content
was based on Professor Keating’s examination notes. The University of Bedfordshire’s’ (UoB)
internal reference resource (based on EBSCOhost) was used to search multiple journals and
educational articles, utilising selective search terms/keywords that were identified from
previous studies of BAME and mental health (See Appendices 1 and 2 for full details).

2.3.

The complexity of defining perinatal mental health

There is a dearth of empirical research focusing specifically on PMH, attributable to the
historical complexity of definition with changes to the terminology for the same illnesses.
However, the literature indicates that perinatal period is now defined as from conception to 12
months post-partum (RCOG, 2011; Pearson et al., 2013; RCPsych, 2017). Approximately 174
studies were researched whilst reviewing the literature.
Conditions such as postnatal depression 13 (PND) and postpartum psychosis 14 (PPP) have
12F

13F

been on the medical radar for decades with treatment on maternity wards focusing on severe
cases. The evidence refers to three main forms of PMI: the baby blues, PND and PPP

Postnatal Depression has also historically been classified as post-partum depression for research and
treatment purposes.
14
Postpartum Psychosis has also historically been classified as puerperal psychosis for research and
treatment purposes.
13

7

(RCPsych,

2015) each of which differs in its prevalence, clinical presentation and treatment

(Robertson et al., 2003).
'Baby Blues 15' usually begins three to four days after delivery, subsiding after ten days post14F

partum. It is characterised by mood swings, irritability, feeling low and anxious etc. Most
experts consider this to be a transient period of adjustment not requiring medical treatment.
Postnatal Depression 16 (PND) is a postpartum depressive illness, lasting for at least two
15F

weeks. Symptoms are similar to those in depression at other times. Onset is between one to
several months post-delivery with about a third of women with PND symptoms that started in
pregnancy and continued after birth. Postpartum Psychosis 17 (PPP) is a severe mental illness
16F

and a psychiatric emergency. Symptoms vary and can change rapidly, including, depression,
confusion, hallucinations and delusions. Onset begins suddenly in the days or weeks after
having a baby.
The inclusion of antenatal mental health with PMH and PMI has arisen as evidence suggests
a strong correlation between existing mental health conditions and postpartum illness such as
bipolar disorder and PPP (Monzon et al., 2014). Other evidence points to depressive
symptoms that first appear during pregnancy as being a risk factor for PND post-delivery
(RCPsych, 2015). Arguably, whilst some forms of PMI are triggered or exacerbated during
pregnancy, others occur postpartum such as Post Traumatic Stress Disorder (PTSD) following
a traumatic birth (Soet, 2001). Thus, it is difficult to establish whether pregnancy ‘caused’ the
illness or whether an underlying condition metamorphosed via physiological changes during
birth (Robertson et al., 2003), posing serious issues for diagnosis, professional boundaries and
care pathways (NMHDU, 2011) as well as treatments that are safe for the mother and foetus.
Irrespective of diagnostic differentials, most professionals 18 agree that PMH goes ‘beyond the
17F

mother and child’ (NMHDU, 2011) through every sphere of their lives (JCPMH, 2012;
RCPsych, 2015) affecting a child’s development (Jacoben, 1999; Bauer et al., 2014), and
contributing to detrimental health outcomes across the life trajectory (Kieling et al., 2011; Bauer

15

The morbidity rate for ‘baby blues’ is over half of all women that give birth (RCPsych, 2015).

The morbidity rate for postnatal depression or PND is between 10 to 15 in every 100 women (0.10%
- 0.15%) who give birth (RCPsych, 2015).
16

The morbidity rate for post-partum psychosis (PPP) is less common, with PPP occurring in about 1 in
every 1000 women (0.1%) who have a baby (RCPsych, 2015).
17

18

E.g. Physicians, academics and healthcare staff

8

et al., 2014; Cassibba et al., 2016). The potential lifelong effects of PMI are shown in figure 1
below.
Figure 2.3 Cycle of detrimental health outcomes for insecure attachment

Source: Kieling et al., (2011)

2.3.1 Prevalence of perinatal mental illness (PMI)
Figures from the JCPMH (2012) below indicate the rates of prevalence of PMI in England and
Wales.
Table 2.3.1 Rates of perinatal psychiatric disorder per thousand maternities

Source: JCPMH, 2012, figure 1
9

These figures suggest that PMI affects a large number of women (JCPMH, 2012) although
true prevalence rates may be higher due to a hidden population of people who are unable to
access healthcare and remain invisible to services. This is particularly salient for groups where
ethnicity, culture and gender could result in high rates of unreported illness (Bauer et al., 2014)
where disproportionately higher rates of PMI are more likely to occur (NMHDU, 2011; Bauer
et al., 2014).

2.3.2 Current knowledge of the perinatal mental healthcare pathway in England
Following the governments White paper 19 (DOH, 2011), reiterating the same parity between
18F

physical and mental health services, care pathways for PMH are still in the process of being
developed, irrespective of evidence showing the single most critical determinant of mental
illness is being female (WHO, 2013; Jonas et al., 2014). Current evidence indicates
demographic inequalities of PMHS (MMHA, 2014; NHS Confederation, 2017) with the most
underdeveloped services located in areas of high socio-economic deprivation (RCPsyc, 2010;
NMHDU, 2011; MMHA et al., 2014) associated with large BAME communites (JCPMH, 2012;
MMHA et al., 2014; NHS Confederation, 2014).
Given the governments White paper (DOH, 2011) was a life course strategy, it is concerning
there are still vast gaps in PMH provision and equitable access remains problematic (MMHA
et al., 2014; NHS Confederation, 2014).
The Government’s ‘Better Births’ National Maternity Review (NHS England, 2016) produced
‘The Maternity Transformation Programme’ (NHS England, 2017) aiming to provide seamless
maternity healthcare by 2030 via ‘9 National programme work streams’, including ‘Improving
access to PMHS’. In line with NHS Five year Implementation Plan (2015), backed by £365m
in funding, local regions were required to bid for funding to develop their local PMH pathways
by March 2017 for delivery in 2018. Evidence suggests (NHS England, 2017) that Luton’s
PMHS pathways are still being developed via The Bedfordshire, Luton and Milton Keynes
(BLMK)

Partnership,

although

the

details

are

still

non-specific

(https://www.england.nhs.uk/integratedcare/integrated-care-systems/bedfordshire-luton-andmilton-keynes/).
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'No Health without Mental Health' (DOH, 2011)

10

At present the ‘Luton Flying Start 20’ programme provides care for local children from birth to
19F

five years old by delivering early intervention programmes.

2.3.3 Perinatal mental health care pathway in Luton
An initial review of the service provision literature (June 2017) highlighted that, at the time of
this research in October 2017, there were no specialist PMHS MMHA, 2014), no Mother and
Baby Unit’s (MBU) and women requiring PMH support would receive treatment via their GP,
via

the

hospital

Psychiatric

Department

when

in

crisis

or

by

Adult

MHS 21
20F

(https://www.ldh.nhs.uk/our-services/maternity-obstetrics/).

2.4.

Inequalities in the experience of PMH

Challenges faced by people from BAME groups with psychiatric services are well documented
in previous research reviews and in evidence-based policies (NIMHE, 2003; DOH, 2005;
Equality Act, 2010; Bansal et al., 2014; RCPsyc, 2015: Keating, 2016; NHS Confederation,
2017). Data clearly indicates disparate patterns of psychiatric hospitalisations of BAME groups,
or under and late utilisation of MHS in contrast to socioeconomic risk factors (Bansal, 2014).
Ethnic inequalities of experiences and outcomes, include concerns about disproportionate
numbers of admissions and detentions (Keating, 2016), conflict with carers and staff, fear of
services, the criminal justice system and police, as well as a lack of available psychological
therapies and inequalities in pharmacotherapy (Bhui, 2013).
Current ways of understanding inequalities in PMH are that pregnancy and postnatal care
represent a significant window of opportunity for identification, reassurance and intervention,
with long-term implications for the safety and psychological wellbeing of women (Redshaw and
Henderson, 2016), but that identification of such women is vital to be able to treat them.
However, further research is needed to incorporate the special features of the locality (JCPMH,
2012; RCPsych, 2015) to account for differences in the understandings and manifestations of
mental health (Caroppo et al., 2009; Sargent and Larchanche, 2009). The DOH (2011)
adopted a life course approach for mental health, yet research focused on the needs of high
risk local populations (NMHDU, 2011, JCPMH, 2012; RCPsych, 2015) are markedly absent

The Luton Flying Start Group programme in partnership with Luton Borough Council staff, midwives,
health visitors and other early year’s services delivering services geared to improving the life chances
for the towns under-fives (refer to https://www.flyingstartluton.com/).
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NB. Since submission of this dissertation in September 2018, Luton’s PMHS are in development with
the BLMK partnership to provide services within the region.
21
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per se’, indicating that large groups of women and their families are still not being identified
and treated for PMI.
Critics of the determinants of health and the life course approaches to understanding ethnic
variations in PMH state that it has limitations, since primarily, it does not address the starting
position of Eurocentric underpinnings of medicine and issues of ‘race’ and racism are not
addressed when assessing approaches to healthcare.
There is also a lack of integration between the concepts of race and ethnicity that have subtle
differences which need to be integrated into healthcare approaches; namely that race is
indicative of the heritage with which you were born, irrespective of location and that ethnicity
is about cultural behaviours specific to regions throughout the world. Thus people can be born
into a race, but can adopt a culture. Proponents argue that by removing the issues of race from
the debate, we are contributing to injustices in the healthcare system (Keating 2016; Singh,
2019) despite it being the most important variable.

2.4.1 Locating help-seeking for PMH and South Asian women within a discourse of
race and mental health
There is extensive literature on race and mental health (Kumari 2004; Kovandžić et al., 2011;
Bauler et al., 2014), a great deal of which has focussed on exploring the barriers and enablers
(Brown et al., 2014) experienced by BAME communities when accessing MHS (Soorkia et al.,
2010; Kovandžić et al., 2011; Wilson et al., 2012; Bansal, 2014). The background to this
context was based on historic classifications of race in which ‘white supremacy’ dominated
non-europeans in scientific research and theories and therefore were inherently racist. Within
the context of race and mental health, such ethnocentric ideas are deemed to be deeply
embedded in psychiatric ways of thinking (Epstein, 2007).
An acknowledgement of this phenomena occurred with the birth of Critical Race Theory or
CRT, a legal theory framework that enabled an understanding of the behaviour and social
processes in relevance to racial stratification and grouping within societies. Sue (2004) argued
that whiteness and ethnocentric monoculturalism are powerful and entrenched determinants
of worldview, operating outside the level of conscious awareness, often being detrimental to
people of colour, women, and other marginalized groups in society.
Critics of ethnocentric theories of mental health have argued that ‘race’ is played out in social
work, healthcare treatment and general life chances, with BAME communities faring worse
across all indicators of economic, health, and social well-being (Sue, 2004; Keating, 2016).
BAME groups are 44% more likely to be detained under the Mental Health Act 1983, are more
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likely to be diagnosed with schizophrenia, are more likely to have police involvement in their
detention and receive excessive use of control and restraint (Care Quality Commission, 2010;
Bhui & O’Hara, 2014).
There is a great deal of literature that has used CRT to understand the experiences of BAME
communities’ access and utilisation of healthcare services include an acknowledgement and
understanding of such historical approaches and the impact that they have at systemic and
institutional level, utilising CRT to counteract the inequalities they present through examining
the intersections of concepts of race, dominance, oppression and control (Sue, 2004; Garner,
2007; Ford, 2010; Keating, 2016). It is argued that interventions informed by CRT attend to
both the individual and institutional manifestations of oppression and may enable the reduction
of persistent racial inequalities in mental healthcare approaches (Sue, 2004; Keating, 2016)
by allowing racialized people with psychiatric histories to be viewed as human beings and not
just as a risk to society (Patel, 2014).
Thus the DOH approach to healthcare has its limitations and even after many decades of
research into healthcare inequalities, the complexity of achieving equity in mental healthcare
is proving difficult to achieve (Singh, 2019).

2.4.2 Intersectionality and perinatal mental health
Intersectionality is used to describe the intersecting effects of race, class, gender, and other
marginalizing characteristics that contribute to social identity and affect health and is an
important lens for understanding health outcomes in relation to marginalized identities (Seng
et. al., 2012). Adverse health effects are thought to occur via social processes including
discrimination and structural inequalities that reduce opportunities for education and income
and impact on health outcomes (Seng et. al., 2012).
When applying the concept of intersectionality to PMH it can be argued that the same principles
apply where lack of understanding about how women interpret and make existential meaning
out of their experiences (Curtis, Morgan & Laird, 2018) may lead to inadequate and inefficient
services for their needs (O’Mahony & Donnelly, 2010), beliefs and behaviours (Maria et al.,
2014; Curtis, Morgan & Laird, 2018).
Proponents argue that lack of evidence about common mental health issues in BAME women
are an important omission in reducing inequalities in mental healthcare and that effective
interventions require improved understanding of aetiology, epidemiology, symptom profile and
ways of coping (Edge, 2013), in addition to exploration of how issues of race and mental health
are played out in social work (Keating, 2016).
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In essence the more areas of vulnerability either through structural inadequacy, institutional
racism or personal circumstances a person has, the more susceptible they are to certain forms
of mental illness (Fraser et al., 2018) and the less likely they are to be diagnosed or treated
effectively. Such intersections of ethnicity, gender and spirituality and their relationships with
formal care systems might provide at least a partial explanation for apparent under diagnosis
in BAME groups (Edge, 2013). Additionally, the mental health issue that a person presents
with may have as much to do with the institutions and systems that have created the format of
the ‘diagnosis’ e.g. ‘are they mad or are they bad ? ’, which then shapes the attitudes of the
service providers resulting in unequal treatment at the hands of mental health services
(Keating, 2016).

2.5.

Factors (barriers and enablers) that impact on help seeking for PMH

For the purposes of this study ‘barriers’ are defined as the factors i.e. personal, behavioural
and structural (Lent et al., 2000) that impact on women’s help seeking behaviour for PMH and
‘enablers’ are defined as the structural, societal and personal resources that influence
women’s help-seeking behaviour for PMH (Khankeh et al., 2015).

2.5.1 Barriers to help-seeking for mental health/PMH
BAME communities constitute 12% of the population in England, yet fare worse across all
indicators of economic, health and social well-being (Keating, 2016). Extensive evidence
reports the multiple barriers (and enablers) experienced by BAME groups when accessing
healthcare services (Temple et.al., 2002; Nazroo et al., 2009; Allmark et al., 2010). The barriers
and enablers experienced by BAME groups relating to MHS and PMHS are discussed below.

2.5.2 Structural barriers
Structural barriers relate to the right type of services being available, where and when required
in a format that is accessible to the people using them (Conner and Norman, 2005). At present,
structural barriers to accessing PMHS are a double edged sword for BAME women with over
half of the country having ‘no access’ to PMHS (NHS Confederation, 2017) with the majority
of these area’s situated in socially deprived areas (Kovandžić et al., 2011) with large BAME
communites (NMHDU, 2011; MMHA, 2014; NHS Confederation, 2017). However, merely
having a local service present, does not equate to an increase in equitable patient access,
diagnosis or successful treatment rates. White British females aged 35 to 54, were more likely
to receive treatment for PMI (NHS England, 2014), suggesting that the service infrastructure
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to specifically support BAME women suffering from PMI is absent (O’ Hagan, 2001; Gupta,
2010; RCPsych, 2015).
Hence, until the right format of services are in place, from information about the signs and
symptoms of PMI, with a streamlined care pathway, it is difficult for all local women to access
treatment.

2.5.3 Personal barriers
Communication barriers
Research indicates that non-English speaking migrant women experience language
difficulties, less information sharing, worse outcomes and report poorer satisfaction to their
maternity care (Cantwell et al., 2011; Marmot, 2013; Psarros, 2014). However, language as a
principal barrier (Temple et al., 2002, Allmark et al., 2010) to the long-term uptake of health
services for BAME groups (Edwards, 2002; Bamonte et al., 2015) cannot be with dealt with in
isolation (Wilson et al., 2012) from structural or systemic problems (Ali and Randhawa, 2014).
Despite health authorities efforts to provide information leaflets in local languages (NHS
England, 2016) such adaptive information remains problematic in terms of cultural relevance
(Ali and Randhawa, 2014; Bamonte et al. 2015) and may fail to recognise the complex way in
which ethnicity, culture and attitudes may act as barriers to service access (Sunak and
Rajeswaran, 2014; NHS Confederation, 2017). For example, language interpreters may be
viewed with a lack of trust and as a compromise to confidentiality (Knifton, 2012; Ali and
Randhawa, 2014).
Hence, as well as being culturally and linguistically competent (Keating, 2016) cultural
understandings of behaviours (Khankeh et al., 2015) and beliefs and practices are essential
components for equitable access to healthcare services for diverse populations (Keating,
2016).
Cultural barriers
Culturally beliefs and practices of spiritual, psychosocial and physical health problems have
significant impact on the perceived causes and cures for mental health (Knifton, 2012;
Khankeh et al., 2015) that may not exist or be prominent in the dominant culture of that country
(Wilson et al., 2012; Ali and Ranhawa, 2014; Khankeh et al., 2015). Several studies on mental
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health within South Asian groups have highlighted the impact that concepts of shame/izzat 22,
21F

subordination and entrapment (Gilbert et al., 2004), and social stigma (Ali and Randhawa,
2014) have on help seeking. Some of these concepts are so culturally ingrained, that women
are prepared to endure many years of mental illness, ‘suffering in silence’ (Gilbert et al., 2004;
Kovandžić et.al, 2011) and ‘internalising misery’ (Wittkowski et al., 2011) for the sake of their
respect or ‘izzat’ (Gilbert et al., 2004) creating significant barriers to seeking help (Soorkia et
al., 2011).
Other studies point to the impact of ‘specific beliefs’ (Maria et al., 2014) on healthcare
behaviours where cultural beliefs may contradict religious doctrine and social discourse can
dominate attitudes and behaviour. Cortis’ (2000) study highlighted that, irrespective of
stipulation of Islam 23, Muslim male patients did not take issue with being treated by female
22F

doctors, yet Muslim female patients did not want to be treated by male doctors. Thus,
integration of these ‘differences’ are essential during the design phase (Kovandžić et.al, 2011;
Maria et al., 2014) of healthcare pathways.
Religious beliefs
The complicated mesh of cultural and religious beliefs within South Asian cultures towards
interpretations for mental health are often rooted in the understandings of the causes for mental
illness and cultural discourse that such things are ‘God given’ a ‘test’ or interference by ‘bad
spirits’. Hence, religious leaders are the first and foremost point of contact and support for
those with Muslim, Hindu and Sikh heritage' (Knifton, 2012; Ali and Randhawa, 2014).
Often, practices within the broader South Asian communities believe mental illness is caused
by the ‘evil eye’ (or ‘nazar 24’) or possession of demons and evil spirits (bhuta-preta or jinn’s 25)
23F

24F

(Sikhism on Depression and Mental Diseases, 2018), and associations with ‘black magic’ and

‘Izzat’ is a South Asian word meaning ‘respect’ or ‘honour’ and is used to donate the standing of a
person or their family, within their local or wider community.

22

In Islam it is not permissible for a man to see a women’s body or vice-versa unless they are married
via the ceremony of Nikah. This should have made the issue of female physicians treating male patients
a problem for the Muslim male patients that participated in the research, but no such issue was raised
by the male participants.
23

A ‘nazar’ is thought to be ‘an evil eye caste’ upon a person by another party and is a common concept
within South Asian communities to explain illness or bad things that happen. It is often associated with
‘black magic’ and bad spirits or devils within the Muslim, Sikh and Hindu religions amongst others.

24

The Jinn/s in the Muslim religion are deemed to be bad/evil spirits that cause people to ‘do’ bad things
or make ‘bad things to happen’. It is commonly associated with ‘the work of the devil’.

25
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‘jinn’s’ (evil spirits) (Ali and Randhawa, 2014). Many South Asian people describe a
relationship between religion or spirituality and mental health (HERG, 2018) and consequently
priority is given to interventions by family who refer to faith leaders (Ali and Randhawa, 2014)
that encourage prayer or following God (Knifton, 2012) as a remedy. A prominent feature in
South Asian communities is that much debate within families will be on the cause rather than
the solution (HERG, 2018).
Arguably, the predominant approach to religious leaders for mental illness (Hussain and
Cochrane, 2004; Soorkia, 2010; Maria et.al, 2014) not only relates to understandings of the
causes or mental illness, but of gaining a remedy that is acceptable within the community
(Kovandžić et.al, 2011; Memon et al., 2016 ) e.g. ‘God given’, rather than risk the social stigma
(Knifton, 2012) that ‘there is something wrong with that family’, which may impact everything
from social interactions to marriage prospects. Hence, enabling such communities to access
MHS’ requires ‘culturally capable’ (Bhui and Sashidharan 2003, Keating 2016) and
‘acceptable’ services (Gilbert et al., 2004; Kovandžić et.al, 2011) and arguably endorsement
and promotion by community and religious leaders may prove critical to their success.

2.6.

Enablers to help-seeking for mental health/PMH

A lack of PMHS for all groups of women (NHS Confederation, 2017) suggests that service
infrastructure is deficient for purpose per se’ for all groups of women (NMHDU, 2011; Khan et
al., 2014). In addition to these issues of professional boundaries, defined care pathways and
sufficient staff training are all required at the very foundations of any local PMHS care pathways
to begin the process of inclusion (Perkins, 2017). However, the process of service design with
large groups of BAME communities and other groups of vulnerable women (NMHDU, 2011;
MMHA, 2014; NHS Confederation, 2017) requires that services are culturally acceptable and
capable of serving their needs (Bhui and Sashidharan 2003; Keating 2016; Memnon et al.,
2016), particularly when they form large parts of the community as in Luton.
Incorporating such ‘special features’ (RCPsych, 2015) invariably involves working with
communites (DOH-AIE, 2011) to develop healthcare models that account for these differences
in health care beliefs and behaviours (Maria et al., 2014; Memnon, 2016) and ensuring that
staff are trained to deliver these. Only then will culturally competent (O’ Hagan, 2001;
RCPsych, 2015) services enable larger groups of people to access treatment (Edge, 2010; O’
Hagan, 2001; 2011; Maria et al., 2014) and to successfully maintain the course of treament.
Research suggests that diverse and inclusive apporaches to mental health generally and PMH
need to address as many of the barriers, real or percieved to be able to ‘widen the net’ (Edge,
2010) to difficult to reach parts of the community. This suggests that on a basic level that the
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beliefs, attitudes and interaction of healthcare providers as well as patients needs to be revised
to achieve common goals (Memon et al., 2016).
Within racialized communites a more ‘holistic’ approach towards illness, of mind, body and
spirit is paramount (Fernando, 2012; Ali & Randhawa, 2014; Sikhism on Depression & Mental
Diseases, 2018) since the provider and the ethnic minority patient each bring their own
individual learned patterns of language and culture to the healthcare experience. (Szczepura,
2005). Attitudes towards mental health, such as shame (Gilbert et al., 2004), internalising
misery (Kovandžić et.al, 2011), kismet 26 (Hussain, 2006), and associations with ‘the evil eye’
25F

(Singh, 2008; Ali & Randhawa, 2014) may seem of little importance to healthcare providers,
but may have a significant impact on the patients. Hence, destigmatizing the approach of the
community towards mental illness (Loya, Reddy & Hindshaw, 2010) may be essential to the
success of PMH service.
Other enablers may involve a divorce from the mind-set that mental illness should always be
addressed with religious interventions. This again may involve a holistic approach of
healthcare providers and religious and community leaders of how such support can be
integrated into healthcare approaches to support families and those suffering, for the better of
the community. Since women with PMI may not be able to self-recognise the symptoms, that
are often not as obvious as physical disease, they may not be able to communicate this to
healthcare providers efficiently, requiring family members to be aware and help to navigate
care pathways for successful treatment.
Gender roles within BAME cultures have also been highlighted as barriers and enablers for
wellbeing with marital relationships and consensus for patriarchal social norms (Ahmad, Riaz
& Stewart, 2004) having implications for diagnosis, treatment, maintenance of treatment and
family support. South Asians tend to integrate secular European cultural elements with their
culture; however, family and community structure remain male dominated. The study showed
that gender roles were maintained through gender segregation, control over social activities of
‘girls’ (Aziz & Hasanali, 2000). Additionally, South Asians are viewed as being socialized to
identify primarily with the needs of the family above individual needs (Masood, Okazaki and
Takeuchi, 2009). Information emphasizing the of importance for PMH in the same way as

‘Kismet’ is word used in South Asia that refers to ‘destiny’ and’ fate’ and commonly relates to a sense
of acceptance or apathy with regards to the incidents and aspects of life e.g. ‘It was meant to happen
and there was nothing you could do about it’. It is often associated with ‘God’s will’.

26
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physical illness such as diabetes, heart disease or blood pressure etc. may be required to
prioritise it.
Hence, findings suggest that mental health services consider a broad framework of
psychological functioning for South Asian’s that reflect their gendered, familial, and sociopolitical realities (Masood, Okazaki and Takeuchi, 2009).
However, in order for such ‘personal’ elements to be integrated, the voices of women from the
South Asian community need to be heard to establish their specific needs, approaches and
perceptions. Arguably, funding commitment is required to work with communities to develop
efficient services (RCPsych, 2015).

2.7.

Summary

The above chapter presented a thematic exploration of the literature, identifying the barriers
and enablers experienced by BAME groups when accessing MHS and specifically PMH. It
considered both the structural barriers i.e. inefficient or absent services and the personal
barriers such as race, religion, culture, gender and understandings of mental health.
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Chapter 3 Methodology
3.1.

Introduction

This chapter presents the methodology used to answer the research question and meet the
aims and objectives of the study. It begins with a discussion of the chosen qualitative
interprevetist approach and details the research design focussing on the specific methods
used to meet each objective.

3.2.

Choosing a qualitative methodology

Quantitative paradigms provide objective statistical data and assume that it can be reduced to
empirical indicators and generalised to large aggregates of people as a ‘result’ (Burawoy,
1998), whilst qualitative research contributes subjective data about the reasons that
phenomena occur (Sale, Lohfeld and Brazil, 2002). Both methods are incomplete and
imperfect (Burawoy, 1998; Choy, 2014). However, it is contextual variation that reveals the
social aspect of human behaviour (Vidal, 2014) to try and understand ‘how’ and ‘why’ (Bowling,
2009; Braun and Clarke, 2013).
Quantitative studies of PMH have already determined high prevalence of PMI in England and
Wales (DOH, 2011; RCPsych, 2015) and identified certain ethnic and socio-economic groups
at higher risk than others (Bamonte et al., 2015; RCPsych, 2015). This study aims to help
‘complete’ (Burawoy, 1998) such research by contributing knowledge to the ‘how’ and ‘why’
(Braun and Clarke, 2013).
Criticisms of qualitative research focus on issues of sampling, research bias, validity and
reliability (Carr, 1994: 716), however all quantitative data collection is subject to judgements
and manipulation (Troachim, 2006), particularly because they often have predetermined
categories (Sandelowski et al., 2009; Vidal, 2014). Contrastingly, qualitative interpretive
research produces ‘thick description’, allowing feelings, views and voices to be recorded to
avoid ‘mistaking a wink, for a twitch of the eye (Geertz, 2003).

3.2.1 Justifying a qualitative methodology of inquiry
Chapter two discussed statistical prevalence rates for mental illness for BAME communities
and their low-uptake of MHS (Memon et al., 2016) despite psycho, socio-economic
vulnerability (NMHDU, 2011). Cultural, behavioural and attitudinal characteristics (Conner and
Norman, 2005; Williams, 2008; RCPsych, 2015) are known to affect the ability or willingness
of people to access healthcare pathways (NICE, 2014), thus BAME and other marginalised
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communities (Kumari, 2004; Kovandžić et al., 2011) may not be represented within these
figures (Bauer et al., 2014).
This study aimed to contribute knowledge about the complex and dynamic impact of ethnicity,
culture and attitudes as well as other invisible barriers impacting on help seeking of South
Asian Women. Research regarding South Asian communities and general mental health
exists, however there is no overall picture of the state of PMH and a lack of in-depth empirical
evidence that considers the views of South Asian women’s regarding this. The objectives of
this study aim to investigate these points.
Thus a qualitative paradigm based on interpretivism seeking to examine not just ‘what’ people
think but, ‘how’ and ‘why’ and their understandings and priorities when doing so (Bowling,
2009) was deemed to be the most suitable method of inquiry for this study.
Since there has been no previous work looking at the views of South Asian women and helpseeking for PMH in Luton, this research will make a valuable contribution to local service
development. Although the findings of this research cannot be generalised against similar
ethnic populations in other areas of the country, the results may provide some useful insights
for future similar studies.

3.3. Research design Objective 1: to identify the current care pathway in
Luton for those suffering from perinatal mental health.
3.3.1 Method
A review of the current available literature for PMH care pathways in Luton was undertaken
from Sept 2017 to Dec 2017 (See Appendices 3 and Appendices 4 for search terms and
inclusion and exclusion criteria). This was essential to this study for two reasons. Firstly, this
was the first piece of research to review the healthcare pathways for PMH in Luton. Secondly,
this background provided essential context for objective two of the study. Without a
comprehensive picture of the services available to the women in Luton at this given point in
time, it would have been impossible to consider influences on their help-seeking behaviour.
Searches were made from primary/secondary and third sector health care organisations to
ensure searches were as comprehensive as possible and encompassed all organisations
involved in the development of PMHS (Appendix 4). This method was employed firstly,
because guidelines provided by NHS England (2016) stated that services providers were
required to comply with ‘Equity of Access, Equality and Non Discrimination’ through
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considering the needs of ‘Pastoral, Spiritual and Cultural Care’ of their customer base (NHS
England, 2016, section SC13; SC14).
Secondly, time restrictions within the scope of this study 27 made site visits impractical and
26F

given that the focal point of this study was ‘local womens experiences’ the information obtained
from healthcare providers would not necessarily reflect the ‘perception’ of services available
from a service users point of view.

3.3.2 Data collection
This involved a review of the online healthcare literature and sign posted services specifically
for PMH in Luton from Sept 2017 to Dec 2017. The intention was to develop a process map
showing the current pathway by reviewing both regional and local care pathways. For data
collection procedures see Appendices 3 and 4.

3.3.3 Inclusion and exclusion selection criteria
Inclusion and exclusion criteria were used to research information from organisations relevant
to the development and distribution of healthcare pathways (Appendix 4). There was an
absence of an officially visible and endorsed PMH pathway.
•

Inclusion criteria – All National, Regional and Local Government or NHS officially
associated bodies (Appendix 4).

•

Exclusion – All other information not endorsed or commissioned by central government,
local government or NHS bodies.

The search date window was from January 2014 to January 2018 (Appendix 4) to include the
onset of pregnancy through to delivery and the post-partum year for participants.

3.3.4 Choosing the search engine
According to recent market share statistics, Google, Bing, Yahoo and MSN collectively account
for 99.13 percent of all UK internet searches 28 (Statistica, 2017). These search engines were
27F

used utilised in the literature search as they were deemed to be the most common port of call
for both healthcare staff and members of the public.

27

This study was completed for a Master’s of Science by Research over a period of 12 months

28

Google and Bing accounting for 94.55% of all UK internet searches in total (Statistics, 2017)
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Figure 3.3.4: Leading search engines in the UK

(Source: https://www.statista.com/statistics/280269/market-share-held-by-search-engines-in-theunited-kingdom/)

3.3.5 The search terms
Boolean searches 29 were employed to restrict general information and contain the focus to
28F

PMHS available in Luton. Searches were made from both service providers and service user’s
perspectives to account for differences in professional and laymen’s terminology (Vidal, 2014)

Boolean searches allow users to combine keywords with operators (or modifiers) such as AND, NOT
and OR to further produce more relevant results. For example, a Boolean search could be "hotel" AND
"New York", limiting the search results to only those documents containing the two keywords
29
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e.g. terms such as ‘help’, ‘crying’ and ‘sadness ’are more likely to be utilised by lay women or
those without a vast command of English.
A literature search terms grid (see Appendix 3) was used to execute the searches over a period
of two weeks using the exact same word combination for all four search engines. Only the first
page of the search results were reported in the findings, as the emphasis was on ‘quick and
easily’ available information.

3.3.6 Challenges and reflection to data collection
The challenges to data collection for objective 1 were that the searches from the most popular
search engines 30 returned very little information for PMH support services in Luton.
29F

Additionally, as a novice researcher that had been out of education for many years, the task
of undertaking research was overwhelming for the following reasons:
•

Researcher impartiality – As a South Asian, Muslim mother with my own experiences
of having young children within a large extended family, I needed to ensure that I
reported only what the participants had said without injecting researcher bias. A
conscious effort was required to detach my own personal feelings and impressions of
their circumstances.

•

Initially, as a member of Luton’s South Asian community, it was anticipated it would be
difficult to gain the women’s trust due to issues of confidentially and repercussion within
the community, particularly since conducting research with a University, may have
presented a dichotomy of the researcher being the ‘other’. This was overcome by
spending time with the women and children, and written assurances of anonymity of
the data taken from the focus groups. After initial hesitation, the women were very
friendly, talkative and jokey and revealed some deeply personal feelings in the interests
of helping ‘the next generation of women’.

•

As some of the interviews were conducted in different languages to suit the participants,
all aspects from the recruitment process (i.e. ensuring the women were participating
voluntarily and that they understood their undertaking), to transcribing the research
data would have to be reviewed multiple times to ensure the participants and data was

Google, Bing, Yahoo and MSN collectively account for 99.13% of all internet searches (Statistica,
2017)
30
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not influenced in any way. This was addressed with the help of Dr. N. Ali, (the Director
of Studies) who was present for interviews and re-checked the transcribes of the data
with another independent researcher 31, to verify the translated data was as true to the
30F

women’s words as possible.

3.3.7 Analysis
The search results were analysed to ascertain the information they provided for local people
sign-posting them towards care pathways for PMHS, patient friendly websites for signs and
symptoms for PMI and local policy developments. Due to the dearth of information returned,
there was no opportunity to develop a process map showing the current pathway for PMHS in
Luton as these were still being developed. In addition to this, the information available from the
local health authorities for developing (BLMK and NHS, 2016) was vague and did not say a
great deal about when ‘policy’ would be translated into actual services.

3.4. Objective 2: to explore South Asian women’s views on factors that
influence help-seeking for perinatal mental health.
3.4.1 Method
Five Focus groups (FG) - including the pilot interview - were conducted using a semi-structured
topic guide (Appendix 6). Each FG had 3 to 5 participants, with a total number of 17 participants
(Appendix 12). FG’s were selected for the following reasons:

The languages used by the participants in the FG interviews were Urdu, Punjabi and Bengali. Dr. N.
Ali is fluent in Urdu and Punjabi and another researcher at the UoB transcribed the spoken Bengali in
the data recordings. The Urdu language was overwhelmingly used where the participants could not
speak English, with a little bit of Bengali. A large number of people from Indian, Pakistan and Bengali
speak Urdu in addition to their own vernacular.
31
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•

FG’s provide in-depth information for under-researched areas (Thomas et al., 1995).
Due to family commitments the short duration of the interview time 32 (one hour) would
31F

rely on utilising group interaction (Coenen et al., 2000) to generate dialogue and gain
deep insight into the women’s experiences (Bowling, 2009; Bryman 2016).
•

One to one interviews were excluded due to an anticipated high level of communication
and literacy barriers from the sample selection and the ‘hard work’ of recording the data
needed to be removed from the women (Hewitt, 2007). Consideration also had to be
given to the women and their comfort (Oakley, 1981) as they may have viewed the
researcher with caution or distrust, hindering the ability to foster a deep response. Thus,
it was thought the more relaxed atmosphere of a FG (Bowling, 2009) with group
camaraderie may allow the women to relax and feel ‘safe’ in the company of their
friends.

•

Time constraints 33 of the study meant that executing the data collection required a
32F

method that would illicit many views relatively quickly whilst ensuring preservation of
the depth of data and fulfilling the research objectives (Bryman, 2016).

•

The logistics of organising the sample meant that FG’s would work around the timings
of the women’s existing routines and be an effective way to generate larger numbers
of participants to ensure the discussions would serve the purpose of the research
(Stewart and Shamdasani, 1990).

3.4.2 The sample
The sample consisted of n=17 women, aged from 23 to 40, with an average of 2.71 children
per woman. The children’s birth dates ranged from 2015 to 2018 with the youngest child having
been born in Luton (see Appendix 6).

Interview times were kept to the timings of the women’s normal Play and Stay session or English
Language lessons to ensure that disturbance to them was minimal and also because some women
stated that their husbands and in-law’s would disapprove and so required discretion for their
participation.
32

33

This study was completed for a Master’s of Science by Research Degree over a period of 12 months.
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The inclusion criteria were: women that identified as being ‘South Asian’; that reside in Luton
and had given birth in the last 3 years
The exclusion criteria were: women currently being treated for mental illness through talking
therapies or medication to avoid exposing them to harm (BPS, 2010; MRC England, 2017).
The FG participant’s consent form (Appendix 7) included a declaration from the women to
confirm they were not undergoing treatment.

3.4.3 Recruitment
Socio-economic deprivation was identified as a risk factor for PMH (see chapter one) due to a
strong correlation between social and material deprivation and the onset of PMI, in particular
depression (NMHDU, 2011). Participants were specifically recruited from areas of high levels
of economic and material deprivation within Luton in addition to other risk factors that made
them vulnerable such as language; culture and religion (see sections below).
Additionally, the sample structure needed to ensure that an anomaly identified by the Luton
Perinatal Mental Health Assessment Report (LBC, 2014) where the ‘Biscot Mill’ ward had
reported low-levels of mental health issues despite having high socio-economic deprivation
and a large BAME population with low-levels of spoken English. This was highlighted as an
area for further investigation. Above all the sample needed to ensure that research aims and
objectives were satisfied (chapter one, section 1.3).
Convenience sampling 34 (Bryman, 2016) was chosen to illicit recruitment of a target population
33F

that met criteria such as biographic, geographical and demographic relevance (Appendix 6) to
the study (Bryman, 2016). The sampling technique aimed at recruiting participants that were
situated spatially in ethnically and socio-economically known areas of vulnerability (Etikan,
2016) as well as those that would be available at the given time and location (Dornyei, 2007;
Bryman, 2016).

Geospatial and social dynamics of the recruitment sample
Luton is divided into 19 wards with a high socio-economic deprivation score of 27.6 percent
against the National Average of 21.8 percent (Public Health England, 2016). Luton has nine

34

Also known as Haphazard Sampling or Accidental Sampling (Bryman, 2016)
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super output areas (SOA’s 35) in the top ten per cent of the most deprived areas in the country.
34F

Three of these are in Northwell, two in Farley and South wards and the Biscot and Dallow
wards (see figure 3 below) (LBC, 2015). Within the top 10% of SOAs, the Deprivation Affecting
Children Index 36 indicates there are higher proportions of children living in low income
35F

households within SOAs in Northwell, Round Green, Leagrave, Challney, Lewsey and the
Dallow and Biscot wards (IMD, 2004).

Figure 3.4.3 a: Wards of Luton

Map Source: LBC Census (2013)

SOA’s or a Super Output Areas are for use in official statistics and have been produced outside the
2001 Census programme by grouping Output Areas for information by automated zoning methods.
Census Key Statistics and some Census Area Statistics (CAS) tables are available for Super Output
Areas (OFNS, 2015).
35

The term ‘Index’ refers to statistics compiled by the Office for National Statistics (ONS) and represents
various figures for social deprivation, manufacturing and output. The Deprivation Affecting Children
Index refers to the statistics produced by the ONS on relative deprivation in small areas in England,
Luton being one of them (OFNS, 2015).
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2013)

From within these wards, large populations of Asian people are concentrated in the Dallow
and Biscot wards (refer to figures 3 and 4 below)

Figure 3.4.3 a: Wards of Luton

Figure 3.4.3 b: The growth and changing
complexion of Luton’s population

Map Source: The growth and changing
complexion of Luton’s population (Mayhew, 2011)

The Biscot and Dallow wards of Luton also have a large percentage of households where
English is not the main spoken language (see figures 5 and 6 below).
Figure 3.4.3.c: Biscot Ward Profile,

Figure 3.4.3 d: Dallow Ward Profile

2011 – Indices of deprivation

2011 – Indices of deprivation
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Participants were demographically recruited from the Dallow and Biscot Wards, at high risk
through multiple forms of deprivation with cultural and religious barriers putting them at greater
risk of being invisible to health care pathways, particularly the anomaly (see section 3.43) that
emerged in the Luton Perinatal Mental Health Needs Assessment Report (LBC, 2014).

Figure 3.4.3.e: Luton Flying Start

30

Contact was made with the Luton Flying Start 37 Central Team to conduct research at children’s
36F

centres qualifying within the sample criteria using various research instruments (see section
3.4.5 and Appendix 11 for details of recruitment materials used). Independent children’s
centres were approached, but proved difficult to organise and clear for ethical approval. An
application was made The Luton Flying Start Central Team via LBC’s internal ethics approval
panel to support the research. Once ethics approval was gained from LBC (Appendix 8) and
the University of Bedfordshire (Appendix 9) full access was granted for the groups 28 children’s
centres. A decision was made to recruit from the Dallow and Biscot wards as they were the
most likely to satisfy the sample criteria and research objectives.
It was anticipated that commitment would be difficult from the mother and baby groups, since
bad weather, illness etc. on the day would mean a high drop-out rate. The Flying Start centres
also taught ‘English as a 2nd Language’ and provided crèche facilities for mothers with young
children attending. Hence, these groups were also utilised as a source of participants rather
than under-recruiting and risk having unsatisfactory FG discussions (Stewart and Shamdasani,

The Luton Flying Start Group works in partnership with Luton Borough Council staff, midwives, health
visitors and other early year’s services delivering services geared to improving the life chances for the
towns under-fives.
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1990). The organisation of the focus groups (FG) relied highly on the co-operation and
assistance from the various group managers.

3.4.4 Development of the topic guide
The development of the semi-structured topic guide (TG) (Appendix 5) was influenced by the
themes of barriers and enablers highlighted in the literature review (chapter two, section 2.4.1).
Its design was informed by a similar a study regarding South Asian communities and mental
health (Ali et. al., 2016) exploring community centred patient responses to inform changes to
local healthcare services.
Sets of theme’s (Appendix 5) were used to guide the FG discussions (Powell and Single 1996;
Morgan, 2013) ensuring the subject matter did not veer from the research objectives. Due to
the dearth of literature regarding South Asian women and PMH in the UK, the topic guide was
constructed using relatable findings with a view to contributing to gaps in this important sphere
of mental health.
The TG also allowed the researcher to prepare ahead by reframing questions in South Asian
languages within cultural context, to avoid distortion of meaning and to ensure that adequate
translations were prepared for non-English speaking women in the groups.

The topic guide pilot session.
A TG pilot session was conducted two weeks prior to the scheduled focus group sessions to
ascertain the suitability of the terminology, general flow of the discussion and address
assumptions made by the researcher. The pilot group session involved one woman 38 in a
37F

recorded interview. Post interview she was asked to provide a critique on what could be
improved or anything that did not make sense to her. These discussions were augmented with
the researchers own notes and observations during the interview (Appendix 9).
The most important points raised were;
•

The terms ‘PMH’ or ‘PMI was not something she had heard of needed to be explained
to participants right at the beginning because ‘I just thought it was baby blues or feeling
depressed if you could not cope’.

38

This woman fitted the inclusion criteria and the other sample criteria generally.
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•

The researcher needed to explain the different types of PMI and give an explanation of
them ‘otherwise people will not know what you are talking about’.

•

That she didn’t realise that PMI can occur during pregnancy and that pregnancy may
also be a trigger for some women to develop mental illness explaining ‘I was born and
brought up here [in England] and I was not aware of it’.

•

To emphasise to women that it (perinatal conditions and symptoms) ‘were an illness,
that needed to be treated’ and that this was something that can’t really be overcome
with ‘praying more’.

•

That ‘some women might feel that their baby is going to be taken away… So are they
going to tell anyone?’

Although some of these problems had been anticipated, the pilot session highlighted just how
significant these issues would be. The topic guide was adjusted and re-submitted to the UoB
for Ethics Approval.

Evaluation of the topic guide as an effective research instrument
In hindsight the TG (Appendix 5) proved essential as it was particularly difficult to focus the
discussions to remain on track with the subject matter and not digress within the 60 minute FG
sessions.
Since the discussions were about the women’s personal experiences, they naturally involved
a large number of personal anecdotes part of the natural flow of conversation. One woman
explained her experience of depression taking 10 minutes out of the 60 minute FG session,
but this was her personal experience and interruption by the researcher would have been rude
to somebody that was given the opportunity to express herself on a platform. The TG proved
invaluable to getting the discussion back on track to cover the various themes.
Additionally, since a lot of the women were bi-lingual the conversations involved dialogues that
would often switch randomly from English to their vernacular with some women of the group,
not able to understand the language that was being spoken 39 or the subtle differences between
38F

Attempts to counteract mixed language groups were made at sample recruitment stage by trying to
recruit focus groups in specific languages e.g. Urdu, Bengali or Punjabi. These efforts were thwarted by
39
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dialects. Linguistic and cultural translation of personal sentiments was not something that could
be quantified into time and the level of understanding, varied from group to group. The FG’s
were a mixture of language groups and the TG proved critical to ensuring the relevant research
themes were covered without appearing ‘rushed’ or ‘controlled’.

3.4.5 Recruitment materials
The study used a number of research instruments (TG) and recruitment materials from the
initial contact with prospective research sites and organisations, the recruitment process, to
the gathering and examination of the data. All research instruments and materials were
scrutinised and approved by the University of Bedfordshire’s Ethics Committee and submitted
to LBC for their own internal ethics committee for approval. See Appendix 11 for a full list of
research instruments and recruitment materials and the corresponding appendices references
for each document.

3.4.6 Data Collection
Data collection commenced after ethical approval and took place between February and March
2018. As discussed in section 3.4.3 participants were recruited purposively through Children’s
Centres and through local community networks using convenience sampling 40 (Bryman,
39F

2016). Five 41 FG’s were carried out with a total of 17 women. See Appendix 12 for a full
40F

biographical overview of the final sample.
Before the FG discussions, the women were given time to read the information sheet again
(Appendix 13) and ask any questions. Where the women had poor English language fluency
the researcher read the information sheet in their vernacular. All women were given time to
ask questions, in the presence of the centre’s staff, before they initialled and signed the
consent form (Appendix 7).
Each FG discussion lasted approximately 1 to 1.5 hours. The discussions were recorded (with
permission) and then transcribed verbatim with an English written form of the dialogue
(Hancock, Windridge and Ockleford, 2007) and then further translated into English. The
women were encouraged to talk openly about their experiences to explore the women’s views

difficulties in commitment by the women and hence the groups had women with mixed vernaculars but
that spoke either basic English or Urdu.
40

Also known as Haphazard Sampling or Accidental Sampling (Bryman, 2016).

41

The data from the pilot interview (PI) was included in the final data results.
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on factors (barriers and enablers) that influence their help-seeking for PMH. The researcher
also took field notes during the FG’s discussions which included observations that provided
important context during the analysis stages of the research. After the interview the women
were provided with information on where they could go if they or anyone they knew needed
further help (Appendix 14).
Academic rigour
Rather than compromise on the unique contribution that systematic qualitative research can
make to health services (Barbour, 2001) this research focused on identifying the gaps in
existing research within a short study duration of a 12 month window of opportunity and to
compare the similarities and differences between existing research. Rather than follow a rigid
procedure of recruitment and data analysis the presentation of data was intended as a basis
for highlighting phenomena for further research.

The recruitment procedure
All children centre contact details were taken from Luton Borough Councils list of approved
family childcare centres (Ref
http://directory.luton.gov.uk/kb5/luton/directory/results.page?familychannel=1) to ensure that
they complied with national and local guidelines and safeguarding procedures.
Children Centres were initially contacted four months to the planned FG’s to introduce the
research, to qualify whether their service users complied with the sample criteria and to gain
official approval for the interviews. The initial responses were varied with the majority of
decisions makers (e.g. Children Centre Managers 42) showing interest and enthusiasm at this
41F

stage.
All Children Centre Managers were sent the full research proposal and ethics research
approval by the University of Bedfordshire 43 (Appendix 9) and all supporting documents e.g.
42F

researchers Criminal Records Bureau (CRB) Clearance and participants debrief sheet (refer
to Appendix 9 and Appendix 14). Centre Managers were also asked if they were able to commit

The Researchers initial contact with the centres established who the Children’s Centre Managers
were and thereafter contact was maintained only with the ‘decision maker’, to avoid confusion and
misunderstandings about what the centres were ‘allowed’ to do under their own guidelines.

42

The research proposal consisted of the MiPP document that had been scrutinised and approved by
the University of Bedfordshire Degree Board and the Ethics Approval Committee.
43
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to the 8 week research time-frame of this study and were eliminated from enquires if they did
not satisfy the research criteria (see Appendix 15 for recruitment process).
The only groups able to commit to this time frame were those of under the Luton Flying Start 44
43F

banner (https://www.flyingstartluton.com/).The independent Children’s Centres, despite their
initial enthusiasm, were reluctant to commit to booking dates for the focus groups.
The Luton Flying Start group consists are four major centres - Central, West, North, South covering the whole of Luton (28 venues in total), with each running their own set of Children
Centres 45 (28 venues in total), and family support services (see figure 7, pg. 38)
44F

3.4.7 Challenges and reflection on to data collection
There were a number of challenges experienced during the data collection stages of the study;
•

Delays in CRB clearance and Ethical clearance from LBC meant that the FG’s could
only begin scheduling for the first week of December, coinciding with the busy
Christmas period. This delayed the FG’s groups until early January which reduced the
number of women that turned up to the sessions, post the Christmas period slump.

•

Data collection during winter months - It was anticipated that some FG’s may not run
according to schedule because of the dynamics of caring for young children, sickness
or bad weather etc., but two months of severe rain, and snow storms resulted in the
cancellation of sessions as well as low-turnouts.

•

Changes to participation - Late into the scheduling of FG’s Luton Flying Start West
(Dallow) could not commit to the research due to other commitments. Whilst this did
not eliminate the Dallow Ward of people completely, it meant reduced access to women
who fit the criteria.

•

Due to the dichotomous nature of initially being a South Asian women of the
community, but also an ‘outsider’ to the women as ‘the face’ they associated with the

The Luton Flying Start Group work in partnership with Luton Borough Council staff, midwives, health
visitors and other early year’s services delivering services geared to improving the life chances for the
towns under-fives.
44

Luton Flying Start Centres provide mother and baby groups, English as second language classes,
Domestic Abuse Support sessions, and Self-Esteem Awareness classes as well as a range of other
45

services that concentrate on family development in the early years.
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UoB, time was needed to attend each groups ordinary sessions for a number of weeks
prior to being trusted and to nurture a ‘space in between’ in their minds (Kerstetter,
2012). In reality this meant the FG sessions were not executed until February and
March.
•

In the absence of financial incentives or other motivation, it can be deduced that
commitment to attend FG’s will be casual.

3.4.8 Data Analysis
A framework thematic analysis of the data (Ritchie and Spencer, 1994; Bowling, 2009) was
conducted, using only the group discussion narrative as the basis for the findings. Although
there is no framework that encompasses all the techniques for qualitative analysis of FG data
(Onwuegbuzie, 2009), focus on the individual, the group discussion or group interaction are all
components for analysis (Leech, 2007; Onwuegbuzie, 2008).
Thematic analysis has no identifiable heritage or defined cluster of techniques (Bryman, 2016),
but involves researcher identification of themes or categories as a form of coding (Braun and
Clark, 2006; Bagguley and Hussain, 2016), that relate to the research focus and serve as a
theoretical basis for presenting the data and contributing to the literature (Bryman, 2016).
For this part of the data analysis the thematic framework was based on categories from the
TG that had emerged from the existing literature. This framework was used to analyse and
identify relatable, key themes and sub-themes and also to identify new themes that emerged 46.
45F

The data analysis was conducted directly after the first FG and prior to the next one, so that
any new themes could easily be categorised. Each FG was transcribed and listened to multiple
times, to identify the categories in which the text would be placed and to identify similarities
and differences (Bagguley and Hussain, 2016). Successive FG’s were analysed sequentially
with the data being organised into existing themes and sub-themes and with new themes being
added as they emerged (Bowling, 2009; Braun and Clarke, 2013). The approach of constant
analysis is thought to be particularly suitable where there are multiple groups across a study,

Within the first interview (PI) the ‘fear of having your baby taken away’ was identified as a barrier in
relation to reporting PMH issues and was a point of reassurance that needed to be given to the women
encourage them to be truthful and candid during the FG interviews, within Safe Guarding guidelines.
46
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allowing the researcher to assess data saturation by constant cross comparison of themes
across the groups (Bowling, 2009).
The data was analysed manually using Microsoft Word and Excel since it was anticipated that
analysis software such as NVivo 47 would not be able to translate the broken English spoken
46F

by some women, and that the resulting translation may be taken out of context. There was
also a requirement to protect against contamination (Bowling, 2009) or degradation of the data
since three out of the four focus groups were held in Urdu and Punjabi and conversion to
English posed an additional challenge.

3.4.9 Ethical process and considerations
Developments to public health research (Epstein, 2007) have positioned responsibility on
researchers for the effects of their experiments to participants, in the name of science 48 (e.g.
47F

Zimbardo, 1971). Ethical integrity needs to be maintained between the researchers desires
and the participants wellbeing (Braun and Clarke, 2013).
All women were given full details of what their involvement would mean and how their identity
would be protected during data collection and post publication (Appendix 13). Individual
explanation sessions were also arranged so that ‘participant consent’ was fully explained and
discussed with each participant in their vernacular, prior to them signing the consent form
(Appendix 7).
The explanation needed to be robust to avoid the women from being exposed to something
they didn’t fully understand. During these sessions, group managers were asked to double
check that their group members were happy to participate and were doing so voluntarily with
the option to withdraw at any time. This was also a stipulation of the ethical agreement with
LBC ethics committee for the research to ensure voluntary participation (Appendix 9).

Post ‘focus group session’ support

47

NVivo is a qualitative data analysis (QDA) computer software package produced by QSR
International. It is designed for qualitative researchers working with very rich text-based and/or
multimedia information, where deep levels of analysis on small or large volumes of data are required.

The Stanford Prison Experiment (Zimbardo, 1971) and the extreme effects suffered by participants
during the experiment were the catalyst for researcher ethics guidelines and practice development.
48
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A designated group leader, whom the women were familiar with and trusted, was appointed
for each FG to ensure the women were supported both during and after the discussion. All
group leaders had the appropriate safeguarding training to be able to deal with any disclosures.
FG’s that did not take place children’s centres were given access to a trained social worker
and safeguarding officer. All women were given a debrief sheet (Appendix 14) with emergency
contact details and help with PMH issues.

Potential ramifications to participants,
The confidentiality of the FG discussion was strongly emphasised to the women to avoid
negative consequences (Lee and Renzetti, 2014) for them in terms of their spousal
relationships, family relationships and social welfare within the local community.

Minimising harm to participants during research
To protect the women from additional health risks (BPS, 2010; MRC England, 2017) women
who were currently being treated for any form of mental illness were excluded from the FG.
Questions regarding their mental health were asked discreetly during the initial discussion
stage and again whilst obtaining participant consent (Appendix 7) allowing them to reconsider
or withdraw consent at any time (Eide, 2015).

3.5.

Summary

This section outlined the background for the methodology of data collection and the justification
for doing this. It outlined the specific methodologies for both objectives 1 and 2 and explains
how this data will be used to answer the research question and meet the aims and objective
of the research. The chapter below presents the Findings of the research for both objectives
1 and 2 in detail.
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Chapter Four: Findings
4.1.

Introduction

This following chapter presents the research findings in relation to each objective.

4.2. Objective 1: identifying the current care pathway in Luton for those
suffering from perinatal mental health
A thematic analysis (section: 3.4.8) of the online text search results was made to identify local
healthcare pathways that were clearly ‘visible’ or accessible to services users. This was
important background information to the study as a lack of clearly signposted PMH information
and services are an obvious barrier to women accessing help or recognising the signs and
symptoms of illness.

4.2.1 Findings
Irrespective of the combination of search terms (Appendix 2) and the order of wording, very
little information was available about the local PMHS and the same documents would appear
consistently. The results displayed information that was specific to Luton healthcare policy or
development plans, but there were no specific ‘patient focused’ websites guiding the public
towards help for PMH and the information available for MHS was quite confusing or focused
on talking therapies.
The searches returned only one main document, commissioned by LBC, specifically detailing
the health care pathway for Luton 49 (Luton, and Lachowycz, 2014) (see figure 8 below) that
48F

was part of an internal report produced by LBC for care pathway development purposes.

This document was entitled: Luton Perinatal Mental Health Needs Assessment - Final report: July
2014 (Luton, and Lachowycz, 2014).
49
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Figure 4.2.1 a: Luton Perinatal Mental Health needs assessment

(Source:https://www.flyingstartluton.com/wp-content/uploads/2014/01/Maternal-Mental-Health-FullReport.pdf Page 62; Luton, and Lachowycz, 2014)
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Figure 4.2.1 b: Luton Perinatal Mental Health needs assessment Diagram 2

(Source: https://www.flyingstartluton.com/wp-content/uploads/2014/01/Maternal-Mental-Health-FullReport.pdf Page 61; Luton, and Lachowycz, 2014)

Lack of signposted help for PMH
Basic information regarding antenatal depression, anxiety, postnatal baby blues, PND, PPP
was available on the NHS Essex Partnership University Foundation trust website, that provides
talking therapies for Luton NHS trust (refer to : https://eput.nhs.uk/our-services/bedfordshireand-luton/bedfordshire-community-health-services/childrens/0-19-childrens-service/healthvisiting/mental-wellbeing/). Although the information contained symptom details about various
conditions, it asked patients to refer back to their GP’s Midwives or Health Visitor, with no
42

phone number to call for help. Also, the services listed were under the NHS Essex Partnership
banner that may cause some confusion to Lutonian residents as to whether these services are
applicable to them.
No specific services for perinatal mental health in Luton
There were no specific PMHS web pages listed on the Luton and Dunstable Hospital website,
including under related categories;
Maternity Services (refer to
https://www.nhs.uk/Services/hospitals/Services/Service/DefaultView.aspx?id=208669)
Mental Health Services (refer to
(https://www.nhs.uk/Conditions/Pages/BodyMap.aspx?Index=M) at the time of 5th January
2018.
Additionally, PMHS services were absent from Luton wellbeing services website
(https://lutonwellbeingservice.nhs.uk/).
Furthermore, Adult MHS in Luton had no services specific to PMH as a distinct pathway and
no therapies that specifically support the mother and infant dyad or relationship soon after
delivery. At the time, there were no specialist PMHS in Luton and severe or crisis cases were
dealt with by Emergency admissions and Psychiatric referrals at the Luton and Dunstable
Hospital or by Adult MHS 50. A walk through from the patient’s-eye view (Ben-Tovim et al.,
49F

2008) indicated confusion of professional boundaries, no ‘clear pathway’ of the current
services for PMI or information about readily available services to the local population. The
dearth of information would be a barrier to help-seeking for all the women of Luton and
particularly to those that are not fluent in English and may have been a contributory factor for
the low levels of reported mental illness treatment rates of ‘high risk’ groups of people in the
Biscot ward of Luton (Luton Flying Start Report, 2014). Plans from the Luton and Bedfordshire
CCG (2017) state they aimed to:
•

Support at least 30,000 additional women each year to access evidence-based
specialist PMH treatment

•

Await the wave two bid opportunity to expand the service to include a specialist PMHS
across the STP footprint.

Talking therapies are currently supplied to the Luton NHS Trust Foundation by the East London NHS
foundation trust (up to July, 2017)
50
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•

Roll out IMHOL 51 (Infant Mental health online Training) training across Bedfordshire.
50F

(Source: Luton CCG Transformation Plan, 2017; pg. 37).

More recent developments;
As an update to the online information available for objective 1 of this research to the point of
January 2018 (see Appendix 2) further developments have occurred. The Luton and Dunstable
Hospital is in the process of merging with Bedford Hospital and announced a merger date of
April 2018 to be completed by April 2019 (https://www.bedfordhospital.nhs.uk/proposedmerger-find-out-more-here/). In addition to this, Luton is now part of the BLMK Partnership that
information in the public domain suggests, will be partially responsible for providing PMHS for
Luton. The NHS website suggests that the BLMK will ‘begin implementation from May 2018’
on ‘new service/expansion of small locally funded services’ for PMHS with ‘plans to work
closely with local women and charities to support families in early years settings’
(https://www.england.nhs.uk/mental-health/perinatal/community-services/). A point of interest
is that the BLMK January 2017 Public Summary Report (BLMK and NHS England, 2017) states
that MHS will be allocated 9 percent of their total spending budget, which does not indicate
parity with the spending on physical illness, although it is difficult to analyse without further
information.
However, there have been no changes to visibly available PMHS or information about PMI
conditions or user friendly websites signposting local women towards help for PMH to the point
of submission of this research.

4.2.2 Summary of findings for objective 1
Findings;
•

There is no care pathway specifically designed for PMH in Luton, no specialist PMH
Team and no clearly signposted pathways for PMH for sufferers, up to the point of
submission of this research.

Online training initiative funded by BBC Three Counties Radio Hertfordshire. It covers training for NHS
staff of the awareness of the effects that a parents mind has on a baby during pregnancy and in the
post-partum period. Ref :https://www.healthyyoungmindsinherts.org.uk/media/2017/jan/infant-mentalhealth-line-imhol-training
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•

Treatment for patients presenting with PMI currently relies on GP’s, existing general
Adult MHS in Luton or via emergency psychiatric referral when in crisis. There are
no Mother and Baby Units in Luton.

•

Diagnosis of PMI in Luton currently relies on healthcare practitioners, midwives and
GP’s recognising the symptoms of PMI with many of them currently having no
specialist training in this area.

•

The lack of a clear PMH pathway and lack of staff training poses serious issues for
diagnosis and professional responsibility that may result in a fractured and sporadic
experience for sufferers.

•

The above factors indicate there are no specific PMH care pathways in Luton for
all groups of women, irrespective of their ethnic, cultural or social background.
Hence, sufferers may remain ‘out of sight, out of mind’ and hidden from the radar
of healthcare pathways and research alike

•

That the above factors collectively indicate that development of culturally
appropriate, religiously sensitive and linguistically attuned services for local BAME
women with PMH has not occurred.

In summary the information in the public domain is complicated to unravel and irrespective of
what is ‘going on behind the scene’s’, there are no patient friendly local websites for PMH,
health care staff appear to have little awareness of PMH and most of the women stated they
would not know who to contact for help .
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4.3. Objective 2: to explore South Asian women’s views on factors that
influence help-seeking for perinatal mental health
This section reports the findings from the focus groups (FG) discussions carried out with lay 52
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South Asian women residing in Luton and their experiences of help-seeking for PMH. A total
of five focus groups were carried out with a total of seventeen participants (n=17) between
December 2017 to March 2018. Three focus groups were carried out in Urdu and two in
English.
The findings from the FG discussions are presented below thematically. Four main themes
emerged during the analysis of the transcripts; views about perinatal mental health; the barriers
they experiences for their perinatal mental health; the factors they felt would enable helpseeking for mental health and suggestions for improvement to local care pathways for PMH.
These are discussed in detail below following presentation of the women’s biographical details.

4.3.1 Biographical characteristics of the sample
The final sample structure is presented in table format with a full breakdown of the womens
biographic information in Appendix 12.
Themes from the findings
The main themes emerging from the analysis of the TG’s were views about, barriers to helpseeking for PMH, enablers to help-seeing for PMH and suggestions for service improvement.
Appendix 16 presents the full theme coding framework. The findings are presented below and
rely heavily on the narrative extracts, reported verbatim, from the FG’s discussions.

4.3.2 Views about mental health
Perceptions of good and bad mental health
The women’s initial responses 53 to their general views of good and bad mental health were
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related to their current life scenarios;

For the purposes of this study, the term ‘lay women’ in used to describe women whom have not had
any health or medical training in perinatal mental health or mental health otherwise.
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All extracts from the focus group discussions have been reported verbatim.
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That’s where people are suffering from here *gestures to her head* sadness,
depressed, disconnection in the community (FG1-PSP-P1).
… It’s like, nearly about being lonely … it affects your health (FG1-P2).
… [When] you’re depressed you don’t want to get ready, you don’t want to go
anywhere, you want to stay in pyjamas (FG1-PSP-P1).
Some women related examples of bad mental to their personal relationships with their spouses
or other family members;
I never used to get angry before … but now after being married for 6 years, I get angry
with my husband him (FG2-PPJ-P3).
The majority of women attributed examples of ‘bad’ mental health to situations they were
experiencing or had experienced recently; these included lack of sleep and looking after older
children which caused exhaustion and ‘anger’.
There is so much pressure now. At first I only had one child, so you could rock the
baby, feed the baby and put the baby to sleep and you could manage that. But now,
one goes to sleep and the other one wakes up! (FG2-BS-P5).
… my bones were aching inside me. At night, I couldn’t sleep; with stress … the
mother feels pain … I was crying because I didn’t know what to do (FG2-BD-P2).
If a person is not feeling good regularly, then you can say that there mind is not well.
(FG3-PP-P4).
When asked about perceptions of ‘good’ mental health, the women again reported situations
in their current lives;
Functioning properly on a day-to-day basis (FG4-PP-P1).
Coping, I think coping with the kids (FG4-PPJ-P3).
And satisfaction … when you are happy, when you are content … I think that’s good
mental health (FG4-PPJ-P4).

Knowledge about PMH
The women were specifically asked about their views of ‘perinatal mental health’ (prior to being
given a definition of it) and the general consensus across all groups was ‘I’ve not heard of it’
and a general sense of confusion;
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Doesn’t meant anything to me? (FG4-BS-P2).
It’s not something you hear of. It’s not used commonly (FG4-BS-P2).
It’s not common, no (FG4-PPJ-P3).

Women also mentioned their interactions with local healthcare services;
… the first that I was asked about my depression, was that 6 week check, not at the
hospital, none of the health workers asked me if I was okay, just the doctors asked
me very quickly ; ‘Are you okay, you’re not suffering from depression ?’ (FG4-PP-P1).

Of those few women that said they knew about PMH their understanding was limited to
‘depression’:
Yes. I have searched on Google … I knew about it before like, there is a thing that
happens that leads to depression (FG3-PPJ-P2).

Understandings of PMH after being given a definition;
After being given a definition of PMH (Appendix 5, pg.2) the women were asked how common
they thought it was. Post definition all women across all groups recalled multiple experiences
they attributed to PMH;
… my old land lady… she developed depression … she used to get really angry …
she would hit her kids and shout at them … she would not understand why she was
being that way … she went to the doctors he said that she was suffering from stress
(FG2-BD-P2).
Mine, it was after my first pregnancy because mentally it was really, really hard … I
used to think about the pain and I used to cry, I was like , ‘ I don’t want a baby’ (FG1PSP-P1).

4.3.3. Barriers to help-seeking for PMH
The explorative discussions highlighted barriers to help-seeking. The women touched on their
understandings, perceptions and attitudes towards help-seeking for PMI and discussed risk
and protective factors in their lifestyles that they felt predisposed them to developing PMI.
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Limited understandings of PMH conditions and symptoms
All women across all groups displayed a limited understanding of PMH conditions and
symptoms, both prior to and post, being given a definition of PMH;
I’ve heard of postnatal loads of times and other forms of depression, but not… [PMH
or PMI] (FG4-PP-P1).
What’s that? … (FG4-PP-P1).

The women also expressed a lack of ability to ‘self-diagnose’ or not being ‘self-aware’ was an
inadvertent barrier to help-seeking for PMI;
I think sometime you can see … see that they’re going through that stage, but they
don’t know it themselves (FG4-BS-P2).
… she would hit her kids and shout at them … she would not understand why she
was being that way (FG2-BD-P2).

Professional attitudes towards PMH
The women generally expressed that antenatal checks for PMI were virtually non-existent and
that professional responsibility and attitudes towards post-partum PMI checks were described
as ‘ticking a school clipboard’;
When the midwife is filling out her papers, only then she asks if you are having any
problems, do you feel pressure, how you feel? (FG2-BD-P2).
…It’s just that I have to ask you because it’s on this form (FG4-PPJ-P3).

The women deemed that ‘low priority’ was given to PMI and PMH by both GP’s and healthcare
staff;
They’re running away like, we’re going… (FG1-PSP-P1).
… the health visitors … they have a big check list and they ask you questions and
they just see everybody with the same questions (FG4-PPJ-P3).
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Structural barriers
A lack of existing services for PMH and poor sign posting was highlighted as a barrier to helpseeking. When specifically asked if they knew where to get help for PMI, the women’s
responses showed a significant lack of knowledge of ‘where to go’;
From clinic? (FG2-BD-P4).
GP ? (FG2-BD-P1).
No, I don’t know (FG2-BD-P1).

Current healthcare procedures and practices were highlighted as being insufficient for
detecting PMH;
“Are you going through depression?” You’re not going to say to a stranger; yeah, I’m
going through depression, so what can you do? (FG4-PP-P1).
… it takes so much time…[at my surgery] it can take 30 or 40 minutes; whether it’s
the GP, nurse, the midwife… it should be easier (FG3-PPJ-P2).

Culture, religion and family; their role as risk and protective factors for PMH;
The women described the role that culture, religion and family played in their lifestyles and
how they experienced this as risk and protective factors for both the development and
treatment of PMI.
A lack of value and appreciation of a mother’s role, by their spouses, was frequently discussed
as a risk factor for developing PMI by all women across all groups;
My husband once said to me “What do you do at home all day? “, I said to him “Excuse
me, you stay at home with the kids all day“… He’s an overgrown child (FG1-IP-P2).
I clean my room 3 or 4 times a day … but when my husband comes up, he says, do
you just leave this place in a mess all day? … So I tell him …I am fed up cleaning it
again and again (FG2-BD-P4).
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Cultural interpretations and expectations of a mother’s role were also expressed as a risk factor
for development of PMI, particularly where the running of a household with small children was
viewed as linear;
You see my husband does not think about this … everything is on my head … my
husband said ‘What do you do all day?’ (FG1-PK-P3).
My husband says ‘I work 8 hours or 12 hours, that is harder than looking after a
house’. I said “I cook; I have to look after 3 children and everything else’ (FG2-BSP5).

Within the context of the roles and expectations of mothers, lack of sleep and the household
workload was also seen as a major risk factor. Very few of the women expressed that their
spouses helped within the home or with the children;
So when you are doing everything yourself, you need help it gets very hard for you …
and you feel down (FG1-PK-P3).
You have to tend to both children. My second baby was born very small … There was
nobody else here to help me … handling both children was quite difficult (FG3-PKP1).
… having to wake up after a short while to tend to both of the babies, this becomes
very hard. Especially when you’re woken up frequently … (FG3-PPJ-P2).

The ‘burden of work’ was quoted by all women across all groups as being a risk factor for PMI;
There is a lot of work and it becomes a burden. Over here (e.g. England) there is
nobody to help you, there is a lot of work to do and you have to do a lot to look after
children and it’s very difficult. So that is when you get a mental illness (FG3-PK-P1).
It feels difficult to me, when you have to do all the work by yourself… He shouldn’t be
telling me off because when you spend so much time caring for the children and at
the end he pulls a face … FG1-PSP-P1).
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Some of the women drew comparison between the cultural practice of ’chilla 54’, where women
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in South Asia have 40 days of ‘rest’ post-delivery, and its absence in the UK as a risk factor
for PMH. Multiple women expressed that a lack of recuperation following delivery, coupled with
the immediate and continuing ‘burden of work’ was a risk factor for PMI;
… the time after the delivery of the baby, like in Pakistan for 40 days (i.e. ‘chilla’) they
say that is the time that women get depressed. And this definitely happens to women.
You’re stuck all day in the house with a small baby, the baby wakes every hour during
the night, again and again. The mother will be awake during the day and the night …
because that is a very stressful time. … here you don’t get a rest (FG2-BD-P2).

Cultural interpretations of relationship abuse and a lack of recognition of such abuse were also
discussed as a risk factor;
… most of the time with domestic abuse … women think its physical beating … they
think; has my husband beat me? ... But what about the emotional part of it? (FG4PPJ-P4).
It’s not broken down or explained and when you say that to Asian people [ref
psychological abuse] … if you told my cousins they’d be like ‘wo kya hehn?’ (Urdu =
what is that?) … Within our culture, we don’t have it … (FG4-PP-P1).

Cultural attitudes to addressing and dealing with abuse were deemed problematic and a risk
factor, particularly in the context of support within families and wider cultural attitudes;
‘What did you do to deserve it?’ (FG4-BS-P2).
“Zabaan chalahi ho gi” (Urdu = you must have spoken rudely to him) #sarcasm (FG4PPJ-P3).
“Kuch na kuch kaha is ko” (Urdu =It must have been something you said to him)
(FG4-PPJ-P4).

The ‘chilla’ is a south Asian cultural practise of a 40 day/6 week period of rest following the delivery
of a baby. Mothers are given total bed rest with all household chores and the caring of their spouse and
other children, performed by their other female relatives. It serves to allow recovery from the birth and
for breast-feeding to be established .It’s duration is associated with the period of post-partum bleeding
and women have no sexual relationships with their husbands during this time. It is practised in Pakistan,
Bangladesh and other parts of south Asia.
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The women also stated that cultural practices had consequences to the emotional bond
between couples and contributed to shaping their spouses expectations and attitudes towards
their role as mother’s;
I think they’ve [husbands] become emotionally detached and I’ve seen husbands who
are waiting in the reception areas… if you are not there from that very first point where
your wife is bringing in your child into this world … how will you ever understand what
she is going through? (FG4-PP-P1).

Some women detailed their spouse’s interpretations of motherhood with a nostalgia of the role
that their own mothers played ‘back home 55’ and a lack of validation for their own role;
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The reason they don’t understand is because back in the day, their mothers had their
siblings help … especially back home [Pakistan] …, they would see the child, baby all
clean and the mother all clean… there would be other people looking after them …
My husband he would say; ’I never saw my mum go through that’ … I didn’t even
know that the baby was even crying … my mother had control over it … (FG3-PKP1).

In particular ‘validation’ and ‘being valued’ as a mother was viewed as a protective factor
against the development of PMI across all groups of women;
Because ‘this’ [being a mother] is full time work (FG1-IP-P2).
It is! Without pay! Without holiday! (FG1P1).

Furthermore, a ‘cooperative spouse’ and an ‘appreciation’ by their spouses of their roles as
mothers were listed as a specific protective factors against the development of PMI;
… just to appreciate us. When he have done 10 things and even if two of those have
not been done right … rather than concentrating on that one thing… (FG1-IP-P2).

‘Back home’ is a commonly used expression by South Asian people in the UK to refer to their
indigenous country of origin.
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If your husband says to you that you have done well, cooked a nice dinner, then it will
feel good to you? … If I get complaints then I don’t like it... then I get upset (FG1-PKP3).

The women also discussed the ‘burden of work’ and ‘having to do it all myself’ left them feeling
‘on my own’ and ‘lonely’ and vulnerable to mental illness;
… giving birth to a child all alone… it makes you suffer from being loneliness and it
affects your health (FG1-IP-P2).
If the support was available you would feel more empowered to talk about it... no one’s
going to criticise… often we say; oh, what do men know !’ (FG4-PP-P1).

Financial hardship or control over money were also detailed as a source of tension and were
expressed as a risk factor;
… trying to look after her husband and manage the children, then her husband is
angry with her … she does not understand what to do and how she is to blame… how
is she supposed to manage in one room? (FG3-PK-P1).
For mental health…I’ve seen friends who go through a very bad time financially, their
husbands don’t support them like even for buying a few nappies for their kids. They
undergo a lot of tension and depression (FG1-IP-P2).

The women also explained extended family cultural behaviour as a risk factor with regards to
‘burden of work’ and ‘un-necessary stress’ creating tension between them and their spouses.
When asked specifically if they felt extended families were helpful they explained;
… I’ve had curries cooked for me and my parents stayed over for a week … so they’ve
been supportive. But it’s that mentally thing … my mother-in-law saying; oh he’s not
eating enough, give him a bottle … if you get the wrong kind of ‘help’ … then it will
destroy you (FG4-BS-P2).
… when she was in labour, her husband was with her … her sister-in-law decided to
come, the husband’s side sister-in-law decided to come… she went to the nurse …
and said ’please get these people out of here’ … (FG4-BS-P2).

All women across all groups explained that ‘in-law’ behaviour in particular, was a risk factor for
PMI in the context of ‘burden of work;
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… within your own house you can support your children and husband but caring for
my husband’s large extended family … some people just pile on pressure (FG2-BDP2).
… she has to look after 3 brothers in law and do all the house work all day as well as
looking after the Auntie’s popping in; If she even sat down for an hour to watch TV
with her husband her mother-in-law would be giving her a dirty look … then says ‘go
to your room and go to sleep’ (FG2-BD-P2).

In particular the women explained that living with ‘in-laws’ often meant that the entire household
workload was shifted onto them and that this had made some of them ‘depressed’ and caused
problems within their relationships with their spouses. Within this context some women
stressed ‘self-preservation’ as a protective factor against developing PMH;
When a woman becomes pregnant then she needs to concentrate on herself … that
woman is not just ‘that’’ women anymore … Now I have another responsibility upon
me … The most important factor is the mother… The father pops in, but the mother
is with the child 24 hours a day … (FG2-BD-P2).

The women identified ‘socialising’ with friends and their children was a protective factor against
developing PMH because it enabled them to be able to speak about their feelings without
worrying about ‘family politics’;
… you need friends … and it helps discussing with each other … When you get to
know that everybody has this kind of problem, then you know ‘there is a problem with
me’, at least we’re starting to see it, then we can work on that (FG1-IP-P2).
You plan get-togethers and it’s more helpful if you make friends (FG1P3).

4.3.4 Enablers to help-seeking for PMH
The women were asked to consider factors that would enable them to seek help for PMI. All
women across all groups expressed a strong need to re-educate the local south Asian
community about PMH by changing the social discourse on motherhood, family relationships
and highlighting the dangers of PMI, as well as a need for clearly sign-posted services and
information that were ‘understanding or our different needs’.
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Cultural and religious attitudes towards help-seeking
The women complained that cultural practices that were presented as being ‘part of the
religion’ were not synonymous with religious doctrine regarding help-seeking. Cultural attitudes
and coping mechanisms were also stated as being a specific barrier towards help-seeking both
in terms of their own personal attitudes towards PMI and in terms of reaching out for support
from other family members;
It is because they think; it’s my duty. And if their family is not supporting them, if there
is a problem, they will worry … (FG2-BD-P4).
They don’t recognise. They think its like; it’s alright … our Asian women maybe they
don’t speak about their feelings, their emotions … because they can tolerate much
(FG1-IP-P2).

Such practices were noted as being in direct contrast to Islamic guidance regarding illness;
The truth is that our religion (Islam) states that you should speak up…I think that they
ignore the religion over culture … (FG3-PP-P4).
Our religion (Islam) states that you should not suffer with illness, but that you should
speak up … We think one thing [culturally], but we should be doing another [In
Islamic]. We should speak the truth (FG3-PK-P1).

Extended family members and community attitudes were highlighted as a barrier to accessing
healthcare pathways and contributing to personal reluctance to seek help. Women were often
met with the following statements when they had described themselves as feeling depressed;
They say … Sabr Karo (Muslim word for ‘be patient’) be patient (FG4-BD-P4).
They tell you to put up with it and it will slowly get better (FG2-BD-P1).

Cultural practices of tolerance and secrecy towards suffering from PMI were expressed as
barriers;
Our Pakistani’s don’t believe in it, they think firstly that you should not tell anybody
anything. From the beginning they have been brought up to ‘not’ say anything to
anybody (FG3-PPJ-P2).
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Sometimes they don’t want to admit it, to acknowledge that they are struggling (FG4BS-P2).

The ‘culture’ extended to repercussions for discussing their mental health or complaining about
their problems;
They are worried every time that their mother-in-law may hear about it. Their motherin-law has heard, and then they are scared husband will hear (FG3-BD-P3).
I think some women are scared that if they say something, with the pressure they
already have in the house, this will create another problem. Or sometimes they do not
understand what is happening to them; whether it is wrong or right (FG2-PPJ-P3).

Cultural attitudes in the context of wider social understandings of ‘shame’ and ‘weakness’ with
regards to mental illness were also detailed as a personal barrier to help-seeking;
Mental health is often seen as a sign of some kind of shame, weakness; you don’t
want to be diagnosed with mental health (FG4-BS-P2).
When people do recognise that they do have something; they are very reluctant to
admit it … (FG4-PPJ-P3).
… people are going to think less of me (FG4-PPJ-P4).

The women also gave examples of how explanations for mental illness within families and the
wider community were also strongly influenced by Islamic ideas of black magic and Jinn 56
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possession and how ‘religious intervention’ was sought rather than identifying a problem as a
mental health issue. This attitude was prevalent in the way that families and the wider
community often created barriers to women seeking help from their families or from healthcare
pathways;

When I’d even mentioned it to her older sister [that she may be suffering from
postnatal depression] …she said ‘No! , she’s not depressed, she’s got a lovely home,

The ‘Jinn’ or ‘Jinn’s’ in the Muslim religion are deemed to be bad/evil spirits that cause people to ‘do’
bad things or for ‘bad things to happen’. It is commonly associated with ‘the work of the devil’.
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she’s got money, she’s got this, she has everything, what does she need ?’ (FG4-BSP2).
…so, it [her illness] escalated but they [her family] were not willing. They were saying
‘duum* i karva rahay hehn, yay karwa rahey hehn’ (going to a religious man to have
religious necklaces made or prayers said for her recovery) and all of that and as
opposed to looking that it could be postnatal depression (FG4-BS-P2).
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She didn’t even recognise it … they (her family) thought, it’s either black magic or its’
nazar 57 (the evil eye) … I said ‘No’! …she needs help’ otherwise she’s going to harm
herself. She started getting suicidal thoughts (FG4-BS-P2).
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The women also discussed issues of fear and trust and how simple reassurances and changes
would have enabled them to seek help.
One of these was the fear of being judged by healthcare service staff and the consequences
of reporting PMH issues to local healthcare services;
The first thing you’re gonna worry about is; if I’m going to tell people that I’m
depressed, what are they going to think? I’m not even capable of looking after my
child? (FG4-PP-P1).

Women sometimes expressed a fear of ‘social services’ and having their babies taken away;
She was on anti-depressants … she was a bit suicidal … she was reluctant to go to
the doctor, see then social services often get involved and people are very scared of
their kids being taken away … (FG4-PPJ-P3).
‘Women might feel that their baby is going to be taken away… So are they going to
tell anyone? (PI-PK-P1).

Language was often discussed as problematic when seeking-help and being able to access
the right type of help. The women expressed a desire to be ‘given’ terminology or expressions
to enable them to do this;

‘Nazar’ in the Asian culture can be described as the casting of the ‘evil-eye’ and is often associated
with the envy of others resulting in the ‘bad things’ happening in another person’s life. It is not applicable
to a specific religion.
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When I was feeling that way [depressed], I couldn’t speak up and he used to speak
up for me. I couldn’t express how I was feeling (FG3-PP-P4).
… she said to the doctor ‘Mere sir keh upar eik bohaj hehn’ (Urdu= there is a burden
on my head) ... the way she described it … the doctor prescribed her some codeine
and she went away … She started getting suicidal thoughts (FG4-BS-P2).

4.3.5 Suggestions for Service Improvements
The women suggestions centred on the issues raised above; namely the changing of spousal,
extended familial and wider community attitudes towards their roles and value as mothers and
to create awareness of the gravity of PMH. The women also expressed that ‘official support’
from healthcare pathways in doing this, would shift the dynamics within their relationships and
empower and enable them to do what is ‘right for us’ and ‘our children’.
The women felt strongly that their spouses needed to be informed about PMH during the
pregnancy and after delivery, particularly as the women stated they wouldn’t be able to selfrecognise a problem if it developed ;
Midwives should tell women, before they have the baby, that if they are experiencing
any problem you can call these numbers … I have never heard this from midwives …
(FG3-PPJ-P2).
… before the baby is actually born, you need to inform the mother of these things. So
that we are aware of the things we need to know … (FG2-BD-P2).

The women suggested that PMH health checks needed to be made at incremental periods
and that the 10 day and 6 week post-natal checks were insufficient in detecting this.
When you have the 10 day visit … you’ve got this person coming, that person coming,
after that it’s a shutdown… then you’re isolated and it could take a while before the
hormones kick- in and you start feeling upset (FG4-PP-P1).
I do know individuals that have [had PMI] … like after a month into it or 2 months
(FG4-PPJ-P3).

The women further expressed a desire for their mental health to be assessed separately from
their physical health both during pregnancy and post-delivery;
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… after 6 to 8 weeks there should be a mental check-up like you have a birth checkup … because if there is a problem … sometimes you can’t tell yourself. (FG3-PPJP2)
… when I had him, literally I was discharged within 2 hours … if it’s the second one,
you’re fine! ... I think with the second one you struggle a bit more …. literally … okay
you’re physically fine, we’ve no more beds … go away (FG4-PP-P1).

The women explained the need for their spouses and extended family to be informed about
PMH via antenatal classes and further expressed that these should be compulsory for their
spouses;
I think they should make a session for their husband and their close families ... teach
them how they can help … how to behave … (FG1-IP-P2).
… if a third party says ‘don’t do this or don’t do that to your wife’, then, they will listen
(FG1-PSP-P1).
… at least one or two appointments where they have the spouse present maybe make
it compulsory or something … it’s really hard to force your husband … If he was told
that he had to be present, then he would go and then he would understand (FG4-PPP1).

Improvements for services included extending the duration of hospital stay post-delivery, to
aid recovery after birth and to prevent the development of PMI through ‘exhaustion’. All women
across all groups complained about lack of recovery post-delivery;
When I had my first baby [in Italy] I was in hospital there for 7 days … they bought the
baby to me, when it wanted a feed. All day the baby is separate from you. Your rest
is more important … I felt completely better. (FG2-PPJ-P3)
They get a rest (in Pakistan, India, Bangladesh) where they go to their mum’s house
and she looks after the house for them all day (FG2-BD-P2).
Here, as soon as you have the baby you are out! … They should have kept me for 10
days. (FG2-BD-P2)

4.3.6 Summary of findings for objective 2
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Findings;

•

Prior to being given a definition of PMH the majority of women had not heard of it.
Only one woman had searching her symptoms on ‘Google’.

•

After being provided with a definition of PMH all women recalled scenarios with
themselves or friends, some of which were quite serious and involved feeling
suicidal, that they then attributed to PMI, stating it is ‘very common’.

•

Most of the women stated they would not know where to get help for PMH and felt
healthcare staff had a low priority for PMI from their experience. They would not
know ‘where to go for help’.

•

The women stated that attitudes and behaviours in the community towards PMH
were linked to ‘being ungrateful’ and ‘having no tolerance’ as well as fear of
repercussions from the family and community. PMH was always dealt with by
referring to relatives or community leaders and involved religious intervention.

•

The majority of women strongly felt that community education about the value of
motherhood would positively change the dynamics of their relationships and reduce
the ‘mental pressure’ on them. They attributed these attitudes as a cause of their
own stress, sadness and feeling depressed.

•

That women worried about the repercussions of declaring PMI to health staff as
well as repercussions from their spouses or families.

The FG discussions revealed barriers and enablers discussed in the literature review as well
as other factors the women identified as influencing their behaviours. Spousal relationship
dynamics, extended families, culture and community formed part of a complicated mesh in the
women’s personal lifestyles that contributed to their mental health and general well-being.
Based on their suggestions for service development, the women desired a more social
approach to their PMH needs.
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Chapter Five: Discussion
This chapter presents a discussion of the findings. This study contributes to the existing
evidence base on low-uptake of PMH services and treatment for South Asian women in Luton
and identified ways of improving access to treatment and uptake of services. This is the first
study that has focused specifically on South Asian women living in Luton for their PMH needs.
The findings suggest a number of salient reasons for the low uptake of services that are
consistent with previous studies regarding BAME groups and mental health services, but
contribute additional information specific to this group.
The aim of this study was to explore the factors (barriers and enablers) to help seeking for
PMH for South Asian 58 women in Luton with a desired research outcome to make
57F

recommendations to local services to support service improvement. The two research
objectives used to achieve this outcome were ‘to identify the current care pathway 59 in Luton
58F

for those suffering from PMH’ and ‘to explore South Asian women’s views on factors (barriers
and enablers) that influence help-seeking for PMH’. Each of the research objectives findings
will be discussed below.

5.1 Objective 1: Identifying the current care pathway in Luton for those suffering from perinatal
mental health
The findings for this objective were presented in chapter 4 (section 4.2) and form the basis of
this discussion. Comparable to previous studies this study identified that PMH services in
England are still being developed (MMHA, 2014; NHS

Confederation, 2014; NHS

Confederation, 2017) and that areas with large BAME communites such as Luton (LBC, 2015)
with high socio-economic and multiple deprivation (LBC, 2015; Public Health England, 2016)
have some of the most underdeveloped services (JCPMH, 2012; MMHA et al., 2014;
NHS Confederation, 2014) with little access to PMH Services (NHS Confederation, 2017).

The definition of South Asian women for this study included Pakistani, Indian and Bangladeshi58
women and those women that self-identified as being South Asian e.g. Afghan women.
58

This study began in 2017 and these findings refer to the evidence in the public domain from Sept
2017 to Dec 2017 (see section 3.3.2). Since this date pathway development is in progress the results
of which are reported on page 74 of this findings chapter.
59
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The findings identified that there were no sign-posted pathways specifically for PMH Services
and that a Specialist Community PMH Team (Perinatal mental health map, 2014; NHS Five
year Implementation Plan, 2015; NHS England, 2016NHS England, 2016) had not been
appointed up until December 2017. Although, at the later part of this study there were signs of
development for Luton’s PMHS via the BLMK Integrated Care Partnership (Maternity
Transformation Programme, NHS England, 2017) the publicly visible information from July
2018, still only detailed ‘planned services’ as opposed to services that can be accessed by
suffers of PMI (refer to http://blmkstp.co.uk/nhs-pledge-1-million-for-local-perinatal-service/).
However, the lack of streamlined development of PMHS appears to be general to PMHS
across England (NHS England, 2016) and is not specific to BAME Communities with over half
of the country still having no PMH provision (NHS Confederation, 2017).
The women stated a lack of ‘patient friendly’ information about signs and symptoms of PMI
meant that, prior to being given a definition of PMH, ‘it was not common’ and they did not
realise ‘this was a thing’. These findings are synonymous with the study and the conversion of
National policy into local care pathways (Salway et al., 2016) and its impact on clearly
identifiable PMH guidance, resources and services as well as healthcare staff knowledge and
clinical boundaries (NMHDU, 2011).
The under-development of local services could be attributed to the slow trickle of funding from
the NHS 60 for MHS development and re-organisation of Luton’s healthcare services, including
59F

the

merger

of

Bedfordshire

and

Luton

and

Dunstable

hospital

trusts

(https://www.ldh.nhs.uk/corporate-information/merger-plans). It is unclear from information in
the public domain whether Luton will fund PMHS from ‘The Maternity Transformation
Programme’ (NHS England, 2017) or the NHS Five year Implementation Plan (2015) or a
combination of both. Delays for a local, clearly sign posted ‘user-friendly’ PMHS service could
further be attributed to the development of the BLMK Integrated Care Plan System 61 and its
60F

planned bid for funding in August 2018 62 for PMH, meaning that the women of Luton may not
61F

see a Specialist Perinatal Mental Health Team or culturally attuned services before 2019. The

Funding for MHS is being provided via the NHS Five year Implementation Plan (2015) for services to
be in place by 2020/21.
60

61

The BLMK is a merger of healthcare services between Bedfordshire, Luton and Milton Keynes forming
38 new Sustainability Transformation Partnerships (STP) (NHS, 2018) for a more streamlined and costeffective approach, based on guidelines from ‘The Maternity Transformation Programme’ (NHS
England, 2017).
Out of 35 Sustainability Transformation Partnerships (STP) (NHS, 2018); 28 have receiving funding
from May 2018 and 7 seven sites will begin implementation in August 2018. The BLMK is due to apply
for funding ‘over the summer’ of August 2018 (BLMK Discussion Paper, 2018).
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NHS England website conversely stated that the BLMK partnership will ‘begin implementation
from May 2018’ (https://www.england.nhs.uk/mental-health/perinatal/community-services/).
Up to the point of submission of this research, there was still no publicly visible, user friendly
PMHS in Luton and no Specialist Perinatal Mental Health Team had been appointed in Luton.
Overall, the women’s interactions with local healthcare staff indicated that healthcare
professionals were predominately unaware of the symptoms and conditions of PMI and that
observations conducted for PMI during post-partum health checks were either inefficient or
absent. Irrespective of the IMHOL 63 Infant Mental health online Training programme for
62F

healthcare professionals being rolled out across Bedfordshire (Luton CCG Transformation
Plan, 2017; pg. 37), a lack of structure in the local model for PMHS and a lack of professional
accountability, will continue to affect the detection, delivery and treatment of services locally.
This study, comparable to other studies, identified that collectively, the delay of translation of
healthcare policy (Salway et al., 2016) into structurally sound models for PMHS Service
infrastructure (O’ Hagan, 2001; Gupta, 2010; RCPsych, 2015) inevitably results in a lack
treatment. This is particularity problematic for Luton that experiences high multiple social
deprivation (LBC, 2015; ONS, 2015) with one of fastest growing (LBC, 2014), ethnically diverse
populations in the country (BLMK Discussion Paper; March 2017) at high risk of developing
PMI (NMHDU, 2011). The findings suggest that urgency needs to be applied to the
development and implementation of mainstream PMHS locally including culturally attuned
services, given to potential detrimental, long-term socio-economic effects that this can have
on the wellbeing of local families.

5.2 Objective 2: Exploring South Asian women’s views on factors (barriers and enablers) that
influence help-seeking for perinatal mental health.
The lack of locally available, clear resources for PMH in Luton meant the overwhelming
majority of the women were completely unaware of what ‘PMH’ meant prior to being given a
definition of it during the FG discussions, stating ‘it’s not common’. However, post being given
a definition, there was a complete U-turn with all 17 of the women giving detailed accounts of
their own experiences and that of friends and family, some of which involved women who had

Online training initiative funded by BBC Three Counties Radio Hertfordshire, giving NHS staff the
awareness of the effects that a parents mind has on a baby during pregnancy and in the post-partum
period.
Ref:https://www.healthyyoungmindsinherts.org.uk/media/2017/jan/infant-mental-health-lineimhol-training
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wanted to commit suicide after giving birth. The general consensus changed from ‘it’s not
common’, to ‘it’s very common’ with all of the women bar one, detailing their own experiences
of what they now understood as post-natal depression.
Saliently, the women had previously placed their state of mental health down to them
‘struggling to cope’ and ‘this is how things are supposed to be’. These findings echoed previous
studies of ‘suffering in silence’ (Gilbert et al., 2004; Kovandžić et.al, 2011) and ‘internalising
misery’ (Wittkowski et al., 2011). One women even stated that ‘now I know what this is, I can’t
believe that I wasted all those years being sad, if I had known, I would have done something’.
The women expressed that their families and the local community do not generally recognise
PMH or PMI and that they would have conflicting views on the gravity, priority and causes of
PMI. It was also apparent from their discussions that cultural attitudes towards any mental
health issues are a barrier to them seeking help (Knifton, 2012; Sunak and Rajeswaran, 2014;
NHS Confederation, 2017) and that fear of being viewed in a negative light by their community
and extended families for declaring they have PMI would add to the extension of this barrier.
Their narratives detailed that not only was mental illness still tied in with issues of social stigma
and shame (Wilson et al., 2012; Ali and Ranhawa, 2014; Khankeh et al., 2015), but that denial
and ‘hiding’ by others (either their families or the local community) often play a significant part
in the delayed reporting of serious perinatal mental illness (Wittkowski et al., 2011; Ali and
Randhawa, 2014) and further contributed to their own personal lack of willingness to seek help.
Other issues raised by the women and similar to those detailed in previous research pointed
to self-inflicted and societally imposed higher levels of ‘tolerance’ (Kovandžić et.al, 2011) of
suffering.
In line with existing research (Cantwell et al., 2011; Marmot, 2013; Psarros, 2014), the women
reported that language and communication issues were barriers to their help seeking with
some women recalling visits to GP’s to express their mental health as resulting in diagnosis
for a physical ailment or to being ignored completely. The women expressed they relied on
their spouses to communicate with healthcare staff on their behalf and when explaining ‘stress’
or ‘sadness’ to their spouses were often met with ‘be grateful for what you have’ or ‘my mother
never did this’ type statements, which deterred them for asking for help. Asking for help from
family and friends had similar results in that the women received advice such as ‘it will get
better’, ‘we all go through it’ or references to spiritual cures which again prevented them from
accessing healthcare services. Edwards (2002) and Bamonte et al., (2015) recognised that
language issues cannot be dealt with in isolation and multiple factors are involved. In these
women’s scenario’s the dynamics of their spousal and other relationships created an additional
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barrier on the women’s ability to communicate because they had to ‘go through somebody’
that was possibly ‘not willing’.
The women expressed a need for healthcare ‘vocabulary’ to be given to them in their
vernacular, so that they, their families and the local community could understand what PMH
was. Suggestions for local service improvements may involve the development of expressional
terms 64 in local languages that women can use to ‘flag’ up help from those around them and
63F

these findings indicate that important information is being lost in translation and that control
dynamics within relationships create barriers to accessing help for PMI. This is particularly
important as some women expressed a fear of consequences from their spouses and
extended families for speaking up about things that were causing them emotional distress and
depression and reassurance of privacy was paramount to them accessing help. Conversely,
the women also expressed a fear of revealing things to healthcare staff ‘in case they take my
baby away’ or ‘call social services’ and local services need to provide reassurance to women,
that this is not the case.
As a difference to previous research the women attributed a lack of value, appreciation and
respect for their role as mothers, by both partners and extended families, as a basis of their
feelings of sadness and depression. They strongly expressed that spouses required education
in understanding that motherhood was their ‘full-time job’ and that ‘the burden of work’ within
the household for a mother with small children was often a cause for sadness, marital
relationship problems and depression. The women further expressed that the extended family
attitudes of ‘in-laws’ towards their role as mothers were problematic and added to their mental
distress, with those women living with ‘in-laws’ stating that the burden of running the whole
household was placed entirely on them and those living apart from in-laws stating they got the
‘wrong type’ of help and that interference and constant criticisms affected their mental health
in a negative way. The women further explained that their issues with stress and depression,
post-partum were often due to ‘mental pressure’ placed on them by their spouses and in
particular their ‘in-law’s’ and attributed this to what they later identified as them suffering from
PMI. The women specifically stated that they wanted a social approach to their PMH and asked
for their spouses to be ‘told’ by healthcare services to attend ante-natal classes that would
educate them on the ‘hard work’ they do as mothers and the seriousness of PMI on the whole
family. The women also re-iterated this would be a way to convey the gravity of PMI to the
whole community by changing their spouses’ mind-sets and felt that this information would be

In some instances, there are no direct translations from English to South Asian languages and no
exact equivalents, word for word.
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then be ‘filtered down’ to extended family and the community and would reduce the incidences
of PMI in many South Asian women.
As with other studies (Hussain and Cochrane, 2004; Ali and Randhawa, 2014), understandings
of mental illness in the South Asian community in Luton are inexplicably linked to supernatural
explanations and religious intervention and the findings of this research support that references
to clerics, religious ceremonies and prayers are sought as a first port of cure. Collectively,
these findings suggest that a combination of the culture of self-denial and ‘tolerance’ and a
dominance of community spiritual cure for mental health issues mean that many cases of PMI
in the South Asian community of Luton will go undetected and un-treated unless there is a
change within the narrative and understanding of the community. Within this vein of thought,
the findings of this research offer some explanation for the Luton Perinatal Mental Health
Needs Assessment Report in July 2014 (LBC, 2014) that stated that the high risk, high BAME
populated Biscot ward in Luton had reported low levels of mental health issues, but stressed
that this anomaly required further research.
This findings suggest that a woman’s vulnerability is magnified where she speaks little or no
English, where she lacks independence within her marriage and where she is living with
extended families who share this pattern of thought, thereby experiencing multiple barriers to
her both accessing healthcare and sustaining treatment. It is suggested that local healthcare
models may benefit from by incorporating the social aspects of South Asian women’s
healthcare behaviour that are inextricably linked to their family networks.
Study limitations and next steps.
By circumstance, this study only had one Indian woman from the Sikh religion and the
remainder of the women interviewed were either from Pakistan or Bangladesh and were
Muslim. Further research would benefit from representing more south Asian countries,
languages, cultures and religious backgrounds to gain an understanding of the similarities and
differences between them to see how these can be addressed in local healthcare pathways.
Whilst the findings of this study cannot be generalised to other South Asian or BAME
Communites in England, there are elements that will be similar or provide insight for further
study. It was clear from the FG discussion that ‘invisible’ factors such as spousal relationship
dynamics, ‘In-laws’ or extended families all played a part in their healthcare behaviours. This
study suggests that a more socially encompassing healthcare approach is required for PMH
for South Asian women, who often live in extended family networks and therefore require a
more holistic approach to addressing the social barriers to this type of healthcare, particularly
where they may not be able to identify the symptoms themselves. Notably, most of the women
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reported not actually living in the same house as extended family but were vocal about the
level of influence and control that was asserted over them.
The shape of local PMH in Luton may benefit from a simultaneous three-pronged approach
with healthcare education for mothers, information for their spouses and extended families and
verification and endorsement from local religious and community leaders (Ali and Randhawa,
2014) to raise the profile of PMH and change the current narrative of the community’s’ views
about PMH and the views and attitudes on how it should be treated. The endorsement of a
socio-healthcare initiative by local community and religious leaders to improve spousal and
familial attitudes towards motherhood, improving the quality of family relationships may prevent
the development of PMI and benefit the families of Luton for many years to come.
However, this was a small scale study and was significantly restricted by time and resources.
Further research should be undertaken to include a much larger number of local women, from
more varied backgrounds and religions to see if the findings agree with the experiences of
other South Asian women, BAME women or just women generally. The views of service
providers should also be obtained to provide triangulated evidence of their issues of PMI
diagnosis and treatment, all of which were beyond the scope of this study.

5.1.

Conclusion

In conclusion this study, like previous studies has indicated that family, culture and religion
play a significant part in help-seeking behaviour for South Asian women, but also indicated
that spouse’s and extended family networks may either be a source of distress or support for
women following the birth of a child. The research suggests that a change in the social
narrative for PMH within the South Asian community, in terms that are understood by the
community and endorsed by local cultural and religious leaders, may result in a marrying of
common goals for healthcare providers and the local community to improve the quality of
relationships and healthcare outcomes. This socially collective approach may contribute to an
increased detection rate, reducing the severity and longevity of any mental illness and working
towards more positive, happier and healthier relationships across the life course for South
Asian families in Luton. Not only will this benefit those immediately affected, but society as a
whole and possibly for generations to come.
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Appendix 1: Evidence base search terms grid
Evidence based search terms grid for Literature Review
Search Resource : The University of Bedfordshire’s’ (UoB) internal reference resource (based on EBSCOhost)
Search inclusion parameters: Fully referenced and peer reviewed or approved journals/ academic articles, affiliated body
articles/ educational articles and public information or news articles.
Search inclusion parameters: Non-peer or approved articles, partial articles or extracts, non-verified news or public
information articles
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UoB/Discover

“Race”

and

"gender"

and

"mental health"

UoB/Discover

“Culture”

and

"gender"

and

"perinatal mental
health"

UoB/Discover

"Gender"

and

"mental health"

and

“culture”

UoB/Discover

"Gender"

and

"perinatal mental health"

and

“race”

and

Third word
"mental health"
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Appendix 2: Evidence Based Process Map for Search Terms Grid - Thematic

Analysis

Structural

Personal
understanding of
mental illness

Historical
problems with
defining PMH

Professional
Knowledge of
PMH

Service Provision –
Present or Absent

Wider cultural
understanding of
mental illness

Agreeing the
perinatal period

Staff/Patient
interactions when
assessing PMH

Awareness of PMH
and symptoms

Causes & cures for
mental illness

Pre-existing
conditions/
antenatal PMH

Confidentiality/
patient feeling safe
when reporting

Suitability of the
service provision
for the patient

Spousal & family
understandings

Eurocentric
dominance of PMH
definitions

Patient’s personal
/ social situation &
relationships

Public awareness
of the service
provision

Social stigma for
PMH

Treatment options
sustainable for the
patient
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Appendix 3: Literature search terms grid for objective 1
Literature search terms grid for Objective 1;
‘To identify the current care pathway in Luton for those suffering from perinatal mental health’
View point

Search
engine

First word

Modifier

Second word

Modifier

Third word

Service providers
perspective

Google

“Luton”

and

"perinatal mental
healthcare"

and

"pathways"

Service providers
perspective

Google

“Luton”

and

"perinatal mental
healthcare"

and

"services"

Service providers
perspective

Google

“Luton”

and

“Maternal
health”

mental

and

“pathways”

Service providers
perspective

Google

“Luton”

and

“Maternal
health”

mental

and

"services"

Service providers
perspective

Google

“Luton”

and

and

“providers”

Service providers
perspective

Google

“Luton”

and

and

“groups”

Service
Users
perspective

Google

“help”

for

“Local
and
perinatal
mental
health”
“Local
and
perinatal
mental
health”
"new baby”

with

“sadness”

Service
Users
perspective

Google

“help”

for

"new baby”

with

“feeling down”

Service
Users
perspective

Google

“have
a
new baby”

and

"baby blues”

with

“feeling down”

Service
Users
perspective

Google

“have
a
new baby”

and

"feel sad”

and

“crying”

Service
Users
perspective

Google

“help”

for

"mothers”

with

“PMI”

Service
Users
perspective

Google

“help”

for

"mothers”

with

“mental health”

Service
Users
perspective

Google

“help”

for

"mothers”

with

“new babies”

Service
Users
perspective

Google

“new
mother”

and

"depression”

Service
Users
perspective

Google

“new
mother”

and

"baby blues”

Service
Users
perspective

Google

“new
mother”

and

"crying”

and

“sadness”

Service
Users
perspective

Google

“new
baby”

and

"feeling”

and

“down”

Service
Users
perspective

Google

“new
baby”

and

"feeling”

and

“depressed”

Service
Users
perspective

Google

“depressio
n”

and

"having
baby”

a

new
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Appendix 4: Inclusion/ Exclusion criteria for Literature search terms grid for objective 1
Objective 1
‘To identify the current care pathway in Luton for those suffering from perinatal mental health.’
•

Search engines used: Google, Bing, Yahoo and MSN

•

Searches were conducted during January 2014 to January 2018

•

Inclusion criteria – All Government (policy, national, regional) or National Health Service or officially associated bodies.

•

Exclusion criteria – All other information that has not been endorsed or commissioned by central government/ local/regional government or NHS
bodies.

Policy Level

Organisation /Policy

Healthcare Sector

Statutory

Government /National

Primary/Secondary

Primary Care Health

Luton Clinical Commissioning Group (CCG)

Primary Care Health Sectors - Currently responsibility for planning, organising

Sectors

CCGs/National and Local Level - Clinically-led

and purchasing NHS-funded healthcare for the people of Bedfordshire. All

statutory NHS bodies responsible for the

General Practices in Luton are also member of the Luton CCG.

planning and commissioning of health care
services for their local area.
Umbrella

Coverage

Local Council Health Policy /Luton Borough

Umbrella Coverage: Primary/Secondary and 3rd Sector Healthcare. Luton's ‘Better

of all 3 Healthcare

Council (LBC) – LBC & Luton CCG partnership

Together’ local health programme initiative. All parts of the NHS, the Council and

sectors

on

the Voluntary and Community Sector (VCS).

the

‘Better

Together’

local

health

programme initiative. All parts of the NHS, the
Council and the Voluntary and Community
Sector (VCS).
Third Sector Health

Secondary and Voluntary Sectors - Specialist

Care Sector

Local Council funded Help Groups or
voluntary help groups and organisations

Third Sector : Local Council funded or voluntary help groups and organisations
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Appendix 5: Focus Group Topic Guide

Help-seeking for perinatal mental health: South Asian women’s experiences in Luton
1. Introduction
•
•
•
•
•
•
•
•
•
•

Thank you for coming to this focus group
My name is Fariha Moghul and I am conducting research under the guidance and
supervision of Dr. Nasreen Ali from the University of Bedfordshire’s Institute of Health
Research (IHR)
We are looking at what factors impact on help seeking for perinatal mental health for
South Asian women in Luton?
The purpose of the research is to give information that may improve the access and
provision for South Asian women to perinatal mental health services for in Luton.
We are speaking to members of the South Asian community in Luton to understand their
experiences of mental health during pregnancy and for 12 months after they have given
birth.
After this introduction, we will spend 5/10 minutes collecting some anonymous data on a
bio sheet that will include some brief details about your age, living arrangements, work
status etc.
Explain about the consent procedure, emphasise confidentiality of discussion in the focus
group, emphasise data confidentially, about speaking clearly and allowing everybody a
chance to contribute and the, length of discussion (approx. 1 to 1 1/2 hours).
The information will be written for my MSc Dissertation that is being undertaken with the
University of Bedfordshire.
Explain that I can speak several different Asian languages and that participants are free to
ask for explanation and answer in any language they feel comfortable with.
Do you have any questions before we begin?

2. Views on mental health and perinatal mental health (in general)
I would like to start by asking you a little about your views on mental health

•
•

Can you tell me what mental health means to you?
 probe for examples of good mental health and poor mental health
What have you heard about mental illness:

•

•

 probe for perceptions of mental illness, influence of culture/religion on
perceptions?
What do you think are the risk factors and protective factors?
 probe risk factors e.g. family history of psychiatric problems, violence,
childhood neglect, family breakdown, bereavement, unemployment/financial
problems etc. protective factors e.g. feeling valued, respected, and supported
etc.?
Can you tell me what perinatal mental health means to you?
 probe for an understanding of what this means, understandings, and
definitions?
Present definition to participants
Perinatal mental health means definition
Definition
“Perinatal mental health services are concerned with the prevention, detection and
management of perinatal mental health problems that complicate pregnancy and the
postpartum year. These problems include both new onset problems, recurrences of
previous problems in women who have been well for some time, and those with mental
health problems before they became pregnant” (JCPMH, 2011, p.5)”.

•
•

How common do you think perinatal mental illness is?
 probe for views on perinatal mental illness in women, perceptions about
perinatal mental illness ?
Do you know anyone who has perinatal mental illness?
 probe for how the group’s understandings of perinatal mental health and the
reasons that they think that women they know have suffered from it?

3. Knowledge and access to perinatal mental health services (pre, during and post
pregnancy)
I would like you to think about mental health support/services you may know about or you may
know someone, a friend or member of the family who has been offered/used these during,
childbirth or post pregnancy.

•

Do you know anyone who has used or received support during pregnancy after having
a baby
 probe if they have, friends, families who have used mental health services and
if so what services, who has provided support?
2

•

Do you know when or how they got in touch with mental health services/support?
 probe for the reasons as to why contact was made, were they aware of the
procedure/routine/were they referred automatically to the relevant services or
did they have to make contact with mental health services because there was
a problem?

4. Giving Birth
•

•

•
•
•

Do you know anybody or have you yourself had help for mental health when having
your baby?
 probe for whether services were accessed and the reasons why e.g. traumatic
birth, illness in the baby, existing mental health issues or maternity staff
spotting an issue.
What did you/ or your friends think about the healthcare services that were available to
you?
 probe for knowledge of services, information given before and during childbirth,
relationship/interaction with healthcare staff
What did you think about the healthcare services that you used?
 probe for satisfaction, adequacy, ease of access
Is there any other point that you would like to make about your experiences with
healthcare services whilst giving birth?
 probe for any comments/ general impressions
Are there any suggestions you wish to make?
 probe for suggestions

5. The first 12months after giving birth
•

•

•
•
•

Do you know anybody or have you yourself had help for mental health (perinatal mental
illness) in the first year after having your baby?
 probe for whether services were accessed due to any kind of perinatal mental
illness such as PND or PPP, probe for whether this was an existing mental
health condition or a condition that developed after child birth
What did you/ or your friends/ people you know think about the healthcare services that
are available in Luton for mental/perinatal mental healthcare in the year after you have
had a baby?
 probe for knowledge of services, information given before and during childbirth,
adequacy, appropriateness of services, and ease of access
What did you think about the healthcare services that you used?
 probe for satisfaction, relationship/interaction with healthcare staff
How would you describe your experiences with perinatal mental healthcare services
after you have had a baby?
 probe for any comments/ general impressions
Are there any suggestions you wish to make?
 probe for suggestions
3

6. Improving access to perinatal mental health services in Luton
I would like to ask you some final questions to bring the discussion to an end.
•

Of all the things that we discussed today; what are the most important things from the
past, and will, in the future, impact and influence your personal attitude towards perinatal
mental health?
 probe for points that are important to the participants)

•

Do you feel that anything prevents you from accessing perinatal mental health services?
 probe for beliefs
 probe for what information should be provided/given about perinatal mental
illness,
 probe for the format the information should be provided i.e. health
professionals, leaflets/ picture illustrations, videos, other methods.
 probe for how to make the information understandable, how to deal with
communication issues, language and literacy.

•

Do you think there is anything specifically that will encourage you to access perinatal
mental health service?
 probe for suggestions/recommendations/ most important factors to each
member of the group.
Closing

•
•

Thank you for participating. This has been a very insightful and useful discussion
I would like to remind you that any comments featuring in this research will be
anonymous.

Thank you
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Appendix 6: Sample selection criteria
Parameter

Criteria

Justification

Residency

Woman participants must currently be
resident in Luton or must have been
resident in Luton at the time of giving
birth.
Any women that identifies herself to be
South Asian.

Only those women that are eligible to access and have accessed local perinatal mental health services or care pathways should
be included and in the focus group.

Ethnic group

Age

Any women who has given birth from
the age of 16 years upwards – with no
upper age limit.

Originally it was deemed that participants should be ‘South Asian Women’ as defined by the geographical sphere from The
South Asian Association for Regional Cooperation (SAARC). However, since this definition is open to change, it would have
no meaning to people that identified as being South Asian. Therefore the criteria for this research were subsequently adjusted
to a definition of ‘any women that identifies as being south Asian.’
•
•

The young inclusion age was set as women in the Asian culture are more likely to marry young and hence begin
their families at a younger age. The lower age of 16 was set as the legal age for marriage in England.
The non-inclusion of an upper age limit was due to the fact that a woman’s fertility and ability to give birth cannot be
determined by age accurately and that women from the south Asian community are more likely to have larger
families and at later stages in their lives. The OFNS has also reported an increase in the number of women over 40
who are giving birth (OFNS, 2015), thus no upper age limit was set.

Women that have
given birth within the
last 3 years.

Participants must have given birth within
the last three years.

Post-partum criteria: In order for this study to establish current healthcare pathways, it is important that women that have had
the most recent engagement with healthcare pathways experiences formed part of the data. Hence only women that have had
babies within the last 3 years are to be invited to the focus groups.

Pregnant women

Pregnant women are excluded from the
study

Even though ante-natal care forms part of perinatal mental health services, on the basis of ethical grounds it was deemed that
a focus group for expectant women could not be viable, since it may cause some women un-necessary distress.

Inclusion/Exclusion
criteria

Previous or existing
health conditions

•
•

Exclusion criteria for existing health
conditions

The inclusion criteria are set, so that the sample is relevant to the objectives of the study.
The exclusion criteria have been set mainly due to ethical reasons and to ensure that the study is responsible
towards its participants.

The following women will be excluded from the study due to moral and ethical reasons of un-necessary distress or harm that
could potentially be caused from them participating in the focus group:
1. Women that are currently under any treatment for any issue related to perinatal mental health.
2. Women that are under medical care for any issue related to mental health.
3. Women that are under talking therapy care pathways for issues related to any type of mental health.
Women that have been treated for perinatal mental health or mental health conditions in the past and have successfully
completed their treatments are allowed to participate in the focus groups.
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Appendix 7: Participant consent form

Participant Consent Form
Title of Project:

Help seeking for perinatal mental health: South Asian
women’s experiences in Luton.

Name of Researcher: Fariha Moghul
Focus Group Number:

Please initial the
box
I confirm that I have understood the information sheet provided by the
researcher for the above study and have had the opportunity to ask
questions.
I understand that my participation in this focus group is voluntary and that I
am free to withdraw at any time without giving any reason.
I confirm that I am not currently being treated for any mental health condition
either via medication or talking therapies
I agree to the discussion being audio recorded
I agree to take part in the above study

________________________

_______________________

___________________

Name of Participant

Signature

Date

_________________________

_______________________

___________________

Name of person taking consent

Signature

Date
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Appendix 8: Ethical Approval from Luton Borough Council to conduct research with the
Luton Flying Start group

4

Appendix 9: Ethical Approval from University of Bedfordshire
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Appendix 10 : Notes from Topic guide pilot interview
Study Title :
Research Phase :

Topic Guide Pilot Interview – Critique of topic Guide from Participant.

Interview dates :

15/11/17

Participant Details :

Participant aged 38, living in Luton, of Pakistani Descent. Born and raised in Luton.
Fluent English Speaker, Married, Home maker. Has an 18 month old baby.

Location of Interview :

Participant’s house.

Persons present :

Participant and Researcher

Other Documents

Participant Consent from /Autonomous Data Sheet Completed / Audio Data recorded

Points that were raised about the Topic Guide by the Participant
1. She did not understand/ wasn’t really sure what perinatal mental illness was – she thought it was baby blues,
or a bit of perinatal mental depression. Participant stated that ‘perinatal mental illness’ needs to be explained
right at the beginning of the interview and in more detail. She said she was unsure what this was, until I
explained it and even then, she still wasn’t sure.
2. Participant stated the need for the researcher to explain some of the different types of perinatal mental illness
and give an explanation of what these are otherwise people will not know what I am talking about. Because of
this she did not know that one of her friends had experienced it until the later part (which will be evidenced in
the transcript) of the interview because she stated that, although she thought there was something ‘not right’
with her friend she did not realise her friend was experiencing an illness and thought she was ‘just not able to
cope’.
3. Participant asked for conditions and symptoms of perinatal mental illness to be explained at the beginning of
the interview, otherwise other people will not recognise what I am saying.
“What are you looking for? … If I was going through it, I wouldn’t know that that is what it is called … that I’ve
got perinatal mental illness. I didn’t recognise, before you told me what it is. Now I know that my friend definitely
had it … I thought she had ‘the blues’ that she’s basically had a lot on her plate and hasn’t been able to cope.”
4. Participant also did not realise that perinatal mental illness can occur during pregnancy and that pregnancy
can also be a trigger for some women to develop mental illness.
“It needs to be explained a lot better … just what it is (e.g. perinatal mental illness)”.
The participant stated that she was born and raised in England and that she was a reasonably aware person
and yet she still was not aware of what perinatal mental illness was.
5. Participant stated the need to emphasise (to future participants) that it (perinatal conditions and symptoms)
“were an illness, that needed to be treated” and that this was something that can’t really be overcome with
‘praying more’ as her friends husband had said, even though she (her friend) had expressed suicidal
thoughts.
6. Participant emphasised that I should explain that although it is an illness that
“Women might feel that their baby is going to be taken away… So are they going to tell anyone?
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Appendix 11: Table 3.4.5 Recruitment materials
Table : 3.4.5 Recruitment materials
Instrument

Type

Notes

Research Instrument
Focus
Group Used
by
the Constructed of a set of themes that were highlighted in the literature research and were used to guide the flow
Topic Guide
researcher to guide of conversation at the focus group sessions and ensure that the research objectives were met.
the discussion
(Appendix 5)
Recruitment materials

Participants
Consent Form
(Appendix 7)

Consent Form for all
participants to sign
prior to participating in
the focus group.

•
•
•
•
•

Participant
Information
Sheet
(Appendix 13)

Information
Sheet
geared towards the
participants

•
•
•
•
•
•

Participant
debrief sheet
(Appendix 14)

Confirmation that the participant has read and understood the Participant Information Sheet
(Appendix 13) in a language they understand
Confirmation that participation is voluntary
Confirmation that they are not currently being treated for any mental health condition either via
medication or talking therapies
Agreement for the discussion to be audio recorded
Agreement to participate in the study.
A general introduction to the topic of research and the purpose of the study
Information about why the participant has been invited/qualifies for the FG discussion
Information about what the participants involvement in the study entails for them
Information about voluntary participation
Details about the participants confidentiality and the way in which information will be stored, recorded
and reported
Researcher and University details and contact numbers

Given
to
each A sheet with contact details for help with PMI and emergency contact details of the local Police and Hospital
participant after the Maternity Unit. In addition to this Managers / Safe guarding officers were appointed for each FG that the women
FG discussion
could go to if they felt distressed during the FG discussion or for help afterwards.
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Participant Bio focus
group For the collection of basic demographic data that was reported anonymously for the purposes of the research.
Data Sheet
Completed by each
participant prior to the
(Appendix 17)
beginning of the FG
discussion
Recruitment
Poster
placed
Poster (A3, in potential venues
Colour)

at Advertisement Poster used in children’s centres to recruit participants to the FG with inclusion criteria

(Appendix 18)
Access letter for Letter sent to
Children Centre
Children’s
Centre’s
(Appendix 19)

all This letter was sent to all Managers, after a phone call, introducing the research giving the researcher contact
details. If the Managers were happy, the following documents were also sent :
a. MiPP Exam submission documents that had been passed by the University of Bedfordshire (UOB) and
had received approval. These documents details of the project.
b. A copy of the researchers CRB clearance to approve working with adults and children.
c. Ethical Clearance from the (UOB) for the project (Appendix 9)
d. An email introducing the Researcher Supervisors at the university, so that both the researcher details
and the information supplied could be verified by the centre managers.
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Appendix 12 : Biographic Data Summary
Question
1. How old are you?

Pilot Interview

Focus Group 1 Data =

Focus Group 2 Data

Focus

=1

x3

=x5

Data = x 4

Data x 4

1. 38

2. 34
3. 29
4. 33

1.
2.
3.
4.
5.
1.
2.
3.
4.
5.
1.
2.
3.
4.
5.
1.
2.
3.
4.
5.

1.
2.
3.
4.

28
30
23
28

1.
2.
3.
4.

30
30
37
40

Age range = 23 to 40

1.
2.
3.
4.

2017
2017
2017
2017

1.
2.
3.
4.

2016
2015
2018
2015

Children’s birth date range =

1.
2.
3.
4.

Luton
Luton, UK
Luton, UK
Luton, UK

1.
2.
3.
4.
5.
1.
2.
3.
4.

Luton, UK
Luton, England
Luton, UK
Luton, UK

All the participants latest children

2 children
2 children
4 children
4 children

Average number of children per

5. What year did you have
your last/youngest
child?

1. 2016

5. Where was your last
child born?
• Country and town

1. Luton, Beds

6. How many children do
you have?

1. 4 children

5. What country and town
were you born in?
• Country and Town

1. Luton, Beds

2. 2015
3. 2017
4. 2017
2. Luton, UK
3. England, Luton
4. Luton, Beds
2. 3 children
3. 2 children
4. 2 children

1. Pakistan –
Peshawar
2. Pakistan – Azad
Kashmir
3. Jalandhar - India

29
29
30
30
30
2016
2015
2016
2016
2015
England, Luton
UK, Luton
Luton, UK
Luton
Luton, UK
3 children
2 children
2 children
2 children
3 children

1. Bangladesh –
Dhaka
2. Bangladesh –
Dhaka
3. Pakistan, Lahore
4. Bangladesh –
Dhaka
5. Bangladesh,
Sylhet

Group

1. 2 children
2. 2 children &
pregnant with
her 3rd child
3. 1 child
4. 2 children
1. Bangladesh,
Sylhet
2. Pakistan –
Azad Kashmir
3. Pakistan –
Lahore
4. Pakistan Abbottabad

3

Focus

Group

4

Data Summary

Mean age = 30.625

2015 to 2018

had been born in Luton

participants = 2.71
With only one mother with a
single child.

2. Luton, UK
3. Pakistan,
Rawalpindi
4. London, UK
5. Bradford, UK

Birth places of participants :17
England total = 3
UK Luton = 1
UK London = 1
UK Bradford =1
Pakistan total = 7
Pakistan Lahore = 2
Pakistan Rawalpindi = 1
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Pakistan Khyber-Pakhtunkhwa =
2
Pakistan Azad Kashmir = 3
Bangladesh total = 5
Sylhet = 2
Dhaka = 3
India total = 1
Jalandhar = 1
1. How would you
describe your ethnic
group e.g. Punjabi,
Kashmiri, Jatt etc.?

1. Pakistani Azad
Kashmiri

(selfidentifies as
Pakistan
Kashmiri)

(PK)

1. Sadozai – Pashtun
(PSP)
2. Pakistani - Azad
Kashmiri (self-

identifies as Pakistan
Kashmiri) (PK)

3. Indian Punjabi (IP)

1. Bengali – Dhaka
(BD)
2. Bengali – Dhaka
(BD)
3. Pakistan –
Punjabi (PPJ)
4. Bengali – Dhaka
(BD)
5. Bengali – Sylhet
(BS)

1. Bengali –
Sylhet (BS)
2. Pakistani Azad Kashmiri

(self- identifies as
Pakistan
Kashmiri) (PK)

3. Pakistani –
Punjabi (PPJ)
4. Pakistan
Pathan (PP)

1. Pakistan
Pathan (PP)
2. Bengali –
Sylhet (BS)
3. Pakistani
Punjabi (PPJ)
4. Pakistani
Punjabi (PPJ)

Ethnic Group description =17
Pakistani Punjabi (PPJ)= 4
Pakistani Azad Kashmir (PK) = 3
Pakistan Sadozai – Pashtun
(PSP)= 1
Pakistan- Pathan (PP) = 2
Bengali Dhaka (BD)= 3
Bengali Sylhet (BS)= 3
Indian Punjabi (IP) =1

5. Do you practice a
religion? If so, please
tell us what it is.

1. Islam

5. What languages do you
speak?

1. English &
Pahari

Islam
Islam
Sikh
Urdu, English and Dari
(Farsi)
Urdu and Pahari
English and Punjabi

1.
2.
3.
4.
5.

Muslim
Islam
Islam
Muslim
Islam

1.
2.
3.
4.

Islam
Islam
Islam
Islam

1.
2.
3.
4.
5.

Bengali
Bengali
Urdu and English
Bengali
Bengali

1. Bengali
2. Urdu and
English
3. Urdu and
English
4. Urdu and
Pashto

1.
2.
3.
4.

Islam
Islam
Islam
Islam

1. Urdu and
English
2. Urdu and
English
3. English
4. English, Urdu,
Hindko

Religious groups = 17
Islam/ Muslim = 16
Sikh =1
Languages spoken = 17
•
•
•
•
•
•
•
•

Urdu, English and Dari
(Farsi) = 1
Urdu and Pahari = 2
English and Punjabi= 1
Bengali = 5
Urdu and Pashto =1
English = 1
English and Urdu =5
English and Pahari =1
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•

5. Can you speak
English? Yes/No

5. Can you write in
English? Yes/No

5. Can you read in
English? Yes/No

5. What are your family
living arrangements –
Please tick next to the
statement that applies
or explain
•
•
•
•
•

I live by myself with
my children
I live with my
spouse and our
children only
I live with my
spouse and
extended family
I live without my
spouse but with
extended family
Other – *please
explain

1. Yes

1. Yes

1. Yes

1. I live with
my spouse
and our
children only

2. No
3. No
4. Yes
2. No
3. No
4. Yes
2. No
3. No
4. Yes

1. I live with my
spouse and our
children only
2. I live with my
spouse and
extended family
3. I live with my
spouse and our
children only

1.
2.
3.
4.
5.
1.
2.
3.
4.
5.
1.
2.
3.
4.
5.

No
No
No
No
No
No
No
No
No
No
No
No
No
No
No

1. I live with my
spouse and our
children only
2. I live with my
spouse and our
children only
3. I live with my
spouse and our
children only
4. I live with my
spouse and our
children only
5. I live with my
spouse and our
children only

Urdu, Hindko and
English = 1

1.
2.
3.
4.

No
No
Yes
No

1.
2.
3.
4.

Yes
No
Yes
Yes

English Spoken = 17

1.
2.
3.
4.

No
No
Yes
No

1.
2.
3.
4.

Yes
No
Yes
Yes

Ability to write in English =17

1.
2.
3.
4.

No
No
Yes
No

1.
2.
3.
4.

Yes
No
Yes
Yes

Ability to read English = 17

1. I live with my
spouse and our
children only
2. I live with my
spouse and our
children only
3. I live with my
spouse and
extended
family
4. I live with my
spouse and our
children only

1. I live with my
spouse and our
children only
2. I live with my
spouse and our
children only
3. I live with my
spouse and our
children only
4. I live with my
spouse and our
children only

No = 11
Yes = 6

Can write in English= 6
Cannot write English= 11

Can read English = 6
Cannot read English = 11
Living arrangements = 17
I live with my spouse and our
children only = 16
I live with my spouse and
extended family =1
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5. Were you working
before you had your
last baby?
• Yes/No

1. No

1. No
2. No
3. No

1.
2.
3.
4.
5.

No
No
No
No
No

1.
2.
3.
4.

No
No
Yes
No

1.
2.
3.
4.

No
No
No
Yes

Working before the birth of their
last baby = 17
I was working before I had my
last baby = 2
I was not working before I had
my last baby = 15

6. Do you plan to go back
to work?
• Yes/No

1. No

1. No
2. No
3. Yes

1.
2.
3.
4.
5.

No
No
No
No
No

1.
2.
3.
4.

No
No
Yes
No

1.
2.
3.
4.

No
Yes
No
Yes

Do you plan to go back to work?
= 17
Yes, I plan to go back to work = 4
No, I do not plan to go back to
work = 13
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Appendix 13 : Participant information sheet

Participant information sheet

Help-seeking for perinatal mental health: South Asian Women’s
Experiences in Luton
I would like to invite you to take part in a research study. Before you make a decision, I would
like you to understand why the research is being done and what it would involve for you.
Please go through the information sheet and ask any questions you have.
Part 1 tells you the purpose of this study and what will happen to you if you decide to take
part and Part 2 gives you more detailed information about the conduct of the study.
Part 1
What is the purpose of the study?
The purpose of this study is to understand the experiences of women from the South Asian
Community in Luton and the reasons that they may, or may not, seek help for any mental
health difficulties that they have experienced either during pregnancy or for the first year of
having given birth.
By identifying the issues related to what factors influence help-seeking of South Asian
women, this research will make a contribution towards understanding how healthcare
pathways can make changes that will help women who are suffering from perinatal mental
illness in ways that are specific to them as South Asian women living in Luton.
The information that is given to me during this focus group will form part of the research of
will be used to present your point of view.

Why have I been invited?
This research is based specifically on women that identify as South Asian that live in Luton
and have given birth to a child in the last 3 years. This is so that we can see what your
experiences of local health services have been and the reasons that influence whether or
not you have asked for help.
13

•
•
•

Research has shown that as many as 30% of women experience perinatal mental
health.
Research has also shown that many of these women do not get the help they need.
We need to understand why this may happen
Research is needed to help make changes or improvements to existing health
services to ensure that all parts of our community are helped equally

You have been invited because you fit all of these criteria and therefore your thoughts
feelings and experiences are what this study is all about.
Therefore it is very important that the views of South Asian women are ‘heard’ by those that
design healthcare pathways in Luton. This is a way for you as South Asian women to get
your views across, so that services can be designed to fit your needs and purposes.
What will I have to do?
You will be asked to attend a ‘Focus Group’ that will last for about 1 to 2 hours.

A focus group is simply a group discussion that is focused on a particular theme; in this case
we are focused on;

“What factors impact on help seeking for perinatal mental health for South Asian women in
Luton?”

The focus group will be guided by myself, known as a ‘moderator’ and all I am there to do is
focus the discussions on the questions above.

I will have a ‘topic guide’ of different points that will be used to encourage discussion.
All you are expected to do, is to talk about your personal experiences and how you felt about
them.

The conversation will be audio recorded, but the data from these recordings will remain
anonymous and your names or identification details will not be used in the transcribing of this
information.
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Do I have to take part?
It is up to you to decide. Participation in this study is entirely voluntary and you can decide to
withdraw at any time, without giving a reason and this will not affect any of your rights.
However, as the audio recordings will not have identifiable names it will be difficult to trace
who said what, once the focus group has been completed.
Therefore we will seek written and verbal consent from each person prior to starting the focus
group and recording.

Will my taking part in this study be kept confidential?
All the information you share with the research team will be treated in the strictest
confidentiality and none of your details will be shared with anyone other than our research
team.
This completes part 1
If the information in Part 1 has interested you and you are considering participation, please
read the additional information in Part 2 before making any decision.
Part 2
What will happen to the results of the research study?
The findings from this study will be written up and submitted as my Masters of Science by
Research (MSc) dissertation for the Institute of Health Research (IHR) at the University of
Bedfordshire.
Who approved the study?
This research has been looked at and approved by the Institute for Health Research Ethics
Committee (IHREC) of the University of Bedfordshire.
What if there is a problem?
If you have a concerns about any aspect of this study, you should email the Researcher
Fariha Moghul who will do her best to answer your questions (see contact details below). If
you remain unhappy and wish to complain formally, you can do this through Dr. Nasreen Ali
who is Research Supervisor at The Institute for Health Research at the University of
Bedfordshire:
Supervisor Email: nasreen.ali@beds.ac.uk
Telephone: 07969062428
Further information and contact details
Email: fariha.moghul@study.beds.ac.uk
Telephone: 07969062428
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Appendix 14 : Participant debrief sheet

Contact details for if you feel you may need help.
If you are experiencing distress or would like to talk to somebody about perinatal mental health or
any of the issues that came up in this focus group, here are some numbers that you can contact for
help.


Luton Wellbeing Services

https://lutonwellbeingservice.nhs.uk/

Trend House, Dallow Road, Luton, Bedfordshire, LU1 1LY
The Luton Wellbeing Service offers a range of free and confidential talking therapies and specialist
support to help you feel better.
Call: 01582 393 130
Monday 8am to 5pm
Tuesday 8am to 8pm
Wednesday 8am to 8pm
Thursday 8am to 8pm
Friday 8am to 5pm

If you need to speak with someone urgently outside of these hours please refer to

Luton & Dunstable Hospital
Accident and Emergency Unit, Lewsey Rd, Luton, Beds, LU4 0DZ
You can call them on: 01582 491166
•

Maternal Mental Health Alliance (MMHA)

MMHA is a coalition of national professional and patient organisations committed to improving the
mental health and wellbeing of women and their children in pregnancy and during the first postnatal
year. It will be able to provide details of local services and organisations.
You can visit their website on http://maternalmentalhealthalliance.org/
•

Solutions Domestic Abuse Partnership http://www.lutondomesticabuse.co.uk/

To help those living with domestic abuse and to find support services in Luton.

Tel: 01582-553 677
In an emergency always dial 999

You may also contact your GP or local Surgery if you feel you would like some help.
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Appendix 15 : Recruitment process flowchart

Identify
those
groups that
show luke
warn
interest.

Speak to the
Decision
Maker (DM)
& send
research
details in an
email.
Contact after
1 week

If the are now not intersested; file
details

lf they are still
interested move to
'Satisfy
Organisations
Internal ethics
procedure' below

Ensure CRB
Clearance is
through

Contact suitable
organisations

Identify
those groups
that are
really
interested in
the research

Speak to the
Decision
Maker (DM)
& send
research
details in an
email.
Contact after
1 week

Ensure
Organisations
Ethics Procedures
are satsifed and
permission is
granted.
Satisfy
Organisations
internal ethics
procedure.

Make contact with
Organisations
Managers &
organise focus
group timetables
Meet Groups
Leaders
Arrange
promoting the
focus groups

Meet &
introduce
yourself to
potentional
particpants in a
friendly
atmosphere

Recruitment
Day for the
focus groups 1
week before
Scheduled
timetable

Execute
Focus
Groups
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Appendix 16 : Theme coding framework
Themes

Sub-Themes

Sub-sub themes

4.3.2 Views about mental Perceptions of good & bad
health
general mental health
Knowledge about PMH
Understandings of PMH after
being given a definition PMH
4.3.3 Barriers to help- Limited understandings of PMH
seeking for PMH
conditions & symptoms
Professional attitudes towards Lack
of
PMH
knowledge/interest/responsibility
Structural barriers
Lack of existing services
Poor sign posting of help/ difficult
to find
Culture, religion and family; their Ideas of risk & protective factors
role as risk and protective factors for PMH issues
for PMH
4.3.4 Enablers to Help Attitudes towards PMH in the Changes to community & family
Seeking for PMH
South Asian Community
attitudes by raising awareness of
PMH & dangers
Health literacy for PMH signs &
symptoms

4.3.5 Suggestions
service improvement

for Suggestions for PMH Services

Legal protection

Services for PMH
Changes to existing services
post-partum
Better signposting
Easier access
Community
education
to
encourage better spousal and
familial relationships to prevent
the development of PMI
Confidentiality & Legislative
Support
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Appendix 17 : Participant Bio Data Sheet

Help seeking for perinatal mental health: South Asian women’s experiences in Luton.

Participant Bio Data Sheet
**If you need help filling out this form, please ask and I will help you to do this - Thank you
Question
1. How old are you?
2. What year did you have your
last/youngest child?
3. Where was your last child
born?
4. How many children do you
have?
5. What country and town were
you born in?
6. How long have you been in the
UK?
7. What is your Nationality?
British / Indian/ Pakistani etc.
8. How would you describe your
Nationality and ethnic group
9. Do you practice a religion? If
so, please tell us what it is.
10. Can you speak English?
11. Can you write in English?
12. Can you read in English?
13. What languages do you speak?

Please write your answer in the space below

Country :
Town :

Country :
Town :

__ Years
(Please write here)
(please circle or write your ethnic group in ‘other’ )
Pakistani
Bengali
Indian Sri-Lanka
Other – (Please write here)

Yes / No
Yes / No
Yes / No

(please circle)
(please circle)
(please circle)

14. What are your family living
arrangements –
Please tick next to the statement
that applies or explain

I live by myself with my children
I live with my partner and our children only
I live with my partner and extended family
I live without my partner but with extended family
Other – *please explain here

15. Were you working before you
had your last baby?
16. Do you plan to go back to
work?

Yes/No
(Please circle your answer )

Yes / No / Don’t know / I am still working
Please note that all of the above data will be recorded anonymously.
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Appendix 18 : Recruitment poster

We would like to hear about your experiences and feelings during pregnancy and after
you had your baby.

Thank You

ed.
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Appendix 19: Access letter for Children’s Centre’s

(Address of Children’s Centre)
Dear Children’s Centre Manager, (or insert name)
Ref: What factors impact on help seeking for perinatal mental health for South Asian women in
Luton?
I am a research student from the Institute of Health Research at the University of Bedfordshire. I am
conducting the above a study as part of my MSc by Research.
This is the first study that explores the factors that impact on help seeking for perinatal (during pregnancy
and childbirth) mental health for South Asian women in Luton. The findings from this study will contribute
to the planning and delivery of local perinatal mental health services in Luton.
Who is eligible to take part in the study?
•
•
•
•
•
•
•

Women who self-identify as being ‘South Asian’.
Women aged 18 years or over.
Women living in Luton.
Women who have had a child within the last 3 years.
Women who accessed local maternity services.
Women not currently under any medical or talking therapy treatment for any type of mental
illness.
Women who can speak English, Urdu or Punjabi so that I will be able to transcribe the audio
and so that the group communicate which each other.

Your support is essential for the success of this research study. I will contact you via phone/email week
beginning ---- to discuss the research study further and opportunities to recruit participants from the
Children’s Centre. I have also enclosed the study information sheets for prospective participants for your
review.
Yours faithfully,
Fariha Moghul (Researcher)
Email: fariha.moghul@student.beds.ac.uk
Telephone: 07814-485928
Dr. Nasreen Ali (Research Supervisor)
Email: nasreen.ali@beds.ac.uk
Telephone: 07969062428
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