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Background 

 

Perinatal depression is a significant contributor to maternal morbidity and mortality 

worldwide. Left untreated, perinatal depression has severe and far-reaching consequences 

for women, their families and wider society. Migrant women, including labour migrants 

and refugees, may be particularly prone to developing perinatal depression as a result of 

multiple stressors associated with displacement. Despite the vast majority of global 

migration flows occurring within low- and middle-income countries, evidence from these 

regions is severely lacking. This research addresses this imbalance by examining 

perinatal depression in migrant women living on the Thai-Myanmar border: a resource-

poor setting of political tension and socio-economic disadvantage. 

 

Aim 

 

This research aims to review the existing evidence around perinatal depression among 

migrant women from low- and middle-income settings; identify an appropriate tool to 

detect perinatal depression in migrant women on the Thai-Myanmar border; determine 

the prevalence of, and risk factors for, perinatal depression in this setting; explore 

women’s experiences of perinatal depression; and develop recommendations for policy 

and practice.  

 

  

Abstract 
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Methods 

 

A sequential-exploratory mixed-methods design was used. The research included the 

following five study components: a systematic literature review; a validation study to 

identify a culturally-acceptable and appropriate assessment tool; a prospective cohort 

study of migrant women on the Thai-Myanmar border followed-up from the first 

trimester of pregnancy to one month post-partum; in-depth interviews with a subgroup of 

women with severe perinatal depression; and an informal exploration of stakeholder 

views.  

 

Findings 

 

The systematic review found a wide range in prevalence of perinatal depression among 

migrant women and confirmed the absence of studies conducted in low-and middle-

income destination countries. A total of 568 migrant women on the Thai-Myanmar 

border participated in the prospective cohort study, of whom 18.5% experienced 

moderate-severe depression and 39.8% experienced depression of any severity during the 

perinatal period. Almost a third (29%) of women reported suicidal ideation. Interpersonal 

violence (OR 4.5), experience of trauma (OR 2.4), a self-reported history of depression 

(OR 2.3) and perceived insufficiency of social support (OR 2.1) were significantly 

associated with perinatal depression. Lives of women with severe perinatal depression 

were characterised by difficult partner relationships, alcohol use among partners and 

interpersonal violence. A lack of mental health services currently limits the effective 

management of perinatal depression in this setting. Alongside training of health staff, 

primary, secondary and tertiary prevention efforts are required to effectively address 

perinatal depression on the Thai-Myanmar border. 
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ANC   Antenatal clinic 

Depression NOS Depression ‘not otherwise specified’. Depression that does not 

fulfil DSM-IV criteria for major or minor depressive disorders 

DSM-IV  Diagnostic and Statistical Manual of Mental Disorders, 4th edition 

EGA   Estimated gestational age 

IOM   International Organization for Migration  

Karen State  Region of Myanmar bordering the Thai province of Tak 

Labour migrant Subgroup of migrants living in villages along both sides of the 

Thai-Myanmar border 

Maela Refugee camp located 60km north of Mae Sot 

Mae Sot Border town located in Tak Province, Thailand, 5km from the 

border to Myanmar  

Mawker Tai Rural labour migrant village 60km south of Mae Sot 

NGO   Non-governmental organisation 

OR   Odds ratio 

Refugee Subgroup of migrants living in established refugee camps on the 

Thai side of the Thai-Myanmar border 

SCID Structured Clinical Interview for the Diagnosis of DSM-IV 

Disorders 

SMRU Shoklo Malaria Research Unit; host organisation for this research 

Tak Province Thai province in which study sites are located 

UNDESA  United Nations Department of Economic and Social Affairs 

UNDP   United Nations Development Programme 

UNHCR  United Nations High Commissioner for Refugees 

Wang Pha Rural labour migrant village 30km north of Mae Sot 

WHO   World Health Organization 

 

 

 

 

 

 

 

Abbreviations and key terms 
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1.1  Chapter overview 

 

This chapter provides the background, context and rationale for this study. Firstly, an 

overview of migration, migrant health, perinatal depression and the intersection of these 

fields is provided. Secondly, the geopolitical landscape of the Thai-Myanmar border 

area, where this study is based, is described. Protracted conflict in Myanmar has led to 

large-scale displacement of ethnic minority groups into neighbouring Thailand, and the 

characteristics of the refugee and labour migrant women living in this region are 

summarised. Thirdly, the study rationale is described within the context of current 

evidence gaps, and the study aims, objectives and methods are presented. Finally, a 

synopsis of each of the thesis chapters is given.  

 

1.2 Thesis structure 

 

This thesis consists of eight chapters, as follows: 

 

Chapter 1 provides an introduction to the fields of migrant health and perinatal mental 

health. It presents the situation on the Thai-Myanmar border area and gives an overview 

of the local refugee and labour migrant populations. The study rationale, aims and 

objectives are explained and the thesis structure is summarised.  

 

Chapter 1.  

Introduction 
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Chapter 2 presents the methods and findings of a systematic literature review of perinatal 

mental disorders in migrant women from low- and middle-income countries. The review 

assesses the prevalence of, risk factors for and interventions for perinatal mental 

disorders in this population. Current gaps in the evidence are highlighted.  

 

Chapter 3 provides the rationale for the choice of instruments used to assess the outcome 

and exposure variables. The pilot testing and validation of two screening tools to assess 

for symptoms of depression are described. Scales used to assess complex exposures such 

as social support and interpersonal violence are presented along with the reasons for 

selecting these over other available instruments.  

 

Chapter 4 discusses the methods used to conduct the prospective cohort and qualitative 

study components. The study setting, recruitment and procedures are explained and 

statistical and qualitative methods of analysis are presented.  

 

Chapter 5 and Chapter 6 present the results of the prospective cohort study of pregnant 

and post-partum migrant women. Chapter 5 presents the socio-demographic and clinical 

characteristics of participants and the prevalence and incidence of perinatal depression, 

while Chapter 6 analyses the socio-demographic and clinical risk factors for perinatal 

depression.  

 

Chapter 7 presents the findings of in-depth interviews with a selected group of women 

with severe depression. The interviews provide a deeper insight into the lived 

experiences of depression for these women, the social contexts within which they live 

and the day-to-day challenges associated with living in poverty and uncertainty.  
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Chapter 8 provides a concluding discussion. Results from each of the individual study 

components are integrated so as to draw overarching conclusions. Findings are compared 

to those from other settings and considered in the context of the published literature on 

other migrant populations. The strengths and limitations of the research as a whole are 

summarised and recommendations for policy, practice and future research are presented. 

 

1.3  Topic overview 

 

Perinatal depression is a significant contributor to maternal morbidity and mortality. 

Despite the availability of low-cost and effective treatment, perinatal depression often 

remains under-recognised and under-treated, especially in resource-constrained settings. 

The consequences of untreated perinatal depression are potentially serious and wide-

reaching, affecting women, their partners and their children. Migrant women may be 

especially prone to developing perinatal depression as a result of multiple stressors 

associated with displacement. The vast majority of global migration flows occur within 

low- and middle-income regions, yet existing evidence around migrant health is heavily 

skewed towards migrant and refugee populations in high-income destination settings. 

The present study addresses this imbalance by examining perinatal depression in migrant 

women living on the Thai-Myanmar border – a resource-poor setting of political tension 

and socio-economic disadvantage.  

 

1.4 Migration: the global context 

 

1.4.1 Global migration trends 

 

Migration has been a hallmark of global development over the last millennium. The past 

century – described as the “century of human mobility and migration” – has seen 
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unprecedented migration flows worldwide (Castles & Miller, 2009; Skeldon, 2013). 

Estimates suggest there are currently over 1 billion migrants globally, including 244 

million international migrants, 740 million internal migrants and at least 50 million 

undocumented migrants, though the legal status of this latter group means true numbers 

are likely to be significantly higher (IOM, 2013; IOM, 2015; IOM, 2016; UNDP, 2009). 

Eighty-four million people are ‘forcibly displaced’: 41 million are internally displaced 

persons, 21 million are cross-border refugees, three million are asylum seekers and 19 

million are displaced due to natural disasters (UNHCR, 2016a).  

 

The vast majority of global migration occurs within low- and middle-income regions 

(IOM, 2013; UNDP, 2009). Refugees and asylum-seekers originate predominantly from 

low-income countries, and most resettle either internally or in neighbouring low- or 

middle-income countries (IOM, 2016). Similarly, labour migration is increasingly 

occurring within low-and middle-income countries, with fast-growing economies in East 

Asia, South Africa, India and Brazil attracting populations from poorer economies in 

these regions (IOM, 2015; UNDESA, 2015; UNDESA, 2016).  

 

1.4.2 Definitions: migrants and subgroups  

 

Migration is defined by the International Organization for Migration (IOM) as the 

movement of people across international borders or within a state for any duration, from 

any cause and for any purpose (IOM, 2011). A migrant is defined in similarly broad 

terms as any person who has moved from their habitual place of residence, regardless of 

the circumstances (Table 1). Migrants who are displaced as a result of conflict or 

violence are referred to as refugees, asylum seekers or internally displaced persons. 

Those who move primarily in search of employment or educational opportunities may be 
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referred to as labour migrants, economic migrants or simply as ‘migrants’, leading to 

confusion with the wider IOM definition of a migrant. In this thesis, the term migrant is 

used in its broadest sense to encompass any person who has resettled. This thesis focuses 

on two distinct groups of migrants from Myanmar living on the Thai-Myanmar border: 

labour migrants, who live and work in villages along both sides of the border, and 

refugees, who reside within established refugee camps on the Thai side of the border.  

 

Table 1 Definitions of migrants and subgroups (IOM, 2007; IOM, 2011) 

Category Definition 

Migrant A person who has moved across an international border or within a state 

away from their habitual place of residence, regardless of their legal status; 

whether the movement is voluntary or involuntary; what the causes for the 

movement are; or what the length of the stay is.  

Refugee A person who, owing to a well-founded fear of persecution for reasons of 

race, religion, nationality, membership of a particular social group or political 

opinions, is outside the country of their nationality and unable or, owing to 

such fear, is unwilling to avail themselves of the protection of that country.  

Internally 

displaced person 

A person who has been forced to leave their place of habitual residence as a 

result of armed conflict, generalized violence, violations of human rights or 

natural or human-made disasters, and who has not crossed an internationally 

recognized state border. 

Asylum seeker A person who seeks safety from persecution or serious harm in a country 

other than their own and awaits a decision on the application for refugee 

status under relevant international and national instruments.  

Labour migrant  

 

A person who has migrated with a view to being employed or engaged in a 

remunerated activity. Those who move for work in their own country are 

‘domestic’ or ‘internal’ labour migrants, while those who move for work to 

another country are ‘international’ labour migrants. Commonly also referred 

to as ‘economic migrants’ or ‘migrant workers’.  
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1.4.3 Drivers of migration 

 

Drivers of migration are diverse (Table 2). In most cases, the decision to move is 

precipitated by an array of factors both within and beyond individuals’ control, and as a 

result, the distinction between ‘forcibly’ displaced refugee populations and 

economically-motivated, ‘voluntary’ labour migrant populations has become increasingly 

blurred (Castles, 2003). The poverty and unemployment that compel people to leave their 

homes  and seek employment elsewhere, for instance, are often the result of long-

standing conflict and war. Similarly, ‘push’ factors attracting migrants to new locations 

do not occur in isolation but work alongside ‘pull’ factors to precipitate departure. 

Despite this complexity, much evidence and policy continues to differentiate between 

economic migration and ‘forced’ displacement, to the detriment of all displaced 

populations.  
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Table 2 Common drivers of migration (IOM, 2013) 

Factor Examples 

Economic factors Growing gaps in living standards and wages in origin countries can act as 

push factors, while comparatively higher standards of living, greater 

economic growth and employment opportunities in destination countries act 

as pull factors. 

Demographic 

imbalances 

Declining fertility and increased life expectancy in higher-income countries 

coupled with predominantly younger populations in low- and middle-income 

countries create an imbalance in demand and supply of labour, which can be a 

trigger for population movement. 

Transitional 

networks 

The emergence of organised migrant communities in destination countries 

can act as a social and cultural pull factor for relatives, friends and colleagues 

in origin countries. 

Conflict Conflict arising from ethnic or religious tensions, economic inequality or 

competition for natural resources and assets.  

Environmental 

factors 

Natural disasters such as earthquakes, floods, drought, and coastal erosion 

lead predominantly to internal migration. 

Public services  

 

Poor availability, quality and accessibility of public services such as 

education, health and social services can act as push or pull factors towards 

countries where these services are better and easier to access.  

Governance Corruption and human rights violations can drive populations to seek refuge 

and better opportunities elsewhere.  

 

1.5 Perinatal depression  

 

1.5.1 Definition and prevalence 

 

Perinatal depression is a depressive episode of mild to major severity occurring during 

pregnancy or up to twelve months postnatally (Gavin et al, 2005; Gelaye et al, 2016). It 

is a major contributor to maternal morbidity and mortality (Gelaye et al, 2016; Howard et 

al, 2014). The social, psychological and hormonal changes that accompany pregnancy 

and the post-partum period can trigger the onset of new depressive episodes or the 

recurrence or exacerbation of pre-existing episodes, making this major life event a time 

of high-risk for women (Bennett et al, 2004; Gelaye et al, 2016). There is debate around 
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whether perinatal depression is phenomenologically distinct from depression occurring at 

other times of a woman’s life (Patton et al, 2015; Woody et al, 2017). In epidemiological 

terms, however, and according to the major disease classification systems, perinatal 

depression is differentiated from other forms of depressive disorders only by its 

occurrence during the perinatal period (Howard et al, 2014). In this thesis, perinatal 

depression is used as a descriptive term to refer to depression during the perinatal period, 

and no attribution of causality is intended.  

 

Prevalence estimates for perinatal depression vary according to geographical region, 

population characteristics and methodological issues such as the mode of assessment 

(Woody et al, 2017). One systematic review found that women in low- and middle-

income countries were almost twice as likely to experience perinatal depression as 

women in high-income countries (OR 1.8; 95% CI 1.4–2.2) (Woody et al, 2017). In high-

income countries, data from meta-analyses suggest that the prevalence of perinatal 

depression lies between 7.4% (Bennett et al, 2004) and 18.4% (Gavin et al, 2005) in 

pregnancy and between 9.5%  (Woody et al, 2017) and 19.2% (Gavin et al, 2005) post-

partum. In low- and middle-income countries, estimates range from 15.6% (Fisher et al, 

2012) to 25.3% (Gelaye et al, 2016) in pregnancy and from 10.8% (Fisher et al, 2012) to 

19.0% (Gelaye et al, 2016) post-partum. Prevalence estimates from meta-analyses are 

summarised in Table 3. These pooled estimates mask significant variability between 

countries: one review of 143 studies reported postnatal depression prevalence rates 

ranging from 0.5% in Singapore to 57.0% in Guyana (Halbreich & Karkun, 2006). 

Another review of 203 studies found ranges of 1.9 to 82.1% in high-income countries 

and 5.2 to 74.0% in low- and middle-income countries (Norhayati et al, 2015). Further 
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differences are seen according to socio-economic or ethnic background (Halbreich & 

Karkun, 2006; Zlotnick et al, 2001).  

 

Table 3 Prevalence of perinatal depression: estimates from meta-analyses 

Setting and study 

Pooled prevalence of perinatal depression 

Pregnancy Post-partum 

 

High-income countries 

O’Hara et al. 1996  

Gavin et al. 2005      

Bennet et al. 2004  

Woody et al. 2017  

 

 
Low- and middle-income countries 
Fisher et al. 2012†  

Gelaye et al. 2016  

Woody et al. 2017  

 

 
All countries 

Underwood et al. 2016  

 

 

- 

18.4% 

7.4%–12.8% 

9.2 (8.4-10.0) 

 

 
 

15.6% 

25.3% 

19.2% (18.0-20.5) 

 

 

 

17.2% 

 

 

 

13.0% 

19.2% 

- 

9.5 (8.9-10.1) 

 

 

 
19.8% 

19.0% 

18.7% (17.8-19.7) 

 

 

 
13.1% 

 
† Fisher et al. (2012) report the prevalence of common mental disorders (depression, anxiety and post-

traumatic stress disorder) 

 

1.5.2 Risk factors for perinatal depression 

 

Risk factors for perinatal mental disorders are complex, spanning biological, 

psychological, obstetric, socio-demographic and cultural factors, as summarised in Table 

4 (Fisher et al, 2012; Gelaye et al, 2016; Halbreich & Karkun, 2006; Howard et al, 2014; 

Norhayati et al, 2015). Conditions of socio-economic disadvantage have consistently 

been associated with perinatal depression, and women living in poverty are at higher risk 

across high-income and low-income countries alike (Norhayati et al, 2015). There is 

much evidence around the association between interpersonal violence and perinatal 

depression – an important consideration given that pregnancy in itself is a time of greater 
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risk of interpersonal violence (Halim et al, 2017). Prior psychopathology also increases 

women’s risk of perinatal depression, and antenatal depression has consistently been 

identified as one of the strongest predictors of postnatal depression (Norhayati et al, 

2015). A number of cultural factors have been implicated including infant gender and 

adherence to traditional post-partum practices, though these associations appear to be 

context-specific. The availability, accessibility and quality of health systems play an 

important role in the detection and appropriate management of perinatal depression. 

 

Table 4 Risk factors for perinatal depression (Fisher et al, 2012; Gelaye et al, 2016; Halbreich & 

Karkun, 2006; Howard et al, 2014; Norhayati et al, 2015) 

Category Risk factors 

Biological Maternal age (both lower age and higher age) 

Genetic and hormonal susceptibility 

Chronic physical illness 

Psychological  Prior psychopathology  

Personality traits (e.g. neuroticism) 

Stressful life events 

Socio-demographic 

factors 

 

Socio-economic disadvantage (relative and absolute) 

Minority ethnic status 

Low educational attainment 

Psychological, physical and sexual abuse  

Single relationship status or poor relationship quality 

Low level, low quality or perceived insufficiency of social support 

Cultural factors Gender preference for male babies 

Traditional post-partum practices (e.g. post-partum seclusion) 

Obstetric and paediatric Current or previous pregnancy complications 

Unplanned pregnancy 

Mode of delivery (instrumental) 

Parity 

Health systems factors 

 

Access to perinatal care 

Quality of care available 

Availability of perinatal support services 

Time and resources to seek health service 
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1.5.3 Consequences of perinatal depression 

 

The consequences of untreated perinatal depression are potentially serious, long-lasting 

and wide-reaching. Depression in pregnancy is associated with a number of negative 

health behaviours including poor nutrition, substance use and lower uptake of antenatal 

care (Gelaye et al, 2016). Perinatal depression predisposes women to chronic and 

recurrent depression, and women with antenatal depression often continue their 

symptoms post-partum (Gelaye et al, 2016; Howard et al, 2014). At its most severe, 

depression is an important risk factor for suicide, a significant contributor to maternal 

deaths globally (Fellmeth et al, 2016c; Khalifeh et al, 2016; Knight et al, 2016). By 

impairing a woman’s ability to work and provide care, perinatal depression can further 

exacerbate mental as well as economic and social well-being (Howard et al, 2014). 

Relationships are at risk as depression is associated with conflict with partners, and some 

evidence suggests partners of depressed women are more likely to experience depression 

themselves (Stein et al, 2014).  

 

There are also important psychological and developmental consequences for children. 

Perinatal depression has been associated with premature delivery, low birthweight, poor 

infant growth and childhood stunting (Grigoriadis et al, 2013; Grote et al, 2010; Stein et 

al, 2014). In low- and middle-income countries, perinatal depression is associated with 

higher rates of diarrhoeal and febrile diseases and reduced rates of breastfeeding, which 

may further impair child growth (Grigoriadis et al, 2013; Stein et al, 2014). Emotional 

difficulties, insecure attachments, poor social development, a reduced ability to learn and 

an increased risk of clinical depression in adolescence have also been observed in 

children of depressed mothers, especially when maternal depression is persistent 

(Pearson et al, 2013; Stein et al, 2014). Mechanisms for these effects are likely to be a 
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combination of genetic, environmental and parenting factors (Stein et al, 2014). Overall, 

the effects of perinatal depression on children are most severe in low- and middle-income 

settings where co-morbidity with other illnesses and exposure to additional socio-

economic adversities are higher (Stein et al, 2014). 

 

1.5.4 Management of perinatal depression 

 

Evidence-based psychological and psychosocial interventions have been effective in 

treating perinatal depression (Dennis & Hodnett, 2007; Thornicroft & Patel, 2014). In 

low- and middle-income settings, trained non-specialists such as community health 

workers or peer supporters can deliver these interventions with good results (Rahman et 

al, 2013; van Ginneken et al, 2013). Evidence around the safety of antidepressant 

treatment during pregnancy and post-partum is limited, especially with regards to long-

term effects on infants (Howard et al, 2014; Molyneaux et al, 2014). Although the risk of 

adverse consequences appears to be small, benefits and risks must be considered on an 

individual basis when considering the use of antidepressants in pregnant and post-partum 

women (Howard et al, 2014; Molyneaux et al, 2014).  

 

Despite these effective management options, perinatal depression remains under-

recognised and under-treated, especially in low- and middle-income countries where 

there is often a lack of awareness and persisting stigma around perinatal mental 

disorders. The scarcity of resources in such settings also diverts attention from competing 

obstetric issues. Given that pregnancy and the post-partum period are times of increased 

contact with health services, the perinatal period offers a valuable opportunity for case 

identification (Gavin et al, 2005). The early identification of perinatal depression 
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alongside effective management options are critical to minimising suffering and adverse 

consequences of perinatal depression (Gelaye et al, 2016; Howard et al, 2014).  

 

1.6 Mental health of migrant populations 

 

1.6.1 Migrant mental health  

 

The health of migrant populations is determined by a wide array of factors including 

stressors experienced before, during and after migration (Bateman Steel & Zwi, 2015; 

IOM, 2015; Schweitzer et al, 2011; WHO et al, 2013; Zimmerman et al, 2011). It is 

increasingly recognised that migration can adversely affect mental health. Experiences 

such as poverty and conflict prior to displacement, arduous transit journeys which may 

include exploitation, trafficking and violence, and on-going hardships after resettlement 

are common among migrant populations, and can increase migrants’ vulnerability to 

mental health disorders (Shishehgar et al, 2017). Although displacement resulting from 

war, conflict or natural disasters is often associated with particular challenges, even 

planned migration can cause significant distress, for example through separation from 

families and friends, exploitation, discrimination and violence (IOM, 2015; Meyer et al, 

2016). Lack of proficiency in the host language and cultural differences can lead to 

loneliness, isolation and social exclusion (Shishehgar et al, 2017). Pre-existing 

vulnerabilities thus work alongside on-going life stressors and a loss of cultural, social, 

material and personal resources to create a high-risk situation for migrant populations 

(IOM, 2015).  

 

The socio-economic context within which migration occurs plays an important role in 

determining mental health outcomes. The post-migration environment is emerging as one 

of the most significant predictors of migrants’ mental health (Li et al, 2016). Migrants 
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who resettle in low- and middle-income regions, particularly those who are low-skilled, 

report the lowest levels of mental health and well-being after migration (IOM, 2013; 

IOM, 2015; WHO et al, 2013). On-going poor living conditions, socio-economic 

inequalities and poor access to health and social care exacerbate the mental health of 

migrant communities in low-income destination settings (Bateman Steel & Zwi, 2015; 

IOM, 2015). Existing infrastructure in destination countries also varies greatly and can 

shape the levels of stability, security and access to health and social services that migrant 

populations experience (Bateman Steel & Zwi, 2015) (IOM, 2015; Murray et al, 2008; 

WHO et al, 2013). Finally, legal, cultural and social barriers can impair access to 

resources, services and opportunities in the destination location spanning employment, 

housing, healthcare, education and social support, further contributing to the 

marginalisation and vulnerability of migrant communities (IOM, 2015).  

 

1.6.2 Migrant perinatal mental health  

 

Migrant women are likely to experience many of the risk factors listed in Table 4, 

placing them at high-risk of developing perinatal depression (Collins et al, 2011; Morrow 

et al, 2008; Norhayati et al, 2015). Migrant women are more likely than non-migrants to 

experience poor social support, violence, poverty, adverse health conditions and 

discrimination (Shishehgar et al, 2017). Pregnancy and motherhood bring with them the 

challenges of caring for a new being, and doing this without adequate social support 

infrastructure whilst navigating an unfamiliar culture and health system poses many 

challenges (Shishehgar et al, 2017). One review of postnatal depression symptoms 

among migrant women resettled in high-income countries reported prevalence rates 

between 24% and 42% (Collins et al, 2011). A meta-analysis of 53 studies found that 

migrant women in Canada were almost twice as likely to experience symptoms of 
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perinatal depression compared to non-migrant counterparts (OR 1.86, 95% CI 1.3–2.6 for 

antenatal symptoms; OR 2.0, 95% CI 1.6–2.5 for postnatal symptoms) (Anderson et al, 

2017). Both of these reviews focused on women who migrated from low- and middle-

income origin countries to high-income destination countries. Women migrating from 

one low-income setting to another low-income setting may face relatively greater 

challenges due to a greater likelihood of continued socio-economic adversity and poorer 

health and social support infrastructure in place at their destination.   

 

1.7  The Thai-Myanmar border  

 

1.7.1 Geography and population 

 

The Republic of the Union of Myanmar (Burma) is a Southeast Asian state bordered by 

Bangladesh, India, China, Laos and Thailand. Myanmar is an ethnically diverse nation: 

its estimated population of 54 million includes 135 recognised distinct ethnic groups and 

a number of unrecognised groups such as the Rohingya (United Nations Statistics 

Division, 2015). Each ethnic group has its own history, culture, traditions and language. 

The majority ethnic group are the Burman, who constitute 68% of the population, 

followed by the Shan (9%) and Karen (7%). Burmese is the official state language and 

Buddhism the predominant religion. Despite being rich in gemstones, oil and natural gas 

Myanmar ranks 140th out of 188 countries in the Human Development Index, and its 

income gap is among the widest in the world (UNDP, 2015).  

 

1.7.2 Historical context 

 

Myanmar was under colonial British rule for much of the 19th century. Following the 

Second World War, Myanmar gained independence and became a democratic nation in 
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1948. In 1962, the government was overthrown by a military coup d’état, and military 

dictatorship rule ensued for the following five decades. In 1988, a democratic election 

was held. The National League for Democracy, under the leadership of Aung San Suu 

Kyi, won the popular vote, but election results were quashed by the government. Aung 

San Suu Kyi was placed under house arrest, and ensuing student protests were met with 

bloodshed by the military. The 1988 uprising represented the first in a series of mass 

population movement into neighbouring Thailand. In 2011 a civilian government was 

installed and a number of democratic, political and economic reforms began, but control 

was largely retained by the military. In 2015 the National League for Democracy won a 

majority victory and in March 2016 the first democratically-elected parliament since 

1962 was convened. 

 

For the past six decades Myanmar has seen continued conflict between the ethnic 

Burman-dominated central government and the country’s multiple ethnic minority 

groups, many of whom are armed. The causes of this conflict are complex. Minority 

groups are under-represented within central government, and many of these groups seek 

autonomy and self-governance. The Karen – the main ethnic group represented within 

this thesis – sided with British forces during the Second World War in return for a 

promise of an independent Karen State at the end of the war. When British forces left, the 

Karen were left in a state of limbo, and their struggle for independence continues to this 

day. More generally, the central government has confiscated much of the resource-rich 

land where ethnic minority groups live for development projects and resource 

exploitation. The conflict – regarded as one of the world’s most protracted refugee 

situations – has included systematic human rights abuses perpetrated by both the central 

government and armed ethnic groups ranging from the persecution to forced conscription 
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and the imprisonment and torture of political activists (UNHCR, 2004). Despite a 

ceasefire agreement signed in 2012, fighting continues across many states.  

 

1.7.3 Displaced communities: refugees and labour migrants 

 

Decades of conflict in Myanmar have resulted in large-scale population displacement 

internally and into neighbouring countries. The Thai-Myanmar border is home to an 

estimated 200,000 migrants and an additional 145,000 refugees (Dunlop, 2011; Pearson 

& Kusakabe, 2012). In Tak Province, Thailand, where the current study is based, the 

majority of displaced populations are Karen, originally from Karen State, which 

neighbours the western border of Thailand (Figure 1). The two main subgroups of Karen 

in this region are the Poe Karen and Sgaw Karen, each with their own language. Other 

ethnic groups in this area include the Burman – who are affected by the conflict despite 

their majority ethnic status – and Burman Muslim. Displaced populations along the 

border are categorised either as refugees or labour migrants. There are important 

similarities as well as differences between these two groups.  
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Figure 1. Map of the Thai-Myanmar border area (Credit: Myo Chit Win, SMRU) 

 

 

Refugee populations on the Thai-Myanmar border 

 

Refugees in this region currently live in one of nine established refugee camps on the 

Thai side of the border. The largest camp, Maela, is home to 38,000 residents (The 

Border Consortium, 2016). Refugees cite a variety of reasons for leaving Myanmar, 

including persecution, destruction of homes and livelihoods as a consequence of conflict, 

generalised poverty and a lack of opportunities for employment and education (Salisbury 

et al, 2016). Refugees in these camps receive a basic package of aid and support, with a 

number of international non-governmental organisations and community-based 
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organisations providing healthcare, education, food rations and housing. The IOM and 

the United Nations Refugee Agency (UNHCR) have led what constitutes the largest-ever 

repatriation programme to help refugees repatriate to Myanmar or resettle to ‘third’ 

countries such as Australia, the USA and the UK, though only a minority of camp 

residents have the opportunity of registering for such resettlement schemes. The Thai 

government does not officially recognise this population’s refugee status, and although 

the camps provide a degree of security, residents have limited opportunities for 

employment, and movement into and out of the camp is highly restricted. Many of the 

younger generation were born within the camps and have never left the camp perimeter 

nor visited their ‘home’ country of Myanmar. Such long-standing refugee situations are 

becoming increasingly common globally as a result of complex and protracted situations 

of political instability and the challenges involved in resolving them (UNHCR, 2016b).  

 

Labour migrant populations on the Thai-Myanmar border 

 

In contrast to the refugee population, the labour migrant population in this region resides 

and works in rural villages on both sides of the border, rather than within camps. Labour 

migrants often make daily commutes across the Moei River which constitutes the border 

between Myanmar and Thailand. The main drivers for migration among labour migrants 

are the lack of employment opportunities in Myanmar and the relatively greater work 

opportunities and higher wages offered in Thailand. Accordingly, most labour migrants 

opt to live outside of the established refugee camps in order to be able to seek paid 

employment. Though the more immediate drivers of migration differ between labour 

migrants and refugees, the root causes of displacement for the two groups overlap 

significantly, especially given that the dearth of employment opportunities in Myanmar is 

largely the result of long-standing conflict and land confiscation.  
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Among rural labour migrant populations in this area, the main employment sector is 

seasonal agricultural work such as corn picking and rice planting and harvesting. This 

differs from labour migrants in urban centres who seek work in manufacturing and 

service industries. In rural areas, labour migrants are paid daily wages significantly 

below Thailand’s legal minimum wage (Meyer et al, 2016). Incomes are precarious, 

especially during the dry season when less work is available. Most labour migrants are 

unregistered, meaning they have illegal status in Thailand and are not entitled to Thai 

government-provided healthcare, social services or education. This lack of access to 

services in Thailand is compounded by services on the Myanmar side of the border being 

scarce and of poor quality. Labour migrants are vulnerable to fines, arrest and deportation 

by the Thai authorities. The lack of entitlement to schooling for their children perpetuates 

the cycle of poverty into the next generation, contrasting with the situation of refugee 

children in this setting, for whom educational opportunities are much more accessible.   

 

Refugees and labour migrants: similarities and differences 

 

Both refugees and labour migrants in this region live in socially and economically 

challenging conditions. While refugees have many of their basic needs for housing and 

food met in the camp setting, they lack the opportunity to earn an income and to move 

freely into and out of the camp. Though many refugees view resettlement as an 

opportunity to improve their life chances, the psychological impacts of the long selection 

process, the lack of control over one’s own future and the challenges of moving to an 

unknown ‘third’ country are often underestimated. Since the end of military rule in 

Myanmar in 2016, UNHCR is no longer accepting resettlement applications, and this in 

itself has caused much despair and uncertainty among the refugee community. In 

comparison, labour migrants face a different set of challenges. Though they experience 
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relatively greater freedom of movement and opportunities for work, their day-to-day 

living situations are more precarious. Labour migrants engage in daily labour that is 

physically arduous, insecure, seasonal and severely under-paid. The continuous 

psychological stresses of arrest and potential deportation by Thai authorities are also 

significant. Thus each group carries its own advantages and disadvantages relative to the 

other.  

 

1.7.4 Shoklo Malaria Research Unit 

 

The Shoklo Malaria Research Unit (SMRU) is a field station of the Mahidol-Oxford 

Tropical Medicine Research Unit (MORU), a research collaboration between Mahidol 

University (Thailand), Oxford University (UK) and the Wellcome Trust. Based in Tak 

Province on the Thai-Myanmar border, SMRU has carried out research and provided 

maternity services in this area since 1986. SMRU runs three clinics along the border, 30–

60 kilometres north and south of the town of Mae Sot. Healthcare services are provided 

to refugee women and infants in Maela camp and to rural labour migrant families at 

clinics in Mawker Tai and Wang Pha (Figure 2). The current study was conducted at all 

three of these sites.  
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Figure 2. Map of SMRU refugee (∆) and labour migrant clinics (■) (Credit: Dr Verena Carrara, 

SMRU) 
 

 

 

1.7.5 Mental health and perinatal depression on the Thai-Myanmar border 

 

Mental health has received scant attention on the Thai-Myanmar border. Until recently, 

malaria was the most common cause of maternal mortality and morbidity in this region 

(McGready et al, 2012). A notable decline in malaria – due largely to the efforts of 

SMRU over the past three decades – has resulted in an increased focus on chronic and 

non-communicable diseases. But despite this epidemiological shift, mental health 

disorders remain a neglected area due to stigmatisation and a low awareness among 

health professionals and the general community. Previous work conducted among 

Karenni refugees living in refugee camps near Mae Hong Son in Northern Thailand 

found a high prevalence of symptoms of mental disorders: 41% of adults reported 

symptoms of depression and 42% reported symptoms of anxiety (Lopes Cardozo et al, 
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2004). A study of Burmese political dissidents in Bangkok found a prevalence of 

depression symptoms of 38% in 1996 (Allden et al, 1996). More recently, however, a 

study of Karen adults in Karen State (Myanmar) found that only five percent screened 

positive for depression (Parmar et al, 2015).  

 

These conflicting findings highlight the uncertainty around true estimates of depression 

prevalence. Specifically, depression among pregnant and post-partum women has not 

been systematically studied in this setting. Suicide is a significant contributor to maternal 

mortality in this region: between 1998 and 2015, suicide accounted for 9% (6/65) of 

maternal deaths (Fellmeth et al, 2016c). An improved understanding of perinatal 

depression – including its prevalence, the risk factors associated with it and the lived 

experiences of the condition in this low-income, migrant setting – is therefore of 

importance.  

 

1.8 Research rationale 

 

Perinatal depression is common and can have serious and long-standing consequences 

for women, their children and their families. Migrant women are at risk of perinatal 

depression due to an array of stressors experienced throughout the migration trajectory. 

Evidence around perinatal mental health of migrant women who have resettled from one 

low-income setting to another, and whose needs are likely to differ significantly from 

those relocating to high-income destination countries, is lacking. This research addresses 

the significant evidence gap by examining perinatal mental disorders in women who have 

migrated from Myanmar to the Thai-Myanmar border.  
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In low- and middle-income countries the treatment gap for mental disorders is high, and 

there is an urgent need to improve recognition and treatment of these conditions. An 

improved understanding of perinatal depression is essential for enabling better support 

for women suffering from the condition. Reliable data on the prevalence of perinatal 

depression can enable quantification of the disease burden in the local population and 

justify the need for mental health services. An understanding of risk factors for perinatal 

depression in this particular setting may help to target resources and optimise prevention 

and treatment efforts (Bennett et al, 2004). Combined with appropriate counselling, 

referral and management mechanisms, an improved understanding of the prevalence, risk 

factors and experiences of perinatal depression can contribute to the improvement of 

women’s experiences of pregnancy and the postpartum period. 

 

1.9 Research aim and objectives 

 

1.9.1 Aim 

 

The overarching aim of this research is to provide evidence to improve the understanding 

of perinatal depression among migrants in a low-income setting, thereby enabling better 

identification and support of women suffering from the condition in these regions.  

 

1.9.2 Objectives 

 

The specific objectives of the research are to:  

 

1. Review the existing evidence around perinatal depression among migrant 

women from low- and middle-income settings; 
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2. Identify an appropriate tool to assess perinatal depression among labour 

migrant and refugee women on the Thai-Myanmar border; 

 

3. Determine the prevalence of perinatal depression at different stages of the 

perinatal period in this setting; 

 

4. Identify socio-demographic and clinical factors associated with perinatal 

depression;  

 

5. Explore women’s experiences of perinatal depression in this socio-economic 

and cultural context; and 

 

6. Explore options for managing perinatal depression and develop 

recommendations for policy and practice in this setting. 

 

1.10 Ethical approval 

 

Ethical approval for this research was sought from the University of Oxford, UK, where 

the author was registered as a doctoral candidate, and Mahidol University, Bangkok, 

which oversees all research studies carried out at SMRU, where the study was carried 

out. In addition, approval was sought from the Tak Border Community Advisory Board 

(T-CAB), a committee of community representatives on the Thai-Myanmar border who 

review the ethics, applicability, relevance and appropriateness of research proposals 

involving the local population (Maung Lwin et al, 2014). Final approval was granted by 

the University of Oxford Tropical Research Ethics Committee (OxTREC 28-15), the 

Mahidol University Faculty of Tropical Medicine Ethics Committee (TMEC 15-045) and 
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the Tak Border Community Advisory Board (T-CAB 6/2/2015) prior to the start of the 

study. 

 

1.11  Organisation of component studies  

 

The aim and objectives are achieved using a sequential exploratory mixed-methods 

design. This research consists of the following five study components: 

 

1. A systematic literature review of the evidence on perinatal mental health 

disorders among migrant women from low- and middle-income countries. The 

methods and results of this study component are presented in Chapter 2.  

 

2. A validation study to identify and establish the validity of a culturally-

acceptable and appropriate screening tool for perinatal depression on the Thai-

Myanmar border. The methods and results of this study component are presented 

in Chapter 3.  

 

3. A prospective cohort study of migrant women on the Thai-Myanmar border 

from the first trimester of pregnancy through to one month post-partum. The 

methods of this study component are presented in Chapter 4, and results are 

presented in Chapters 5 and 6. 

 

4. A qualitative study of women with severe depression to elicit insights into 

women’s experiences of depression in this context. The results of this study 

component are presented in Chapter 7.  
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5. An informal exploration of selected stakeholders’ views to understand 

priorities and inform recommendations for policy and practice. Results of this 

study component are incorporated into Chapter 8. 

 

The objectives addressed by each study component are summarised in Table 5.  

 

Table 5 Research objectives addressed by individual study components 

Study 

component 

Objective 

addressed 
Description 

Systematic 

literature review 
1 

The systematic literature review sought to provide an overview of 

existing evidence around perinatal depression among migrant 

women from low- and middle-income settings.  

Validation study 2 

It was necessary to find a culturally appropriate and valid tool with 

which to identify women with perinatal depression in this setting. 

The validation study component tested two potential screening tools. 

Prospective 

cohort study 
3 & 4 

The prospective cohort study established the prevalence of 

depression and identified factors associated with depression. 

Repeated measurements through the perinatal period provided 

information on the time of greatest risk and thereby informed 

decisions on optimal timing of screening. 

Qualitative study  4 & 5 

The qualitative study component provided in-depth understanding of 

women’s experiences of living with severe depression in this setting, 

and further insight into broader socio-economic factors associated 

with depression. 

Stakeholder 

views 
6 

Interviews with stakeholders explored options for the management 

of perinatal depression in this setting and informed the policy 

recommendations arising from the study. 

 

 

A mixed-methods approach was selected for this study for a number of reasons. Firstly, 

the study of complex phenomena such as perinatal depression can benefit from such an 

approach. This is exemplified by individual study objectives each benefitting from 

different methodologies. For example, establishing the prevalence of and risk factors for 

perinatal depression required a quantitative approach whereas understanding the 
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experiences of women living with depression was best elicited using a qualitative 

approach. A mixed-methods design was therefore deemed the most appropriate means of 

achieving the overall aims of the research. Secondly, the qualitative components allowed 

findings from the quantitative component to be contextualised and explored in greater 

depth, enabling a more meaningful understanding of the complex nature of depression, 

its associated factors and its ramifications in this setting (Cresswell, 2009). The 

sequential exploratory design allowed findings emerging from the cohort study to be 

used to inform the structure and development of the interview guide for the subsequent 

in-depth interviews (Cresswell, 2009). Finally, the integration of multiple and diverse 

methods allowed for a deeper, broader and enriched understanding of perinatal 

depression than would be possible through single-method research. 

 

1.12  Chapter summary 

 

Migrant women who are pregnant or post-partum are at risk of developing perinatal 

depression as a result of stressors experienced before, during and after migration. 

Although the vast majority of migrants globally move within low- and middle-income 

regions, populations living in these regions are severely under-represented in the current 

literature. This research seeks to address this evidence gap by quantifying and exploring 

the experiences of perinatal depression among migrant women in the resource-poor 

setting of the Thai-Myanmar border. Perinatal mental health has not previously been 

studied in this region. A mixed-methods approach is applied, and the research objectives 

are addressed through five component studies which are described in the following 

chapters.   
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2.1  Chapter overview 

 

This chapter presents the methods and findings of a systematic literature review of 

migrant perinatal mental health. The systematic review synthesises evidence around the 

prevalence, risk factors and interventions for any perinatal mental disorders in migrant 

women from low- and middle-income countries. Perinatal depression emerged as an 

important and common condition among migrant women, and a number of risk factors 

including a history of depression and low levels of social support were identified. Studies 

conducted in low- and middle-income destination countries were severely lacking, 

representing a significant gap in the current evidence.  

 

2.2  Aims 

 

This systematic review of the literature aims to provide a comprehensive overview of the 

evidence on the prevalence, risk factors and interventions for perinatal mental health 

disorders including depression, anxiety and post-traumatic stress disorder in migrant 

women originating from low- and middle-income countries. It seeks to address the 

following questions: 

 

1. How common are perinatal mental health disorders among migrant women 

from low- and middle-income countries?  

 

Chapter 2.  

Systematic literature review  
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2. What are the risk factors for perinatal mental health disorders among migrant 

women from low- and middle-income countries? 

 

3. Which interventions are effective in the prevention and/or treatment of 

perinatal mental health disorders among migrant women from low- and middle-

income countries? 

 

4. Where are the gaps in the current evidence base around migrant perinatal 

mental health? 

 

2.3  Methods 

 

2.3.1 Search strategy and selection criteria 

 

A systematic search of nine electronic databases was conducted to identify studies of 

mental disorders in pregnant and post-partum migrant women (including labour 

migrants, refugees, asylum seekers and displaced persons) originating from low- and 

middle-income countries as defined by the World Bank. A search strategy was devised 

using combinations of free text and keywords and adapted for each database. The search 

strategy and databases searched are shown in Table 6. Additional strategies included 

hand-searching of key journals; screening of publications from relevant organisations 

such as IOM, UNHCR and the World Health Organization (WHO); and searching of 

population datasets such as the Global Burden of Disease and the UK Millennium Cohort 

Study databases. Reference lists of included studies were also screened for further 

potentially relevant articles. The review was registered on PROSPERO 

(CRD42013005929). The search was conducted in January 2015.  
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Table 6 Electronic databases searched and search strategy used for systematic literature review 

Electronic databases searched  

Cumulative Index to Nursing and Allied Health Literature (CINAHL); EMBASE; 

Francis; Global Health; Medline; PsycINFO; Scopus; Web of Knowledge; and Web of 

Science 

Search strategy  

A search strategy was developed and adapted for each database using combinations of 

free text and keywords (including MeSH headings) relating to psychiatric illnesses 

(“mental health”, “mental illness*”, “mental disorder*”, “depress*”, “anxiety”, 

“psycho*”, “psychiatry*”, “trauma*”, “stress*”), pregnant or post-partum status 

(“pregnant”, “pregnancy”, “postnatal”, “postpartum”, “perinatal”, “antenatal”, 

“puerper*”) and migration status (“migrant*”, “emigrant*”, “immigrant*”, “migration”, 

“refugee*”, “displaced person*”, “displaced people*”, “asylum seeker*”, “foreign*”, 

“non-native*”).  

 

No restrictions were applied on the basis of country or low- or middle-income country 

focus within the search strategy. 

 

2.3.2 Inclusion and exclusion criteria 

 

In order to be included, studies or datasets had to meet the criteria listed in Table 7. 

Studies of internal migrants, qualitative studies and studies in which outcome assessment 

tools were not described were excluded in order to minimise reporting and selection bias. 

No language or date restrictions were applied. 
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Table 7 Inclusion criteria for systematic literature review 

 

Inclusion criteria for all studies 

 

 Study should be a case-control, cross-sectional, cohort or intervention study 

 Study should assess prevalence, risk factors or interventions for any mental disorder 

(including anxiety, mood and psychotic disorders)  

 Assessment of mental disorder should be made using a diagnostic interview or 

standardised and valid screening tool  

 Participants should be women who are pregnant or up to 12 months post-partum 

 Participants should be first generation, international migrant women originating from low- 

and middle-income countries 

 Studies should include a minimum of 20 participants 

 

Additional criteria for risk factor and intervention studies 

 

 Studies should include an appropriate comparison group  

 Results should be presented as odds ratios or in a form that enables odds ratios to be 

calculated (e.g. raw proportions) 

 

 

 

2.3.3 Screening 

 

Titles and abstracts of all papers identified were screened by the author. Full texts were 

obtained for all potentially relevant studies. Full text screening was conducted by the 

author, and a random twenty percent sample of full texts were independently screened by 

a member of the author’s supervisorial team to ensure accuracy. Full texts were classified 

either as included or excluded. For those studies that were double-screened, results were 

compared and any discrepancies were resolved through discussion and reference to the 

full text. When insufficient information was available (for example, if participants’ 

pregnancy or migration status were not clearly defined) or if a combination of eligible 

and ineligible participants were included (for example, women from high-income as well 

as low- and middle-income origin countries; or women within as well as beyond twelve 

months post-partum), the authors of individual studies were contacted and asked whether 

they might be able to provide disaggregated results.  
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2.3.4 Data extraction 

 

Data extraction forms for prevalence, risk factor and intervention studies were developed 

by the author and comprised information on study design, participant characteristics and 

outcome assessment as well as measures of effect (raw proportions, mean scores and 

odds ratios) (Appendices 4–6). Data from each of the studies included in the review was 

extracted independently by the author and one member of the supervisorial team. Results 

were compared and disagreements were resolved through discussion, reference to the text 

and, when necessary, communication with study authors. 

 

2.3.5 Quality assessment 

 

The quality of each included study was assessed independently by the author and one 

member of the supervisorial team. The quality of prevalence and risk factor studies was 

assessed using scoring criteria devised by the author and based upon the Newcastle-

Ottawa Scale (Appendices 7 and 8) (Wells et al, 2011). Aspects assessed included the 

quality of participant selection, participant representativeness and the reliability of 

outcome assessment. Possible scores ranged from 0 (poorest quality) to 14 (highest 

quality) for prevalence studies and from 0 to 18 for risk factor studies. The quality of 

intervention studies was assessed using the Cochrane Collaboration’s GRADE tool, 

which scores the risk of selection, performance, attrition and reporting bias as high, low 

or unclear (Deeks et al, 2011).  
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2.3.6 Analysis 

 

Prevalence studies 

 

The characteristics and findings of individual studies were summarised in a pre-specified 

table. Heterogeneity between studies was estimated using the I2 statistic and pre-specified 

sub-group analyses according to participants’ region of origin, destination country, 

migrant category and study quality were conducted to identify possibly sources of 

heterogeneity. Because heterogeneity was significant (I2 >80%) and remained high in 

subgroup analyses, it was decided that statistical synthesis of results was not appropriate 

(Higgins et al, 2011).  

 

Studies that used comparable methods of assessment were included in funnel plots to 

look for evidence of publication bias. Studies were considered to have comparable 

assessment methods if they used standardised measurement instruments and applied a 

standard threshold which made comparison with other instruments possible. Specifically, 

studies that used the Edinburgh Postnatal Depression Scale (EPDS), Center for 

Epidemiologic Studies Depression Scale (CES-D), Beck Depression Inventory (BDI-II) 

or Postpartum Depression Screening Scale (PDSS) with the following cut-offs were 

assessed together, as high correlation between these scales has been demonstrated 

previously (Chaudron et al, 2010; Tandon et al, 2012): 
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 Symptoms of minor or major depression (moderate-severe depression): 

 

o EPDS ≥10 

o CES-D ≥16 

o BDI-II ≥14 

o PDSS ≥60 

 

 Symptoms of major depression (severe depression) only: 

 

o EPDS ≥13 

o CES-D ≥24 

o BDI-II ≥20  

o PDSS ≥80 

 

Prevalence rates of perinatal depression and their corresponding 95% confidence 

intervals (95% CI) were summarised in Forest plots without a pooled prevalence measure 

in order to provide a visual overview of results. Separate forest plots were generated for 

studies which reported symptoms of minor or major depression, termed moderate-severe 

depression, and those which reported symptoms of major depression alone, termed 

severe depression. Forest plots were generated using MetaXL version 5.3 (MetaXL, 

2016). Results of prevalence studies that assessed outcomes other than depression were 

summarised narratively as the small number of studies and different measurement tools 

used limited the capacity to pool results.   

 

Risk factor studies 

 

The small number of studies that assessed each risk factor precluded meta-analysis. Risk 

factors for perinatal depression were examined by classifying effect estimates according 

to their size and direction of effect. This enabled the consistency of effect estimates to be 

assessed (Cohen, 1988). Odds ratios were used as the effect estimate. When these were 

not reported or calculable, study authors were contacted. Unadjusted odds ratios were 

used in order to maximise comparability, as different studies controlled for different 
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factors in their adjusted analyses, limiting the comparability of adjusted results across 

studies. Odds ratios of 1.6, 3.1 and 5.7 were used as equivalents of Cohen’s d values of 

0·2 (small effect), 0·5 (medium effect) and 0·8 (large effect), respectively (Cohen, 1988). 

Risk factors for perinatal anxiety and other outcomes were summarised narratively.  

 

Intervention studies 

 

The very small number of intervention studies that met the inclusion criteria precluded 

pooling of results. A narrative summary of intervention study results is presented.  

 

2.4 Results 

 

2.4.1  Results of the literature search 

 

The initial search identified 5,559 articles (excluding duplicates), of which 208 were 

considered potentially relevant on the basis of titles and abstracts (Figure 3). The authors 

of eighty-one studies were contacted to determine if their studies could be included. Of 

these, 65 replied, of whom 21 supplied the additional information required for inclusion 

in the review. Following full text screening, 41 studies were included. 
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Figure 3 Flow chart of studies identified in systematic literature review 
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2.4.2  Characteristics of included studies 

 

Forty-one studies comprising a total of 19,349 women (7895 migrant women and 11,454 

non-migrant controls) were included (Abbott & Williams, 2006; Alati et al, 2004; 

Bennett et al, 2007; Bjerke et al, 2008; Chen et al, 2013; Chen et al, 2012; Cheng & 

Pickler, 2009; Cheng et al, 2013; Chien et al, 2012; Choi et al, 2012; Dankner et al, 2000; 

Davey et al, 2011; Davila et al, 2009; Elo & Culhane, 2010; Fabian et al, 2008; Fan, 

2008; Gagnon et al, 2013; Ganann et al, 2012; Gonidakis, 2012; Goyal et al, 2006; 

Hassert & Kurpius, 2011; Hesselink et al, 2012; Huang & Mathers, 2008; Hung et al, 

2012; John, 2008; Kieffer et al, 2013; Lara et al, 2009; Le et al, 2011; Lee, 2009; Lucero 

et al, 2012; Luecken et al, 2013; Manber et al, 2013; Matthey et al, 1997; Matthey et al, 

1999; Miszkurka et al, 2010; Mora et al, 2009; Munoz et al, 2007; Ruiz et al, 2012; 

Shafiei et al, 2011; Small et al, 2003; Stewart et al, 2008; Stuchbery et al, 1998; Turella 

et al, 2010; Valentine et al, 2011; Watson & Evans, 1986).  

 

Thirty-eight studies (7,766 migrant women) assessed prevalence (Table 8), twelve 

studies (1,977 migrant women) assessed risk factors (Table 9) and two studies (247 

participants) assessed interventions (Table 10). Study outcomes were depression (40 

studies), anxiety (three studies) and post-traumatic stress disorder (two studies). Thirteen 

different measurement tools were used: the Edinburgh Postnatal Depression Scale 

(EPDS; 23 studies) and the Center for Epidemiologic Studies-Depression Scale (CES-D; 

nine studies) were the most common.  

 

Sample sizes of migrant women in individual studies ranged from 31 (Lee, 2009; 

Matthey et al, 1999) to 909 (Abbott & Williams, 2006) and the mean age of participants 

ranged from 24 (Davey et al, 2011) to 33 (Cheng & Pickler, 2009; Turella et al, 2010) 
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years. Sixteen studies included pregnant women and 33 studies included post-partum 

women. Only two studies explicitly included refugees or asylum seekers (Gagnon et al, 

2013; Stewart et al, 2008). Fourteen studies included a non-migrant comparison group. 

North America (22 studies) was the most heavily represented destination region, 

followed by Europe (six studies) and Australasia (six studies). Thirty-seven studies were 

conducted in high-income destination countries, four in middle income countries and 

none in low-income countries. The most common regions of origin of participants were 

Latin America and Southeast Asia. The characteristics of prevalence, risk factor and 

intervention studies are summarised in Table 8, Table 9 and Table 10, respectively. 
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Table 8 Table of study characteristics: prevalence studies  

Study & 

setting 

Study design & 

participant origin  

Outcome & 

timing of 

assessment 

Mean 

age (sd) 

Instrument & 

cut-off 

Migrant group 

Comparison group 

N Proportion Mean (sd) 

Abbott 2006* 

New Zealand 

Cohort 

Pacific Islands 

Depression 

PP 

NR EPDS ≥13 909 16.3% 6.44 (5.42) N/A 

Alati 2004 

Australia 

Cohort 

Philippines 

Depression 

Anxiety 

Preg 

NR DSSI-sAD 

mean no. of 

symptoms 

46 N/A Depression: 1.17 

Anxiety: 2.06 
3435 native Australian  

Depression: 0.82  

Anxiety: 1.48 

Bennett 

2007*a 

USA 

Cohort 

Africa 

 

Depression 

Preg & PP 

 

NR 

 

CES-D ≥16 

CES-D mean 

 

120 

 

Preg: 38.3% 

3m PP: 44.2% 

12m PP: 44.1% 

Preg: 14.9 (11.9) 

3m PP: 16.4 (12.3) 

12m PP: 16.4 (12.5) 

N/A 

 

 

Bjerke 2008* 

Norway 

CS 

Pakistan 

Depression  

PP 

28 (5) 

 

EPDS ≥10 197 7.6% N/A N/A 

Chen 2013 

Taiwan 

Cohort 

China, Vietnam 

Depression 

PP 

27 (4.2) EPDS ≥10  

EPDS mean 

203 

 

1m: 24.1% 

6m: 12.3% 

1m:6.67 

6m: 4.02 

N/A 

Cheng 2013*b 

USA 

CS 

China 

Depression 

PP 

33 (3.8) CES-D ≥16  

CES-D mean 

143 

 

23.7% 11.09 (8.94) 

 

N/A 

Chien 2012*c 

Taiwan 

CS 

China, Vietnam 

Depression 

PP 

27 (4.3) EPDS ≥10 

EPDS ≥13 

EPDS mean 

190 ≥10: 41.1% 

≥13: 24.2% 

8.45 (5.27) 

 
190 native Taiwanese 

EPDS ≥10: 8.4% 

EPDS ≥13: 5.8% 

EPDS mean: 3.09 (4.26) 

Choi 2012 

South Korea 

CS 

Vietnam 

Depression 

PP 

24.1 EPDS ≥13  

EPDS mean 

69 34.3% 11.1 (4.3) 72 native South Korean  

EPDS ≥13: 18.1%  

EPDS mean 8.5 (4.59) 

Dankner 2011 

Israel 

Cohort 

N. Africa, Middle 

East 

Depression 

PP 

28.9 

(5.5) 

EPDS ≥9  37 25.0% N/A N/A 

  Table continued overleaf   
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Table 8 continued. Table of study characteristics: prevalence studies  

Study & 

setting 

Study design & 

participant 

origin 

Outcome & 

timing of 

assessment 

Mean 

age (sd) 

Instrument & 

cut-off 

Migrant group 

Comparison group 

N Proportion Mean (sd) 

Davey 2011*  

Canada 

RCT 

Africa, Asia, E. 

Europe, Latin 

America 

Depression 

PP 

NR EPDS ≥13 

EPDS mean 

246 9.8% 5.55 (4.68) N/A 

Davila 2009 

USA 

CS 

Mexico 

Depression 

Preg & PP 

NR CES-D ≥21 

CES-D ≥24 

CES-D mean 

318 CES-D ≥21: 17.9% 

CES-D ≥24: 12.9% 

12.7 (10.2) 121 US-born Latinas 

CES-D≥21: 28.1%  

CES-D≥24: 20.7%   

CES-D mean: 14.95 (11.1) 

Fabian 2008 

Sweden 

Cohort 

Africa, Asia, E. 

Europe, Latin 

America, 

Middle East  

Depression 

Preg & PP 

NR Preg:  

EPDS >14 

 

PP:  

EPDS >11  

175 Preg: 18.9% 

PP: 32.7% 

N/A 2328 Swedish-speaking 

migrants  

Preg (EPDS >14): 6.9% 

PP (EPDS >11): 13.1%  

 

125 migrants from HIC:  

Preg (EPDS >14): 9.6%  

PP (EPDS >11): 19.1% 

Fan 2008* 

USA 

CS 

Taiwan  

Depression 

PP 

31.5 

(2.8) 

EPDS≥13 

EPDS mean 

BDI mean 

81 18.5% EPDS: 8.91 (5.14) 

BDI: 8.48 (7.43) 
81 native US 

EPDS mean: 9.83 (4.93)  

BDI mean 9.57 (7.92)  

Gannan 2012* 

Canada 

Cohort 

Africa, Asia,   

E. Europe,  

Latin America, 

Middle East 

Depression 

PP 

32.7 

(4.9) 

EPDS≥12 196 11.2% 

 

 

NA 421 native Canadian  

EPDS ≥12: 6.7% 

Gagnon 2013 

Canada 

Cohort 

Africa, Asia, 

Latin America 

Depression  

Anxiety 

PTSD 

PP 

27.9 

(5.6) 

EPDS≥10  

HTQ 

HSCL-25 

513 EPDS: 24.8% 

HTQ: 44.2% 

HSCL-25: 40.5% 

NA 311 native Canadian 

EPDS 7.4% 

Table continued overleaf 
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Table 8 continued. Table of study characteristics: prevalence studies  

Study & 

setting 

Study design & 

participant origin 

Outcome & 

timing of 

assessment 

Mean 

age (sd) 

Instrument & 

cut-off 

Migrant group 

Comparison group 

N Proportion Mean (sd) 

Gonidakis 

2012 

Greece 

CS 

Albania 

Depression 

PP  

NR EPDS ≥13 

 

68 1m: 11.8% 

3m: 11.6% 

N/A 74 native Greek 

1m: 13.5% 

3m: 11.6% 

Goyal 2005 

USA 

CS 

India 

 

Depression 

PP 

29 (3.4) PDSS ≥60  

PDSS ≥80 

58 ≥60: 51.7% 

≥80: 24.1% 

65.7 (24.88) N/A 

Hassert 2011* 

USA 

CS 

Central America 

Depression 

PP 

26.6 

(6.2) 

EPDS ≥10 

EPDS mean 

50 48% 10.27 (4.3) N/A 

Hesselink 

2011* 

Netherlands 

Non-random trial 

Turkey 

 

Depression 

Preg & PP 

NR CES-D mean 187 NA 3m preg: 16.71 (10.14) 

8m preg 15.99 (9.66) 

2m PP: 12.53 (10.01)  

6m PP: 11.35 (10.71 

N/A 

Huang 2008 

Taiwan 

CS 

Indonesia, Vietnam 

Depression 

PP 

NR EPDS ≥13 106 25.5% N/A N/A 

Hung 2012 

Taiwan 

CS 

China, Southeast 

Asia 

Depression 

PP 

 

25.9 

(4.4) 

BDI-II ≥14  

BDI-II ≥20 

340 ≥14: 1.8% 

≥20: 0.6% 

N/A N/A 

John 2008 

USA 

CS 

Central America 

Depression 

Preg 

 

25.9 

(5.7) 

EPDS ≥13 

 

60 

 

11.7% 

 

N/A N/A 

Kieffer 2013* 

USA 

RCT 

Mexico 

Depression 

Preg 

NR CES-D ≥16  

CES-D mean 

240 35.8% 12.94 (7.24) N/A 

Lara 2009 

USA 

CS 

Latin America  

Depression 

Preg 

25.9 

(5.5) 

CES-D ≥16 

CES-D ≥24 

CES-D mean 

108 ≥16: 32.4% 

≥24: 15.7% 

12.9 (10.7) 117 native Mexican  

≥16: 36.8% 

≥24: 23.9%  

Mean 14.7 (12.6) 

Table continued overleaf 
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Table 8 continued. Table of study characteristics: prevalence studies  

Study & setting 

Study design & 

participant 

origin 

Outcome & 

timing of 

assessment 

Mean 

age (sd) 

Instrument & 

cut-off 

Migrant group 

Comparison group 

N Proportion Mean (sd) 

Lee 2009 

USA 

CS 

China 

Depression 

PP 

31.8 PDSS ≥60  

PDSS ≥80 

31 ≥60: 38.7% 

≥80: 9.7% 

N/A N/A 

Lucero 2012* 

USA 

CS 

Latin America 

Depression 

PP 

26.6 PDSS ≥60 96 54.2% 69 N/A 

Luecken 2013* 

USA 

Cohort 

Mexico 

Depression 

Preg & PP 

28.2 

(6.4) 

EPDS ≥13  

EPDS mean 

193 Preg: 12.6% 

PP: 6.8% 

Preg: 5.11 (5.18) 

PP: 4.24 (4.82) 

N/A 

Manber 2013* 

USA 

CS 

Mexico 

 

Depression 

Preg 

26.5 

(6.7) 

EPDS mean 776 NA 5.09 (4.84) N/A 

Matthey 1997d 

Australia 

Cohort 

Vietnam 

Depression 

PP 

28.0 EPDS mean 

GHQ mean 

113 NA EPDS: 7.5 (5.4) 

GHQ: 6.6 (6.5) 
105 native Australian  

EPDS 6.5 (5.4) 

GHQ 4.3 (5.5) 

Matthey 1999 

Australia 

CS 

Cambodia 

  

Depression 

Anxiety 

PTSD 

PP 

28.3 

(4.6) 

EPDS mean 

HSCL-25 >1.75 

HTQ >2.50 

31 HSCL: 48% 

HTQ: 16% 

EPDS: 11.4 (7.6) N/A 

Miszkurka 

2010* 

Canada 

CS 

Africa, Asia, Latin 

America 

Depression 

Preg 

NR CES-D ≥16 674 36.5% N/A 3834 native Canadian 

22.8% 

Ruiz 2012 

USA 

CS 

Latin America 

Depression 

Preg 

NR CES-D ≥16 320 37.2% N/A N/A 

Shafiei 2011* 

Australia 

CS 

Afghanistan 

Depression 

PP 

NR EPDS ≥13 39 31% N/A N/A 

Small 2003 

Australia 

CS 

Philippines, 
Turkey, Vietnam 

Depression 

PP 

NR EPDS ≥13 

SF-36 lowest 

quartile 

318 EPDS: 15.3% 

SF-36: 25.2% 

N/A N/A 

Table continued overleaf 
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Table 8 continued. Table of study characteristics: prevalence studies  

Study & setting 

Study design & 

participant 

origin 

Outcome & 

timing of 

assessment 

Mean 

age (sd) 

Instrument & 

cut-off 

Migrant group Comparison group 

N Proportion Mean (sd) 

Stewart 2008 

Canada 

CS 

NR 

Depression 

PP 

29.3 

(5.3) 

EPDS ≥10 268 31.3% N/A 73 native Canadian 

8.1% 

Turella 2010* 

Italy 

CS 

Africa, Eastern 

Europe, Latin 

America 

Depression 

PP 

 

33 EPDS ≥13 

PDSS ≥80 

52 EPDS: 7.6% 

PDSS: 12.2% 

N/A 511 native Italian 

EPDS: 3.7% 

PDSS: 4.8% 

Valentine 2011* 

USA 

Cohort 

Latin America 

 

Depression 

Preg & PP 

27.7 BDI-FS ≥4 143 41.26% N/A N/A 

Watson 1986 

UK 

Cohort 

Bangladesh, 

China, Egypt 

India, Vietnam 

Depression 

PP 

NR GHQ ≥8 52 19.2% N/A 49 native UK  

26.5% 

 

a Same dataset as Elo et al. (2010) and Mora et al. (2009)  
b Same dataset as Cheng et al. (2009)  
c Same dataset as Chen et al. (2012)  
d Same dataset as Stuchbery et al. (1998)  

 

*Additional data received from study authors; results presented in table may differ from results reported in published studies 

 

Abbreviations: BDI Beck Depression Inventory; CES-D Center for Epidemiologic Studies-Depression Scale; CS cross-sectional; DSSI-sAD Delusions-Symptoms-

States Inventory/states of Anxiety and Depression; EPDS Edinburgh Postnatal Depression Scale; GHQ General Health Questionnaire; HIC high income country; HSCL 

Hopkins Symptom Checklist; HTQ Harvard Trauma Questionnaire; m months; N/A not applicable; NR not reported; PDSS Postpartum Depression Screening Scale; PP 

post-partum; Preg pregnancy; PSS Perceived Stress Scale; PTSD post-traumatic stress disorder; RCT randomised control trial; SF-36 Short Form-36 Health Survey;  
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Table 9 Table of study characteristics: risk factor studies  

Study & 

setting 

Study 

design & 

participant 

origin 

Outcome 

and timing 

Mean 

age 

(sd) 

N 
Comparison 

group 

Factors assessed 

A
g

e 

M
ar
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al

 s
ta

tu
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P
ar

it
y

 

S
o
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al

 s
u

p
p

o
rt

 

E
d

u
ca

ti
o

n
 

In
fa

n
t 

fe
ed

in
g

 

M
o

d
e 

o
f 

d
el

iv
er

y
 

Other 

Bjerke 2008 

Norway 

CS 

Pakistan 

Depression 

PP  

28 (5) 197 None X X X X X X X Employment; family structure; social class; life 

events; quality of partner relationship; physical 

illness; history of depression; reproductive history 

(including infant sex, birth experience). 

Chien 2012 

Taiwan 

CS 

China, 

Vietnam 

Depression 

PP  

 

 

27.1 

(4.31) 

190 Native 

Taiwanese 

women 

  X X X   Employment; country of birth; perceived family 

income sufficiency; migration-birth interval; 

domestic decision-making power; adherence to 

cultural post-partum practices; infant gender; 

marital satisfaction; history of depression; local 

language ability. 

Chen 2013 

Taiwan 

Cohort 

China, 

Vietnam 

Depression 

PP  

 

27 (4.2) 203 None    X    Acculturation, local language ability, duration of 

living in Taiwan, social assimilation, social 

attitude. 

Fan 2008 

USA 

CS 

Taiwan  

Depression 

PP  

 

31.5 

(2.84) 

81 Women living 

in Taiwan 

   X    Adherence to cultural post-partum practices; 

mother-in-law relationship; marital relationship. 

Gonidakis 

2012  

Greece 

CS 

Albania 

Depression  

PP  

NR 78 Native Greek 

women 

X    X   Time in destination; years of marriage; socio-

economic status; maternity blues; anxiety. 

Hung 2012 

Taiwan 

CS 

Southeast 

Asia, China 

Depression 

PP  

 

25.9 

(4.4) 

340 None X  X X X X X Household income; employment; birth 

experience; stress; key helper during post-partum 

period; length of marriage; birth experience; 

infant gender. 

Table continued overleaf 
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Table 9 continued. Table of study characteristics: risk factor studies  

Study & 

setting 

Study 

design & 

participant 

origin 

Outcome & 

timing 

Mean 

age 

(sd) 

N 
Comparison 

group 

Factors assessed 

A
g

e 

M
ar

it
al

 s
ta

tu
s 

P
ar

it
y

 

S
o

ci
al

 s
u

p
p

o
rt

 

E
d

u
ca

ti
o

n
 

In
fa

n
t 

fe
ed

in
g

 

M
o

d
e 

o
f 

d
el

iv
er

y
 

Other 

John 2008 

USA 

CS 

Latin 

America 

Depression 

Preg 

25.9 

(5.7) 

60 US-born 

African-

American 

women 

  X X X   Discrimination; stress; interpersonal violence; 

income; acculturation; coping 

Lara 2009 

USA 

CS 

Latin 

America  

Depression 

Preg  

25.9 

(5.5) 

108 Mexican 

women living 

in Mexico 

X X X  X   Trimester of pregnancy; history of mental illness 

Matthey 1999 

Australia 

CS 

Cambodia 

Depression, 

Anxiety 

PTSD 

PP  

28.3 

(4.6) 

31 None    X    Traumatic events; refugee camp experience; birth 

experience, time in destination country. 

Small 2003 

Australia 

CS 

Philippines, 

Turkey, 

Vietnam 

Depression 

PP  

NR 318 None X X X X X X X Income; birth experience, physical health; local 

language ability; time in destination country; 

infant health. 

Stewart 2008 

Canada 

CS 

NR 

Depression 

PP  

29.3 

(5.3) 

268 Native 

Canadian 

women 

   X    Time in destination country; co-habitation status, 

education, parity, attendance at antenatal clinic, 

income, infant gender, history of physical/sexual 

abuse, visible minority status.  

Stuchbery 

1998 

Australia 

Cohort 

Vietnam 

Depression 

PP  

28.0 113 Native 

Australian 

women 

   X    Quality of partner relationship 

 

Abbreviations: CS cross-sectional; NR not reported; PP post-partum; Preg pregnancy; PTSD post-traumatic stress disorder  
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Table 10 Table of study characteristics: intervention studies 

Study & 

setting 

Study 

design & 

participant 

origin 

Mean 

age (sd) 
Intervention & participants 

Intervention group Control group 

N Results N Results 

Le 2011* 

USA 

RCT 

Central 

America 

25.8 

(4.4) 

Intervention: 8-week version of Mamás 

y Bebés course (see below). Delivered as 

weekly 2-hour sessions throughout 

pregnancy with boosters at 6 weeks, 4 

months and 12 months post-partum. 

Control group received usual care.  

 

Participants: Latina women ≤24 weeks 

pregnant at high risk of depression (CES-

D≥16 or self-reported personal or family 

history of depression) 

112 BDI-II mean (sd):  

Baseline: 15.71 (10.00) 

Late pregnancy: 10.63 (7.16) 

6w post-partum: 10.16 (7.52) 

4m post-partum: 9.70 (7.73) 

12m post-partum: 7.72 (5.91) 

 

Proportion (%) BDI-II≥14:  

Baseline: 59/112 (52.7%) 

12m post-partum: 15/76 (19.7%)  

102 BDI-II mean (sd):  

Baseline: 14.95 (9.38) 

Late pregnancy: 12.64 (9.55) 

6w post-partum: 9.08 (8.27) 

4m post-partum: 8.51 (7.59) 

12m post-partum: 6.56 (5.63) 

 

Proportion (%) BDI-II≥14:  

Baseline: 48/103 (46.6%) 

12m post-partum: 9/72 (12.5%) 

Muñoz 

2007* 

USA 

RCT 

Central 

America 

25.0 

(4.4) 

Mamás y Bebés course: 12-week group 

intervention. Weekly 2-hour CBT and 

psycho-educational sessions throughout 

pregnancy with boosters at 1, 3, 6 and 12 

months post-partum. Control group 

received usual care.  

 

Latina women ≤24 weeks pregnant at 

high risk of depression  

(CES-D≥16 or self-reported personal or 

family history of depression) 

17 CES-D mean (sd): 

Baseline: 16.41 (7.93) 

1m post-partum: 12.56 (9.59) 

3m post-partum: 15.82 (8.30) 

6m post-partum: 16.88 (11.70) 

12m post-partum: 13.29 (9.74) 

 

Proportion (%) CES-D ≥16: 

Baseline: 8/17 (47.1%) 

1m post-partum: 6/16 (37.6%) 

3m post-partum: 8/17 (47.1%) 

6m post-partum: 9/16 (56.3%) 

12m post-partum: 6/17 (35.3%) 

16 CES-D mean (sd): 

Baseline: 12.43 (8.22) 

1m post-partum: 12.58 (7.77) 

3m post-partum: 15.92 (12.66) 

6m post-partum: 17.94 (12.48) 

12m post-partum: 15.42 (12.56) 

 

Proportion (%) CES-D ≥16: 

Baseline: 6/16 (37.5%) 

1m post-partum: 5/16 (31.25%) 

3m post-partum: 6/16 (37.5%) 

6m post-partum: 8/16 (50.0%) 

12m post-partum: 7/16 (43.75%) 

 

*Additional data received from authors; results pertain to individuals eligible for inclusion in our review and may differ from those reported in original paper 

 

Abbreviations: BDI Beck Depression Inventory; CBT cognitive behavioural therapy; CES-D Center for Epidemiologic Studies-Depression Scale; m months; RCT 

randomised control trial; w weeks 
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2.4.3 Quality of included studies 

 

Quality scores for prevalence, risk factor and intervention studies are summarised in 

Table 11, Table 12 and Table 13, respectively. Quality scores for prevalence studies 

ranged from four to eleven out of a maximum possible score of fourteen. The majority of 

prevalence studies had low scores, with only eight studies scoring ten or above. Studies 

with the lowest quality tended to have poor definitions of pregnancy and migration 

status, a small sample size and poor representativeness of participants. The quality of risk 

factor studies was slightly higher: scores ranged from eight to fourteen out of a maximum 

possible score of 18, and nine out of twelve studies scored ten or above. Intervention 

studies scored poorly overall: apart from low risks of selection and attrition bias, all other 

aspects were at ‘high’ or ‘unclear’ risk of bias.  
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Table 11 Quality assessment scores of prevalence studies  

 Selection Comparability Outcome 
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Abbott 2006 2 0 1 2 1 1 1 1 1 10 

Alati 2004 1 1 0 1 0 1 1 1 1 7 

Bennett 2007 0 1 0 2 1 1 1 1 1 8 

Bjerke 2008 1 0 0 0 1 0 1 1 1 5 

Chen 2013 2 1 0 1 2 1 1 2 1 11 

Cheng 2009 1 1 0 0 0 1 1 2 1 7 

Chien 2012 1 1 1 2 1 0 1 2 1 10 

Choi 2012 1 0 1 0 1 1 1 1 1 7 

Dankner 2000 2 1 0 1 1 1 1 1 1 9 

Davey 2011 1 1 1 2 1 1 1 1 1 10 

Davila 2009 1 1 0 0 1 1 1 2 1 8 

Fabian 2008 1 1 0 1 1 1 1 1 1 8 

Fan 2007 1 1 0 0 0 1 1 2 1 7 

Gagnon 2013 2 2 0 0 2 1 1 1 1 10 

Gannan 2012 2 1 1 1 0 0 1 1 1 8 

Goyal 2005 1 1 0 0 0 0 1 1 0 4 

Gonidakis 2012 2 1 0 2 1 1 1 2 0 10 

Hassert 2011 1 1 0 0 0 0 1 2 0 5 

Hesselink 2011 1 1 1 1 1 1 1 1 1 9 

Huang 2008 1 1 0 1 1 0 1 1 0 6 

Hung 2012 1 1 0 0 1 0 1 1 1 6 

John 2008 1 1 1 1 0 1 1 2 1 9 

Kieffer 2013 2 1 0 1 1 0 1 1 1 8 

Lara 2009 1 1 0 0 0 1 1 2 1 7 

Lee 2009 1 0 0 0 0 0 1 2 1 5 

Lucero 2012 1 0 0 0 0 1 1 2 1 6 

Luecken 2013 1 1 0 0 0 1 1 2 1 7 

Manber 2013 1 0 0 1 1 1 1 2 1 8 

Matthey 1997 2 1 0 0 0 0 1 1 1 6 

Matthey 1999 1 1 0 1 0 0 1 1 1 6 

Miszkurka 2010 2 1 0 1 0 1 1 1 1 8 

Ruiz 2012 2 1 0 0 0 0 1 1 1 6 

Shafiei 2011 2 1 0 0 0 0 1 1 0 5 

Small 2003 1 1 0 2 2 1 1 1 1 10 

Stewart 2008 2 2 0 2 0 1 1 1 1 10 

Table continued overleaf 
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Table 11 cont. Quality assessment scores of prevalence studies  

 
Selection Comparability Outcome 
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Turella 2010 2 1 0 2 0 1 1 1 1 9 

Valentine 2011 1 1 0 0 0 1 1 1 1 6 

Watson 1986 2 1 0 2 1 0 1 1 0 8 
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Table 12 Quality assessment scores of risk factor studies  
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Bjerke  

2008 
1 0 0 0 1 1 0 1 1 1 0 1 1 8 

Chien  

2012 
1 1 1 2 1 1 0 1 1 2 0 1 1 13 

Chen  

2013 
2 1 0 1 1 2 1 1 1 2 1 1 0 14 

Fan  

2008 
1 1 0 0 0 0 1 1 1 2 1 1 0 9 

Gonidakis 

2012 
2 1 0 2 1 1 1 1 1 2 1 0 0 13 

Hung  

2012 
1 1 0 0 1 1 0 1 1 1 1 1 1 10 

John  

2008 
1 1 1 1 1 0 1 1 1 2 1 1 0 12 

Lara  

2009 
1 1 0 0 1 0 1 1 1 2 0 1 1 10 

Matthey 

1999 
1 1 0 1 1 0 0 1 1 1 1 1 1 10 

Small  

2003 
1 1 0 2 1 2 1 1 1 1 0 1 1 13 

Stewart 

2008 
2 2 0 2 1 0 1 1 0 1 1 1 1 13 

Stuchbery 

1998 
2 1 0 0 1 0 0 1 1 1 0 1 0 8 

Abbreviations: Comp Comparability 
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Table 13 Quality assessment scores of intervention studies  
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2.4.4 Prevalence of perinatal mental disorders 

 

Prevalence of perinatal depression 

 

Thirty-eight studies assessed the prevalence of perinatal depression. Funnel plots of 16 

studies which assessed moderate-severe depression using comparable measurement tools 

(Figure 4) and of 17 studies which assessed severe depression showed asymmetry 

(Figure 5). The greater number of studies with high prevalence estimates in the funnel 

plot suggest that studies reporting low prevalence rates may be less likely to be 

published, indicating a possible publication bias.  
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Figure 4 Funnel plot: prevalence of symptoms of severe perinatal depression  

 

  
 
Figure 5 Funnel plot: prevalence of symptoms of moderate-severe perinatal depression 
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Ten studies reported mean EPDS scores. Mean scores among these studies ranged from 

4.0 in Chen et al.’s (2013) study of post-partum migrant Chinese and Vietnamese women 

living in Taiwan to 11.4 in Matthey et al.’s (1999) study of post-partum Cambodian 

women in Australia.1 Among six studies which reported mean CES-D scores, the means 

ranged between 11.1 in Chen et al.’s (2009) study of post-partum Chinese women in the 

USA, and 16.7 in Hesselink et al.’s (2011) study of Turkish women living in the 

Netherlands.2 

 

The prevalence of symptoms of moderate-severe depression – the combined categories of 

minor and major depressive disorders – was reported in sixteen studies. The median 

prevalence of moderate-severe depression symptoms was 36.5%, with estimates ranging 

from 1.8% (Hung et al, 2012) to 54.2% (Lucero et al, 2012) (Figure 6). The lowest 

prevalence was found in a study of postpartum Chinese and Southeast Asian migrant 

women living in Taiwan (Hung et al, 2012). The highest prevalence was found in a study 

of post-partum Latin American women living in the USA (Lucero et al, 2012).  

 

  

                                                 
1 The range of possible scores on the EPDS is 0–30. Scores ≥10 and ≥13 are indicative of minor and major 

depressive disorder, respectively. 
2 The range of possible scores on the CES-D is 0–60. Scores ≥16 and ≥24 are indicative of minor and 

major depressive disorders, respectively. 
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Figure 6 Forest plot: prevalence of symptoms of moderate-severe perinatal depression 
 

 
 

The prevalence of symptoms of severe depression was reported in seventeen studies. The 

median prevalence was 15.5%, with estimates ranging from 0.6% (Hung et al, 2012) to 

34.3% (Choi et al, 2012) (Figure 7). The lowest prevalence was found among Chinese 

and Southeast Asian women in Taiwan, while the highest prevalence was found in 

Vietnamese migrant women in South Korea (Choi et al, 2012; Hung et al, 2012).  
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Figure 7. Forest plot: prevalence of symptoms of severe perinatal depression 

 

 

Fifteen prevalence studies included a non-migrant comparison group. Of these, ten (67%) 

reported significantly higher rates of perinatal depression among migrants (Alati et al, 

2004; Chien et al, 2012; Choi et al, 2012; Fabian et al, 2008; Gagnon et al, 2013; Ganann 

et al, 2012; Matthey et al, 1997; Miszkurka et al, 2010; Stewart et al, 2008; Turella et al, 

2010), while four studies found no significant difference between migrant and controls 

(Fan, 2008; Gonidakis, 2012; Lara et al, 2009; Watson & Evans, 1986). One remaining 

study reported higher rates of perinatal depression among control groups. This study, by 

Davila et al. (2009), compared Mexican-born women living in the USA to USA-born 

Latina women in the USA and found higher rates in the latter (prevalence of any 

depression 17.9% vs. 28.1%; p=0.02) (Davila et al, 2009).   
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Prevalence of anxiety in the perinatal period 

 

Three studies assessed the prevalence of anxiety (Alati et al, 2004; Gagnon et al, 2013; 

Matthey et al, 1999). Alati et al. (2004) studied anxiety in pregnancy in 78 Philippines-

born women living in Australia (Alati et al, 2004). After adjustment for maternal age and 

years of education, the mean number of reported anxiety symptoms on the Delusions-

Symptoms-States-Inventory: States of Anxiety and Depression (DSSI-SAD) scale was 

2.42 in women from the Philippines compared to 1.47 in native Australian women 

(p<0.001) (Alati et al, 2004). Matthey et al. (1999) examined anxiety in Cambodian 

mothers in Australia in the first year post-partum (Matthey et al, 1999). Forty-eight 

percent of women reported symptoms consistent with anxiety as assessed on the Hopkins 

Symptoms Checklist (HSCL-25) (Matthey et al, 1999). In a third study, Gagnon et al. 

(2013) found that 20.9% of immigrant women, 37.3% of refugee women and 41.8% of 

asylum-seeking women living in Canada experienced symptoms of depression, 

somatisation or anxiety on the HSCL-25 (Gagnon et al, 2013). Neither Matthey et al. 

(1999) nor Gagnon et al. (2013) included a non-migrant comparison group. 

 

Prevalence of post-traumatic stress disorder in the perinatal period   

 

Two studies measured the prevalence of post-traumatic stress disorder using the Harvard 

Trauma Questionnaire (HTQ) (Gagnon et al, 2013; Matthey et al, 1999). Matthey et al. 

(1999) found that 16% of their sample of Cambodian women living in Australia reported 

symptoms of PTSD (Matthey et al, 1999). Gagnon et al. (2013) found rates of post-

traumatic stress disorder of 15.0%, 33.8% and 48.2% in immigrant, refugee and asylum-

seeking women, respectively (Gagnon et al, 2013). Neither of these two studies included 

a non-migrant comparison group.   
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2.4.5 Risk factors for perinatal mental disorders 

 

Risk factors for perinatal depression  

 

Twelve studies assessed factors associated with perinatal depression. Maternal age was 

identified as a risk factor in two studies: one study found women aged over 30 years to 

be at greater risk (Bjerke et al, 2008) while another found women aged under 25 years to 

be at greater risk (Small et al, 2003). Four studies explored the effect of marital status: 

Bjerke et al. (2008) found that Pakistani women in Norway were significantly more 

likely to be depressed if they were single (Bjerke et al, 2008), while three other studies 

found no association between marital status and depression (Lara et al, 2009; Small et al, 

2003; Stewart et al, 2008). A close relationship with partners was protective against 

perinatal depression in three studies (Bjerke et al, 2008; Fan, 2008; Stuchbery et al, 

1998). Ability to speak the local language and a longer duration of residence in the 

destination country were also identified as protective factors in three studies (Chen et al, 

2013; Chien et al, 2012; Small et al, 2003). A higher number of significant adverse life 

events experienced or witnessed was associated with higher levels of depression in two 

studies (Bjerke et al, 2008; Matthey et al, 1999). One study found that adherence to 

traditional post-partum practices was protective against postpartum depression by 

empowering women and enhancing family integration (Chien et al, 2012). Primiparity 

(Bjerke et al, 2008; Small et al, 2003), operative delivery (Bjerke et al, 2008), formula 

feeding of infants (Bjerke et al, 2008), and poor satisfaction with the birth experience 

(Matthey et al, 1997) were identified as obstetric risk factors associated with higher rates 

of depression in individual studies. 
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A personal or family history of depression greatly and significantly increased the risk of 

postpartum depression in three studies (Bjerke et al, 2008; Hung et al, 2012; Lara et al, 

2009) with odds ratios as high as 24.9 (Lara et al, 2009) and 29.7 (Bjerke et al, 2008). 

Women with more anxious personality traits were also more likely to develop postpartum 

depression (Hung et al, 2012). Significantly, women with a history of psychiatric 

morbidity had lower levels of social support, highlighting the complex and likely bi-

directional association between these variables (Hung et al, 2012). Social support was 

defined and measured using a wide range of methods. The most common approach was 

an assessment of emotional, practical and informational support received from partners, 

family, friends and the community. Ten studies assessed social support and all found that 

higher levels of support were protective against the development of postpartum 

depression (Bjerke et al, 2008; Chen et al, 2013; Chien et al, 2012; Fan, 2008; Hung et al, 

2012; John, 2008; Matthey et al, 1999; Small et al, 2003; Stewart et al, 2008; Stuchbery 

et al, 1998).  

 

Effect sizes and the trends of effect for the five studies which reported odds ratios are 

summarised in Table 14 (Bjerke et al, 2008; Chien et al, 2012; Hung et al, 2012; Lara et 

al, 2009; Small et al, 2003). A history of depression and levels of social support were the 

only exposure variables for which the direction of effect was consistent across studies. 
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Table 14 Factors associated with perinatal depression: magnitudes of association 

Variable Study (N) OR (95% CI)  
Effect 

size† 
Trend of effect 

Maternal age 

(older) 

Bjerke 2008 (197) 

Lara 2009 (108) 

Small 2003 (318) 

4.6 (1.4–15.0) 

4.5 (0.3–75.8) 

0.7 (0.2–2.8) 

+ + 

+ + 

– 

No consistent effect 

Relationship 

status (single) 

Bjerke 2008 (197) 

Lara 2009 (108) 

Small 2003 (318) 

22.5 (3.4–147.8) 

1.7 (0.3–11.3) 

0.7 (0.1–3.3) 

+ + + 

+ 

– 

No consistent effect 

Education 

(higher levels) 

Bjerke 2008 (197) 

Hung 2012 (340) 

Lara 2009 (108) 

Small 2003 (318) 

1.3 (0.4–3.9) 

0.9 (p=0.75) 

5.4 (1.3–22.6) 

0.5 (0.2–1.0) 

+ 

– 

+ + + 

– 

No consistent effect 

Physical illness 

(yes) 

Bjerke 2008 (197) 

Small 2003 (318) 

0.3 (0.0–2.2) 

3.7 (1.6–8.5) 

– – 

+ + 
No consistent effect 

Parity 

(primiparous) 

Bjerke 2008 (197) 

Hung 2012 (340) 

Lara 2009 (108) 

Small 2003 (318) 

3.0 (0.6–13.6) 

1.1 (p=0.69) 

0.3 (0.05–1.85) 

2.4 (1.2–4.8) 

+ + 

+ 

– – 

+ 

No consistent effect 

Mode of delivery 

(operative) 

Bjerke 2008 (197) 

Hung 2012 (340) 

Small 2003 (318) 

3.1 (0.9–11.0) 

0.79 (p=0.46) 

1.5 (0.7–3.1) 

+ + 

– 

+ 

No consistent effect 

Infant feeding  

(breastfeeding) 

Bjerke 2008 (197) 

Hung 2012 (340) 

Small 2003 (318) 

0.2 (0.4–12.0) 

1.6 (p=0.19) 

1.1 (0.3–3.6) 

– – – 

+ 

+ 

No consistent effect 

Prior depression  

(yes)  

Bjerke 2008 (197) 

Lara 2009 (108) 

29.7 (7.1–124.1) 

3.8 (0.4–36.7) 
+ + + 

+ + 

Prior depression positively 

associated with perinatal 

depression 

Social support 

(higher levels) 

Bjerke 2008 (197) 

Chien 2012 (190) 

Small 2003 (318) 

0.3 (0.6–1.6) 

0.9 (0.9–1.0) 

0.3 (0.2–0.7) 

– – 

– 

– – 

Social support negatively 

associated with perinatal 

depression 

 

Bold denotes statistical significance at p<0.05 level 

 
† Effect sizes assessed using Cohen’s d values: + (small positive); ++ (medium positive); +++ (large 

positive); – (small negative); – – (medium negative); – – – (large negative) 
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Risk factors for anxiety in the perinatal period 

 

One study measured factors associated with anxiety (Matthey et al, 1999). Matthey et al. 

(1999) found statistically significant associations between anxiety and the number of pre-

migration traumatic events experienced or witnessed. History of living in a refugee camp 

prior to resettlement, the number of support people available and the length of time in the 

host community were not significantly associated with perinatal anxiety (Matthey et al, 

1999).  

 

Risk factors for post-traumatic stress disorder in the perinatal period 

 

Only one study assessed risk factors associated with PTSD. Matthey et al. (1999) found 

statistically significant associations between PTSD and the number of traumatic events 

experienced or witnessed. As with anxiety, PTSD was not statistically significantly 

associated with having lived in a refugee camp, the number of support people or length 

of time in Australia (Matthey et al, 1999).  

 

2.4.6 Interventions for perinatal mental disorders  

 

Two intervention studies were identified. Both studies were randomised controlled 

studies of an intervention called Mamás y Bebés/Mothers and Babies to treat perinatal 

depression (Le et al, 2011; Munoz et al, 2007). The intervention consisted of group-based 

cognitive behaviour therapy and psychoeducational sessions. In both studies, participants 

were pregnant Latin American women in the USA who had CES-D scores ≥16 and/or a 

self-reported history of depression. Muñoz et al. (2007) provided 12 weekly 2-hour 

sessions during pregnancy and booster sessions at one, three, six and 12 months post-

partum (Munoz et al, 2007). Le et al. (2011) evaluated an eight-week version of the 
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programme, consisting of eight weekly two-hour sessions in pregnancy with booster 

sessions at six weeks, four months and 12 months post-partum (Le et al, 2011). In each 

study, control groups received usual care. Muñoz et al.’s (2007) study found no 

statistically significant differences in mean CES-D scores between intervention and 

control groups. However, the difference in cumulative incidence of depression was 

significantly lower in the intervention group (14%) than in the control group (25%), 

suggesting a small beneficial effect of the intervention. In Le et al.’s (2011) study, 

women in the intervention group had significantly lower symptoms of depression than 

those in the control group, but the cumulative incidence of depression did not differ 

significantly between groups (Le et al, 2011).  

 

2.5  Discussion 

 

2.5.1 Summary of main findings 

 

This systematic review aimed to summarise existing research around the prevalence, risk 

factors and interventions for perinatal mental disorders among migrant women 

originating from low- and middle-income countries and to identify gaps in the evidence. 

The review highlights a number of important issues. Firstly, perinatal depression and 

anxiety are significant problems among migrant women from low- and middle-income 

countries. Of the fifteen studies that included a non-migrant comparison group, ten found 

significantly higher rates of perinatal depression among migrant women. Secondly, risk 

factors for perinatal mental disorders are complex and likely to vary according to context. 

A history of depression and poor social support were consistently associated with 

perinatal depression – a finding consistent with evidence from non-migrant populations 

(Howard et al, 2014). Finally, the review highlights a number of significant evidence 



80 

 

gaps. No studies were identified that had been conducted in a low-income country 

setting; all studies assessed the perinatal mental health status of migrants who had 

resettled to high- or middle-income destination countries. None used a diagnostic 

interview to assess the outcome, all studies relying instead on screening instruments. No 

studies assessed psychotic or bipolar disorders, and evidence on interventions to prevent 

or treat perinatal mental disorders in migrant groups was similarly scarce. Refugee and 

asylum-seeking women were under-represented.  

 

2.5.2 Prevalence of perinatal depression 

 

The prevalence of perinatal depression varied greatly across studies. The median 

prevalence was 36.5% for moderate-severe depression and 15.5% for severe depression, 

with estimates from individual studies ranging from under 1% to over 50%. This range 

highlights the significant heterogeneity among migrant populations as well as 

methodological differences between studies. Hung et al.’s (2012) study of post-partum 

Chinese and Southeast Asian women in Taiwan was a striking outlier, reporting 

prevalence rates of moderate-severe depression and severe depression of 1.8% and 0.6%, 

respectively (Hung et al, 2012). The reason for these low estimates are unclear as the 

study does not differ significantly from other studies in terms of participant 

characteristics or methodology. Bjerke et al.’s (2008) study of Pakistani women in 

Norway also found a low prevalence of depression (Bjerke et al, 2008). The authors 

suggest cultural differences in perceptions of mental illness and the use of Norwegian 

rather than origin-country (Urdu) assessment instruments, which may have missed 

culturally-diverse manifestations of depression, as possible explanations for their 

findings (Bjerke et al, 2008). 
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At the high end of the range of estimates were studies by Goyal et al. (2005) and Lucero 

et al. (2012), with estimates of moderate-severe depressive disorder of 51.7% and 54.2%, 

respectively (Goyal et al, 2006; Lucero et al, 2012). Both of these studies were conducted 

in the USA and both used the PDSS as a measurement tool. Lucero et al.’s (2012) 

participants were low-income, Spanish-speaking women from Latin America living in 

Utah. The low-income status of this group and the possible inclusion of non-English 

speakers (as assessments were conducted in Spanish and English language proficiency 

was not a requirement) may partially explain the high rates (Lucero et al, 2012). 

However, Goyal et al. (2005) found similarly high rates in their sample of Indian migrant 

women in the USA who could speak and write in English (Goyal et al, 2006). The 

authors suggest that South Asian women may be more likely than other ethnic groups to 

experience perinatal depression, contradicting the conclusions drawn by Bjerke et al. 

(2008) (Bjerke et al, 2008).   

 

The majority of studies that included non-migrant controls reported higher rates of 

perinatal mental disorders among migrant groups. However, there were a number of 

exceptions. Lara et al. (2009) compared Latin American women in the USA with 

Mexican women living in Mexico and found no significant difference in prevalence 

(Lara et al, 2009). Watson et al. (1986) found no differences between native British 

women, non-English-speaking migrants from Bangladesh, and English-speaking 

migrants from a range of other countries (Watson & Evans, 1986). Fan et al. (2008) 

found no difference between Taiwanese migrant women in the US and Taiwanese 

women in Taiwan (Fan, 2008). Gonidakis (2012) found no difference between Albanian 

migrant women in Greece and native Greek women, which the author attributed to the 

Albanian community being the largest and most assimilated migrant group in Greece 
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with strong support networks that may protect against depression (Gonidakis, 2012). 

These exceptions to the general trend further highlight the substantial heterogeneity 

between migrant communities. 

 

A notable proportion of studies included in this review focused on Latin American 

women living in the USA. As the largest migrant group in the USA, it is conceivable that 

Latinas in the USA may have social networks that are stronger than those among US-

born counterparts. It is conceivable that support networks might also be stronger among 

those who have arrived more recently, compared to those who have been in the 

destination country for longer and assimilated into the host society. Though this goes 

against the findings of many other studies, which show a decline in depression 

prevalence with time since migration, it may be that among large migrant communities 

such as Latin American groups in the USA, there are strong protective forces in place. 

This may help to explain in part Davila et al.’s (2009) findings of higher depression rates 

among second generation (US-born) versus first-generation (Mexican-born) Latinas in 

the USA (Davila et al, 2009).  

 

Miszkurka et al. (2010) found participants’ region of origin to be a strong predictor of 

depressive symptoms (Miszkurka et al, 2010). The results of the systematic review are 

unable to confirm this, as no trends could be discerned on the basis of country (or region) 

of origin nor destination. It was also not possible to identify differences in prevalence 

rates according to stage of pregnancy or category of migrant due to the diversity in study 

methods as well as participant characteristics.  
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The results of this review provide a wider range of prevalence estimates than reported in 

a previous review by Collins et al. (2011). Collins et al. (2011) found rates of postnatal 

depression symptoms ranging between 24% and 42%, although this range excluded one 

study which reported prevalence rates of under 10% because it was considered 

discordant. Collins et al.’s (2011) study was based on eight studies and limited to 

postnatal depression in migrant women living in high-income countries (Collins et al, 

2011). A meta-analysis by Fisher et al. (2012) focussed on common perinatal mental 

disorders among a general (non-migrant) sample of women in low- and middle-income 

countries and found a combined pooled estimate of depressive, anxiety, adjustment and 

somatic disorders of 15.9% in pregnancy and 19.8% post-partum (Fisher et al, 2012). 

These pooled estimates contain significant heterogeneity (I2 >95%) and must be 

interpreted with caution.  

 

2.5.3 Factors associated with perinatal depression  

 

Several exposures were associated with perinatal depression. These exposures included 

broad socio-economic and environmental factors as well as at the community-level and 

individual-level factors. Figure 8 summarises all the variables identified in individual 

studies within the systematic review, classified using Dahlgren and Whitehead’s (1991) 

framework of the social determinants of health (Dahlgren & Whitehead, 1991). Within 

the systematic review, the most convincing evidence was for a history of depression and 

a lack of social support, both of which were consistently associated with a higher risk of 

perinatal depression. The protective effect of social support on mental health is well-

known among general populations, and the association is therefore not unique to migrant 

women (Biaggi et al, 2016; Howard et al, 2014). However, the intensity and frequency 

with which social isolation is experienced by migrants – often exacerbated by language 
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and cultural barriers – may place migrant women at greater risk than others. The inter-

associations between previous mental disorders and levels of social support further 

highlight the complex and often and self-perpetuating life challenges many women face. 

These findings emphasise the need to ensure that migrant women, who may not have had 

a chance to develop social networks and systems in their destination country, are 

sufficiently supported through personal and community networks. Given that pregnancy 

is for many women a time of increased contact with health services, the perinatal period 

offers a valuable opportunity for women with mental disorders or at risk of developing 

mental disorders to be identified and support to be offered from an early stage (Lancaster 

et al, 2010).  
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Figure 8 Factors associated with perinatal mental disorders identified by systematic review 
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2.5.4 Interventions for perinatal depression 

 

Two intervention studies showed weak evidence of effectiveness in the treatment of 

perinatal depression. The scarcity of high-quality evidence on interventions to prevent or 

treat perinatal mental disorders among migrant women was notable. Evidence from other 

settings has shown that evidence-based psychological and psychosocial interventions can 

improve maternal as well as child physical and mental health (Dennis & Hodnett, 2007; 

Thornicroft & Patel, 2014). In several low-income settings, trained non-specialists 

including community health workers have effectively delivered talking therapies, relying 

on a central point of referral with specialist support for severe cases when needed 

(Rahman et al, 2013; van Ginneken et al, 2013). Identifying effective and culturally-

appropriate interventions for migrant populations is an urgent research priority, given 

that this group – especially those who are also new mothers – may face additional 

challenges and have specific needs.  

 

2.5.5 Evidence gaps 

 

Evidence gaps highlighted by this review are significant. Studies were conducted 

exclusively in high- and middle-income countries, reducing the generalizability of 

findings to low-income country settings, especially given the variability between migrant 

populations across different regions. The lack of studies conducted with migrant 

populations living in low-income destination countries is also striking given that the 

majority of global migration flows occur within low- and middle-income regions (IOM, 

2013). The review confirms previous findings that migrant and mental health research 

from these areas, where the burden of mental disorders is high, is heavily under-

represented (Patel & Kim, 2007; Sumathipala et al, 2004). The experiences, 
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circumstances and mental health needs of migrant women relocating to high-income 

regions is likely to differ significantly from those relocating to low- or middle-income 

regions, where existing mental health services may be scarce, over-stretched and less 

accessible to marginalised groups (IOM, 2013; Stein et al, 2014).  

 

Studies relied heavily on screening instruments rather than diagnostic interviews for 

assessing mental health status, which may have led to over-estimates of true disease 

prevalence. One systematic review of perinatal depression found that after adjusting for 

the impact of other covariates, estimates of perinatal depression derived from screening 

tools were significantly higher than those derived from diagnostic tools (OR 1.6; 95% CI 

1.3–2.0) (Woody et al, 2017). Another review found that the prevalence of postpartum 

depression across international settings was significantly lower among studies using the 

SCID as compared with studies using self-report checklists (Norhayati et al, 2015). 

Results from studies based on screening tools may therefore tend to over-estimate the 

true burden of mental disorders, and care should be taken to report results accurately as 

estimates of symptoms of the illness, rather than the illness itself. Finally, there is an 

urgent need for research on severe perinatal mental disorders such as psychosis in 

migrant populations.  

 

2.5.6 Strengths and limitations 

 

This is the first systematic review of perinatal mental disorders in migrant women from 

low- and middle-income countries. It builds upon a previous review by Collins et al. 

(2011) which was limited to eight studies of postnatal depression in migrants in high-

income settings (Collins et al, 2011). The present review includes data from a large and 

diverse group of women from low- and middle-income settings who migrated to four 
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continents and provides a comprehensive overview of prevalence, associated factors and 

interventions. The focus on women from low- and middle-income countries of origin 

reflects the large migration flows occurring in these regions and the fact that the needs of 

these women are likely to differ significantly from those migrants who originate from 

high-income countries (IOM, 2013).  

  

There are a number of limitations to the review, many of which reflect shortcomings of 

included studies. Firstly, studies used screening tools rather than diagnostic interviews to 

assess mental health status and therefore only provide evidence on the prevalence of 

symptoms indicative of mental disorders, rather than the prevalence of the mental 

disorder itself. Secondly, the range of psychometric tools used make comparisons 

between studies challenging. Even when the same instrument was used, cut-offs varied 

between studies as did the degree to which these cut-offs had been validated in a given 

setting. Thirdly, inconsistent terminology may have obscured differences between 

migrant categories. For example, Shafiei et al. (2011) describe their sample of women 

from Afghanistan living in Australia as ‘immigrants’ when they are likely to have met 

the definition for refugees (Shafiei et al, 2011). Observational studies are by design prone 

to bias and confounding, either because confounders have not been assessed or because 

residual confounding from unmeasurable confounding variables remains (Egger et al, 

1998; Norgaard et al, 2017; Stroup et al, 2000). Cross-sectional studies are further 

limited in that they cannot provide evidence on causality between exposures and 

outcomes (Gonidakis, 2012).  

 

The poor quality of most studies was another limitation. Many studies had a high risk of 

selection bias due to poor definitions of participants’ migration and/or pregnancy status, 
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and a high risk of measurement bias due to the use of screening tools that had not been 

validated (or not been validated rigorously enough) in the local setting. Finally, cultural 

differences in the manifestation of mental disorders must be considered. The benefits 

conferred by standardised tools and assessment methods should be balanced against the 

need for tools that are sensitive to culturally-specific expressions of illness. Although it 

was beyond the scope and focus of this review, more diverse methods of data collection – 

including the use of locally-developed or adapted instruments and qualitative or mixed-

methods approaches – may generate more meaningful, insightful and in-depth 

understandings of mental health status than can be achieved through more conventional 

scales and study designs. Eliciting somatic symptoms, which have been correlated with 

depression in pregnant and post-partum women and can be more common in low- and 

middle-income countries, could also improve detection of mental disorders (Kirmayer, 

2001; Nylen et al, 2013; Shidhaye et al, 2013).  

 

2.5.7 Implications of findings  

 

The results of this systematic review have a number of implications for policy and future 

research. These are described in the final Discussion chapter alongside findings of the 

other study components. The systematic review results also directly informed the 

development and design of the remaining study components. Firstly, the review 

confirmed the need for research on perinatal mental disorders among migrants in low-

income destination countries – a severe gap in the current literature which is concentrated 

on selected high-income destination countries. Secondly, the review informed the 

decision to select two distinct screening instruments for piloting and validation on the 

Thai-Myanmar border. It was decided that the first instrument should be a commonly-

used and standardised tool which would facilitate comparison with other studies, while a 
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second instrument that bore specific cultural relevance to the local context should also be 

tested. While the former instrument would offer an opportunity to assess depression from 

an external or etic perspective, the latter would provide insight from an insider, 

culturally-based or emic perspective (Brislin & Thondike, 1973; Patel & Mann, 1997). 

 

Thirdly, the heterogeneity of migrant populations and the context-specific nature of risk 

factors for perinatal depression highlighted by the review suggested that a mixed-

methods approach might be beneficial. It was felt that a qualitative component would 

facilitate a more in-depth and more accurate understanding of the true burden of perinatal 

depression in this setting. Fourthly, the selection of exposure variables within the 

prospective cohort study was informed by risk factors identified by the systematic 

review. The risk factors summarised in Figure 8 formed a guiding contextual framework 

for the cohort component. Finally, the lack of intervention studies influenced the decision 

to incorporate an exploration of stakeholders’ views. Though it was beyond the scope of 

the research to conduct an intervention study, the stakeholder analysis serves as a starting 

point for discussions and provides a backdrop that can form the basis of future 

implementation-focused intervention studies.  

 

2.6  Chapter summary 

 

This chapter presents the methods and findings of a systematic review of perinatal mental 

disorders among migrant women from low- and middle-income countries. Results 

indicate that migrant women tend to experience higher rates of perinatal depression than 

non-migrant women. Risk factors for perinatal depression acted at the socio-economic, 

environmental, community and individual level. A history of mental disorder and lack of 

social support were consistently associated with perinatal depression, highlighting the 
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importance of prioritising the development and maintenance of support networks to 

ensure that migrant women are sufficiently supported. The lack of evidence from low-

income destination countries emphasises the urgent need for research on migrant 

populations in these regions.   
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3.1  Chapter overview 

 

This chapter describes the measurement tools that were used to ascertain the presence of 

exposure and outcome variables. A number of tools were considered for the assessment 

of perinatal depression. Of a number of instruments piloted and validated, the Structured 

Clinical Interview for the Diagnosis of DSM-IV Disorders emerged as the most accepted 

and appropriate in this setting and was selected for use in this research. The rationale for 

the exposure variables collected and the scales used to measure complex constructs such 

as social support and trauma history are also provided.  

 

3.2  Assessment of outcome: measuring perinatal depression 

 

3.2.1 Screening tests and diagnostic tests: an overview 

 

The selection of a valid and culturally-appropriate measurement tool is key to the reliable 

and accurate ascertainment of perinatal depression (Ali et al, 2016). Many instruments 

are available to establish the presence either of symptoms of perinatal depression or of 

the condition itself. These instruments fall into two broad categories: diagnostic tests and 

screening tests. Diagnostic tests aim to provide a comprehensive clinical picture and 

establish a definitive diagnosis. They rely on standard diagnostic criteria such as those 

outlined by the American Psychiatric Association’s Diagnostic and Statistical Manual of 

Chapter 3.  

Measurement tools and their validity  
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Mental Disorders (DSM) or the World Health Organisation’s International 

Classification of Diseases Diagnostic Criteria (ICD) (American Psychiatric Association, 

2000; WHO, 1992). Diagnostic tests are commonly administered by trained experts or 

healthcare professionals. By standardising the terminology, question sequence and 

response assessment, diagnostic interviews reduce inter-rater variability and improve 

diagnostic accuracy (Mestre et al, 2013).  

 

Screening tests tend to be briefer and narrower in scope, providing a rapid means of 

assessing an individual’s risk of having a condition by establishing the presence of 

symptoms indicative of the condition. Those scoring above a pre-specified threshold are 

considered to have an elevated risk of the condition of interest and these individuals 

require further assessment, usually in the form of a diagnostic interview (Aboraya et al, 

2016). Screening tests can be self-completed or administered by non-specialists with 

minimal training. In low-resource settings, where mental health expertise is often lacking 

or over-stretched, the scope for non-specialists to conduct mental health assessments is 

an important consideration. 

  

The performance of depression screening tools varies across languages and settings, and 

validity must be assessed prior to use within different cultural groups (Boyd et al, 2005). 

Validation studies assess the accuracy of a screening tool compared with a gold standard 

and identify the optimal cut-off score within a given setting or population group. For the 

current study, validation of the assessment tool was important for several reasons. Firstly, 

perinatal depression has not previously been studied in this cultural or geographic setting 

or in the local languages. Secondly, validation of screening tools for mental disorders is 

important in low- and middle-income settings more broadly as manifestations of 



94 

 

depression may differ from symptoms encountered in high-income settings, where most 

screening tools are developed (Ali et al, 2016; Tandon et al, 2012). Finally, validation 

was important specifically for this low-literacy population (Carrara et al, 2011). It was 

necessary to ensure that measurement tools were acceptable, appropriate and user-

friendly to participants as well as to local staff carrying out the assessments.  

 

The selection of a tool for this study was an iterative process. The aim was to identify a 

valid, culturally-appropriate and practical instrument to identify women with perinatal 

depression on the Thai-Myanmar border. The systematic literature review described in 

the previous chapter highlighted the benefits of using a standardised tool but also raised 

the importance of ensuring tools are relevant to the local culture. The review also found 

an absence of studies using diagnostic rather than screening tests, which constituted an 

important short-coming. These findings underpinned the selection of screening tools for 

piloting as well as later decisions around the use of a diagnostic test.  

 

3.2.2 Selection of the diagnostic tool  

 

The Structured Clinical Interview for the Diagnosis of DSM-IV Disorders (Research 

version) (SCID) was selected as the ‘gold standard’ diagnostic tool. The SCID is a semi-

structured interview structured around the DSM-IV diagnostic criteria (American 

Psychiatric Association, 2000; First et al, 2007). The presence of depressive disorder is 

established on the basis of responses to nine open questions relating to affective, 

cognitive and social symptoms of depression (First et al, 2007). No distinction is made 

between perinatal depressive disorder and depressive disorder at other stages of life other 

than the timing of occurrence (American Psychiatric Association, 2000).   
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The SCID is one of the most widely-used ‘gold standard’ comparators in validation and 

epidemiological studies globally. It was selected over other diagnostic instruments for 

use in this study for a number of reasons. The semi-structured design facilitates its 

administration and requires less extensive expertise from interviewers than some other 

diagnostic tests. This was an advantage in this low-resource setting where mental health 

expertise is severely lacking. The structure of the SCID also facilitates the interpretation 

of results and limits scope for variability in interpretation (Aboraya et al, 2016). Finally, 

training on the administration of the SCID, provided by the American Psychiatric 

Association, consisted of self-directed, computerised learning and was significantly more 

accessible than training for other diagnostic tools, many of which required face-to-face 

attendance at courses in locations that were not viable for the author or counselling team.  

 

The DSM-IV categories of depression included as outcomes in this study were: Major 

Depressive Disorder, Minor Depressive Disorder and Depressive Disorder ‘Not 

Otherwise Specified’ (NOS). Criteria for these disorders, and the nine SCID items used 

to assess the presence of relevant symptoms, are listed in Table 15 and Table 16, 

respectively. A tenth item was added to determine participants’ ability to cope – an 

additional criteria stipulated by DSM-IV and defined as the extent to which symptoms of 

depression impair social, occupational or other important areas of functioning.  
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Table 15 Definitions of depressive disorders according to DSM-IV (American Psychiatric 

Association, 2000) 

Major Depressive 

Episode 

Five or more of the symptoms listed in Table 16 have been present during 

the same two-week period and represent a change from previous 

functioning. At least one of the symptoms must be either (1) depressed 

mood or (2) loss of interest or pleasure. Symptoms must cause clinically 

significant distress or impairment in social, occupational or other important 

areas of functioning. Symptoms must not be due to the direct effects of a 

general medical condition or substance use. 

Minor Depressive 

Disorder 

At least two (but less than five) of the symptoms listed in Table 16 have 

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

previous functioning. At least one of the symptoms must be either (1) 

depressed mood or (2) loss of interest or pleasure. Symptoms must cause 

clinically significant distress or impairment in social, occupational or other 

important areas of functioning. Symptoms must not be due to the direct 

effects of a general medical condition or substance use. 

Depressive Disorder  

‘Not Otherwise 

Specified’ (NOS)  

 

Clinically significant depressive symptoms that do not meet the criteria for 

Major or Minor Depressive Disorder. For this study, Depressive Disorder 

NOS was defined as having four or more of the symptoms listed below at a 

severity that does not meet the DSM-IV threshold. One of the symptoms 

must be either (1) depressed mood or (2) loss of interest or pleasure. 

Examples of symptoms include low mood often but not nearly every day, or 

significant feelings of worthlessness that impact on social functioning but do 

not occur nearly every day. 
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Table 16 SCID items relating to DSM-IV criteria for depressive disorders (First et al, 2007) 

1. Depressed mood most of the day, nearly every day, as indicated either by subjective repost (e.g., 

feels sad or empty) or observation made by others (e.g., appears tearful) 

 

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

every day (as indicated either by subjective account or observation made by others) 

 

3. Significant weight loss when not dieting, or weight gain (e.g., a change of 5% of body weight in a 

month) or decrease or increase in appetite nearly every day 

 

4. Insomnia or hypersomnia nearly every day 

 

5. Psychomotor agitation or retardation nearly every day (observable by others; not merely subjective 

feelings of restlessness or being slowed down) 

 

6. Fatigue or loss of energy nearly every day   

 

7. Feelings of worthlessness or excessive or inappropriate guilt (which may be delusional) nearly 

every day (not merely self-reproach or guilt about being sick) 

 

8. Diminished ability to think or concentrate, or indecisiveness, nearly every day (either by subjective 

account or as observed by others) 

 

9. Recurrent thoughts of death (not just fear of dying), recurrent suicidal ideation without a specific 

plan, or a suicide attempt or a specific plan for committing suicide 

 

SCID items were translated from English into Burmese and Sgaw Karen. Poe Karen, the 

third most common language among migrant communities in this region, is a spoken 

language only and does not exist in written form. Due to the lack of mental health 

expertise in this setting, no psychiatrist was available locally to conduct translations. 

Instead, translations were done by two senior midwives with extensive experience in 

clinical practice and research in this setting and fluent in English, Burmese and Karen 

languages. Back-translations were conducted by a senior midwife (Sgaw Karen version) 

and a physician (Burmese version) who had not seen the original English version. 

Original and back-translated versions were compared and confirmed to have semantic 

equivalence.  
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Due to the nature of the Burmese and particularly Sgaw Karen languages, it was 

necessary for some of the individual SCID items to be broken down into a series of 

questions. For example, the first question was phrased, “Do you ever feel very sad?” 

Affirmative responses were followed-up with questions to establish whether feelings 

occurred “most of the day, nearly every day” and to elicit further details about the nature 

and context of these feelings. The final Sgaw Karen and Burmese SCID interview 

schedules are presented in Appendices 9 and 10. 

 

SCID results were scored using the procedure prescribed by the SCID (First et al, 2007). 

Responses to each of the SCID items were assessed against the DSM-IV criteria and 

scored ‘1’ if the criteria were not met; ‘2’ if the criteria were partially (but not fully) met; 

‘3’ if criteria were fully met; or ‘?’ if the information provided was insufficient (Table 

17).  

 

Table 17 Definition and interpretation of scores for individual SCID items (First et al, 2007) 

Score Definition Interpretation 

3 Threshold or true Criteria fully met; definite ‘yes’ 

2 Sub-threshold Criteria partially met, but not fully meeting threshold  

1 Absent or false Criteria absent; definite ‘no’ 

? Inadequate information Insufficient information to score the item 

 

3.2.3 Selection of the screening tool  

 

A number of screening tools were considered for testing against the SCID in this study. 

The Edinburgh Postnatal Depression Scale (EPDS) was formally validated in a separate 

study prior to this research and found not to be appropriate for use in this setting, as 

described in more detail below. Two further screening tools were therefore selected for 

piloting. Guided by the results of the systematic review, one standardised, commonly-
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used instrument and one instrument that was considered more specific to this particular 

setting, culture and population were selected. The rationale for selecting these tools and 

results of their piloting are presented below.  

 

Edinburgh Postnatal Depression Scale 

 

The Edinburgh Postnatal Depression Scale (EPDS) is a ten-item questionnaire which 

asks respondents to rate how they have felt during the previous week. Each item is scored 

0–3 with total scores in the range of 0–30 and higher scores representing a higher 

likelihood of depression (Appendix 11). The EPDS is the most widely-used screening 

tool for perinatal depression and has demonstrated good validity and reliability across 

diverse languages, settings and populations globally, including in many low- and middle-

income countries (Ali et al, 2016; Chorwe-Sungani & Chipps, 2017; Cox et al, 1987; 

Fellmeth et al, 2016a; Gibson et al, 2009; Tandon et al, 2012). The EPDS has the 

advantage of being specifically designed to screen for depression in pregnancy and post-

partum. Its focus on cognitive and affective symptoms avoids conflation of some of the 

physical symptoms associated with pregnancy – such as fatigue and loss of appetite – 

with symptoms of perinatal depression. These characteristics make the EPDS an 

attractive and one of the most obvious choices of tools.  

 

In a previous study, the EPDS was validated among post-partum women on the Thai-

Myanmar border (Ing et al, 2017). Burmese and Sgaw Karen translations of the EPDS 

were administered to 670 post-partum women attending SMRU clinics between February 

2014 and April 2015. Using the SCID as the gold standard comparator, the EPDS 

demonstrated good psychometric properties with high accuracy (area under the curve 

0.99) in both Burmese and Sgaw Karen. Internal consistency was good for the Burmese 
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version but poorer for the Sgaw Karen version (Cronbach’s alpha 0.82 and 0.59, 

respectively). In both languages, a cut-off of ≥10 provided the optimal threshold, yielding 

a sensitivity of 100% and specificity of 96.7% (95% CI 93.6–99.9) in Burmese, and a 

sensitivity of 100% and specificity of 98.7% (95% CI 97.7–99.7) in Sgaw Karen (Ing et 

al, 2017).  

 

However, despite reasonable psychometrics, local staff conducting the interviews 

expressed many concerns about the EPDS, describing the EPDS language as 

cumbersome and difficult to understand. Unfamiliarity with Likert-type response 

categories, changing directionality of response options and subtlety between options such 

as ‘most of the time’ and ‘some of the time’ – terms that are not easily distinguishable or 

translatable into the local languages, particularly Sgaw Karen – presented challenges for 

staff and participants alike and rendered it difficult for questions to be answered 

accurately. A number of participants became distressed as a result of being unable to 

complete the questionnaire. The overwhelming view among study staff was that the 

EPDS was inappropriate and had limited utility in this setting. Given this feedback and 

the staff aversion to the EPDS, it was necessary to identify an alternative, more 

acceptable screening tool.  

 

Patient Health Questionnaire 

 

The Patient Health Questionnaire (PHQ-9) is a nine-item questionnaire which evaluates 

the presence of criteria for depressive disorder in the previous two-week period (Kroenke 

et al, 2001). Items cover psychological and cognitive symptoms and assess social, 

functional and occupational impairment. For each item, respondents select the response 

option that best describes the frequency of symptoms experienced, from ‘not at all’ (0) to 



101 

 

‘nearly every day’ (3). Each item is scored 0–3 with total scores ranging from 0-27 and 

higher scores representing increased severity of symptoms (Appendix 12).  

 

The reason for selecting the PHQ-9 for piloting was that, similar to the EPDS, it provides 

another commonly-used screening tool that has been validated across diverse settings 

including low-income regions (Ali et al, 2016; Azale et al, 2016; Fekadu et al, 2017; 

Kohrt et al, 2016). Though not designed specifically for use in the perinatal period, it has 

been found to be reliable in pregnant and post-partum women (Fekadu et al, 2017; 

Gjerdingen et al, 2009; Sidebottom et al, 2012). The PHQ-9 also holds a number of 

advantages over the EPDS. Questions on the PHQ-9 are aligned with the nine SCID 

items, which had performed well during the previous EPDS validation study. The PHQ-9 

therefore offered a means of testing SCID questions using a Likert-response type format. 

Furthermore, the response options on the PHQ-9 are simpler and more consistent than 

those of the EPDS: the options themselves are more straightforward and they remain 

constant for all questions. The PHQ-9 therefore offered an opportunity to test a simpler 

Likert-like response scale.  

 

Refugee Health Screener 

 

The Refugee Health Screener-15 (RHS-15) is a fifteen-item screen for psychological and 

somatic symptoms of depression, anxiety and post-traumatic stress disorder (PTSD). It 

was developed in consultation with refugees from Myanmar, Bhutan and Iraq who had 

resettled in the United States (Hollifield et al, 2013; Pathways to Wellness, 2012). The 

first fourteen items ask respondents to rate the frequency of psychological and somatic 

symptoms on a 5-point Likert scale scored 0 (not at all) to 4 (extremely). The 5-point 

scale is diagrammatically annotated with a beaker filled to varying degrees to facilitate 
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understanding. The fifteenth item consists of a visual analogue scale in the form of a 

‘distress thermometer’: respondents rate their level of distress from zero (no distress) to 

ten (extreme distress) on a diagram of a thermometer. A total score ≥12 on items 1–14 

and/or ≥5 on the distress thermometer constitute a positive screen requiring further, in-

depth assessment. Sgaw Karen and Burmese versions were obtained from the RHS-15 

authors (Appendix 13) (Hollifield et al, 2013).  

 

The reason for selecting the RHS-15 for piloting was its specific migrant focus, which 

offered an alternative approach to the more widely-used and mainstream instruments. 

The fact that resettled Karen and Burmese refugees were involved in its design rendered 

it particularly relevant. The visual analogue (distress thermometer) component of the 

RHS-15 was also considered to be advantageous in a low-literacy population setting. The 

RHS-15 has not previously been used in Burmese or Karen communities prior to 

resettlement, and it has not been used among pregnant or postpartum women.  

 

3.2.4 Piloting of the PHQ-9 and RHS-15  

 

The PHQ-9 and RHS-15 were piloted on a convenience sample of 128 SMRU staff 

members (n=29 at Mawker Tai, n=38 at Maela, n=61 at Wang Pha). Participating staff 

members came from a range of clinical departments and seniority. Staff were asked to 

complete both questionnaires and provide feedback on each. Across all three clinic sites 

there was a marked preference for the RHS-15 over the PHQ-9. Many felt that some of 

the PHQ-9 questions were not clear. For example, it was felt that the first question – 

having “little interest or pleasure in doing things” – could not be easily answered as 

interest and pleasure are different concepts and should therefore be separated into two 

questions. Others commented that it felt like “reading a textbook” and would not be easy 
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for patients to understand. With very few exceptions staff felt that the RHS-15 was 

clearer, easier to understand and easier to complete. Based on this feedback, it was 

decided to proceed with a formal validation of the RHS-15.  

 

3.2.5 Validation of the RHS-15 

 

Procedure 

 

The validity of the RHS-15 was assessed in Burmese and Sgaw Karen. Methods of the 

validation component are summarised briefly here and described in more detail in 

Chapter 4. Validation of the RHS-15 occurred concurrently with the baseline assessment 

of the cohort study component. All participants completed both the RHS-15 and the 

SCID at their baseline assessment in the first trimester of pregnancy. Study staff read 

RHS-15 items verbatim to participants and recorded responses. This method of verbal 

administration is considered acceptable by RHS-15 authors, and was used in this setting 

due to low literacy rates within the migrant community and limited comprehension of 

written health information, even among those able to read fluently (Carrara et al, 2011; 

Pathways to Wellness, 2012). After completing the RHS-15, participants were 

interviewed using the SCID. At Mawker Tai, the SCID was conducted by a different 

member of the study team who was blinded to the results of the RHS-15. At Maela and 

Wang Pha, staffing constraints meant that the RHS-15 and SCID were administered 

consecutively by the same study team member. At Maela and Wang Pha the RHS-15 was 

always administered first, and followed by the SCID. At Mawker Tai, efforts were made 

to maintain this same ordering but at times due to different availability of the two staff 

members involved in conducting the interviews, the SCID was conducted first. 
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Sample size 

 

The target sample size was 200 Sgaw Karen-speaking and 200 Burmese-speaking 

women. This was based on validation study guidelines suggesting that 200 participants is 

considered a ‘fair’ sample size (Comrey & Lee, 1992).  

 

Statistical methods 

 

For the validation component only, depression status was defined as a SCID diagnosis of 

major or minor depression (i.e., excluding depression NOS), in order to be aligned with 

and comparable to validation studies from other settings. Mean RHS-15 scores of women 

with and without depression were compared to test the construct validity of the RHS-15 

(Devellis, 2003). Sensitivity, specificity, positive likelihood ratio (LR+), negative 

likelihood ratio (LR–) and the proportion of cases correctly identified were calculated for 

each cut-off value of the RHS-15. The LR+ represents the probability of participants with 

depression scoring positive, divided by the probability of participants without depression 

scoring positive; the higher the value, the more convincingly the RHS-15 score is able to 

detect depression.  

 

 

Accuracy was evaluated using receiver operating characteristic (ROC) curves, which plot 

the sensitivity versus 1 minus the specificity of a measure (see Figure 9 and Figure 10). 

An area under the ROC curve (AUC) greater than 0.5 suggests that the measure identifies 

cases better than by chance and an AUC greater than 0.8 is generally considered to 

suggest an accurate test (Hanley & McNeil, 1982). Youden’s Index, the value at which 

[(sensitivity + specificity) – 1] is maximised, was used to identify the point of optimal 

balance between sensitivity and specificity. Reliability was assessed using Cronbach’s 
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alpha. Separate analyses were conducted for items 1–14 and the distress thermometer 

(item 15) because scores above the threshold of either of these components could 

constitute a positive screen. Statistical analyses were conducted using STATA 14 SE 

(StataCorp, 2015) and SPSS 23.0 (IBM SPSS, 2013). 

 

Results  

 

Of 630 eligible women attending ANC during the study period, 569 (90.2%) participated 

in the baseline assessment. Complete SCID and RHS-15 results were obtained for 510 

(235 Burmese-speaking and 275 Sgaw Karen-speaking) women. Overall, 48.5% 

(114/235) of Burmese-speaking and 42.4% (116/275) of Sgaw Karen-speaking women 

screened positive on the RHS-15. Screening results for women with and without 

depression are shown in Table 18. Median scores and the proportion of participants 

scoring positive on the RHS-15 were significantly higher among women with depression 

compared to women without depression in both Burmese and Sgaw Karen, except for the 

distress thermometer, which did not significantly differentiate between depressed and 

non-depressed women in Sgaw Karen.  
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Table 18 Results of RHS-15 screening by language and depression status  

RHS-15 component 

Burmese Sgaw Karen 

Depressed 

 

(n=22) 

Not 

depressed 

(n=213) 

p-value Depressed 

 

(n=17) 

Not 

depressed 

(n=258) 

p-value 

 

Items 1-14 

Positive (≥12), % (n)   

Median [range]† 

 

 

Distress thermometer 

Positive (≥5), % (n) 

Median [range]† 

 

 

Overall 

Positive, % (n) 

 

 

81.8 (18) 

18.5 [8-49] 

 

 

 

59.1 (13) 

5 [1-10] 

 

 

 

86.4 (19) 

 

 

34.3 (73) 

9 [0-40] 

 

 

 

22.4 (47) 

2 [0-10] 

 

 

 

44.6 (95) 

 

 

<0.01 

<0.01 

 

 

 

<0.01 

<0.01 

 

 

 

<0.01 

 

 

94.1 (16) 

22 [10-38] 

 

 

 

41.2 (7) 

4 [0-10] 

 

 

 

94.1 (16) 

 

 

31.4 (81) 

9 [0-27] 

 

 

 

22.9 (58) 

2 [0-10] 

 

 

 

38.8 (100) 

 

 

<0.01 

<0.01 

 

 

 

0.09 

0.02 

 

 

 

<0.01 

Bold denotes statistical significance at p<0.05 level.  
† p-values calculated using Mann-Whitney U test. All other p-values calculated using Chi-squared test  

 

 Burmese RHS-15 

 

The reliability of the Burmese RHS-15 as determined using Cronbach’s alpha was 0.63. 

Omitting unhelpful individual items of the RHS-15 did not improve the reliability 

significantly, producing a range of alpha values between 0.56 and 0.66. The sensitivity, 

specificity and likelihood ratios for each cut-off of items 1-14 of the Burmese RHS-15 

are shown in Table 19. For items 1-14, the AUC was 0.84 (95% CI 0.76–0.93) (Figure 

9). The optimal cut-off for items 1-14 was ≥14, which yielded a sensitivity of 81.8% 

(95% CI 61.5–92.7%), specificity of 76.1% (95% CI 69.9–81.3%) and correctly 

identified 76.6% of participants.  

 

The sensitivity, specificity and likelihood ratios for each cut-off of the distress 

thermometer (item 15) are shown in Table 20. The ROC curve for the distress 

thermometer is shown in Figure 10. The AUC for the distress thermometer was 0.79 
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(95% CI 0.70–0.88). The optimal cut-off was ≥4, which yielded 77.3% (95% CI 56.5–

89.9%) sensitivity, 66.7% (95% CI 60.1–72.7%) specificity and correctly identified 

68.5% of participants. Overall, applying the optimal thresholds of ≥14 for items 1-14 and 

≥4 resulted in almost half (47.7%) of all women screening positive.  

 



108 

 

Table 19 Sensitivity, specificity, likelihood ratios and proportion correctly classified:  

Burmese RHS-15 items 11–14 (n=235) 

RHS-15 

cut-off 

Sensitivity 

(%) 

Specificity 

(%) 

Correctly 

classified (%) 

Positive 

likelihood 

ratio 

Negative 

likelihood 

ratio 

≥0 100.0 0.0 9.4 1.00 - 

≥1 100.0 0.9 10.2 1.01 0.00 

≥2 100.0 2.8 11.9 1.03 0.00 

≥3 100.0 6.1 14.9 1.07 0.00 

≥4 100.0 8.0 16.6 1.09 0.00 

≥5 100.0 14.6 22.6 1.17 0.00 

≥6 100.0 20.2 27.7 1.25 0.00 

≥7 100.0 29.1 35.7 1.41 0.00 

≥8 100.0 36.2 42.1 1.57 0.00 

≥9 90.9 43.2 47.7 1.60 0.21 

≥10 90.9 50.2 54.0 1.83 0.18 

≥11 86.4 57.3 60.0 2.02 0.24 

≥12 81.8 65.7 67.2 2.39 0.28 

≥13 81.8 71.8 72.8 2.90 0.25 

≥14 81.8 76.1 76.6 3.42 0.24 

≥15 77.3 80.3 80.0 3.92 0.28 

≥16 59.1 85.9 83.4 4.20 0.48 

≥17 59.1 89.2 86.4 5.47 0.46 

≥18 54.6 90.1 86.8 5.53 0.50 

≥19 50.0 92.5 88.5 6.66 0.54 

≥20 31.8 94.4 88.5 5.65 0.72 

≥21 31.8 95.3 89.4 6.78 0.72 

≥22 31.8 96.2 90.2 8.47 0.71 

≥23 27.3 97.2 90.6 9.68 0.75 

≥24 27.3 97.6 91.1 11.62 0.74 

≥25 27.3 98.6 91.9 19.36 0.74 

≥26 22.7 98.6 91.5 16.14 0.78 

≥27 22.7 99.1 91.9 24.20 0.78 

≥28 13.6 99.1 91.1 14.52 0.87 

≥29 9.1 99.1 90.6 9.68 0.92 

≥32 9.1 99.5 91.1 19.36 0.91 

≥40 4.6 99.5 90.6 9.68 0.96 

≥49 4.6 100.0 91.1 - 0.96 

>49 0.0 100.0 90.6 - 1.00 
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Table 20 Sensitivity, specificity, likelihood ratios and proportion correctly classified:  

Burmese RHS-15 distress thermometer (n=232) 

RHS-15 

cut-off 

Sensitivity 

(%) 

Specificity 

(%) 

Correctly 

classified (%) 

Positive 

likelihood 

ratio 

Negative 

likelihood 

ratio 

≥0 100.0 0.0 9.5 1.00 - 

≥1 100.0 17.1 25.0 1.21 0.00 

≥2 95.5 34.8 40.5 1.46 0.13 

≥3 90.9 50.5 54.3 1.84 0.18 

≥4 77.3 66.7 68.5 2.39 0.34 

≥5 59.1 77.6 75.9 2.64 0.53 

≥6 40.9 93.3 88.4 6.14 0.63 

≥7 36.4 95.2 89.7 7.64 0.67 

≥8 18.2 96.2 88.8 4.77 0.85 

≥9 9.1 97.6 89.2 3.82 0.93 

≥10 4.6 99.1 90.1 4.77 0.96 
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Figure 9 Receiver operating characteristic curve: Burmese RHS-15: items 1-14 

          

 

Figure 10 Receiver operating characteristic curve: Burmese RHS-15: distress thermometer 
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 Sgaw Karen RHS-15 

 

The reliability of the Sgaw Karen RHS-15 as determined using Cronbach’s alpha was 

0.56, with a range of 0.48–0.52 upon omitting individual items. The sensitivity, 

specificity and likelihood ratios for each cut-off of items 1-14 of the Sgaw Karen RHS-

15 are shown in Table 21. The ROC curve for items 1-14 is shown in Figure 11. The 

AUC for items 1-14 was 0.92 (95% CI 0.86–0.98). The optimal cut-off for items 1-14 

was ≥15, yielding sensitivity of 88.2% (95% CI 65.7–96.7%), specificity of 81.0% (95% 

CI 75.8–85.3%) and correctly identifying 81.5% of women.  

 

The sensitivity, specificity and likelihood ratios for the Sgaw Karen distress thermometer 

are shown in Table 22. The ROC curve for the distress thermometer is shown in Figure 

12. The AUC for the distress thermometer was 0.67 (95% CI 0.53–0.78). The optimal 

cut-off was ≥4, which yielded a sensitivity of 52.9% (95% CI 31.0–73.8%), specificity of 

69.2% (95% CI 63.2–74.5%) and correctly identified 68.2% of participants. Overall, 

using the optimal thresholds resulted in 41.1% of women screening positive. 
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Table 21 Sensitivity, specificity, likelihood ratios and proportion correctly classified:  

Sgaw Karen RHS-15 items 1-14 (n=275) 

RHS-15 

cut-off 

Sensitivity 

(%) 

Specificity 

(%) 

Correctly 

classified (%) 

Positive 

likelihood 

ratio 

Negative 

likelihood 

ratio 

≥0 100 0.0 6.2 1.00 - 

≥1 100 1.6 7.6 1.01 0.00 

≥2 100 3.1 9.1 1.03 0.00 

≥3 100 13.2 18.6 1.15 0.00 

≥4 100 14.3 19.6 1.137 0.00 

≥5 100 19.8 24.7 1.25 0.00 

≥6 100 26.0 30.6 1.35 0.00 

≥7 100 36.8 40.7 1.58 0.00 

≥8 100 40.7 44.4 1.69 0.00 

≥9 100 46.9 50.2 1.88 0.00 

≥10 100 54.7 57.5 2.21 0.00 

≥11 94.1 62.8 64.7 2.53 0.09 

≥12 94.1 68.6 70.2 3.00 0.09 

≥13 88.2 72.9 73.8 3.25 0.16 

≥14 88.2 76.4 77.1 3.73 0.15 

≥15 88.2 81.0 81.5 4.65 0.15 

≥16 82.4 86.4 86.2 6.07 0.20 

≥17 76.5 87.6 86.9 6.17 0.27 

≥18 76.5 90.3 89.5 7.89 0.26 

≥19 70.6 91.1 89.8 7.92 0.32 

≥20 70.6 92.6 91.3 9.59 0.32 

≥21 64.7 95.0 93.1 12.84 0.37 

≥22 52.9 96.5 93.8 15.18 0.49 

≥23 47.1 97.7 94.6 20.24 0.54 

≥24 41.2 98.5 94.9 26.56 0.60 

≥25 23.5 99.2 94.6 30.35 0.77 

≥27 17.7 99.6 94.6 45.53 0.83 

≥29 17.7 100.0 94.9 - 0.82 

≥32 11.8 100.0 94.6 - 0.88 

≥38 5.9 100.0 94.2 - 0.94 

>38 0.0 100.0 93.8 - 1.00 
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Table 22 Sensitivity, specificity, likelihood ratios and proportion correctly classified:  

Sgaw Karen RHS-15 distress thermometer (n=270)  

RHS-15 

cut-off 

Sensitivity 

(%) 

Specificity 

(%) 

Correctly 

classified (%) 

Positive 

likelihood 

ratio 

Negative 

likelihood 

ratio 

≥0 100.0 0.0 6.3 1.00 - 

≥1 94.1 21.0 25.6 1.19 0.28 

≥2 82.4 39.1 41.9 1.35 0.45 

≥3 64.7 56.1 56.7 1.47 0.63 

≥4 52.9 69.2 68.2 1.72 0.68 

≥5 41.2 77.1 74.8 1.80 0.76 

≥6 23.5 93.3 88.9 3.50 0.82 

≥7 23.5 96.4 91.9 6.61 0.79 

≥8 11.8 97.6 92.2 4.96 0.90 

≥9 5.9 98.0 92.2 2.98 0.96 

≥10 5.9 98.8 93.0 4.96 0.95 

>10 0.0 100.0 93.7 - 1.00 
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Figure 11 Receiver operating characteristic curve: Sgaw Karen RHS-15: items 1-14 

    

 

Figure 12 Receiver operating characteristic curve: Sgaw Karen RHS-15: distress thermometer 
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Discussion 

 

Overall, the RHS-15 performed adequately, displaying reasonable sensitivity and 

specificity in Burmese and Sgaw Karen. However, there were a number of considerations 

that outweighed these good psychometric properties and limited the utility of the RHS-15 

in this setting. Firstly, almost half of all women screened positive on the RHS-15 using 

the optimal thresholds identified for this population. This issue of large proportions of 

respondents screening positive on the RHS-15 has been highlighted in other settings 

(Stingl et al, 2017). This is problematic given that each screen-positive woman requires 

further assessment, ideally in the form of a diagnostic interview. In-depth assessment of 

almost one in every two women attending ANC – many of whom will have falsely 

screened positive on the RHS-15 – is unfeasible in a resource-constrained setting such as 

the Thai-Myanmar border with numerous competing health service priorities.  

 

Secondly, the Likert-scale remained problematic despite the simplification through use of 

pictoral representations of response options (beakers filled to varying degrees). Many 

participants found it difficult to select the appropriate response option, and lengthy 

discussions were often required to differentiate between categories such as ‘a little bit’, 

‘moderately’ and ‘quite a bit’, none of which translate directly into Burmese or Sgaw 

Karen. Sgaw Karen in particular has a limited scope for nuanced questioning and 

linguistic precision, and a single concept can often require round-about explanation. 

Figure 13 illustrates visually the extent to which an English sentence is lengthened in 

Burmese and Sgaw Karen translation. Previous studies have described the challenges of 

using Likert scales in low-literacy populations (Bernal et al, 1997; Chachamovich et al, 

2009; D'Alonzo, 2011). Poor reading ability has been associated with a loss of 

discriminant power of five-category response scales such as the RHS-15 scale, and 
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simpler, three-point scales have been proposed as an alternative among low-literacy 

groups (Chachamovich et al, 2009). It is unclear why the distress thermometer, despite 

being one of the least literacy-dependent items, was a poorer discriminator of depression 

status than items 1-14.  

 

Figure 13. Illustration of the lengthening of a sentence from English into Burmese and Sgaw Karen 

 
 

Finally, it became apparent during the study that the SCID – selected originally purely to 

serve as a ‘gold standard’ comparator – had a number of strengths over the RHS-15. The 

SCID proved not only the more straight-forward to administer, but also able to elicit 

greater detail and depth than the RHS-15. The open questions allowed women to describe 

their feelings in their own words, and often, valuable additional information around their 

personal and social circumstances emerged which helped to understand and contextualise 

their psychological state. The SCID thus added a breadth and depth to the clinical history 

that far exceeded what was elicited by the RHS-15. Furthermore, on average, the SCID 

saved time. For non-depressed women, the SCID took less time to administer than the 

RHS-15. For depressed women, the SCID took longer to administer, but remained faster 

than the alternative of administering the RHS-15 first followed by the SCID, as would be 
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required by a screen-positive RHS-15. Together, these factors led to a decision to pursue 

only with the SCID for subsequent stages of the cohort study.  

 

3.3  Selection and assessment of exposure variables 

 

3.3.1 Selection of variables 

 

The selection of exposures to include in this research was based on findings from the 

systematic review. A number of additional variables were also included as they were 

considered to be important on the Thai-Myanmar border. Exposure variables collected 

are summarised in Table 23, and the rationales for their selection are discussed below.  

 

Table 23 Exposure variables collected in the cohort study component 

Domain Variables 

Demographic Age, ethnicity, language, religion, marital status 

Education and 

language 

Years of education, type of school, reason stopped school, literacy, language of 

interview, languages spoken 

Economic 
Employment, wage frequency, household size, household members working, 

remittances sent & received, telephone ownership 

Migration 
Country of birth, country of residence, reason for migration, duration in current 

location, identification card, future plans 

Lifestyle Alcohol, smoking, chewing tobacco, chewing betel nut 

Psychosocial Self-reported history of depression, social support, interpersonal violence, trauma 

Medical Maternal BMI, hypertension, diabetes, dengue  

Obstetric 
Parity, gravida, number of children, planned pregnancy, mode of delivery, EGA at 

delivery 

Infant Neonatal death, foetal distress, gender, birthweight, birth length, head circumference  

 

 

 

 



118 

 

Demographic factors 

 

Age, ethnicity and marital status were included as they were identified by the systematic 

review as risk factors for perinatal depression in certain settings. Religion was added 

because it plays an important role among the local migrant community. Although 

religion is closely aligned with ethnicity, there are also differences between religion and 

ethnicity in this setting, such as among ethnic Karen, the majority of whom are Buddhist 

but a significant proportion of whom are Christian. Buddhist practices such as meditation 

have been reported to protect against depression in certain settings and more widely, 

some evidence suggests religiosity may play a positive role in maternal coping strategies 

(Cowchock et al, 2011; Kasai et al, 2017).  

 

Education and language factors 

 

Educational background was identified in the systematic review as being associated with 

perinatal depression. Due to the fragmented school attendance of many migrants in this 

setting, information on educational attainment was sought in a number of ways, including 

the total years of education received, the type of school attended and reasons for stopping 

school attendance. Literacy and the number of languages spoken were included because 

an ability to read and a fluency in other languages (especially Thai, the host country 

language) were considered important indicators of educational levels. They were also 

considered to be potential proxy measures of degree of assimilation into Thai culture, 

which may impact the likelihood of experiencing perinatal depression.  
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Economic factors 

 

Socio-economic deprivation is a well-known risk factor for perinatal depression. 

Variability in wages in this setting rendered it difficult to elicit a standardised measure of 

income. Payment frequency was used instead as a proxy for income security. Daily 

wages, the most common form of payment within the agricultural sector, tend to be 

irregular and represent a less stable income than monthly salaries received in other 

sectors. Remittances sent and received were included as they might represent a more 

regular and reliable income available to women and their families. The presence of other 

working household members and telephone ownership were further proxy measures of 

household wealth and wealth security in this setting. Telephone ownership was also 

hypothesised to indicate a greater degree of social connectedness. In this setting, online 

social media platforms are frequently used by those with mobile telephones to contact 

resettled or repatriated family, constituting a form of social support.  

 

Migration-related factors 

 

Information on participants’ reasons for leaving Myanmar was felt to be important in this 

setting, as women fleeing war or violence might conceivably have higher trauma profiles 

and thus a greater risk of perinatal depression than those driven primarily by the prospect 

of higher wages in Thailand. Identification status was included as an indicator of 

participants’ legal status in Thailand. Undocumented or illegal status not only potentially 

acts as a psychological stressor but also limits individuals’ access to Thai government 

health services, which might further exacerbate health. Country of current residence and 

duration of residence in the current location were included as indicators of mobility and 

stability. Plans for the future were also considered of interest as a labour migrant 
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planning to return to family in Myanmar in the short-term future may experience a 

different level of psychological well-being compared to a refugee whose hopes are 

pinned on resettlement at an unknown time in the future, for instance. 

 

Lifestyle factors 

 

Alcohol consumption and smoking have been identified previously as risk factors for 

perinatal depression (Biaggi et al, 2016), though they did not arise in the systematic 

review of migrant women. Chewing tobacco and betel nut, which produce a stimulant 

response similar to the effects of caffeine or nicotine and also suppress hunger, are more 

common than smoking or drinking alcohol in this setting and were therefore also 

included.  

 

Psychosocial factors 

 

A history of depression, levels of social support, interpersonal violence and trauma were 

identified in the systematic review as being significantly associated with perinatal 

depression. The relevance of interpersonal violence to mental health in conflict-affected 

populations in particular is well-described (Devries et al, 2011). Both absolute amount of 

social support (received support) and the perceived sufficiency of this support (perceived 

support) have independently been associated with perinatal depression, and information 

was sought on both of these aspects of social support, as explained in further detail below 

(Melrose et al, 2015).  
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Medical, obstetric and infant factors 

 

Medical, obstetric and infant factors included in this study were selected on the basis of 

systematic review findings. Chronic illness and poor physical health including maternal 

underweight and overweight have been identified in other Asian settings as risk factors 

for perinatal depression (Klainin & Arthur, 2009). Maternal overweight and obesity, 

hypertension and diabetes are the most common non-communicable diseases in this 

population. Dengue is common in this setting and can be associated with post-infectious 

depression-like symptoms (Hashmi et al, 2012). Premature birth, low and high infant 

birthweight, unplanned pregnancy, instrumental delivery and adverse infant outcomes 

have all been associated with perinatal depression, and in Asia, infant gender has also 

been associated with postnatal depression (Ecklund-Flores et al, 2017; Klainin & Arthur, 

2009).  

 

Excluded factors 

 

It was not possible to collect information for all of the risk factors identified in the 

literature review. Data on the following factors was not included in this research: 

acculturation and assimilation; discrimination; domestic decision-making power; socio-

economic status; perceived sufficiency of income; family structure; adherence to 

traditional birth practices; birth experience; and key helper during the postpartum period. 

These variables were excluded either because they were complex concepts that were 

difficult to capture accurately (e.g. acculturation and socio-economic status), because 

they were not considered to be relevant in this setting (e.g. adherence to traditional birth 

practices), or because proxy measures were used instead (e.g. household size was 

measured rather than family structure).  
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3.3.2 Selection of assessment tools 

 

A number of risk factors included in this research were complex constructs, 

ascertainment of which required the use of a scale. Existing scales were reviewed and the 

one considered most relevant and best suited to the local setting was selected and adapted 

as necessary. 

 

Social support 

 

Social support was assessed using an adaptation of the Social Support in the Postpartum 

Period Scale developed by Chen et al. (2011) (Chen et al, 2011). This scale was chosen 

because of its breadth – covering informational and emotional as well as practical 

household activity support – and its previous use in a similar population of post-partum 

migrant women in Taiwan. A number of changes were made to the scale in order to 

render it suitable for use in this setting. The language was simplified in order to make 

items more readily understandable to the local population. The original Likert-type 

response scale was replaced with binary (yes or no) response options to simplify the 

format and to reduce the time required to administer the scale. Four items from the 

original scale were removed. Three of these were removed because the concepts were 

difficult to translate, not easily conveyed or not easily distinguishable from other 

included items in Burmese and Sgaw Karen languages. One item about ways of saving 

money was not deemed applicable in this very low-income group.  

 

Two items were added to the scale. One of these asked whether women felt supported 

and cared for by their partner. This item was added as a means of gauging the quality of a 
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woman’s relationship with her partner – a factor identified as being associated with 

perinatal depression in the systematic review. The second added item asked whether 

women felt the support available to them was sufficient. This concept of perceived 

sufficiency of support was identified in the literature review as being associated with 

perinatal depression independently of the absolute amount of support available. 

Important differences between received and perceived support and their respective 

associations with depression have also been described in general populations (Melrose et 

al, 2015). The final adapted version of the social support scale included ten items with 

possible scores ranging between 0–10 and higher scores indicating higher levels of 

support. The final items included in the adapted scale as well as the removed and added 

items are summarised in Table 24. 
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Table 24 Social support in the post-partum period: original scale by Chen et al. (2011) and adapted 

scale  

Original scale  Adapted scale 

1. When I encountered difficulties and frustrations, 

there was someone whom I could talk to. 

1. When you feel sad, is there someone you 

can talk to? 

2. When I was depressed, there was someone who 

could cheer me up. 

2. When you feel sad, is there someone who 

makes you feel better? 

3. There was someone who could understand what I 

was experiencing. 

3. When you feel sad, is there someone who 

understands you? 

4. There was someone who appreciated and affirmed 

what I was doing. 

Item removed due to difficulty in translation 

and differentiation from previous items 

5. There was someone who helped clean my home. 4. Does anyone help you with cleaning your 

home? 

6. There was someone who helped prepare the meals. 5. Does anyone help you with the cooking? 

7. There was someone who helped with the grocery 

shopping. 

6. Does anyone help you with shopping 

(buying food)? 

8. There was someone who helped with child care. 7. Does anyone help you take care of your 

children? 

9. There was someone who provided essential 

information for taking care of the child. 

8. Does anyone give you information about 

caring for your baby? 

10. There was someone who suggested money-saving 

ways during the postpartum and neonatal care period. 

Item removed as not deemed relevant in this 

setting 

11. There was someone who provided information 

about self-care during the post-partum period 

Item removed due to difficulty in translation 

and conveying of meaning 

12. There was someone who provided suggestions for 

my daily life 

Item removed due to difficulty in translation 

and differentiation from previous items 

 Additional item: Does your husband support, 

care for and understand you? 

 Additional item: Do you feel you have enough 

support? 
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Trauma history 

 

A history of trauma was assessed using an adapted version of the Trauma History Screen 

(Carlson et al, 2011). This scale was selected over other existing scales as the events it 

included were the most relevant to the Thai-Myanmar border setting. Some adaptations 

were made to the original scale. The language was simplified in order to facilitate 

understanding. Two pairs of items were combined into single items in order to reduce the 

total number of questions and time of administration. Three items were removed because 

they were not considered relevant in this setting or because they were deemed 

unnecessary (i.e. the concept had been addressed by other items) or because they were 

deemed to go beyond the scope of this study. Questions were answered ‘yes’ or ‘no’, and 

in the case of affirmative answers, further details of the event were recorded. The range 

of possible scores on the adapted version was 0–9, with higher scores representing a 

greater number of traumatic events experienced. The original and adapted items are 

summarised in Table 25. 
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Table 25 Trauma history: original and adapted scale (Carlson et al, 2011) 

Original scale  Adapted scale 

A. A really bad car, boat, train, or airplane 

accident 

1. Bad car, motorcycle, bicycle, truck accident 

B. A really bad accident at work or home 2. Bad accident at work or home 

C. A hurricane, flood, earthquake, tornado or fire 3. Flooding, earthquake, fire 

D. Hit or kicked hard enough to injure – as a child 4. Somebody hit or kicked you 

E. Hit or kicked hard enough to injure – as an 

adult 

Included with the above item 

F. Forced or made to have sexual contact – as a 

child 

Forced to have sexual contact 

G. Forced or made to have sexual contact – as an 

adult 

Included with the above item 

H. Attack with a gun, knife or weapon Attacked with a gun, knife, weapon 

I. During military service – seeing something 

horrible or being badly scared 

Removed: concept considered to be covered by 

other items 

J. Sudden death of close family of friend Removed: concept considered to be included in 

item K 

K. Seeing someone die suddenly or get badly hurt 

or killed 

Seeing someone die, badly hurt or killed 

L. Some other sudden event that made you feel 

very scared, helpless or horrified 

Removed: concept considered to be covered by 

other items 

M. Sudden move or loss of home or possessions Suddenly moving house 

N. Suddenly abandoned by spouse, partner, parent, 

or family 

Sudden separation from family 

O. Did any of these things really bother you 

emotionally? 

Removed; deemed beyond the remit of this study to 

asses impact of trauma 

 

Interpersonal violence 

 

Interpersonal violence was assessed using the following abuse screening question which 

forms part of standardised screening for domestic violence and abuse in the USA: “Does 

a partner, or anyone at home, hurt, hit or threaten you?” (Stanford Medicine, 2017). If 

participants answered yes, further details were recorded as free text. This item was given 
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a binary score, with 0 representing no interpersonal violence and 1 representing the 

presence of any form of interpersonal violence. 

 

3.4 Discussion  

 

The objective of the validation study component was to identify and establish the validity 

of a culturally-acceptable and appropriate screening tool for perinatal depression on the 

Thai-Myanmar border. The PHQ-9 and RHS-15 were considered for use in this 

population. Local staff found the PHQ-9 cumbersome: the meaning of questions was 

difficult to convey in Sgaw Karen and Burmese, and individual response categories were 

not easy to differentiate from each other. In a previous study, the EPDS suffered from 

similar issues (Ing et al, 2017). The RHS-15 fared better than the EPDS but despite good 

psychometric properties, performed less well than the SCID.  

 

Perhaps because of the strong oral tradition within this particular low-literacy group and 

the social nature of the Karen and Burmese cultures, the SCID was better received by 

participants and staff and elicited more information than the screening tools tested in a 

similar amount of time. The Likert response scales of the PHQ-9 and RHS-15 were 

problematic: response options were difficult to translate precisely and the local 

community is not accustomed to selecting responses from a limited range of options. The 

open question format of the SCID allowed for a more natural dialogue and enabled better 

rapport to be developed. When women described their experiences in their own words, 

emphasis was placed on the severity of symptoms, the social context within which 

symptoms occurred and the impact of symptoms on everyday lives. The frequency with 

which symptoms occurred – a predominant focus of screening tools and diagnostic 

criteria – was rarely mentioned by women. These differences in what is perceived as the 
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most important markers of an illness perhaps constitute another reason behind the limited 

success of the screening tools tested.  

 

3.5 Chapter summary 

 

This chapter has outlined the rationale for using the SCID as a diagnostic tool to identify 

individuals with perinatal depression on the Thai-Myanmar border. The RHS-15, a 

screening tool designed for use among refugee populations, was validated but despite 

good psychometric properties, the SCID elicited more detailed and culturally-relevant 

information in the same amount of time, rendering the SCID the tool of choice in this 

setting. The selection of exposure variables was informed largely by findings of the 

systematic literature review. Key potential risk factors which were deemed relevant in 

this context were added. Existing scales and screening questions to assess levels of social 

support, exposure to past trauma and interpersonal violence were adapted to maximise 

relevance to the local context.  
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4.1  Chapter overview 

 

This chapter describes the methods used in the cohort study component and the 

qualitative study of women’s experiences of living with depression. The cohort study 

prospectively followed up women from the first trimester of pregnancy to one month 

post-partum. Questionnaires and structured interviews were used to determine the 

prevalence of and risk factors for depression among migrant women in this setting. The 

qualitative study used in-depth interviews to explore the experiences of women with 

severe depression.  

 

4.2 Study design 

 

This study used a mixed-method, exploratory sequential design. Following a systematic 

review of the literature (Chapter 2) and the selection of an appropriate instrument to 

detect depression in this setting (Chapter 3), a prospective cohort study of migrant 

women on the Thai-Myanmar border was conducted. This quantitative component was 

followed by a qualitative study involving in-depth interviews with a selected group of 

women to further understand women’s experiences of living with depression in this 

setting.  

 

4.3 Setting and participants 

 

Participants were migrant women attending SMRU’s three antenatal clinics (ANC) at 

Maela, Mawker Tai and Wang Pha. Migrant women included labour migrants seeking 

Chapter 4.  

Study methods 
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care at Mawker Tai and Wang Pha ANC, and refugee women seeking care at Maela 

ANC. In this border region, over 90% of migrant women access antenatal care during 

pregnancy, and women who attend SMRU clinics are believed to representative of the 

general migrant population in this setting (Thielemans et al, 2017). Recruitment ran 

between October 2015 and April 2016. Follow-up was completed in March 2017.  

 

4.4  Quantitative study methods: prospective cohort study 

 

4.4.1 Aims 

 

The prospective cohort study aimed to establish the prevalence of perinatal depression 

during pregnancy and the first month post-partum and to identify socio-demographic and 

clinical risk factors associated with perinatal depression among migrant women on the 

Thai-Myanmar border. 

 

4.4.2 Recruitment  

 

Eligible women were approached by a member of the study team in ANC waiting areas 

at each of the three sites. Due to low literacy rates in this population, eligible women 

were provided with a verbal explanation of the study and what it entailed as well as a 

written participant information sheet available in Burmese and Sgaw Karen (Appendices 

14–16). Women were given time to consider whether they wanted to participate and to 

ask questions about the study. Follow-up was conducted at subsequent routine ANC and 

postnatal visits when women entered their second and third trimesters and again after 

delivery. If participants did not attend follow-up appointments, attempts were made to 

contact them where possible either by telephone or through a visit to their home address 

by the community health visitor team. Any known reasons for losses to follow-up were 

recorded.   
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4.4.3 Inclusion criteria 

 

Women were eligible if they met the following inclusion criteria: 

 

 Aged 18 years or over 

 Estimated gestational age (EGA) as determined by ultrasound dating scan was 

less than 14 weeks 

 Viable pregnancy 

 Planning to deliver at SMRU 

 Willing and able to participate 

 

4.4.4 Procedure 

 

The study team included the author (a physician) and eight SMRU staff. SMRU staff 

working on the study were based across the three ANC sites as follows: at Wang Pha one 

senior midwife and two counsellors; at Mawker Tai, one dually-qualified senior midwife-

medic and one counsellor; and at Maela, three counsellors. The author underwent 

training by the American Psychiatry Association in conducting the SCID prior to the 

study. All other study team members received training from the author on how to 

administer the SCID and practiced individually and with colleagues before the start of 

the study. SMRU study staff were fluent in Burmese, Karen and English and were 

themselves representatives of the local migrant community with extensive experience of 

working with the local population.  

 

The study was rolled out stepwise across the three ANC sites, enabling the author to be 

present for all interviews during the first two to three weeks at each site. For the 

remainder of the study, the author rotated between the three sites, spending one day a 
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week at Wang Pha, one day a week at Mawker Tai and two days a week at Maela. 

Interviews were conducted by the study team and the author. By rotating between study 

sites, the author was able to co-conduct approximately one third of all interviews. The 

remaining interviews were carried out by study staff alone. Interviews took place in a 

private room adjacent to the ANC waiting area. Women with perinatal depression were 

offered counselling and followed-up by the study team. If deemed appropriate by the 

author and the supervising clinician, anti-depressant medication was also offered after 

careful weighing up of benefits versus risks on ca case-by-case basis. Follow-up of 

women with depression was conducted on a weekly, two-weekly or monthly basis, 

depending on symptom severity and women’s availability and preference. Women with 

severe symptoms and those considered by the study team to be at risk of harming 

themselves or others were admitted to SMRU for treatment and observation. Women 

diagnosed with severe depression were invited to participate in the qualitative study 

component, as described below. 

 

4.4.5 Data collection  

 

Perinatal depression 

 

Perinatal depression status was assessed using Sgaw Karen and Burmese versions of the 

SCID. At the baseline assessment, the RHS-15 was administered alongside the SCID as 

part of the validation study component described in Chapter 3. SCID responses were 

used to give each participant a diagnosis of major depressive disorder, minor depressive 

disorder, depressive disorder ‘not otherwise specified’ (NOS) or no depression. The 

decision to include three depression categories was made in order to capture as wide a 

spectrum of depression as possible in this population. It also became apparent at an early 
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stage of the study that a significant proportion of women had symptoms which were 

severe enough to cause significant distress and impairment in social or occupational 

functioning, but did not meet the DSM-IV criteria for major or minor depressive 

disorder. In order to capture these ‘sub-threshold’ but nevertheless significant cases of 

depression, it was deemed important to include the category of depression NOS.  

 

In the analysis, two alternative definitions of depression were applied: moderate-severe 

depression was defined as major or minor depressive disorders and was used to facilitate 

comparison with evidence from other settings which largely focuses on these two 

diagnostic categories, as evidenced by the systematic literature review. Additionally, any 

depression was defined as major depression, minor depression or depression NOS and 

used to highlight the total burden of all depressive disorders in this setting. 

 

SCID responses were independently scored by the author and an independent physician 

not involved in the study. SCID items relating to changes in appetite and weight (item 3) 

and changes in sleep patterns (item 4) were considered positive only if they were not 

associated with pregnancy status. For example, poor appetite caused by morning sickness 

was coded as negative, while poor appetite caused by feelings of sadness was coded as 

positive. If there was insufficient information provided to establish causality of 

symptoms, the item was coded as negative in order to avoid falsely attributing these 

symptoms – which can be a normal manifestation of pregnancy – to depression. Any 

discrepancies in diagnoses between the two scoring physicians were resolved by 

discussion with a member of the supervisorial team (a psychiatrist) and in consultation 

with a senior research officer in psychiatry.  
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Exposure variables  

 

Exposure variables were informed by findings of the systematic review and covered 

demographic, education and language, economic, migration, lifestyle and psychosocial 

(hereafter socio-demographic) as well as medical, obstetric and infant (hereafter clinical) 

factors, as described in Chapter 3. Socio-demographic information was elicited using a 

questionnaire administered at baseline (Appendix 17) as well as through a more detailed 

social history conducted during the third trimester assessment (Appendix 18). Social 

support, exposure to trauma and domestic violence were elicited using scales described 

in Chapter 3. Data on medical, obstetric and infant variables were obtained after delivery 

from participants’ electronic medical records held by SMRU.  

 

Timing  

 

Data collection occurred at four time points: in the first (T1), second (T2) and third (T3) 

trimesters of pregnancy, and at one month post-partum (T4). Depression status was 

elicited at each of these times and exposure variables were collected at T1, T3 and T4 

(Table 26). 

 

Table 26 Timeline of data collection 

Time 

Outcome Exposures 

SCID RHS-15 
Socio-demographic 

factors 

Clinical 

factors 

T1: 1st trimester (EGA<14)     

T2: 2nd trimester (EGA 18-26)     

T3: 3rd trimester (EGA 28-38)     

T4: 1 month post-partum     
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4.4.6 Consent 

 

At recruitment, study staff provided eligible women with verbal and written explanations 

of the study. It was explained that participation was entirely voluntary, that non-

participation would not affect care and that consent could be withdrawn at any time. It 

was also explained that data would be held confidentially. Women were given the 

opportunity to ask questions about the study and about the implications of participation 

before deciding to participate. Those who chose to participate provided consent in the 

form of a signature or thumbprint depending on their level of literacy (Appendices 19–

21). Participating women were offered a small gift in the form of baby clothing, cotton 

muslin sheets or soaps, as is customary within SMRU research studies (approximate 

value THB 50-100 or £1-2) at each visit as a token of thanks and in compensation for 

their time and inconvenience. Interviews were mostly conducted during participants’ 

routine ANC visits, and travel costs for these visits are routinely reimbursed by SMRU. 

Any participant who made additional visits to the clinic solely for the purpose of this 

study had their travel costs fully reimbursed by the study team.  

 

4.4.7 Data security and management 

 

Data entry was conducted daily by the author. De-identified data was entered into a 

password-protected Microsoft Excel database accessible only to the author and made 

available to other members of the study team upon request. Original paper questionnaires 

were stored securely at ANC sites until follow-up was complete, whereupon they were 

transported to SMRU’s head office in Mae Sot for storage. Data cleaning was conducted 

by the author in Microsoft Excel.  
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4.4.8 Sample size 

 

The target sample size for this study was based on the aims of the prospective cohort 

component, which aimed to establish the prevalence of perinatal depression and identify 

associated risk factors. The assumed prevalence of perinatal depression was estimated 

conservatively at 15%, based on findings from the systematic literature review and from 

non-migrant groups in other low-income settings (Fisher et al, 2012; Gelaye et al, 2016; 

Woody et al, 2017). Based on previous studies in this setting, a high participation rate 

was assumed and loss to follow-up was estimated at 20% over the course of one year 

(Thielemans et al, 2017). Combined with a desired power of 80% and precision of 95% 

to detect associations of approximately 2.5-fold in magnitude, these estimates provided a 

target sample size of 500 women (Tabachnick & Fidell, 2013).  

 

4.4.9 Statistical methods 

 

Characteristics of the sample 

 

Socio-demographic and clinical characteristics of participating women were collected as 

continuous, binary or categorical variables as summarised in Table 27. For continuous 

variables, histograms were used to examine the distribution of data and identify any 

outliers. The mean and standard deviation were calculated for normally distributed data 

and the median and range for non-normally distributed data. For binary and categorical 

variables, frequencies and percentages were calculated. The frequency of missing data 

was calculated for each variable. Differences in characteristics between refugees and 

labour migrants were assessed using Students’ T, Mann-Whitney U and Chi-square tests 

for normally distributed continuous, non-parametric continuous and categorical variables, 

respectively.  
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Table 27 Categorisation of exposure variables collected  

Variable Type Categories or units of measurement 

Demographic factors 

Age Continuous Age in years 

Ethnicity Categorical  Burman; Sgaw Karen; Poe Karen; Burman Muslim; Other 

Language Categorical  Burmese; Sgaw Karen; Poe Karen; Other 

Religion Categorical Buddhist; Christian; Muslim 

Marital status Binary Married or co-habiting; single 

Education and language factors 

Education (years) 

 

Continuous 

Categorical 

Years of education 

Under 3 years; 3-6 years; 7-10 years; Over 10 years 

Type of school  Categorical Myanmar school; Thai school; NGO or faith-based school 

Reason stopped school Categorical Employment; Disinterest; Marriage; Conflict and war; No local 

school 

Literacy (self-report) Binary Literate; Non-literate 

Languages spoken Categorical 1 language; 2-3 languages; 4 or more languages 

Economic factors 

Employment status Binary Employed; Unemployed 

Employment sector Categorical Agriculture; NGO; Selling; Other; Homemaker (unpaid) 

Income security Binary Wages paid daily; Wages paid monthly 

Household size Continuous Number of household members 

Other household member 

works 

Binary Yes; No 

Remittances sent Binary Yes; No 

Remittances received Binary Yes; No 

Telephone ownership Binary Yes; No 

Migration factors 

Country of birth Categorical Myanmar; Thailand; Other 

Country of residence Binary Myanmar; Thailand 

Reason for migration Categorical Seek employment; Family reunification; Flee war and conflict; 

Seek health, education or resettlement 

Duration in current 

location 

Continuous 

Categorical 

Years in current location 

One year or less; More than one year 

ID card (any) Binary Yes; No 

ID card type Categorical Myanmar ID; Thai ID; UN card; None 

Future plans Categorical Return to Myanmar; Remain in Thailand; Resettle in third 

country 

Table continued overleaf 
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Table 27 cont. Exposure variables collected and their categorisation 

Variable Type Categorisation 

Lifestyle factors 

Alcohol Binary Yes; No 

Smoking Binary Yes; No 

Chewing tobacco Binary Yes; No 

Chewing betel nut Binary Yes; No 

Psychosocial factors 

Self-reported history of 

depression 
Binary Yes; No 

Social support Continuous Social Support Scale (modified) score 

Sufficient support Binary Yes; No 

Trauma Continuous 

Binary 

Trauma history (modified) score 

Experienced no traumatic events; Experienced one or more 

traumatic events 

Interpersonal violence Binary Yes; No 

Medical factors 

Maternal BMI Categorical Normal; Underweight; Overweight or obese 

Hypertension Binary Yes; No 

Diabetes Binary Yes; No 

Dengue Binary Yes; No 

Obstetric 

Parity Continuous Parity 

Gravida 

 

Continuous 

Binary 

Gravida 

Primagravid; Multigravid 

Pregnancy planned Binary Yes; No 

Number of children Continuous Number of children 

Instrumental delivery Binary Yes; No 

Estimated gestational age 

(EGA) at delivery 

Continuous Estimated gestational age in weeks 

Infant factors 

Neonatal death Binary Yes; No 

Foetal distress Binary Yes; No 

Gender Binary Male; Female 

Birthweight Continuous Birthweight in grams 

Birth length Continuous Birth length in centimetres 

Head circumference Continuous Head circumference at birth in centimetres 
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Prevalence, incidence and persistence of perinatal depression 

 

Prevalence, incidence and persistence of perinatal depression were calculated as follows: 

 

 Point prevalence rates at T1, T2, T3 and T4 were calculated by dividing the 

number of cases at each observation time by the total number of participants with 

non-missing outcome data at that time point.  

 

 Period prevalence was estimated by dividing the number of participants who had 

depression at least once during the study period by the total number of 

participants for whom outcome data was available at least once during the study 

period.  

 

 Incidence at each time point was determined by dividing the number of new cases 

of perinatal depression since the preceding observation time by the number “at 

risk” of the condition: in this case, those not depressed at the preceding 

assessment and with non-missing outcome data at all previous as well as the 

current assessment times.  

 

 Overall incidence was calculated by dividing all new cases (observed at least 

once amongst the 4 observation times) by all those who did not have depression 

at baseline. Only those who attended all four observation times were included in 

this calculation.  
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 Cumulative prevalence was calculated as the point prevalence of perinatal 

depression at baseline plus the incident number of cases at each subsequent 

assessment.  

 Persistence of perinatal depression over time was calculated as the proportion of 

participants with depression at baseline who remained depressed at each 

subsequent assessment.  

 

Each of these measures of disease frequency was calculated twice: once for moderate-

severe perinatal depression and once for any perinatal depression.  

 

Risk factors for perinatal depression 

 

In order to identify risk factors for perinatal depression, univariable analysis was first 

used to examine the odds ratios of association between socio-demographic and clinical 

exposure variables and depression status. Individual exposure variables and depression 

status were cross-tabulated and logistic regression was used to generate unadjusted odds 

ratios and corresponding 95% confidence intervals for each variable. For binary and 

categorical variables, either the largest category or the category considered to carry the 

lowest risk of having the outcome was used as the reference group. Variables with 

p<0.10 were considered significant in the univariable analysis. 

 

Next, multivariable analysis was used to generate odds ratios of association between 

socio-demographic and clinical exposure variables and depression adjusted for 

confounding factors. Pairwise correlations between each pair of independent variables 

were conducted. When a pair of variables was significantly (p<0.05) and strongly 

(correlation coefficient ≥0.8) correlated, only one of the pair - the variable with the 
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greater magnitude of association in univariate analysis – was retained for inclusion in the 

multivariable logistic regression model. Variables which were significantly associated 

with the outcome in the univariable analysis, and any other variables considered to be 

clinically or epidemiologically important in this setting, were entered into a multivariable 

logistic regression model using a forward stepwise approach. Covariates that improved 

the fit of the model on likelihood ratio testing were retained while those that did not 

improve the fit of the model were discarded. Factors with a p-value of <0.05 within the 

final model were considered statistically significantly associated with depression. 

Complete case analysis was used rather than multiple imputation. All quantitative 

analyses were carried out using SPSS. 

 

To assess whether antenatal depression was a risk factor for postnatal depression, the 

odds of association between depression in pregnancy (at T1, T2 or T3) and depression 

post-partum (at T4) was calculated. First, univariable logistic regression analysis was 

used to identify any socio-demographic and clinical variables significantly associated 

with post-partum depression. Variables with p<0.10 in the univariable analysis – 

including the variable ‘antenatal depression’ – were entered into the multivariable model 

in order to examine the association between antenatal and postnatal depression after 

controlling for all other potential determinants of postnatal depression.  

 

Suicidal ideation 

 

Because of the emerging finding early during the study that suicidal ideation, which was 

assessed as part of the SCID, was very common, the prevalence and risk of suicidal 

ideation was examined independently of overall depression status. Participants who 

answered ‘yes’ to ever thinking about suicide were asked about the context of their 
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suicidal ideation, the frequency and intensity of thoughts, previous attempts and current 

active intent. Responses were used to categorise participants as having either no, mild or 

severe suicidal ideation using the DSM-IV criteria listed in Table 28. Point and period 

prevalence of any suicidal ideation and severe suicidal ideation were calculated as 

described for the main outcome of perinatal depression. Associations between suicidal 

ideation and depression status were examined by calculating the proportion of women in 

each depression category with suicidal ideation, and by presenting the breakdown of 

depression categories among women with suicidal ideation. Risk factors for suicidal 

ideation were established by univariable followed by multivariable logistic regression, 

using the same methods as for the outcome of perinatal depression.  

 

Table 28 Scoring and categorisation of SCID item on suicidal ideation (American Psychiatric 

Association, 2000) 

Score Severity Description 

0 None No suicidal ideation  

1 Mild 
Some suicidal ideation. Occasional or frequent thoughts about suicide but no 

specific plan and no active intent.  

2 Severe Significant and active intent or a recent serious past attempt. 

 

Treatment for perinatal depression 

 

The proportion of participants who received treatment for perinatal depression and their 

categories of depression were calculated. In order to assess the effect of treatment the 

percentage of women who improved, remained the same and deteriorated were 

calculated.  
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4.5  Qualitative study methods  

 

4.5.1 Aims 

 

The aims of the qualitative study component were to to gain a deeper understanding of 

the lived experiences of perinatal depression in this setting and to explore the challenges 

faced by women with severe perinatal depression. 

 

4.5.2 Study design 

 

The qualitative component took the form of in-depth interviews with an interview guide 

with a selected subgroup of study participants who had been diagnosed with severe 

depression during the prospective cohort study component. An interview guide listed key 

questions but participants were encouraged to elaborate on any other topics that arose 

and that they perceived as being relevant to their experiences of depression.  

 

4.5.3 Sampling and eligibility 

 

A purposive sample of participants was included. An attempt was made to use maximum 

variation sampling with the aim of including women from a wide range of socio-

demographic backgrounds. Women were eligible to participate in in-depth interviews if 

they were already participating in the prospective cohort study, had been identified as 

part of this study as having severe (major) depression and were willing and able to 

participate.  

 

  



144 

 

4.5.4 Recruitment 

 

All women already participating in the cohort study and who had been diagnosed with 

severe depression were identified. All eligible women whom it was possible to contact 

were contacted by telephone or approached in person during routine ANC or follow-up 

appointments. In an attempt to achieve maximum variation in the sample of women 

included, women from the most under-represented minority backgrounds were prioritised 

and approached first. Women were asked if they were willing to participate in in-depth 

interviews about their experiences of living with depression. It was explained that this 

was an optional, more detailed interview that complemented but was distinct from the 

SCID interviews and follow-up for the cohort study component. Women were provided 

with a verbal and written description of what the interview would entail and were told 

that there was no obligation to take part and that participation or non-participation would 

bear no effect on their involvement in the remainder of the study or on their regular care.  

 

If women agreed to take part, a mutually convenient time for the interview to take place 

was arranged. Interviews were conducted at ANC sites and whenever possible occurred 

in succession to women’s routine ANC appointments in order to avoid additional travel 

to and from the clinic. Women who took part in in-depth interviews were given a small 

gift of an approximate value of THB 100 (£2) as a token of appreciation.  

 

4.5.5 Interview topic guide 

 

An interview topic guide was devised which allowed women to describe their 

experiences of living with depression (Appendix 22). The interview topic guide listed a 

series of questions which served as prompts for more structured questioning on certain 

aspects rather than an exhaustive list to be covered. It ensured that participants as much 
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as possible covered the same broad topic areas without being too prescriptive. The 

interview topic guide was developed by the author and reviewed by the supervisorial 

team and a senior staff member at SMRU with a background in social sciences. Topics of 

interest included current and past life experiences; social support including relationships 

with partners and family; experiences of living with depression and its impact on social 

and occupational functioning; and what women felt might support them through difficult 

times.  

 

4.5.6 Socio-demographic details 

 

With participants’ consent, socio-demographic data relating to participants’ age, 

ethnicity, religion, educational background and migrant status were extracted from the 

data already collected as part of the cohort study. This data was used to provide an 

overview of characteristics of the subgroup of women participating in the in-depth 

interviews. 

 

4.5.7 Data collection and data handling 

 

In-depth interviews were conducted by the author and a social scientist who is herself a 

member of the Karen community, fluent in Sgaw Karen, Poe Karen, Burmese, Thai and 

English and highly experienced in interviewing in this local setting. Interviews were 

conducted at ANCs in private rooms adjacent to the clinic waiting areas in the language 

of women’s choice. The purpose and content of the interviews was explained again and 

participants were reminded that they could leave the interview at any point. In order to 

put women at ease and create an informal atmosphere, the in-depth interviews began with 

the interviewers engaging the participant in general conversation around topics such as 
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where the participant came from, their childhood, how they had travelled to the clinic 

that day, their occupation and what they enjoyed doing in their free time. Once a good 

rapport had been established, the interview moved towards the main questions around 

depression.  

 

The author asked questions in English which the social scientist interpreted into the 

interview language. Participants’ responses were interpreted back into English for the 

author. Follow-up questions were asked by the author or directly by the social scientist, 

so that the social scientist was acting as much as an interviewer as the author. Interviews 

therefore became more of a three-way conversation rather than a two-way questioning-

and-answering via an interpreter.  

 

Interviews were audio-recorded using a digital voice recorder. Immediately following the 

interview, both interviewers discussed and noted any impressions gained during the 

interview that might be relevant, for instance on participants’ affect and demeanour and 

any non-verbal communication observed. Interviews were transcribed into English by an 

experienced transcriber and interpreter. Due to resource constraints it was not possible to 

use a two-step process of first transcribing the recordings verbatim in the original 

language and then translating the transcribed text into English. The social scientist 

interviewer compared a random selection of transcripts to original audio recordings to 

ensure accuracy. Any ambiguous or unclear language was discussed and clarified. Final 

versions of the transcripts were imported into NVivo 11 for analysis (QSR International, 

2015).  

 

  



147 

 

4.5.8 Analysis 

 

Data analysis occurred after all data collection had been completed. A thematic analysis 

of the data was conducted using the six consecutive phases described by Braun and 

Clarke (2006) (Table 29) (Braun & Clarke, 2006). First, the author read and re-read 

transcripts several times until thorough familiarity with each participant’s account was 

achieved. Then, features of note emerging from the data were coded and collated into 

potential themes. Each broader theme comprised several sub-themes. Themes were 

reviewed and refined until clearly defined themes were established that worked in 

relation to each of the coded extracts as well as to the entire data set (Braun & Clarke, 

2006).  

 

In order to maximise reliability of the coding and enhance the consistency and quality of 

data interpretation, a sample of three full interview transcripts were coded independently 

by one member of the author’s supervisorial team (Pope & Mays, 2006). The themes 

identified by the author and supervisor were then compared, and the ways in which 

subthemes might be grouped together were discussed. Concurrently with the coding of 

data, the ‘one sheet of paper’ (OSOP) method of analysis was used to help with the 

grouping of issues arising from the data into broader themes (Ziebland & McPherson, 

2006). This OSOP method was also used to highlight similarities and discrepancies 

between participants and in particular to highlight any examples of deviant narratives.  

 

Self-reflection 

 

In qualitative research the perspectives of the researchers inevitably influence data 

analysis and interpretation. The author is a medically-qualified public health researcher. 
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Having grown up in Thailand, she is familiar with the local context though not able to 

speak the Karen or Burmese languages. The second interviewer, a social scientist by 

background, is of Karen ethnicity, spent her childhood on the Thai side of the border and 

as an adult has lived and studied in Europe. Both researchers have experienced migration 

first-hand in the sense of having lived mostly outside of their places of origin. Familiarity 

with the local context, especially on the part of the social scientist, enabled a high level 

of cultural sensitivity. The interviewers’ experiences of life as ‘outsiders’ as well as their 

both being mothers are likely to have created a sympathetic leaning towards this 

population of pregnant migrant women. At the same time, detachment was possible as a 

result of neither of the interviewers being fully immersed within the local culture, 

allowing for a greater degree of objectivity.  

 

 

Table 29 Phases of thematic analysis (Braun & Clarke, 2006) 

Phase Description of the process 

1. Familiarising yourself 

with your data 

Transcribing data, reading and re-reading data, noting down initial ideas 

2. Generating initial codes Coding interesting features of the data in a systematic fashion across the 

entire dataset, collating data relevant to each code 

3. Searching for themes Collating codes into potential themes, gathering all data relevant to each 

potential theme 

4. Reviewing the themes Checking if the themes work in relation to the coded extracts and the 

entire data set, generating a thematic map of the analysis 

5. Defining and naming 

themes 

Ongoing analysis to refine the specifics of each theme and the overall 

story the analysis tells, generating clear definitions and names for each 

theme 

6. Producing the report Selecting vivid and compelling extract examples, final analysis of 

selected extracts, relating back to the research question and literature, 

producing a scholarly report of the analysis 
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4.5.9 Presentation of results 

 

Quotations taken from women’s interview transcripts were used to highlight themes in 

the final report. Often in qualitative research such quotes are contextualised by providing 

a number of key socio-demographic characteristics of the participant. Because of the 

small number of women interviewed for this component and the sensitive nature of 

discussions, only a numeric identifier of individual women is provided alongside each 

quote in order to avoid compromising anonymity.  

 

4.6  Stakeholder study methods 

 

A small stakeholder study was conducted to explore selected experts’ views around the 

main issues pertaining to perinatal mental health in this setting, current mental health 

service provision, gaps in services and priorities for action. This study component 

included a focus group discussion with SMRU study staff as well as semi-structured 

interviews with policy-makers, healthcare providers and mental health researchers 

working with migrant populations on the Thai-Myanmar border.  

 

The staff focus group discussion was led by the author and conducted in English and 

Burmese, with a SMRU social scientist acting as interpreter. Semi-structured interviews 

were conducted individually by the author in English. Although the content of 

discussions varied according to the backgrounds of individual stakeholders, an interview 

topic guide was used in order to elicit different stakeholders’ views around the same set 

of issues (Appendix 23). The focus group discussion and interviews were audio-recorded 

and transcribed in English by the author. Due to time constraints, the small number of 

stakeholders working on mental health in this setting and the diversity of stakeholders’ 
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viewpoints and backgrounds, results of this study component were not formally analysed. 

Instead, the content of these discussions was used to inform the final discussion (Chapter 

8). In particular, results of the stakeholder study were used as a basis for implications for 

policy and practice and recommendations on how the mental health needs of the local 

population might best be addressed. 

 

 

4.7 Chapter summary 

 

This chapter outlines the methods used in the quantitative, qualitative and stakeholder 

study components. In the prospective cohort study, the prevalence and incidence of 

perinatal depression were calculated and univariable and multivariable logistic regression 

analyses were conducted to identify significant socio-demographic and clinical risk 

factors for perinatal depression.  In the qualitative component, a selected sample of 

women with severe depression were interviewed in depth in order to gain a deeper 

understanding of these women’s experiences of living with depression in this setting. 

Interviews were transcribed and analysed using thematic analysis to identify themes 

emerging from the data. Stakeholder interviews were not formally analysed but the views 

of experts working with Thai-Myanmar border populations informed recommendations 

for policy and practice made in the final Discussion (Chapter 8).  
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5.1 Chapter overview 

 

This chapter presents the first part of the prospective cohort study results. An overview 

of study participants’ characteristics, including losses to follow-up and differences 

between women who attended all assessments and those who missed one or more 

assessments, is provided. The socio-demographic and clinical characteristics of 

participating women are presented and differences according to migrant category are 

highlighted. After these baseline descriptive characteristics, the prevalence, incidence 

and persistence of perinatal depression are examined. The prevalence of suicidal ideation 

is assessed independently and its correlation with depression status summarised. Finally, 

a subgroup of participants who received treatment for perinatal depression is described.  

 

5.2 Loss to follow-up 

 

Between October 2015 and April 2016, 627 eligible women attended SMRU ANC. Of 

these, 591 were approached and 568 (90.6% of all eligible; 96.1% of those approached) 

women agreed to participate. Figure 14 shows the flow of participants through the study 

from recruitment (T1) through to completion (T4). The 36 women (5.7% of total eligible) 

who were eligible but not approached were missed either inadvertently (e.g. as a result of 

Chapter 5.  

Prospective cohort study results: 

participant characteristics and 

prevalence of perinatal depression 
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staffing constraints which led to women not being recognised as eligible until after they 

had left) or due to language limitations (e.g. when eligible women spoke a dialect that no 

available staff member was proficient in). There were no differences according to age, 

ethnicity, migrant category or literacy between women who participated and women who 

were missed or who declined. Of the 568 women who enrolled in the study, 88.4% 

(481/544) attended in the second trimester (T2), 85.5% (461/539) attended in the third 

trimester (T3), and 73.9% (396/536) attended at one month post-partum (T4). These 

figures exclude women who had abortions (n=28) or neonatal deaths (n=3) and one 

maternal death (see section 5.2.1), as these women were no longer eligible to attend in 

subsequent waves.  
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Figure 14. Flow of participants through study  
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A total of 372 women completed all four assessments, and sociodemographic 

characteristics between these women and those who missed one or more assessments are 

summarised in Table 30. Refugees were significantly more likely than labour migrants to 

have attended all four assessments (79.6% of refugees vs. 54.4% of labour migrants; 

p<0.001). Women who completed all four assessments were also more likely to be of 

Sgaw Karen, Poe Karen or Burman Muslim ethnicity (69.1% of Sgaw Karen, 69.7% of 

Poe Karen and 90.9% of Burman Muslim women vs. 51.5% of Burman women 

completed all four assessments; p<0.01) and of Christian or Muslim religious 

background (73.9% of Christian and 91.1% of Muslim women vs. 60.3% of Buddhist 

women completed all four assessments; p<0.01). These ethnic and religious differences 

can be accounted for by women’s refugee (as opposed to labour migrant) status. No 

significant differences were seen between those who completed all four assessments and 

those who missed one or more assessments in terms of age, marital status, education, 

literacy, employment, identification status or parity. The systematic differences between 

complete and incomplete study outcomes according to migrant status suggests the data 

are ‘missing at random’, conditional on migrant category, rather than ‘missing 

completely at random’ (Bhaskaran & Smeeth, 2014; Sterne et al, 2009).   
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Table 30 Selected socio-demographic characteristics of women who completed vs. those who did 

not complete all four assessments  

 Completed all assessments 

(n=372) 

 

n (%) 

Missed ≥1 assessment 

(n=196) 

 

n (%) 

p-value 

 

Age (years)† 26 [18-50] 25 [18-45] 0.60 

Ethnicity  

Burman 

Sgaw Karen 

Poe Karen 

Burman Muslim 

Other 

 

83 (51.5) 

192 (69.1) 

46 (69.7) 

40 (90.9) 

11 (57.9) 

 

78 (48.5) 

86 (30.9) 

20 (30.3) 

4 (9.1) 

8 (42.1) 

 

<0.01 

Interview language 

Burmese 

Sgaw Karen 

Poe Karen 

Other 

 

142 (59.4) 

193 (68.9) 

33 (76.7) 

4 (66.7) 

 

97 (40.6) 

87 (31.1) 

10 (23.3) 

2 (33.3) 

 

0.05 

Religion   

Buddhist 

Christian 

Muslim 

 

246 (60.3) 

85 (73.9) 

41 (91.1) 

 

162 (39.7) 

30 (26.1) 

4 (8.9) 

 

<0.01 

Married (yes)  371 (65.5) 195 (34.5) 0.17 

Education 

Under 3 years 

3 to 6 years 

7 to 10 years 

Over 10 years 

 

165 (64.7) 

103 (62.8) 

84 (70.6) 

15 (62.5) 

 

90 (35.3) 

61 (37.2) 

35 (29.4) 

9 (37.5) 

 

0.56 

 

Literate (yes) 265 (67.6) 127 (32.4) 0.12† 

Languages spoken 

1 language 

2-3 languages 

4 or more languages 

 

168 (79.6) 

151 (78.6) 

49 (90.7) 

 

43 (20.4) 

41 (21.4) 

5 (9.3) 

 

0.13 

Employment (yes) 229 (65.8) 119 (34.2) 0.33 

Site 

Maela 

Mawker Tai 

Wang Pha 

 

199 (79.6) 

86 (52.8) 

87 (56.1) 

 

51 (20.4) 

77 (47.2) 

68 (43.9) 

 

<0.01 

 

Migrant category 

Labour migrant 

Refugee 

 

173 (54.4) 

199 (79.6) 

 

145 (45.6) 

51 (20.4) 

 

<0.01 

 

ID card (yes) 222 (81.0) 52 (19.0) 0.83 

Parity† 1 [0-9] 1 [0-8] 0.82 

 

Bold denotes statistical significance at p<0.05 level 
† Results reported as median [range] 
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5.2.1 Adverse events: maternal death  

 

One maternal death occurred during the course of the study. A 19-year-old refugee 

woman who was pregnant for the first time committed suicide together with her husband 

in her first trimester of pregnancy. The woman had completed the baseline assessment 

shortly before her death. She reported mild symptoms of depression and occasional 

passive suicidal ideation with no active intent. Although details of the circumstances 

around the suicide remain uncertain, an argument between the young couple and the 

husband’s parents the day prior to the event may have been a trigger factor. Following 

this event, a meeting of all staff at Maela ANC was held to discuss the case, provide 

support to staff and identify learning points. A case report and a reflective piece were 

also published (Fellmeth, 2017; Fellmeth et al, 2016b).  

 

5.3 Participant characteristics 
 

5.3.1 All women  

 

Descriptive analyses were conducted on the 568 women who participated in the study. 

The sample consisted of 318 labour migrant women (163 from Mawker Tai and 155 from 

Wang Pha) and 250 refugee women. Socio-demographic and clinical characteristics are 

summarised in Table 31 and Table 32, respectively. The median age of study 

participants was 25 years. Across the whole sample, Sgaw Karen was the predominant 

ethnicity (48.9%) and Buddhism the predominant religious background (71.8%). The 

median years of education received was four years. Of those who attended school, the 

most common reason for leaving school early was needing to work, either by engaging in 

paid labour or by taking on caring responsibilities within the home. Most participants 

were born in Myanmar (87.8%) and currently lived on the Thai side of the border 



157 

 

(75.5%). The prevalence of smoking and alcohol consumption was low although almost 

half (44.2%) of all women chewed betel nut regularly. Forty percent of women had no 

formal means of identification. Levels of social support varied greatly, with scores 

ranging from 0–10. However, overall, 70% of women felt the support they received was 

sufficient. Almost six percent of all women had experienced domestic violence. Over 

half (57.9%) of women had experienced at least one past traumatic event. Most women 

(68.3%) had planned their pregnancy, and almost one third (28.2%) were pregnant for the 

first time. Almost a fifth of women were underweight and almost a third were overweight 

or obese. Nine percent of women had hypertension, 6.7% had diabetes, and 1.6% 

experienced dengue during the perinatal period. One in ten women had an instrumental 

delivery. There were six stillbirths and neonatal deaths.  

 

5.3.2 Difference between labour migrants and refugees 

 

There were a number of socio-demographic differences between refugees and labour 

migrants (Table 31). Among refugees, Sgaw Karen was the predominant ethnicity 

(70.4%), Sgaw Karen was the main language (69.6%), and most women held Buddhist 

(43.6%) or Christian (38.8%) beliefs. Among labour migrants, by contrast, half (50.0%) 

were of Burman ethnicity, Burmese was the predominant language (59.1%) and 

Buddhism was the predominant religion (94.0%). Burman Muslim women represented a 

minority group in both settings, making up 17.2% of refugees and only 0.3% of labour 

migrants.  

 

Refugees had higher rates of self-reported literacy than labour migrants (75.2% vs. 

64.2%, p<0.01), and were more likely to have attended school for longer. Almost half 

(45.5%) of refugee women had attended an NGO school or faith-based school. The 
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majority of labour migrants were engaged in paid labour (81.1%), compared with 

significantly fewer refugee women. Labour migrants worked predominantly in the 

agricultural sector (65.9%), receiving daily wages. When refugee women worked, they 

tended to be employed by NGOs within the camp and be paid monthly salaries. Labour 

migrant households were more likely than refugees to send regular remittances, usually 

to left-behind children or parents in Myanmar, while refugees were more likely to receive 

remittances from family members resettled overseas. Almost half (45.5%) of the labour 

migrant women lived on the Myanmar side of the border. 

 

There were also significant differences in refugees’ and labour migrants’ reasons for 

leaving Myanmar. Among labour migrants, by far the most common driver of migration 

was to seek employment and higher wages (75.3%). Refugees cited a wider range of 

reasons for leaving their homes: though a third (33.7%) had left in order to seek 

employment, other reasons were also common including reunification with family 

members already in the camp (33.7%), fleeing conflict (19.1%) and seeking opportunities 

for education, healthcare or resettlement (13.5%). Most labour migrants (84.3%) aspired 

to one day return to live in Myanmar. By contrast, the majority of refugees (65.1%) 

hoped to resettle in ‘third countries’ such as Australia and the USA, and only 2.8% 

wished to return to Myanmar.  

 

Refugees were significantly more likely than labour migrants to have a self-reported 

history of depression (48.0% vs. 8.5%; p<0.01). Refugees were also more likely to have 

experienced at least one traumatic event (64.0% vs. 53.1%; p<0.01). Labour migrants 

were more likely to report sufficient levels of social support (89.1% vs. 49.1%; p<0.01). 

However, a greater proportion of labour migrants had experienced interpersonal violence 
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(8.0% vs 3.7%; p=0.05). Other than the number of children, parity, gravida and 

birthweight, there were no significant clinical differences between labour migrant and 

refugee women (Table 32).   
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Table 31. Socio-demographic characteristics of study participants (n=568)  

 All 

(n=568) 

 

n (%) 

Missing 

valuesa 

Labour migrants 

(n=318) 

n (%) 

Refugees 

(n=250) 

 

n (%) 

p-

value 

 

Demographic factors 

Age (yrs)† 25 (18-50) 0 25 [18-45] 25 [18-50] 0.98 

Ethnicity  

Burman 

Sgaw Karen 

Poe Karen 

Burman Muslim 

Other 

 

161 (28.4) 

278 (48.9) 

66 (11.6) 

44 (7.8) 

19 (3.4) 

 

0 

 

159 (50.0) 

102 (32.1) 

43 (13.5) 

1 (0.3) 

13 (4.1) 

 

2 (0.8) 

176 (70.4) 

23 (9.2) 

43 (17.2) 

6 (2.4) 

 

<0.01 

Language 

Burmese 

Sgaw Karen 

Poe Karen 

Other 

 

239 (42.1) 

280 (49.3) 

43 (7.6) 

6 (1.1) 

 

0 

 

188 (59.1) 

106 (33.3) 

20 (6.3) 

4 (1.3) 

 

51 (20.4) 

174 (69.6) 

23 (9.2) 

2 (0.8) 

 

<0.01 

Religion   

Buddhist 

Christian 

Muslim 

 

408 (71.8) 

115 (20.3) 

45 (7.9) 

 

0 

 

299 (94.0) 

18 (5.7) 

1 (0.3) 

 

109 (43.6) 

97 (38.8) 

44 (17.6) 

 

<0.01 

Married 566 (99.6) 0 317 (99.7) 249 (99.6) 1.00 

Education and language factors 

Education (yrs)† 

 

Education 

Under 3 years 

3 to 6 years 

7 to 10 years 

Over 10 years 

 

Type of school   
Myanmar  

Thai 

NGO or faith-based 

No school 

 

Reason stopped schoolb  

Employment 

Disinterest 

Marriage 

Conflict and war 

No local school 

4 [0-18] 

 

 

255 (45.4) 

164 (29.2) 

119 (21.2) 

24 (4.3) 

 

 

245 (53.4) 

9 (2.0) 

89 (19.4) 

116 (25.3) 

 

 

255 (62.2) 

75 (18.3) 

49 (12.0) 

10 (2.4) 

21 (5.1) 

78 

 

 

 

6 

 

 

 

 

80 

 

 

 

 

 

101 

 

4 [0-15] 

 

 

160 (50.3) 

96 (30.2) 

49 (15.4) 

11 (3.5) 

 

 

155 (64.6) 

7 (2.9) 

12 (5.0) 

66 (27.5) 

 

 

151 (68.3) 

42 (19.0) 

14 (6.3) 

5 (2.3) 

9 (4.1) 

5 (0-18) 

 

 

95 (38.6) 

68 (27.6) 

70 (28.5) 

13 (5.3) 

 

 

90 (41.1) 

2 (0.9) 

77 (35.2) 

50 (22.8) 

 

 

104 (55.0) 

33 (17.5) 

35 (18.5) 

5 (2.7) 

12 (6.4) 

0.02 

 

 

<0.01 

 

 

 

 

 

<0.01 

 

 

 

 

 

<0.01 

 

 

 

Literate (self-reported) 392 (69.0) 0 204 (64.2) 188 (75.2) <0.01 

Languages spoken 

1 language 

2-3 languages 

4 or more languages 

 

211 (46.2) 

192 (42.0) 

54 (11.8) 

 

82 

 

 

111 (46.4) 

100 (41.8) 

28 (11.7) 

 

100 (45.9) 

92 (42.2) 

26 (11.9) 

 

0.99 

 Table continued overleaf 
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Table 31 (continued). Socio-demographic characteristics of study participants (n=568) 

 All 

(n=568) 

 

n (%) 

Missing 

valuesa 

Labour migrants 

(n=318) 

n (%) 

Refugees 

(n=250) 

 

n (%) 

p-

value 

 

Economic factors 

Employed 

 

Employment sector 

Agriculture 

NGO 

Selling 

Other 

Homemaker (unpaid) 

348 (64.3) 

 

 

212 (39.2) 

59 (10.9) 

50 (9.2) 

27 (5.0) 

193 (35.7) 

2 

 

 

2 

240 (81.1) 

 

 

195 (65.9) 

7 (2.4) 

29 (9.8) 

9 (3.0) 

56 (18.9) 

108 (44.1) 

 

 

17 (6.9) 

52 (21.2) 

21 (8.6) 

18 (7.4) 

137 (55.9) 

<0.01 

 

 

<0.01 

 

 

 

 

Income securityc 

Wages paid daily 

Wages paid monthly 

 

150 (53.2) 

132 (46.8) 

 

286 

 

108 (61.7) 

67 (38.3) 

 

42 (39.3) 

65 (60.7) 

 

<0.01 

 

Household size† 4 [1-14] 4 3 [1-14] 5 [1-13] <0.01 

Other household member 

works 

369 (80.0) 78 225 (93.0) 144 (65.7) <0.01 

Remittances 

Sends remittances 

Receives remittances 

 

52 (11.3) 

46 (10.0) 

 

78 

79 

 

40 (16.5) 

8 (3.3) 

 

12 (5.5) 

38 (17.4) 

 

<0.01 

<0.01 

Telephone ownership 329 (57.9) 0 158 (49.7) 171 (68.4) <0.01 

Migration factors 

Country of birth 

Myanmar 

Thailand 

Other 

 

401 (87.8) 

55 (12.0) 

1 (0.2) 

 

82 

 

 

228 (94.6) 

12 (5.0) 

1 (0.4) 

 

173 (80.1) 

43 (19.9) 

0 (0) 

 

<0.01 

Country of residence 

Myanmar 

Thailand 

 

113 (24.5) 

348 (75.5) 

 

78 

 

 

110 (45.5) 

132 (54.6) 

 

3 (1.4) 

216 (98.6) 

 

<0.01 

Reason for migration 

Seek employment 

Family reunification 

Flee war and conflict 

Health, education, resettle 

 

225 (56.7) 

95 (23.9) 

49 (12.3) 

28 (7.1) 

 

118 

 

 

165 (75.3) 

35 (16.0) 

15 (6.9) 

4 (1.8) 

 

60 (33.7) 

60 (33.7) 

34 (19.1) 

24 (13.5) 

 

<0.01 

Duration in current 

location 

Duration (yrs)†  

Proportion ≤1 year 

 

 

8.5 (1-39) 

64 (14.9) 

 

 

85 

 

 

 

5 [1-39] 

55 (24.6) 

 

 

10 [1-30] 

9 (4.4) 

 

 

<0.01 

<0.01 

ID card (any) 274 (59.4) 79 155 (64.0) 119 (54.4)  

ID card type 

Myanmar ID 

Thai ID 

UN card 

None 

 

166 (36.0) 

33 (7.1) 

75 (16.3) 

187 (40.6) 

 

79 

 

 

124 (51.2) 

30 (12.4) 

1 (0.4) 

87 (36.0) 

 

42 (19.2) 

3 (1.4) 

74 (33.8) 

100 (45.7) 

 

<0.01 

Table continued overleaf 
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Table 31 (continued). Socio-demographic characteristics of study participants (n=568) 

 All 

(n=568) 

 

n (%) 

Missing 

valuesa 

Labour 

migrants 

(n=318) 

n (%) 

Refugees 

(n=250) 

 

n (%) 

p-

value 

 

Migration factors (continued) 

Future plans 

Return to Myanmar 

Remain in Thailand 

Resettle in 3rd country 

 

204 (45.3) 

105 (23.3) 

141 (31.3) 

 

89 

 

 

198 (84.3) 

36 (15.3) 

1 (0.4) 

 

6 (2.8) 

69 (32.1) 

140 (65.1) 

 

<0.01 

Lifestyle factors 

Alcohol  

Smoking 

Tobacco (chewing) 

Betel nut (chewing) 

25 (4.4) 

56 (9.9) 

27 (4.8) 

251 (44.2) 

0 

0 

0 

0 

19 (6.0) 

27 (8.5) 

23 (7.23) 

119 (37.4) 

6 (2.4) 

29 (11.6) 

4 (1.6) 

132 (52.8) 

0.04 

0.22 

<0.01 

<0.01 

Psychosocial factors 

Self-reported history of 

depression  

147 (26.0) 2 27 (8.5) 120 (48.0) <0.01 

Social support 

Social support score†c 

Sufficient support 

 

7 [0-10] 

320 (70.0) 

 

81 

82 

 

10 [0-10] 

213 (89.1) 

 

5 [0-10] 

107 (49.1) 

 

<0.01 

<0.01 

Trauma 

Trauma score†d 

Proportion ≥1 traumatic event 

 

0 [0-6] 

329 (57.9) 

 

81 

81 

 

0 [0-5] 

169 (53.1) 

 

1 [0-6] 

160 (64.0) 

 

<0.01 

<0.01 

Interpersonal violence  27 (5.9) 82 19 (8.0) 8 (3.7) 0.05 

 

Bold denotes statistical significance at p<0.05 level 
† Results reported as median [range]  
a Missing values exclude abortions (n=28) and maternal death (n=1)  
b Of those who attended but did not complete school 
c Adapted Social Support Scale; range 0 (minimum) to 10 (maximum support) 
d Adapted Trauma History Screen; range 0 (minimum) to 9 (maximum trauma) 
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Table 32 Clinical characteristics of study participants (n=568) 

 All 

(n=568) 

 

n (%) 

Missing 

valuesa 

Labour 

migrants 

(n=318) 

n (%) 

Refugees 

(n=250) 

 

n (%) 

p-

value 

 

Medical factors 

Maternal BMI 

Normal 

Underweight 

Overweight or obese 

 

296 (52.1) 

99 (17.4) 

173 (30.5) 

 

0 

 

163 (51.3) 

64 (20.1) 

91 (28.6) 

 

133 (53.2) 

35 (14.0) 

82 (32.8) 

 

0.14 

Hypertension 53 (9.3) 0 30 (9.4) 23 (9.2) 0.92 

Diabetes 38 (6.7) 0 17 (5.4) 21 (8.4) 0.15 

Dengue 9 (1.6) 0 5 (1.6) 4 (1.6) 0.15 

Obstetric factors 

Parity† 1 [0-9] 0 1 [0-9] 1 [0-8] <0.01 

Gravida† 2 [1-12] 0 3 [1-10] 2 [1-12] <0.01 

Proportion primgravid 160 (28.2) 0 108 (34.0) 52 (20.8) <0.01 

Pregnancy planned 310 (68.3) 85 156 (66.1) 154 (70.6) 0.30 

Number of children b† 2 [1-8] 0 1 [1-8] 2 [1-7] <0.01 

Instrumental delivery 44 (9.7) 0 20 (8.4) 24 (11.1) 0.34 

EGA at delivery†† 39.2 (1.47) 0 39.2 (1.39) 39.2 (1.55) 0.84 

Infant factors 

Neonatal death or stillbirth 6 (1.1) 0 5 (1.6) 1 (0.4) 0.34 

Foetal distress  21 (5.3) 0 10 (5.3) 11 (5.3) 0.99 

Gender (male) 200 (49.3) 0 91 (47.2) 109 (51.2) 0.42 

Birthweight (g)†† 3070 (470) 0 3000 (430) 3130 (500) <0.01 

Birth length (cm)†† 49.86 (2.75) 0 49.78 (2.63) 49.93 (2.86) 0.58 

Head circumference (cm)†† 31.75 (3.87) 0 31.60 (3.17) 31.88 (4.40) 0.46 

 

Bold denotes statistical significance at p<0.05 level 
† Results reported as median [range]  
†† Results reported as mean (sd) 
a Missing values exclude abortions (n=28) and maternal death (n=1) 

b Of those with at least one child   
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5.4 Prevalence, incidence and persistence of perinatal depression 

 

5.4.1 Prevalence of perinatal depression 

 

The prevalence of perinatal depression by depression category is presented in Table 33.  

The point prevalence of major depression was 1.6%, 1.7%, 0.7% and 1.0% in the first, 

second and third trimesters of pregnancy and at one month post-partum, respectively. 

The period prevalence of major depression was 3.0% (95% CI 1.8–4.8). The remaining 

analyses focus on the outcomes of moderate-severe (major or minor) depression and any 

(major, minor or NOS) depression.  

 

Table 33 Point prevalence of major depression, minor depression and depression NOS during the 

perinatal period 

 1st trimester 
(N=567) 

 

n (%) 

2nd trimester 
(N=481) 

 
n (%) 

3rd trimester 
(N=460) 

 
n (%) 

1m post-

partum 

(N=396) 

n (%) 

Period 

prevalence 

(N=567) 

n (%) 

Major depression 9 (1.6) 8 (1.7) 3 (0.7) 4 (1.0) 17 (3.0) 

Minor depression 37 (6.5) 29 (6.0) 20 (4.3) 29 (7.3) 77 (13.6) 

Depression NOS 100 (17.6) 66 (13.7) 68 (14.8) 45 (11.4) 171 (30.2) 

Negative 421 (74.3) 378 (78.6) 369 (80.2) 318 (80.3) - 

 

 

The period prevalence of moderate-severe perinatal depression was 18.5% (95% CI 

15.4–21.9%). When mild depression was added, the period prevalence of any depression 

was 39.8% (95% CI 35.7–43.9%) (Table 34). Point prevalence rates of moderate-severe 

depression were 8.1% in the first trimester, declining to 7.7% in the second trimester and 

5.0% in the third trimester and rising again to 8.3% at one month post-partum. The point 

prevalence of any depression was 25.7% in the first trimester, declining to 21.4% in the 

second trimester and 19.8% in the third trimester and remaining stable at 19.7% at one 
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month post-partum (Table 34). Figure 15 shows the trends in prevalence of moderate-

severe and any depression over time.  

 

Table 34 Prevalence of perinatal depression by stage of pregnancy  

 Any depression Moderate-severe depression 

No. of cases 
Proportion 

(95% CI) 
No. of cases 

Proportion 

(95% CI) 

 

Point prevalence 

1st trimester 

2nd trimester 

3rd trimester 

1m post-partum 

 

Period prevalence 

 

 

 

146/567 

103/481 

91/460 

78/396 

 

226/568 

 

 

 

25.7 (22.2-29.6) 

21.4 (17.8-25.4) 

19.8 (16.2-23.7) 

19.7 (15.9-24.0) 

 

39.8 (35.7-43.9) 

 

 

 

46/567 

37/481 

23/460 

33/396 

 

105/568 

 

 

8.1 (6.0-10.7) 

7.7 (5.5-10.4) 

5.0 (3.2-7.4) 

8.3 (5.8-11.5) 

 

18.5 (15.4-21.9) 

 

 

 

Figure 15 Prevalence of any and moderate-severe perinatal depression  
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5.4.2 Incidence of perinatal depression 

 

Among women who completed all four assessments, 350 women were not depressed at 

baseline (T1). Of these 350 women, 15.4% (95% CI 11.8–19.6%) developed new onset 

moderate-severe depression and 28.5% (95% CI 23.3–34.2%) developed new onset 

depression of any severity during the course of the study period (Table 35). The 

incidence of moderate-severe depression was 5.3% between the first and second 

trimesters, 2.8% between the second and third trimesters and 5.4% between the third 

trimester and one month post-partum. Figure 16 shows the cumulative prevalence of any 

depression and moderate-severe depression over time.  

 

Table 35 Incidence of perinatal depression by stage of pregnancy 

 Any depression Moderate-severe depression 

No. of cases 
Proportion 

(95% CI) 
No. of cases 

Proportion 

(95% CI) 

Incidence 

2nd trimester 

3rd trimester 

1m post-partum 

 

Overall incidence 

 

39/360 

19/293 

18/224 

 

79/277 

 

10.8 (7.8-14.5) 

6.8 (4.2-10.3) 

8.0 (4.8-12.4) 

 

28.5 (23.3-34.2) 

 

24/449 

11/392 

17/317 

 

54/350 

 

5.3 (3.5-7.8) 

2.8 (1.4-5.0) 

5.4 (3.2-8.4) 

 

15.4 (11.8-19.6) 
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Figure 16 Cumulative prevalence of perinatal depression over time 

 

 

 

5.4.3 Persistence of perinatal depression 
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0.5–14.8%) remained depressed in the third trimester, and none remained depressed at 

one month post-partum. Of the 146 women with any depression in the first trimester, 

43.8% (64/146; 95% CI 35.6–52.3%) remained depressed in the second trimester, 21.9% 

(32/146; 95% CI 15.5–29.5%) remained depressed in the third trimester and 11.0% 

(16/146; 95% CI 6.4–17.2%) remained depressed at one month post-partum. (Table 36).  
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Table 36 Persistence of perinatal depression from the first trimester to 1 month post-partum 

1st trimester 

Women with persisting depression† 

2nd trimester 3rd trimester 1m post-partum 

n Proportion 

(95% CI) 

n Proportion 

(95% CI) 

n Proportion 

(95% CI) 

Any depression 

(n=146) 
64 43.8 (35.6-52.3) 32 

 

21.9 (15.5-29.5) 

 

16 11.0 (6.4-17.2) 

Moderate-severe 

depression  

(n=46) 

10 21.7 (10.9-36.4) 2 4.3 (0.5-14.8) 0 0.0 (0.0-7.7)* 

† Women with persisting depression as a proportion of those depressed in 1st trimester 

* One-sided (97.5%) confidence interval 

 

5.5  Suicidal ideation 

 

5.5.1 Prevalence of suicidal ideation 

 

Overall, 29.0% (165/568) of women experienced some degree of suicidal ideation at one 

or more points during the study period. The prevalence of any suicidal ideation was 

20.8% (118/566) in the first trimester, 10.6% (51/481) in the second trimester, 9.6% 

(44/460) in the third trimester and 4.8% (19/394) at one month post-partum (Figure 17). 

Severe suicidal ideation was less common, with prevalence rates of 2.7% (15/566) in the 

first trimester, 2.1% (10/481) in the second trimester, 1.3% (6/460) in the third trimester 

and 1.0% (4/394) at one month post-partum. Overall, 5.3% (30/568) of women 

experienced severe suicidal ideation at one or more times during the study. Women with 

severe suicidal ideation represented 18.5% (30/165) of all women with suicidal ideation.  
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Figure 17 Prevalence of any and severe suicidal ideation during the perinatal period  

 

 

5.5.2 Suicidal ideation and depression status 

 

Suicidal ideation was significantly associated with severity of depression: the more 

severe the depression category, the greater the proportion of women experiencing any 

suicidal ideation (χ2 267.3; p<0.01) (Figure 18).  
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Figure 18 Proportion of women experiencing any suicidal ideation by depression category at baseline 

(n=566) 

 

However, among the 165 women with suicidal ideation at any time during the study, over 

half had either no diagnosis of depression (21.2%; 35/165) or had depression NOS 

(33.3%; 55/165) (Figure 19).  

 

Figure 19 Depression category of women who ever experienced suicidal ideation during the perinatal 
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Figure 20 shows the proportion of women with suicidal ideation who had moderate-

severe depression, depression NOS or were negative for depression, by stage of 

pregnancy. 

 

Figure 20 Proportion of women with suicidal ideation according to depression status and stage of 

pregnancy (n=165) 
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result of women’s participation in the study: it is unlikely that these women’s symptoms 

would have been picked up through routine ANC care.  

 

Twenty-two women received sertraline and counselling, and most women in this group 

had a diagnosis of major or minor depression. An additional 20 women received 

counselling alone, and most women in this group had a diagnosis of minor depression or 

depression NOS. Three women received counselling although they had a no current 

symptoms of depression. Two of these women had been started on treatment for 

depression by another medical provider within the refugee camp. One woman’s 

symptoms had improved with anti-depressant treatment and she wished to stop taking her 

medication. The study team offered to provide counselling sessions to this woman in 

order to ensure her symptoms did not deteriorate while she stopped her medical 

treatment. The one remaining woman had expressed intermittent symptoms of depression 

and suicidal ideation but did not meet the criteria for any of the three categories of 

depression. This woman was experiencing domestic violence at home and faced a 

number of complex social challenges which led to the decision by the study team to offer 

counselling. Table 37 summarises the depression categories of women who were treated.  

 

Table 37 Severity of depression at time of treatment initiation among those treated for perinatal 

depression (n=42) 

 Depression severity at treatment initiation 

No 

depression 

 

n (%) 

Depression 

NOS 

 

n (%) 

Minor 

depression 

 

n (%) 

Major 

depression 

 

n (%) 

Total 

 

 

n (%) 

Counselling only 

 

Counselling & 

sertraline 

3 (15.0) 

 

0 (0.0) 

6 (30.0) 

 

1 (4.5) 

9 (45.0) 

 

11 (50.0) 

2 (20.0) 

 

10 (50.0) 

20 (100.0) 

 

22 (45.5) 
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Figure 21 plots the trajectories of women treated for perinatal depression with 

counselling only, or with counselling and medication. Women who did not return for 

follow-up after starting treatment were excluded from this figure. In the counselling only 

group, of the 20 women with depressive symptoms, ten (50.0%) improved, six (30.0%) 

remained the same (but of these, three started with a ‘negative’ diagnosis and therefore 

could not have improved) and four (20.0%) deteriorated. In the counselling and sertraline 

group, of the 19 women who were followed-up, 15 (79.0%) improved, two (10.5%) 

remained the same and two (10.5%) deteriorated). 
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Figure 21 Depression severity at treatment initiation and at final contact among women receiving treatment for perinatal depression  
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5.7 Discussion 

 

5.7.1 Socio-demographic characteristics 

 

The baseline characteristics of participating women raise a number of interesting 

differences between labour migrants and refugees. Ethnic, religious and linguistic 

differences result primarily from the self-selection of individuals of certain backgrounds 

into either refugee camps or labour migrant villages. On the whole, Karen groups are 

more likely to suffer persecution and seek refuge in camps, while Burman groups are 

more likely to migrate for economic reasons and seek employment in rural villages along 

the border. Differences in employment and educational status reflect the environmental 

contexts and opportunities offered within each of these settings. Burman Muslim women 

represent a minority group, particularly within the labour migrant context. Across 

Myanmar, Muslim groups have experienced long-standing and severe discrimination and 

persecution. Discrimination continues along the border area, and the higher proportion of 

Burman Muslim women in the refugee camp as compared to labour migrant villages may 

reflect the higher levels of protection they can secure in the enclosed camp setting.  

 

Almost half (45.5%) of the labour migrant women live on the Myanmar side of the 

border, highlighting the mobility of this group, many of whom cross into Thailand daily 

for work. Forty-one percent of women had no formal means of identification, meaning 

that they have undocumented and therefore illegal status in Thailand. This represents an 

important potential psychological stressor, particularly for labour migrants who are 

vulnerable to exploitation in the workplace as well as to fines, arrest and deportation by 

the Thai authorities (Meyer et al, 2016). Healthcare options are also extremely limited for 

labour migrants who as a group are not eligible to use Thai government health services 

and therefore fall into a service void.  
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Future aspirations also differ significantly: while 84.3% of labour migrants plan to return 

to Myanmar, 65.1% of refugees hope to resettle to high-income countries. The latter 

figure is notable given that only a small minority of those who apply for resettlement are 

actually resettled. Furthermore, following Myanmar’s return to democracy at the end of 

2016, UNHCR brought a closure to what has been the largest refugee relocation 

programme ever: only those with first-degree relatives overseas and vulnerable groups 

now remain eligible for relocation. The high proportion of refugees wishing to resettle 

therefore reflects a high level of demand that is unlikely to be met. Thus while labour 

migrants face constant uncertainty around daily work opportunities and the risk of 

deportation, refugees experience uncertainty around their futures, over which they have 

little control.   

 

Labour migrants report higher levels of both received support (median social support 

score of 10 among labour migrants vs. 5 among refugees; p<0.01) and perceived 

sufficiency of support (proportion reporting sufficient support 89.1% among labour 

migrants vs. 49.1% among refugees; p<0.01). This is surprising for a number of reasons. 

Firstly, structural support mechanisms including NGOs and community-based 

organisations are much more established within the refugee camp. Secondly, it is 

surprising given the demanding daily lives of labour migrant women who juggle paid 

manual work with household and childcare responsibilities and arguably might therefore 

require more support. Among refugees, the demand for support on a day-to-day basis is 

generally less acute. Finally, labour migrants constitute a more geographically dispersed 

community, and one might expect support networks to be weaker than among refugees 

who live in closer proximity to each other.  
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The reasons behind this finding are not clear. One possible explanation might be that 

labour migrants have a greater sense of independence and agency over their lives, which 

perhaps confers upon them a greater resilience to take on burdens and responsibilities. 

Within the refugee camp setting, a degree of institutionalisation has arisen as a result of 

long-standing dependence on external aid. Perhaps this has created among refugees lower 

levels of self-reliance in comparison with their labour migrant counterparts, and the 

perception of needing more support as a result of feelings of helplessness. This 

speculation might explain the higher levels of perceived sufficiency of support among 

labour migrants but does not provide a rationale for higher levels of received support in 

this group. Given the high number of labour migrant women with the maximum social 

support scale score, it is also possible that the results are an artefact. For example, 

interviewers at the labour migrant sites may have placed less emphasis on differentiating 

between the individual items of the social support scale, perhaps in an effort to save time. 

This may have led to all ten items being recorded as ‘positive’ if women gave the 

impression that they had adequate levels of support, for instance, rather than asking about 

the different forms of social support received in detail. Though efforts were made 

through training and observation of interviewers to ensure accuracy, this possibility 

cannot be ruled out.  

 

Sixty-four percent of refugees compared with 53.1% of labour migrants had experienced 

one or more traumatic event, perhaps reflecting the predominantly Karen ethnicity of 

refugees who may be more likely than ethnic Burman (the majority ethnicity in 

Myanmar) to have experienced direct ethnic-related conflict or persecution. Interpersonal 

violence was reported by 5.9% of women. A study of adult women in three refugee 

camps (not including Maela) on the Thai-Myanmar border found a similar rate of 7.9% 
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(Falb et al, 2013b). In the present study, interpersonal violence was more common 

among labour migrants, an important consideration given the scarcity of support services 

for this group of women in particular.  

 

Lower losses to follow-up among refugees are unsurprising in light of this group’s 

limited mobility and greater ease of access to the clinic. Labour migrants have longer and 

more arduous journeys to ANC and especially during the busy seasons of the agricultural 

year, clinic attendance represents missed work and income opportunities. Furthermore, 

some labour migrant women migrate specifically in order to access antenatal services, 

and many move on after delivery. For these reasons, the differential losses to follow-up 

are likely to be a consequence of women’s migrant category rather than a study effect. 

 

 

5.7.2 Prevalence, persistence and treatment of perinatal depression 

 

Overall, 39.8% of women in the study experienced depression of any severity and 18.5% 

of women experienced moderate-severe depression during the course of the study. These 

figures represent a significant disease burden within this vulnerable population with little 

in the way of mental health service provision. The prevalence of major depression was 

consistently low, with point prevalence estimates ranging between 0.7% and 1.6%. The 

prevalence of minor depression was slightly higher, ranging between 4.3% and 7.3% at 

various assessment times. Depression NOS was the most prevalent category, accounting 

for up to 17.6% of women at any one time and highlighting the importance of capturing 

symptoms at the milder end of the spectrum. Although depression NOS is not commonly 

used in clinical settings, the large proportion of women within this category, the 

persistence of symptoms over time and the impact of symptoms on everyday functioning 
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suggest that depression NOS represents a clinically important state of psychological 

distress. 

 

The period prevalence of moderate-severe depression of 18.5% is in line with studies of 

perinatal depression among non-migrant women in low-income settings, which report 

estimates between 15.6% (Fisher et al, 2012) and 25.3% (Gelaye et al, 2016). However, 

our systematic review, which assessed prevalence among migrant women from low- and 

middle-income countries of origin, found a significantly higher median prevalence of 

36.5%. Moreover, among studies that assessed severe (major) depression alone, the 

systematic review found a median prevalence of 15.5%, with estimates ranging widely 

between 0.6% and 48.1%. Compared to these figures, the prevalence of major perinatal 

depression on the Thai-Myanmar border was strikingly low. It is unclear whether this 

discrepancy reflects truly low rates among this population, or whether culturally-specific 

manifestations of depression were missed leading to an under-diagnosis of major 

depression. Alternatively, studies included in the systematic review may have over-

reported prevalence as a result of their reliance on screening rather than diagnostic 

instruments. This again underscores the importance of acknowledging the great 

heterogeneity among migrant communities, considering context-specific factors and 

using culturally valid assessment tools.  

 

A slight decline in the prevalence of depression was seen during the course of the 

perinatal period. This reduction in prevalence from early pregnancy through to the early 

post-partum period has been reported elsewhere (Canario & Figueiredo, 2017). However, 

trends in prevalence and persistence of perinatal depression in the current study must be 

interpreted with caution. Many depressed women in this cohort received treatment, and 
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even among those who were not treated, repeated interviews may have had a therapeutic 

effect by offering women an opportunity to talk about their feelings (Andrighetti et al, 

2017). Conclusions cannot therefore be drawn around the natural progression of perinatal 

depression in this setting.  

 

Nevertheless, a number of patterns are evident. Among women with depression of any 

severity, symptoms were more persistent than among those with moderate-severe 

depression. Also, while the majority (79.0%) of the counselling and sertraline group – 

which consisted mostly of moderate-severely depressed women – saw an improvement in 

symptoms, only half (52.8%) of those in the counselling-only group – which included 

women with milder symptoms – improved. This may reflect a greater effectiveness of 

medication over counselling alone. It is also possible that moderate-severe depression is 

more amenable to treatment that depression NOS. Depression NOS may reflect a non-

pathological level of distress – in effect, a ‘normal’ reaction to difficult life 

circumstances – which is more resistant to medical or psychosocial intervention. 

Addressing the symptoms among this group of women with milder forms of depression 

perhaps requires the wider societal, socio-economic and political determinants of health 

to be tackled. The need to address these underlying determinants is explored further in 

the final discussion (Chapter 8).   

 

5.7.3 Suicidal ideation 

 

One maternal death due to suicide along with a high proportion of women reporting 

suicidal ideation prompted suicidal ideation to be examined independently of depression 

status. Twenty-nine percent of women experienced suicidal thoughts during the study 

period. Of these women, almost a fifth (18.5%) experienced severe symptoms. Falb et 
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al.’ (2013) found a significantly lower prevalence of suicidal ideation of 7.4% among 

(non-perinatal) refugee women in three other camps on the Thai-Myanmar border (Falb 

et al, 2013a). High rates of suicide and suicidal ideation have been reported among 

general migrant populations resettled in high-income countries, though no published 

estimates are as high as those found in the current study (Deckert et al, 2015; Hagaman et 

al, 2016).  

 

Few studies have assessed suicidal ideation specifically among perinatal women. Kim et 

al. (2015) found rates of suicidal ideation of 3.8% among a large population of 

unselected (non-migrant) pregnant and post-partum women in the USA (Kim et al, 

2015). Only 1.1% of these women with suicidal ideation were considered to be at high 

risk. Compared to these figures, both the prevalence of suicidal ideation and the 

proportion of those who are at high risk were significantly higher on the Thai-Myanmar 

border.  

 

It was striking that over half of women who experienced suicidal ideation had either no 

depression or depression NOS, placing the greatest burden of suicidal ideation upon 

those at the mildest end of the spectrum of depression. Kim et al. (2015) report similar 

findings in their sample of perinatal women in the USA, in whom over half of suicidal 

ideation occurred in women who screened negative for depression using the EPDS (Kim 

et al, 2015). Another interesting finding was the steady decline in suicidal ideation over 

time, from 20.8% in the first trimester to 4.8% post-partum. It is unclear why this decline 

occurred, especially against the backdrop of a very stable prevalence of depression 

throughout the study period. To the author’s knowledge, no comparative longitudinal 

data on suicidal ideation through the perinatal period exists.  
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The participant who committed suicide had been diagnosed with depression NOS 

(Fellmeth et al, 2016b). The circumstances of this suicide were unusual (couple suicides 

are rare, representing less than 1% of all suicides), and undue inferences should not be 

drawn from an isolated event. Nevertheless, the case highlights the importance of taking 

symptoms of depression or suicidal ideation seriously, regardless of severity. Local clinic 

staff need to be alert to this and able to follow up symptoms with appropriate questions 

that can identify women at high risk of perinatal depression and provide them with care.   

 

5.7.4 Strengths and limitations 

 

To our knowledge, this is the first prospective cohort study of perinatal depression 

among migrant women in a low-income setting. It is also one of the few studies to offer a 

direct comparison of depression status between labour migrants and refugees in the same 

destination setting. The use of a diagnostic rather than screening instrument to establish 

the presence of perinatal depression was a further strength, enabling greater accuracy and 

addressing a significant gap in the current evidence.  

 

There were also a number of limitations to this study component. Use of the SCID – an 

instrument developed in a high-income, Western setting – may have resulted in 

culturally-specific manifestations of depression being missed. Working across different 

languages and with interpreters introduces the possibility of meaning being lost or 

misinterpreted. A number of biases may have affected the reliability of results. Social 

desirability bias and a stigma around mental disorders may have influenced the extent to 

which women disclosed their symptoms (Andrighetti et al, 2017). Recall bias may have 

influenced factors such as the number of traumatic events experienced. The natural 

progression of perinatal depression could not be assessed because of the treatment 
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offered to women with depression. It is also not possible to attribute the improvement 

symptoms among those treated to the treatment itself: symptoms may have resolved of 

their own accord and the duration of follow-up was insufficient to enable long-term 

treatment effectiveness to be assessed. Perhaps most importantly, the lack of a control 

group makes it difficult to establish the extent to which depression is due to women’s 

migrant status rather than a result of the general socio-economic conditions women in 

this setting experience. These limitations are explored further in the final discussion 

(Chapter 8). 

 

5.8 Chapter summary 

 

A total of 568 women participated in the study, of whom 73.9% were present at the final 

assessment at 1 month post-partum. Refugees were more likely to attend all four 

assessments, reflecting the greater ease of access to ANC within the camp setting. There 

were significant socio-economic differences between labour migrant and refugee women, 

including higher levels of self-reported history of depression, lower levels of received 

and perceived social support and higher levels of trauma among refugees. Labour 

migrants reported higher rates of interpersonal violence. The period prevalence of 

perinatal depression was 18.5% for moderate-severe depression and 39.8% for any 

depression. Almost a third of women experienced suicidal ideation, the majority of 

whom had either no or mild depression. Forty-two women received treatment for 

depression: half of those who received counselling alone and the majority of those who 

received counselling and sertraline experienced an improvement in symptoms.  
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6.1  Chapter overview 

 

This chapter presents the second part of the prospective cohort study results. The 

associations between socio-demographic and clinical exposure variables and perinatal 

depression are explored. The first set of analyses quantify the associations between 

socio-demographic and clinical factors and perinatal depression of moderate-severe and 

any severity. The next set of analyses examine whether depression during pregnancy is 

significantly associated with depression at one month post-partum, after controlling for 

other risk factors for postnatal depression. Finally, factors associated with suicidal 

ideation are explored.   

 

6.2  Factors associated with perinatal depression 

 

This section examines the associations between socio-demographic, clinical factors and 

infant factors and perinatal depression. First, the period prevalence of moderate-severe 

(major or minor) perinatal depression is used as the outcome. Analyses are then repeated 

using the period prevalence of any (major, minor or NOS) perinatal depression as the 

outcome.  

 

Chapter 6.  

Prospective cohort study results: factors 

associated with perinatal depression 
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6.2.1 Factors associated with moderate-severe perinatal depression 

 

Univariable analysis  

 

Univariable (unadjusted) associations between socio-demographic, clinical and infant 

exposure variables and the period prevalence of moderate-severe depression are 

presented in Table 38 (socio-demographic factors) and Table 39 (clinical factors). The 

likelihood of experiencing moderate-severe perinatal depression was significantly higher 

among women who were older, had lower educational levels, did not own a telephone 

and chewed tobacco or betel nut. Women with an unplanned pregnancy, a greater number 

of living children and higher parity and gravidity were also more likely to have 

moderate-severe depression.  

 

When refugees were compared to all labour migrants, the difference in prevalence of 

moderate-severe depression was not statistically significant (19.6% among refugees vs. 

17.6% among labour migrants; OR 0.88; 95% CI 0.57–1.34; p=0.55). However, when 

broken down according to site, differences were more notable. The high prevalence of 

25.2% at Wang Pha contrasted with the lower prevalence of 10.4% at Mawker Tai, 

though this difference did not reach clinical significance. The prevalence at Mawker Tai 

was statistically significantly lower than at Maela (OR 4.8; 95% CI 0.26–0.86; p<0.01).  

 

Significant associations were also seen between psychosocial factors and perinatal 

depression. A self-reported history of depression increased the odds of perinatal 

depression by 2.83 (95% CI 1.82-4.43; p<0.01). Women who felt the support they 

received was insufficient had increased odds of 2.02 (95% CI 1.25–3.27; p<0.01), and for 

every one-point increase in women’s social support score, their odds of perinatal 
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depression decreased by 0.86 (95% CI 0.79-0.93; p<0.01). A history of trauma was also a 

risk factor: each one-point increase in the trauma score increased the odds of perinatal 

depression by 2.16 (95% CI 1.75–2.66; p<0.01), and women who had experienced at 

least one traumatic event had a 2.59 (95% CI 1.60-4.18; p<0.01) higher odds of 

moderate-severe depression than those with no history of trauma. The strongest 

association was seen with a history of interpersonal violence, which increased the odds of 

perinatal depression by 6.01 (95% CI 2.70-13.37). Associations between all other socio-

demographic variables and perinatal depression did not reach statistical significance. 
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Table 38 Univariable associations between socio-demographic factors and moderate-severe perinatal 

depression  

 Moderate-severe 

depression 

n/N (%) 

No depression 

 

n/N (%) 

Unadj. OR 

 

(95% CI) 

p-value 

Demographic factors 

Age (yrs)† 28 [18-45] 25 [18-50] 1.06 (1.03-1.09) <0.01 

Ethnicity 

Burman 

Sgaw Karen 

Poe Karen 

Burman Muslim 

Other 

 

35/161 (21.7) 

43/278 (15.5) 

13/66 (19.7) 

9/44 (20.5) 

5/19 (26.3) 

 

126/161 (78.3) 

235/278 (84.5) 

53/66 (80.3) 

35/44 (79.5) 

14/19 (73.7) 

 

1.00 

0.66 (0.40-1.08) 

0.88 (0.43-1.80) 

0.93 (0.41-2.11) 

1.29 (0.43-3.81) 

 

0.45 

Language 

Burmese 

Sgaw Karen 

Poe Karen 

Other 

 

51/239 (21.3) 

43/280 (15.4) 

8/43 (18.6) 

3/6 (50.0) 

 

188/239 (78.7) 

237/280 (84.6) 

35/43 (81.4) 

3/6 (50.0) 

 

1.00 

0.67 (0.43-1.05) 

0.84 (0.39-0.93) 

3.69 (0.72-18.8) 

 

0.10 

Religion 

Buddhist 

Christian 

Muslim 

 

77/408 (18.9) 

19/115 (16.5) 

9/45 (20.0) 

 

331/408 (81.1) 

96/115 (83.5) 

36/45 (80.0) 

 

1.00 

0.85 (0.49-1.48) 

1.07 (0.50-2.32) 

 

0.81 

Education and language factors 

Education (yrs)† 4 [0-18] 4 [0-18] 0.96 (0.91-1.02) 0.18 

Education 

Under 3 years 

3 to 6 years 

7 to 10 years 

Over 10 years 

 

53/255 (20.8) 

32/164 (19.5) 

17/119 (14.3) 

2/24 (8.3) 

 

202/255 (79.2) 

132/164 (80.5) 

102/119 (85.7) 

22/24 (91.7) 

 

1.00 

0.92 (0.57-1.51) 

0.64 (0.35-1.15) 

0.35 (0.08-1.52) 

 

0.22 

 

Type of school 

Myanmar school 

Thai school 

NGO or faith-based 

No school 

 

52/245 (21.2) 

1/9 (11.1) 

15/89 (16.9) 

22/116 (19.0) 

 

193/245 (78.8) 

8/9 (88.9) 

74/89 (83.1) 

94/116 (81.0) 

 

1.00 

0.46 (0.06-3.79) 

0.75 (0.40-1.42) 

0.87 (0.50-1.51) 

 

0.72 

Reason stopped schoola  

Employment  

Disinterest 

Marriage 

Conflict and war 

No local school 

 

60/255 (23.5) 

9/75 (12.0) 

7/49 (14.3) 

1/10 (10.0) 

3/21 (14.3) 

 

195/255 (76.5) 

66/75 (88.0) 

42/49 (85.7) 

9/10 (90.0) 

18/21 (85.7) 

 

1.00 

0.44 (0.21-0.94) 

0.54 (0.23-1.27) 

0.36 (0.04-2.91) 

0.54 (0.15-1.90) 

 

0.11 

Literate (self-reported) 

Yes 

No 

 

69/392 (17.6) 

36/176 (20.5) 

 

323/392 (82.4) 

140/176 (79.5) 

 

1.00 

1.20 (0.77-1.89) 

 

0.42 

Languages spoken 

1 language 

2-3 languages 

4 or more languages 

 

40/211 (19.0) 

34/192 (17.7) 

14/54 (25.9) 

 

171/211 (81.0) 

158/192 (82.3) 

40/54 (74.1) 

 

1.00 

0.92 (0.55-1.53) 

1.50 (0.74-3.01) 

 

0.42 

Table continued overleaf 
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Table 38 continued. Univariable associations between socio-demographic factors and moderate-

severe perinatal depression 

 Moderate-severe 

depression 

n/N (%) 

No depression 

 

n/N (%) 

Unadj. OR 

 

(95% CI) 

p-

value 

Economic factors 

Employment status 

Employed 

Unemployed 

 

69/348 (19.8) 

36/193 (18.7) 

 

279/348 (80.2) 

157/193 (81.3) 

 

1.00 

0.93 (0.59-1.45) 

 

0.74 

Employment sector 

Agriculture 

NGO 

Selling 

Other 

Homemaker (unpaid) 

 

42/212 (19.8) 

13/59 (22.0) 

11/50 (22.0) 

3/27 (11.1) 

36/193 (18.7) 

 

170/212 (80.2) 

46/59 (78.0) 

39/50 (78.0) 

24/27 (88.9) 

157/193 (81.4) 

 

1.00 

1.14 (0.57-2.31) 

1.14 (0.54-2.42) 

0.51 (0.15-1.76) 

0.93 (0.57-1.52) 

 

0.75 

Income securityb 

Wages paid daily 

Wages paid monthly 

 

32/150 (21.3) 

25/132 (18.9) 

 

118/150 (78.7) 

107/132 (81.1) 

 

1.00 

0.86 (0.47-1.58) 

 

0.88 

Household size†  4.5 [2-12] 4 [1-14] 1.01 (0.92-1.11) 0.79 

Other household member 

works 

Yes 

No 

 

 

70/369 (19.0) 

20/92 (21.7) 

 

 

299/369 (81.0) 

72/92 (78.3) 

 

 

1.00 

1.19 (0.18-0.30) 

 

 

0.55 

Sends remittances 

Yes 

No 

 

11/52 (21.2) 

79/409 (19.3) 

 

41/52 (78.8) 

330/409 (80.7) 

 

1.00 

0.89 (0.44-1.81) 

 

0.75 

Receives remittances 

Yes 

No 

 

9/46 (19.6) 

81/414 (19.6) 

 

37/46 (80.4) 

333/414 (80.4) 

 

1.00 

1.00 (0.46-2.16) 

 

1.00 

Telephone ownership 

Yes 

No 

 

51/329 (15.5) 

54/239 (22.6) 

 

278/329 (84.5) 

185/239 (77.4) 

 

1.00 

1.59 (1.04-2.43) 

 

0.03 

Migration factors 

Site 

Maela camp 

Wang Pha  

Mawker Tai 

 

49/250 (19.6) 

39/155 (25.2) 

17/163 (10.4) 

 

201/250 (80.1) 

116/155 (74.8) 

146/163 (89.6) 

 

1.00 

1.38 (0.85-2.23) 

0.48 (0.26-0.86) 

 

<0.01 

Migrant category 

Refugee 

Migrant 

 

49/250 (19.6) 

56/318 (17.6) 

 

201/250 (80.4) 

262/318 (82.4) 

 

1.00 

0.88 (0.57-1.34) 

 

0.55 

Country of birth 

Myanmar  

Thailand 

 

78/401 (19/5) 

10/55 (18.2) 

 

323/401 (80.5) 

45/55 (81.8) 

 

1.00 

0.92 (0.44-1.91) 

 

0.82 

Country of residence 

Myanmar 

Thailand 

 

23/113 (20.4) 

67/348 (19.3) 

 

90/113 (79.6) 

281/348 (80.7) 

 

1.00 

0.933 (0.55-1.58) 

 

0.80 

Table continued overleaf  
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Table 38 continued. Univariable associations between socio-demographic factors and moderate-

severe perinatal depression 

 Moderate-severe 

depression 

n/N (%) 

No depression 

 

n/N (%) 

Unadj. OR 

 

(95% CI) 

p-value 

Reason moved 

Seek employment 

Family reunification 

Flee war and conflict 

Seek healthcare or education 

 

49/225 (21.8) 

18/95 (19.0) 

10/49 (20.4) 

5/28 (17.9) 

 

176/225 (78.2) 

77/95 (81.0) 

39/49 (79.6) 

23/28 (82.1) 

 

1.00 

0.84 (0.46-1.53) 

0.92 (0.43-1.98) 

0.78 (0.28-2.16) 

 

0.92 

Time since migration† 8 [1-37] 9 [1-39] 1.00 (0.98-1.04) 0.70 

Duration ≤ 1 year 

≤ 1 year in current location 

> 1 year in current location 

 

18/64 (28.1) 

18/138 (13.0) 

 

46/64 (71.9) 

120/138 (87.0) 

 

1.00 

0.38 (0.18-0.80) 

 

0.01 

ID card (any) 

Yes 

No 

 

52/274 (19.0) 

38/187 (20.3) 

 

222/274 (81.0) 

149/187 (79.7) 

 

1.00 

1.09 (0.68-1.74) 

 

0.72 

ID card type 

Myanmar ID 

Thai ID 

UN card 

None 

 

31/166 (18.7) 

10/33 (30.3) 

11/75 (14.7) 

38/187 (20.3) 

 

135/166 (81.3) 

23/33 (69.7) 

64/75 (85.3) 

149/187 (79.7) 

 

1.00 

1.89 (0.82-4.38) 

0.75 (0.35-1.58) 

1.11 (0.65-1.88) 

 

0.32 

Future plans 

Return to Myanmar 

Remain in Thailand 

Resettle in 3rd country 

 

39/204 (19.1) 

21/105 (20.0) 

29/141 (20/6) 

 

165/204 (80.9( 

84/105 (80.0) 

112/141 (79.4) 

 

1.00 

1.06 (0.59-1.91) 

1.10 (0.64-1.87) 

 

0.94 

Lifestyle factors 

Alcohol 

No 

Yes 

 

99/543 (18.2) 

6/25 (24.0) 

 

444/543 (81.8) 

19/25 (76.0) 

 

1.00 

1.42 (0.55-3.64) 

 

0.48 

Smoking  

No  

Yes 

 

90/512 (17.6) 

15/56 (26.8) 

 

422.512 (82.4) 

41/56 (73.2) 

 

1.00 

1.72 (0.91-3.23) 

 

0.11 

Tobacco (chewing) 

No 

Yes 

 

104/541 (19.2) 

26/27 (96.3) 

 

437/541 (80.8) 

1/27 (3.7) 

 

1.00 

0.16 (0.02-1.20) 

 

0.02 

Betel nut (chewing) 

No 

Yes 

 

46/317 (14.5) 

59/251 (23.5) 

 

271/317 (85.5) 

192/251 (76.5) 

 

1.00 

1.81 (1.18-2.78) 

 

<0.01 

Psychosocial factors 

Self-reported history of 

depression 

No 

Yes 

 

 

58/419 (13.8) 

46/147 (31.3) 

 

 

361/419 (86.2) 

101/147 (68.7) 

 

 

1.00 

2.83 (1.82-4.43) 

 

 

<0.01 

Social support score† 6 [0-10] 8 [0-10] 0.86 (0.79-0.93) <0.01 

Sufficient support 

Yes 

No 

 

51/320 (15.9) 

38/137 (27.7) 

 

269/320 (84.1) 

99/137 (72.3) 

 

1.00 

2.02 (1.25-3.27) 

 

<0.01 

Table continued overleaf 
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Table 38 continued. Univariable associations between socio-demographic factors and moderate-

severe perinatal depression 

 Moderate-severe 

depression 

n/N (%) 

No depression 

 

n/N (%) 

Unadj. OR 

 

(95% CI) 

p-value 

Trauma score† 1 [0-6] 0 [0-4] 2.16 (1.75-2.66) <0.01 

Proportion ≥ 1 trauma 

No traumatic event 

≥ 1 traumatic event 

 

26/239 (10.9) 

79/329 (24.0) 

 

213/239 (89.1) 

250/329 (76.0) 

 

1.00 

2.59 (1.60-4.18) 

 

<0.01 

Domestic violence 

No 

Yes 

 

74/430 (17.2) 

15/27 (55.6) 

 

356/430 (82.8) 

12/27 (44.4) 

 

1.00 

6.01 (2.70-13.37) 

 

<0.01 

 

Bold denotes statistical significance at p<0.10 level 
† Results presented as median [range] 
a Of those who attended but did not complete school   

b Of those in paid employment 

 

Abbreviations: OR odds ratio; Unadj unadjusted  
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Table 39 Univariable associations between clinical factors and moderate-severe perinatal depression  

 Moderate-severe 

depression 

n/N (%) 

No depression 

 

n/N (%) 

Unadj. OR 

 

(95% CI) 

p-value 

Medical factors 

Maternal BMI 

Normal 

Underweight 

Overweight or obese 

 

56/296 (18.9) 

18/99 (18.2) 

31/173 (17.9) 

 

240/296 (81.1) 

81/99 (81.8) 

142/173 (82.1) 

 

1.00 

0.95 (0.53-1.71) 

0.94 (0.58-1.52) 

 

0.96 

Hypertension 

No 

Yes 

 

95/515 (18.5) 

10/53 (18.9) 

 

420/515 (81.5) 

43/53 (81.1) 

 

1.00 

1.03 (0.50-2.12) 

 

0.94 

Diabetes 

No 

Yes 

 

96/530 (18.1) 

9/38 (23.7) 

 

434/530 (81.9) 

29/38 (76.3) 

 

1.00 

1.40 (0.64-3.06) 

 

0.41 

Dengue 

No 

Yes 

 

102/559 (18.3) 

3/9 (33.3) 

 

457/559 (81.8) 

6/9 (66.7) 

 

1.00 

2.24 (0.55-9.11) 

 

0.28 

Obstetric factors 

Parity† 2 [0-9] 1 [0-8] 1.31 (1.17-1.48) <0.01 

Gravida† 3 [1-12] 2 [1-10] 1.29 (1.16-1.43) <0.01 

Proportion primigravid 

Primigravida 

Multigravida 

 

19/160 (11.9) 

86/408 (21.1) 

 

141/160 (88.1) 

322/408 (78.9) 

 

1.00 

1.98 (1.16-3.38) 

 

<0.01 

Pregnancy planned 

Planned 

Unplanned 

 

49/310 (15.8) 

38/144 (26.4) 

 

261/310 (84.2) 

106/144 (73.6) 

 

1.00 

1.91 (1.18-3.09) 

 

<0.01 

Number of children† 2 [1-8] 2 [1-7] 1.31 (1.13-1.52) <0.01 

Instrumental delivery 

No 

Yes 

 

81/411 (19.7) 

9/44 (20.5) 

 

330/411 (80.3) 

35/44 (79.5) 

 

1.00 

1.05 (0.48-2.27) 

 

0.91 

EGA at delivery (wks)†† 39.4 [29.0-42.4] 39.3 [34.4-42.1] 0.92 (0.79-1.07) 0.27 

Infant factors 

Baby death 

No 

Yes 

 

105/562 (18.7) 

0/2 (0.0) 

 

457/562 (81.3) 

2/2 (100.0) 

 

1.00 

- 

 

- 

Foetal distress 

No 

Yes 

 

80/375 (21.3) 

6/21 (28.6) 

 

295/375 (78.7) 

15/21 (71.4) 

 

1.00 

1.48 (0.55-3.92) 

 

0.45 

Gender 

Male 

Female 

 

45/200 (22.5) 

41/206 (19.9) 

 

155/200 (77.5) 

165/206 (80.1) 

 

1.00 

0.86 (0.53-1.38) 

 

0.52 

Birth weight (g)†† 3000 [1280-4140] 3050 [680-5950] 0.73 (0.43-1.24) 0.24 

Birth length (cm)†† 50.0 [36.5-58.0] 50.0 [30.2-57.0] 1.01 (0.93-1.10) 0.81 

Head circumference (cm)†† 32 [10.2-38] 32.0 [9.8-53.0] 0.99 (0.93-1.05) 0.71 

Bold denotes statistical significance at p<0.10 level   
† Results presented as median [range] †† Results reported as mean (sd) 

Abbreviations: OR odds ratio; Unadj unadjusted  
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Multivariable analysis 

 

Variables associated with moderate-severe depression at the p<0.10 level in the 

univariable analysis were selected for inclusion in the multivariable analysis, with the 

following exceptions:  

 

 Social support: the variable sufficient support was a component of the social 

support score. To avoid duplication of variables only one measure of social 

support was included in the multivariable model. Sufficient support was selected 

because of its stronger association with perinatal depression.  

 

 Parity: the variables parity, gravida, number of children and proportion 

primigravid were strongly correlated with each other and therefore only one was 

included in the multivariable model. Proportion primigravid was selected as it 

was considered to the most clinically relevant, was potentially more reliable than 

other measures and had the strongest association with perinatal depression. 

 

 Trauma: the categorical measure of the proportion experiencing one or more 

traumatic events was selected over trauma score, a continuous measure of the 

number of traumatic events experienced, because of its stronger association with 

perinatal depression.  

 

The variable migrant category was included despite not being statistically significant in 

the univariable analysis. This was because migrant category was a key factor of interest 

within this research. 
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Table 40 lists the exposure variables that were significant in the univariable analysis and 

their inclusion or exclusion from the multivariable analysis for moderate-severe perinatal 

depression.  

 

Table 40. Variables significant in univariable analysis: inclusion and exclusion from multivariable 

model for moderate-severe perinatal depression 

Included in multivariable analysis Excluded from multivariable analysis & reason 

Age 

Education level  

Telephone ownership 

Study site 

Migrant category 

Tobacco (chewing) 

Betel nut (chewing) 

Planned pregnancy 

≤1 year in current location 

Self-reported history of depression 

Sufficient support 

Proportion experiencing ≥1 traumatic event 

Domestic violence  

Proportion primigravid 

Social support score   

Sufficient support is a 

component of social support 

score 

No. of children  

Gravidity 

Parity  

Correlated with proportion 

primigravid 

Trauma score 

Proportion experiencing ≥1 

traumatic event is a 

categorisation of trauma 

score 

 

 

The variables age, education level, telephone ownership, study site, migrant category, 

tobacco chewing, betel nut chewing, planned pregnancy, less than one year in current 

location, self-reported history of depression, sufficient support, proportion experiencing 

one or more trauma, domestic violence and proportion primigravid were entered into the 

multivariable logistic regression model. Six variables remained statistically significantly 

(p<0.05) associated with moderate-severe depression after adjustment for all other 

variables in the model: age (OR 1.05; 95% CI 1.01–1.09; p=0.02), labour migrant status 

(OR 2.08 relative to refugees; 95% CI 1.09–4.00; p=0.03), a self-reported history of 

depression (OR 2.25; 95% CI 1.21–4.17; p=0.01), domestic violence (OR 4.54 (95% CI 

1.86-11.11; p<0.01), experience of one or more traumatic events (OR 2.43; 95% CI 
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1.38–4.30; p<0.01) and insufficient social support (OR 2.07; 95% CI 1.14–3.73; p=0.02) 

(Table 41).  

 
Table 41. Multivariable logistic regression: variables significantly associated with moderate-severe 

depression (n=444) 

 Unadjusted odds ratio Adjusted odds ratio 

OR (95% CI) p-value OR (95% CI) p-value 

Age (yrs) 1.06 (1.03-1.09) <0.01 1.05 (1.01-1.09) 0.02 

Migrant category 

Refugee 

Labour migrant 

 

1.00 

0.88 (0.57-1.34) 

 

0.55 

 

1.00 

2.08 (1.09-4.00) 

 

0.03 

Self-reported history of depression 

No 

Yes 

 

1.00 

2.83 (1.82-4.26) 

 

<0.01 

 

1.00 

2.25 (1.21-4.17) 

 

0.01 

Interpersonal violence 

No 

Yes 

 

1.00 

6.01 (2.70-13.37) 

 

 

<0.01 

 

1.00 

4.54 (1.86-11.11) 

 

<0.01 

Proportion ≥ 1 trauma 

No traumatic event 

≥ 1 traumatic event 

 

1.00 

2.59 (1.60-4.18) 

 

<0.01 

 

1.00 

2.43 (1.38-4.30) 

 

<0.01 

Sufficient support 

Yes 

No 

 

1.00 

2.02 (1.25-3.27) 

 

<0.01 

 

1.00 

2.07 (1.14-3.73) 

 

0.02 

Bold denotes statistical significance of unadjusted OR at p<0.10 level or adjusted OR at p<0.05 level 

 

 

6.2.2 Any perinatal depression  

 

Univariable analysis 

 

Analyses were repeated using the period prevalence of any (major, minor or NOS) 

depression as the outcome. Results of the univariable logistic regression for socio-

demographic and clinical factors are summarised in Table 42 and Table 43, respectively.  

Women who were of a higher age, of Burman Muslim ethnicity (as compared to Burman 

ethnicity), had no other household member working, did not own a telephone and 

chewed betel nut were at increased risk of depression. The prevalence of any perinatal 

depression was lower among labour migrants compared with refugees (35.2% vs 45.6%; 
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OR 0.46; 95% CI 0.46–0.91; p=0.01). The prevalence at Mawker Tai (a labour migrant 

site) was significantly lower than at Maela (refugees) (28.2% vs. 45.6%; OR 0.47; 95% 

CI 0.31–0.72, p<0.01). The difference between Wang Pha (labour migrants) and Maela 

(refugees) did not reach statistical significance. A self-reported history of depression, 

lower levels of social support, perceived insufficiency of support, past trauma and 

domestic violence also significantly increased the odds of any perinatal depression. 

Finally, a number of obstetric factors were important: higher parity and gravida and 

unplanned pregnancy increased the odds of any perinatal depression.  
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Table 42 Univariable associations between socio-demographic factors and any perinatal depression  

 Any depression 

n/N (%) 
No depression 

n/N (%) 
Unadj. OR 

(95% CI) 
p-value 

Demographic factors 

Age (yrs)† 26 [18-50] 25 [18-45] 1.04 (1.01-1.07) <0.01 

Ethnicity 

Burman 

Sgaw Karen 

Poe Karen 

Burman Muslim 

Other 

 

63/161 (39.1) 

100/278 (36.0) 

29/66 (43.9) 

26/44 (59.1) 

8/19 (42.1) 

 

98/161 (60.9) 

178/278 (64.0) 

37/66 (56.1) 

18/44 (40.9) 

11/19 (57.9) 

 

1.00 

0.87 (0.59-1.30) 

0.22 (0.68-2.18) 

2.25 (1.14-4.43) 

1.13 (0.43-2.97) 

 

0.06 

Language 

Burmese 

Sgaw Karen 

Poe Karen 

Other 

 

103/239 (43.1) 

98/280 (35.0) 

22/43 (51.2) 

3/6 (50.0) 

 

136/239 (56.9) 

182/280 (65.0) 

21/43 (48.8) 

3/3 (50.0) 

 

1.00 

0.71 (0.50-1.01) 

1.38 (0.72-2.65) 

1.32 (0.26-6.68) 

 

0.10 

Religion 

Buddhist 

Christian 

Muslim 

 

154/408 (37.8) 

45/115 (39.1) 

27/45 (60.0) 

 

254/408 (62.2) 

70/115 (60.9) 

18/45 (40.0) 

 

1.00 

1.06 (0.69-1.62) 

2.47 (0.32-4.64) 

 

0.02 

Education and language factors 

Education (yrs)† 4 [0-18] 4 [0-18] 0.99 (0.95-1.04) 0.79 

Education 

Under 3 years 

3 to 6 years 

7 to 10 years 

Over 10 years 

 

107/255 (42.0) 

65/164 (39.6) 

43/119 (36.1) 

8/24 (33.3) 

 

148/255 (58.0) 

99/164 (60.4) 

76/119 (63.8) 

16/24 (66.7) 

 

1.00 

0.91 (0.61-1.35) 

0.78 (0.50-1.23) 

0.69 (0.29-1.67) 

 

0.66 

Type of school 

Myanmar school 

Thai school 

NGO or faith-based 

No school 

 

111/245 (45.3) 

1/9 (11.1) 

38/89 (42.7) 

70/116 (60.3) 

 

134/245 (54.7) 

9/9 (88.9) 

51/89 (57.3) 

46/116 (39.7) 

 

1.00 

0.15 (0.02-1.22) 

0.90 (0.55-1.47) 

0.79 (0.51-1.24) 

 

0.14 

Reason stopped schoola  

Employment 

Disinterest 

Marriage  

Conflict and war  

No local school 

 

120/255 (47.1) 

20/75 (26.7) 

18/49 (36.7) 

4/10 (40.0) 

13/21 (61.9) 

 

135/255 (52.9) 

55/75 (73.3) 

31/49 (63.3) 

6/10 (60.0) 

8/21 ((38.1) 

 

1.00 

0.41 (0.23-0.72) 

0.65 (0.35-1.23) 

0.75 (0.21-2.72) 

1.83 (0.73-4.56) 

 

0.01 

Literate (self-reported) 

Yes 

No 

 

155/392 (39.5) 

71/176 (40.3) 

 

237/392 (60.5) 

105/176 (59.7) 

 

1.00 

1.03 (0.72-1.49) 

 

0.86 

Languages spoken 

1 language 

2-3 languages 

4 or more languages 

 

92/211 (43.6) 

78/192 (40.6) 

24/54 (44.4) 

 

119/211 (56.4) 

114/192 (59.3) 

30/54 (55.6) 

 

1.00 

0.89 (0.60-1.32) 

1.03 (0.57-1.89) 

 

0.79 

Table continued overleaf 
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Table 42 continued Univariable associations between socio-demographic factors and any perinatal 

depression  

 Any depression 

n/N (%) 
No depression 

n/N (%) 
Unadj. OR 

(95% CI) 
p-value 

Economic factors 

Employment status 

Employed 

Unemployed 

 

139/348 (39.9) 

84/193 (43.5) 

 

209/348 (60.1) 

109/193 (56.5) 

 

1.00 

1.16 (0.81-1.65) 

 

0.42 

Employment sector 

Agriculture 

NGO 

Selling 

Other 

Homemaker (unpaid) 

 

82/212 (36.7) 

23/59 (39.0) 

21/50 (42.0) 

13/27 (48.2) 

84/193 (43.5) 

 

130/212 (61.3) 

36/59 (61.0) 

29/50 (58.0) 

14/27 (51.8) 

109/193 (56.5) 

 

1.00 

1.01 (0.56-1.83) 

1.15 (0.61-2.15) 

1.47 (066-3.29) 

1.22 (0.82-1.82) 

 

0.80 

Income securityb 

Wages paid daily 

Wages paid monthly 

 

63/150 (42.0) 

58/132 (43.9) 

 

87/150 (58.0) 

74/132 (56.1) 

 

1.00 

1.08 (0.66-1.77) 

 

0.95 

Household size†  4 [2-13] 4 [1-14] 1.04 (0.97-1.12) 0.25 

Other household member 

working 

Yes 

No 

 

 

148/369 (40.1) 

49/92 (53.3) 

 

 

221/369 (59.9) 

43/92 (46.7) 

 

 

1.00 

1.70 (0.07-2.69) 

 

 

0.02 

Sends remittances 

Yes 

No 

 

24/52 (46.2) 

173/409 (42.3) 

 

28/52 (53.8) 

236/409 (57.7) 

 

1.00 

0.86 (0.48-1.53) 

 

0.60 

Receives remittances 

Yes 

No 

 

17/46 (37.0) 

179/414 (43.2) 

 

29/46 (63.0) 

235/414 (56.8) 

 

1.00 

1.30 (0.69-2.44) 

 

0.41 

Telephone ownership 

Yes 

No 

 

121/329 (36.8) 

105/239 (43.9) 

 

208/329 (63.2) 

134/239 (56.1) 

 

1.00 

1.35 (0.96-1.89) 

 

0.09 

Migration factors 

Site 

Maela camp 

Wang Pha  

Mawker Tai 

 

114/250 (45.6) 

66/155 (42.6) 

46/163 (28.2) 

 

136/250 (54.4) 

89/155 (57.4) 

117/163 (71.8) 

 

1.00 

0.88 (0.59-1.33) 

0.47 (0.31-0.72) 

 

<0.01 

Migrant category 

Refugee  

Labour migrant 

 

114/250 (45.6) 

112/318 (35.2) 

 

136/250 (54.4) 

206/318 (64/8) 

 

1.00 

0.65 (0.46-0.91) 

 

0.01 

Country of birth 

Myanmar  

Thailand 

 

175/401 (43.6) 

19/55 (34.6) 

 

226/401 (56.4) 

36/55 (65.5) 

 

1.00 

0.68 (0.38-1.23) 

 

0.20 

Country of residence 

Myanmar 

Thailand 

 

44/113 (38.9) 

153/348 (44.0) 

 

69/113 (61.1) 

195/348 (56.0) 

 

1.00 

1.23 (0.80-1.90) 

 

0.35 

Table continued overleaf 
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Table 42 continued. Univariable associations between socio-demographic factors and any perinatal 

depression  

 Any depression 

n/N (%) 
No depression 

n/N (%) 
Unadj. OR 

(95% CI) 
p-value 

Reason for migration 

Seek employment  

Family reunification 

Flee war and conflict 

Seek healthcare or education 

 

101/225 (44.9) 

42/95 (44.2) 

21/49 (42.9) 

14/28 (50.0) 

 

124/225 (55.1) 

53/95 (55.8) 

28/49 (57.1) 

14/28 (50.0) 

 

1.00 

0.97 (0.60-1.58) 

0.92 (0.49-1.72) 

1.23 (0.56-2.69) 

 

0.94 

Time since migration† 8 [1-37] 9 [1-39] 1.00 (0.98-1.03) 0.75 

Duration ≤ 1 year 

≤ 1 year in current location 

> 1 year in current location 

 

32/64 (50.0) 

35/138 (25.4) 

 

32/64 (50.0) 

103/138 (74.6) 

 

1.00 

0.34 (0.18-0.63) 

 

<0.01 

ID card (any) 

Yes 

No 

 

115/274 (42.0) 

82/187 (43.9) 

 

159/274 (58.0) 

105/187 (56.1) 

 

1.00 

1.08 (0.74-1.57 

 

0.69 

ID card type 

Myanmar ID 

Thai ID 

UN card 

None 

 

70/166 (42.2) 

14/33 (42.4) 

31/75 41.3) 

82/187 (43.9) 

 

96/166 (57.8) 

19/33 (57.6) 

44/75 (58.7) 

105/187 (56.1) 

 

1.00 

1.01 (0.47-2.15) 

0.97 (0.56-1.68) 

1.07 (0.70-1.63) 

 

0.98 

Future plans 

Return to Myanmar 

Remain in Thailand 

Resettle in 3rd country 

 

80/204 (39.2) 

45/105 (42.9) 

69/141 (48.9) 

 

124/204 (60.8) 

60/105 (57.1) 

72/141 (51.1) 

 

1.00 

1.16 (0.72-1.87) 

1.49 (0.96-2.29) 

 

0.20 

 

Lifestyle factors 

Alcohol 

No 

Yes 

 

215/543 (39.6) 

11/25 (44.0) 

 

328/543 (60.4) 

14/25 (56.0) 

 

1.00 

1.20 (0.53-2.69) 

 

0.66 

Smoking  

No  

Yes 

 

202/512 (39.5) 

24/56 (42.9) 

 

310/512 (60.5) 

32.56 (57.1) 

 

1.00 

1.15 (0.66-2.01) 

 

0.62 

Tobacco (chewing) 

No 

Yes 

 

220/541 (40.7) 

6/27 (22.2) 

 

321/541 (59.3) 

21/27 (77.8) 

 

1.00 

0.42 (0.17-1.05) 

 

0.05 

Betel nut (chewing) 

No 

Yes 

 

116/317 (36.6) 

110/251 (43.8) 

 

201/317 (63.4) 

141/251 (56.2) 

 

1.00 

1.35 (0.96-1.90) 

 

0.08 

Psychosocial factors 

Self-reported history of 

depression 

No 

Yes 

 

 

130/419 (31.0) 

95.147 (64.6) 

 

 

289/419 (69.0) 

52/147 (35.4) 

 

 

1.00 

4.06 (2.73-6.04) 

 

 

<0.01 

Social support score† 6 [0-10] 8 [0-10] 0.89 (0.83-0.96) <0.01 

Sufficient support 

Yes 

No 

 

120/320 (37.5) 

76/137 (55.5) 

 

200/320 (37.5) 

61/137 (44.5) 

 

1.00 

2.08 (1.37-3.12) 

 

<0.01 

Table continued overleaf 
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Table 42 continued Univariable associations between socio-demographic factors and any perinatal 

depression 

 
Any depression 

n/N (%) 
 No depression 

n/N (%) 
Unadj. OR 

(95% CI) 
p-value 

Trauma score† 1 [0-6] 0 [0-4] 1.97 (1.61-2.41) <0.01 

Proportion ≥ 1 trauma 

No traumatic event 

≥ 1 traumatic event 

 

69/239 (28.9) 

157/329 (47.7) 

 

170/239 (71.1) 

172/329 (52.3) 

 

1.00 

2.25 (1.58-3.20) 

 

<0.01 

Domestic violence 

No 

Yes 

 

174/430 (40.5) 

22/27 (81.5) 

 

256/430 (59.5) 

5/27 (18.5) 

 

1.00 

6.47 (2.41-17.42) 

 

<0.01 

 

Bold denotes statistical significant at p<0.10 level 

 
† Results presented as median [range] 
a Of those who attended but did not complete school 
b Of those in paid employment 

 

Abbreviations: OR odds ratio; Unadj unadjusted 
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Table 43 Univariable associations between clinical and infant factors and any perinatal depression 

 Any depression 

n/N (%) 
No depression 

n/N (%) 
Unadj. OR 

(95% CI) 
p-value 

Medical factors 

Maternal BMI 

Normal 

Underweight 

Overweight or obese 

 

121/296 (40.9) 

38/99 (38.4) 

67/173 (38.7) 

 

175/296 (59.1) 

61/99 (61.6) 

106/173 (61.3) 

 

1.00 

0.90 (0.56-1.44) 

0.91 (0.62-1.34) 

 

0.86 

Hypertension 

No 

Yes 

 

203/515 (39.4) 

23/53 (43.4) 

 

312/515 (60.6) 

30/53 (56.6) 

 

1.00 

1.18 (0.67-2.09) 

 

0.57 

Diabetes 

No 

Yes 

 

205/530 (38.7) 

21/38 (55.3) 

 

325/530 (61.3) 

17/38 (44.7) 

 

1.00 

1.96 (1.01-3.80) 

 

0.05 

 

Dengue 

No 

Yes 

 

221/559 (39.5) 

5/9 (55.6) 

 

338/559 (60.5) 

4/9 (44.4) 

 

1.00 

1.96 (1.01-3.80) 

 

0.34 

Obstetric factors 

Parity† 1 [0-9] 1 [0-8] 1.25 (1.12-1.39) <0.01 

Gravida† 3 [1-12] 2 [1-10] 1.20 (1.10-1.32) <0.01 

Proportion primigravid 

Primigravida 

Multigravida 

 

48/160 (30.0) 

178/408 (43.6) 

 

112/160 (70.0) 

230/408 (56.4) 

 

1.00 

1.81 (1.22-2.67) 

 

<0.01 

Pregnancy planned 

Planned 

Unplanned 

 

115/310 (37.1) 

77/144 (53.5) 

 

195/310 (62.9) 

67/144 (46.5) 

 

1.00 

1.95 (1.31-2.91) 

 

<0.01 

Number of children† 1 [0-8] 1 [0-7] 1.25 (1.10-1.43) <0.01 

Instrumental delivery 

No 

Yes 

 

178/411 (43.4) 

17/44 (38.6) 

 

233/411 (56.7) 

27/44 (61.4) 

 

1.00 

0.82 (0.43-1.56) 

 

0.55 

EGA at delivery (wks)†† 39.3 [29.0-42.4] 39.3 (34.4-41.5) 1.01 (0.88-1.15) 0.93 

Infant factors 

Baby death 

No 

Yes 

 

224/562 (39.9) 

2/6 (33.3) 

 

338/562 (60.1) 

4/6 (66.7) 

 

1.00 

1.51 (0.21-10.79) 

 

0.68 

Foetal distress 

No 

Yes 

 

171/375 (45.6) 

11/21 (52.4) 

 

204/375 (54.5) 

10/21 (47.6) 

 

1.00 

1.31 (0.54-3.16) 

 

0.54 

Gender 

Male 

Female 

 

92/200 (46.0) 

92/206 (44.7) 

 

108/200 (54.0) 

114/206 (55.3) 

 

1.00 

0.95 (0.64-1.40) 

 

0.79 

Birth weight (kg)†† 3.0 [1.3-4.1] 3.06 [1.7-5.6] 0.77 (0.50-1.17) 0.22 

Birth length (cm)†† 50.0 [36.5-58.0] 50.0 [30.2-57.0] 0.98 (0.92-1.06) 0.66 

Head circumference (cm)†† 32.0 [10.0-53.0] 32.0 [9.8-52.0] 0.98 (0.93-1.03) 0.37 

Bold denotes statistical significant at p<0.10 level  

† Results presented as median [range]  †† Results reported as mean (sd)  
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Multivariable analysis 

 

Variables associated with any perinatal depression at the p<0.10 level in the univariable 

analysis were selected for inclusion in the multivariable analysis, with the following 

exceptions:  

 

 Social support: the variable sufficient support was a component of the social 

support score. Sufficient support was selected because of its stronger association 

with perinatal depression.  

 

 Parity: the variables parity, gravida, number of children and proportion 

primigravid were strongly correlated with each other. Proportion primigravid 

was selected as it was considered to the most clinically relevant, was potentially 

more reliable than other measures and had the strongest association with perinatal 

depression 

 

 Trauma: the categorical measure of the proportion experiencing one or more 

traumatic events was selected over trauma score, a continuous measure of the 

number of traumatic events experienced, because of its stronger association with 

perinatal depression.  

 

The variables migrant category and study site were both significantly associated with any 

depression in the univariable analysis. Despite their correlation with each other, both 

were considered important to include in the multivariable model, which was tested with 

each of these variables in turn.  
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Table 44 lists the exposure variables that were significant in the univariable analysis and 

whether they were included in or excluded from the multivariable analysis for any 

perinatal depression.  

 

Table 44. Variables significant in univariable analysis: inclusion and exclusion from multivariable 

model for any perinatal depression 

Included in multivariable analysis Excluded from multivariable analysis & reason 

Age 

Ethnicity 

Language 

Religion 

Reason stopped school  

Other household member working 

Telephone ownership 

Study site 

Migrant category 

≤1 year in current location 

Tobacco (chewing) 

Betel nut (chewing) 

Planned pregnancy 

Self-reported history of depression 

Sufficient support 

Proportion experiencing ≥1 traumatic event 

Domestic violence  

Proportion primigravid 

Diabetes 

Social support score   

Sufficient support is a 

component of social support 

score 

No. of children  

Gravidity 

Parity  

Correlated with proportion 

primigravid 

Trauma score 

Proportion experiencing ≥1 

traumatic event is a 

categorisation of trauma 

score 

 

The variables age, ethnicity, language, religion, reason for stopping school, other 

household member working, telephone ownership, study site, migrant category, tobacco 

chewing, betel nut chewing, planned pregnancy, less than one year living in current 

location, self-reported history of depression, sufficient support, proportion experiencing 

one or more traumatic event, domestic violence, proportion primigravid and diabetes 

were entered into the multivariable logistic regression model. Five variables remained 

statistically significantly associated (p<0.05) with any perinatal depression after 

adjustment for all other variables in the model. Not owning a telephone ownership (OR 

1.6; 95% CI 1.0-2.5), a self-reported history of depression (OR 3.4; 95% CI 2.0-5.6), 



203 

 

domestic violence (OR 4.4 (95% CI 1.5–12.5) and experience of one or more traumatic 

events (OR 2.2; 95% CI 1.4–3.4) were associated with higher odds or any perinatal 

depression, while having another household member working significantly reduced the 

odds of any perinatal depression (OR 0.6; 95% CI 0.3–1.0) (Table 45).  

 

Table 45 Multivariable logistic regression: variables significantly associated with any depression 

(n=400) 

 Unadjusted odds ratio Adjusted odds ratio 

 OR (95% CI) p-value aOR (95% CI) p-value 

Telephone ownership 

Yes 

No 

 

1.00 

1.35 (0.96-1.89) 

 

0.09 

 

1.00 

1.59 (1.01-2.48) 

 

0.04 

Other household member working 

Yes 

No 

 

1.00 

1.70 (0.07-2.69) 

 

0.02 

 

1.00 

1.75 (1.02-3.03) 

 

0.04 

Self-reported history of depression 

No 

Yes 

 

1.00 

4.06 (2.73-6.04) 

 

<0.01 

 

1.00 

3.36 (2.01-5.61) 

 

<0.01 

Interpersonal violence 

No 

Yes 

 

1.00 

6.47 (2.41-17.42) 

 

<0.01 

 

1.00 

4.36 (1.52-12.50) 

 

<0.01 

Proportion ≥ 1 trauma 

No traumatic event 

≥ 1 traumatic event 

 

1.00 

2.25 (1.58-3.20) 

 

<0.01 

 

1.00 

2.17 (1.38-3.41) 

 

<0.01 

Bold denotes statistical significance of unadjusted OR at p<0.10 level and adjusted OR at p<0.05 level 

 

6.3  Antenatal depression as a risk factor for postnatal depression 

 

This section presents the results of the analysis to establish whether antenatal depression 

was independently associated with postnatal depression.  
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6.3.1 Moderate-severe postnatal depression 

 

In the univariable analysis, moderate-severe depression in pregnancy was significantly 

associated with moderate-severe depression post-partum (OR 4.41; 95% CI 2.1–9.3; 

p<0.01). Table 46 lists exposure variables that were associated with moderate-severe 

postnatal depression at a level of p<0.10 in univariable analysis.  

 

Table 46 Univariable associations between socio-demographic and clinical factors and moderate-

severe depression post-partum (n=396) 

 Moderate-severe 

depression 

postnatally 

n/N (%) 

No depression 

postnatally 

 

n/N (%) 

Unadjusted OR 

 

 

(95% CI) 

p-value 

Remittances sent 

Yes 

No 

 

7/42 (16.7) 

24/344 (7.0) 

 

35/42 (83.3) 

320/344 (93.0) 

 

1.00 

0.38 (0.15-0.93) 

 

0.05 

Telephone ownership 

Yes 

No 

 

14/239 (5.9) 

19/157 (12.1) 

 

225/239 (94.1) 

138/157 (87.9) 

 

1.00 

2.21 (1.07-4.56) 

 

0.03 

Duration since migration 4 [1-32] 10 [1-37] 0.94 (0.89-1.00) 0.05 

Pregnancy planned 

Planned 

Unplanned 

 

15/258 (5.8) 

14/121 (11.6) 

 

243/258 (94.2) 

107/121 (88.4) 

 

1.00 

2.12 (0.99-4.55) 

 

0.06 

Number of children 1 [0-8] 1 [0-7] 1.28 (1.03-1.57) 0.02 

Parity 1 [ 0-9] 1 [ 0-8] 1.22 (1.02-1.46) 0.04 

Gravida 3 [1-12] 2 [1-10] 1.20 (1.02-1.41) 0.04 

Trauma score 2 [0-5] 0 [0-6] 1.65 (1.27-2.13) <0.01 

Proportion ≥ 1 trauma 

No traumatic event 

≥ 1 traumatic event 

 

11/198 (5.6) 

22/198 (11.1) 

 

187/198 (94.4) 

176/198 (88.9) 

 

1.00 

2.13 (1.00-4.51) 

 

0.04 

Antenatal depression  

No 

Yes 

 

19/330 (5.8) 

14/66 (21.2) 

 

311/330 (94.2) 

52/66 (78.8) 

 

1.00 

4.41 (2.08-9.33) 

 

<0.01 

Domestic violence 

No 

Yes 

 

26/361 (7.2) 

4/22 (18.2) 

 

335/361 (92.8) 

18/22 (81.8) 

 

1.00 

2.86 (0.90-9.08) 

 

0.07 

Birthweight (g) 2940 [1208-4090] 3070 [1680-5950] 0.40 (0.18-0.91) 0.03 

Infant head circumference 

(cm) 
31.75 [10.20-36.00] 32.00 [9.80-53.00] 0.93 (0.87-1.00) 0.04 

Birth EGA (weeks) 39.4 [29.0-42.4] 39.4 [34.4-42.1] 0.73 (0.60-0.89) <0.01 

Bold denotes statistical significance at p<0.10 level 
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Variables listed in Table 46 were entered into a multivariable logistic regression model, 

with the exception of the number of children and gravida, which were strongly correlated 

with parity, and trauma score, which was strongly correlated with proportion 

experiencing one or more traumatic events. The variables parity and proportion 

experiencing one or more traumatic event were selected for inclusion in the multivariable 

model in order to maximise consistency with previous models. Two variables were 

retained in the final multivariable model: antenatal depression and infant head 

circumference. After controlling for infant head circumference, antenatal depression was 

associated with a significantly increased odds of postnatal depression (OR 5.0; 95% CI 

2.1–12.3; p<0.01) (Table 47).  

 

Table 47. Multivariable logistic regression analysis: variables significantly associated with moderate-

severe postpartum depression 

 Unadjusted odds ratio Adjusted odds ratio 

 OR (95% CI) p-value aOR (95% CI) p-value 

Antenatal depression 

No 

Yes 

 

1.00 

4.41 (2.08-9.33) 

 

<0.01 

 

1.00 

5.05 (2.07-12.27) 

 

<0.01 

Infant head circumference (cm) 0.93 (0.87-1.00) 0.04 0.92 (0.85-1.00) 0.05 

Bold denotes statistical significance of unadjusted OR at p<0.10 level and adjusted OR at p<0.05 level 

 

6.3.2 Any postnatal depression 

 

In the univariable analysis, having any depression antenatally was significantly 

associated with any depression post-partum (OR 6.67; 95% CI 3.78–11.78; p<0.01). 

Table 48 lists all variables that were associated with postnatal depression of any severity 

at a level of p<0.10. 
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Table 48. Univariable associations between socio-demographic and clinical factors and any 

depression post-partum (n=396) 

 Any depression 

postnatally 

n/N (%) 

No depression 

postnatally 

n/N (%) 

Unadjusted OR  
 

(95% CI) 

p-

value 

Age 27 [18-41] 25 [18-50] 1.04 (1.00-1.08) 0.05 

Education (yrs)† 3 [0-14] 4 [0-18] 0.95 (0.89-1.01) 0.10 

Reason stopped school 

Employment 

Disinterest 

Marriage 

Conflict and war 

No local school 

 

53/214 (24.8) 

7/55 (12.7) 

5/45 (11.1) 

1/9 (11.1) 

5/19 (26.3) 

 

161/214 (75.2) 

48/55 (87.3) 

40/45 (88.9) 

8/9 (88.9) 

14/19 (73.7) 

 

1.00 

0.44 (0.19-1.04) 

0.38 (0.14-1.01) 

1.08 (0.05-3.15) 

0.38 (0.05-3.11) 

 

0.08 

Telephone ownership 

Yes 

No 

 

40/239 (16.7) 

38/157 (24.2) 

 

199/239 (83.3) 

119/157 (75.8) 

 

1.00 

1.59 (0.96-2.62) 

 

0.07 

Smoking 

No  

Yes 

 

66/364 (18.1) 

12/32 (37.5) 

 

298/364 (81.8) 

20-32 (62.5) 

 

1.00 

2.71 (0.26-5.81) 

 

0.01 

Self-reported history of 

depression 

No 

Yes 

 

 

42/280 (15.0) 

35/115 (30.4) 

 

 

238/280 (85.0) 

80-115 (69.6) 

 

 

1.00 

2.48 (1.48-4.15) 

 

 

<0.01 

Trauma score 1 [0-6] 0 [0-5] 1.60 (1.31-1.96) <0.01 

Proportion ≥ 1 trauma 

No traumatic event 

≥ 1 traumatic event 

 

29/198 (14.7) 

49/198 (24.8) 

 

169/198 (85.3) 

149/198 (75.2) 

 

1.00 

1.92 (1.15-3.19) 

 

0.01 

Domestic violence 

No 

Yes 

 

66/361 (18.3) 

9/22 (40.9) 

 

295/361 (81.7) 

13/22 (59.1) 

 

1.00 

3.09 (1.27-7.54) 

 

0.02 

Parity 2 [0-9] 1 [0-8] 1.28 (1.11-1.47) <0.01 

Gravida 3 [1-12] 2 [1-10] 1.24 (1.70-1.40) <0.01 

Proportion primigravid 

Primigravida 

Multigravida 

 

12/101 (11.9) 

66/295 (22.4) 

 

89/101 (88.1) 

229/295 (77.6) 

 

1.00 

2.14 (1.10-4.14) 

 

0.02 

Pregnancy planned 

Planned 

Unplanned 

 

41/258 (15.9) 

32/121 (26.5) 

 

217/258 (84.1) 

89/121 (73.5) 

 

1.00 

1.90 (1.13-3.21) 

 

0.02 

Number of children 1 [0-8] 1 [0-7] 1.32 (1.13-1.54) <0.01 

Antenatal depression  

No 

Yes 

 

19/236 (8.1) 

59/160 (36.9) 

 

217/236 (91.9) 

101/160 (63.1) 

 

1.00 

6.67 (3.78-11.78) 

 

<0.01 

Bold denotes statistical significance at p<0.10 level 
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Variables listed in Table 48 were entered into a multivariable logistic regression model 

with the exception of parity, gravida and number of children, which were strongly 

correlated with the proportion of women who were primiparous, and trauma score, which 

was strongly correlated with proportion experiencing one or more traumatic events. The 

categorical variables of proportion of women who were primiparous and the proportion 

experiencing one or more traumatic event were selected for inclusion in the multivariable 

model in order to maximise consistency with previous models.  

 

Two variables were retained in the final multivariable model: antenatal depression and 

the proportion experiencing one or more trauma. After controlling for trauma, any 

antenatal depression was associated with a significantly increased odds of any postnatal 

depression (OR 5.1; 95% CI 1.3–19.9; p=0.02) (Table 49).  

 

Table 49. Multivariable logistic regression analysis: variables significantly associated with any 

postpartum depression 

 Unadjusted odds ratio Adjusted odds ratio 

 OR (95% CI) p-value aOR (95% CI) p-value 

Antenatal depression 
No 

Yes 

 

1.00 

6.67 (3.78-11.78) 

 

<0.01 

 

1.00 

5.13 (1.32-19.87) 

 

0.02 

Proportion ≥ 1 trauma 

No traumatic event 

≥ 1 traumatic event 

 

1.00 

1.92 (1.15-3.19) 

 

0.01 

 

1.00 

4.16 (1.07-16.21) 

 

0.04 

Bold denotes statistical significance of unadjusted OR at p<0.10 level and adjusted OR at p<0.05 level 

 

6.4 Factors associated with suicidal ideation 

 

Table 50 lists exposure variables that were associated with ever having had suicidal 

ideation during the perinatal period at the p≤0.10 level. 
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Table 50. Univariable associations between socio-demographic and clinical factors and any suicidal 

ideation (n=568) 

 Any suicidal 

ideation 

n/N (%) 

No suicidal 

ideation 

n/N (%) 

Unadjusted OR 

(95% CI) 
p-

value 

Ethnicity 

Burman 

Sgaw Karen 

Poe Karen 

Burman Muslim 

Other 

 

48/161 (29.8) 

72/278 (25.9) 

29/66 (43.9) 

12/44 (27.3) 

4/19 (21.1) 

 

113/161 (70.2) 

206/278 (74.1) 

37/66 (56.1) 

32/44 (72.7) 

15/19 (78.9) 

 

1.00 

0.82 (0.53-1.27) 

1.85 (1.02-3.33) 

0.88 (0.42-0.86 

0.63 (0.20-1.99) 

 

0.07 

Language 

Burmese 

Sgaw Karen 

Poe Karen 

Other 

 

73/239 (30.5) 

71/280 (25.4) 

18/43 (41.9) 

3/6 (50.0) 

 

166/239 (69.5) 

209/280 (74.6) 

25/43 (58.1) 

3/6 (50.0) 

 

1.00 

0.77 (0.53-1.14) 

1.64 (0.84-3.19) 

2.27 (0.45-11.53) 

 

0.09 

Languages spoken 

1 language 

2-3 languages 

4 or more languages 

 

49/211 (23.2) 

64/192 (33.3) 

18/54 (33.3) 

 

162/211 (76.8) 

128/192 (66.7) 

36/54 (66.7) 

 

1.00 

1.65 (1.07-2.56) 

1.65 (0.86-3.17) 

 

0.06 

Reason stopped school 

Work 

Didn’t want to attend 

Marriage 

Conflict and war 

No local school 

 

83/255 (32.6) 

14/75 (18.7) 

13/49 (26.5) 

1/10 (10.0) 

7/21 (33.3) 

 

172/255 (67.4) 

61/75 (81.3) 

36/49 (73.5) 

9/10 (90.0) 

14/21 (66.7) 

 

1.00 

0.48 (0.25-0.90) 

0.75 (0.38-1.49) 

0.23 (0.03-1.85) 

1.04 (0.40-2.66) 

 

0.08 

Duration ≤ 1 year 

≤ 1 year in current location 

> 1 year in current location 

 

24/64 (37.5) 

36/138 (26.1) 

 

40/64 (62.5) 

102/138 (73.9) 

 

1.00 

0.59 (0.31-1.11) 

 

0.10 

Betel nut (chewing) 

No  

Yes 

 

82/317 (25.9) 

83/215 (33.1) 

 

235/317 (74.1) 

168/251 (66.9) 

 

1.00 

1.41 (0.98-2.04) 

 

<0.01 

Self-reported history of 

depression 

No 

Yes 

 

 

96/419 (22.9) 

68/147 (46.3) 

 

 

323/419 (77.1) 

79/147 (53.7) 

 

 

1.00 

2.90 (1.95-4.30) 

 

 

<0.01 

Sufficient support 

Yes 

No 

 

82/320 (25.6) 

50/137 (36.5) 

 

238/320 (74.4) 

87/137 (63.5) 

 

1.00 

1.67 (1.09-2.56) 

 

0.02 

Trauma score 1 [0-6] 0 [0-4] 1.74 (1.44-2.09) <0.01 

Proportion ≥ 1 trauma 

No traumatic event 

≥ 1 traumatic event 

 

45/239 (18.8) 

120/329 (36.5) 

 

194/239 (81.2) 

209/329 (63.5) 

 

1.00 

2.48 (1.67-3.67) 

 

<0.01 

Interpersonal violence 

No 

Yes 

 

116/430 (27.0) 

17/27 (63.0) 

 

314/430 (73.0) 

10/27 (37.0) 

 

1.00 

4.60 (2.05-10.34) 

 

<0.01 

Pregnancy planned 

Planned 

Unplanned 

 

72/310 (23.2) 

59/144 (41.0) 

 

238/310 (76.8) 

85/144 (59.0) 

 

1.00 

2.29 (1.50-3.51) 

 

<0.01 

Number of children   1.20 (1.05-1.37) <0.01 

Bold denotes statistical significance at p<0.10 level 
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Variables listed in Table 50 were entered into a multivariable logistic regression model 

with the exception of language, which was strongly correlated with ethnicity, and trauma 

score, which was strongly correlated with proportion experiencing one or more traumatic 

events. Two variables were retained in the final multivariable model: a self-reported 

history of depression was associated with an increased odds of suicidal ideation (OR 5.6; 

95% CI 1.1-27.8; p=0.04) and having lived in the current location for over a year was 

associated with a decreased odds of suicidal ideation (OR 0.24; 95% CI 0.06-0.93; 

p=0.04) (Table 51).  

 
Table 51. Multivariable logistic regression analysis: variables significantly associated with suicidal 

ideation  

 Unadjusted odds ratio Adjusted odds ratio 

 OR (95% CI) p-value aOR (95% CI) p-value 

Self-reported history of 

depression 

No 

Yes 

 

 

1.00 

2.90 (1.95-4.30) 

 

 

<0.01 

 

 

1.00 

5.56 (1.11-27.85) 

 

 

0.04 

Duration ≤ 1 year 
≤ 1 year in current location 

> 1 year in current location 

 

1.00 

0.59 (0.31-1.11) 

 

0.10 

 

1.00 

0.24 (0.06-0.93) 

 

0.04 

Bold denotes statistical significance of unadjusted OR at p<0.10 level and adjusted OR at p<0.05 level 
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6.5  Discussion 

 

6.5.1 Factors associated with perinatal depression 

 

A number of risk factors for perinatal depression were identified. For moderate-severe 

perinatal depression, significant risk factors were interpersonal violence (OR 4.5), 

experience of one or more traumatic events (OR 2.4), a self-reported history of 

depression (OR 2.3), perceived insufficiency of social support (OR 2.1), labour migrant 

status (OR 2.1 relative to refugees) and older age (OR 1.1). For perinatal depression of 

any severity, risk factors were interpersonal violence (OR 4.4), a self-reported history of 

depression (OR 3.4), experience of one or more traumatic events (OR 2.2) and not 

owning a telephone (OR 1.6), while having another household member who worked was 

a significant protective factor (OR 0.6).  

 

Across all analyses, psychosocial factors emerged as the strongest category of risk factor 

for depression. In particular, a self-reported history of depression, trauma and 

interpersonal violence were strongly associated with both any and moderate-severe 

perinatal depression. The importance of psychosocial factors in determining mental 

health outcomes is well-established and has been reported both from general and migrant 

populations elsewhere as well as among refugees in Northern Thailand (Lopes Cardozo 

et al, 2004). Perhaps more surprising is the lack of significance of many of the 

individual-level factors such as ethnicity, religious background, educational level and 

literacy, employment status – all of which have been reported to be associated with 

depression in other settings. Lopes-Cardozo et al. (2004) report similar findings among 

Karenni refugees in Northern Thailand: gender, age and educational level were not 
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significantly associated with symptoms of depression in their sample (Lopes Cardozo et 

al, 2004).  

 

Telephone ownership and having another household member working both represent a 

form of household income security. As well as increasing household income security 

through an extra income, an additional working member of the household might also 

lessen the pressure for women to work during pregnancy, which might in turn decrease a 

woman’s vulnerability to depression. Telephone ownership, besides representing a proxy 

of disposable income, might also facilitate greater connectedness with family members 

who are left behind or have resettled in third countries as well as acting as a safety net 

and means of accessing help in times of difficulty.  

 

After controlling for all other variables in the multivariable model, labour migrants were 

twice as likely as refugees to experience moderate-severe depression (adjusted OR 2.08; 

95% CI 1.09–4.00; p=0.03). However, in the analysis of depression of any severity, no 

statistically significant differences in prevalence were seen according to migrant 

category. The increased risk of moderate-severe depression among labour migrants could 

be explained by the more immediate stressors of daily life experienced by this group, 

including the daily search for work in order to be able to provide for the family, and the 

constant threats associated with their undocumented status. A study of labour migrant 

workers in the urban centre of Mae Sot found that experiences such as being forced to 

work overtime, verbal abuse and having documents or salaries withheld by employers 

were pervasive across all employment sectors (Meyer et al, 2016). The same study also 

found that security-related stressors – including arrest, deportation and police raids – 

were particularly common among agricultural workers and that these factors were 
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associated with depression (Meyer et al, 2016). Refugees – though they face a series of 

other psychological stressors – have many of their basic needs such as housing and food 

rations provided for, and thus be at less risk of moderate-severe depression relative to 

labour migrants. The fact that the prevalence of any depression was not significantly 

different between the two groups suggest that less severe manifestations of depression 

are more evenly distributed among labour migrants and refugees.  

 

The difference in prevalence according to study site suggest a complex interplay between 

site-specific factors and migrant category. For example, in the univariable analysis, 

labour migrant women at Mawker Tai had a significantly lower risk of perinatal 

depression than refugees, but this effect reversed after adjusting for a self-reported 

history of depression, domestic violence, trauma and social support. Also, the prevalence 

of depression was strikingly higher at Wang Pha than at Mawker Tai – both of which are 

labour migrant sites – regardless of whether any depression or moderate-severe 

depression was used as the outcome. Though these differences did not reach statistical 

significance, they nevertheless remain important.  

 

The socio-economic characteristics of labour migrant populations served by Wang Pha 

and Mawker Tai have never been formally compared, but the general consensus among 

local staff is that the Mawker Tai population is the more deprived. This makes the higher 

prevalence of perinatal depression in Wang Pha surprising. Geographically, Wang Pha is 

located 30km away from the border town of Mae Sot. Directly opposite Wang Pha, on 

the Myanmar side of the border, the town of Ko Ko is undergoing rapid change following 

foreign investment with the establishment of casinos and other entertainment and tourism 

infrastructure. This may provide labour migrants living in this setting with more 
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employment opportunities as well as increased access to facilities and services and a 

greater connectedness. In comparison, Mawker Tai, located 60km away from Mae Sot, is 

more remote and more rural. Further research is required for a better understanding of 

these differences in perinatal depression prevalence by site.  

 

Both the absolute amount of support received and the perceived sufficiency of support 

were associated with perinatal depression – a finding that has been reported widely in the 

general mental health literature (Melrose et al, 2015). This has important implications for 

practice. Firstly, the fact that a single-item to assess perceived sufficiency of support was 

as valid as a predictor of perinatal depression as a ten-item composite score of total 

support received suggests that the former can provide a faster assessment without losing 

discriminatory power. A wider implication is that efforts to promote well-being of 

migrant communities should focus not only on developing or expanding support 

networks, but also on enhancing the quality of individual relationships. A small number 

of strong relationships which the individual perceives as being reliable and responsive to 

their needs may be more meaningful than a larger number of more superficial 

relationships, though further work is required to support this.  

 

Having experienced at least one traumatic event was significantly associated with 

perinatal depression. Experiencing a greater number of traumatic events did not appear to 

further increase risk, contradicting findings from other settings. However, this lack of 

dose-response relationship may have been the result of the insufficient power within the 

study to detect a difference, as few women had experienced more than one traumatic 

event. A study of Karenni refugees in Northern Thailand found a dose-response 

association between the number of previous traumatic events experienced and symptoms 
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of depression, with odds ratios increasing gradually from 1.5 for four to seven events 

experienced to 6.4 for over 17 events experienced (Lopes Cardozo et al, 2004).  

 

6.5.2 Factors associated with postnatal depression 

 

Antenatal depression was one of the few exposure factors that significantly predicted 

postnatal depression. This association between antenatal and postnatal depression is 

reported from diverse settings (Canario & Figueiredo, 2017; Gelaye et al, 2016; Howard 

et al, 2014). The magnitude of the association was striking, with an odds ratio of 5.05 for 

moderate-severe depression and 5.13 for any severity of depression. The relatively small 

number of cases of postnatal depression resulted in wide confidence intervals and results 

must therefore be interpreted with caution. Nevertheless, the finding – along with the fact 

that the majority of women improved with treatment – emphasises the importance of 

identifying and supporting pregnant women with depression as early as possible to avoid 

persistence of the condition postnatally.  

 

Other risk factors for postnatal depression were infant head circumference and having 

experienced one or more traumatic events. Infant head circumference was included as an 

indicator of an unhealthy baby, which has been found to be a risk factor for postnatal 

depression (Norhayati et al, 2015). In this study, none of the other indicators of an 

unhealthy baby (including birthweight, EGA at birth and foetal distress at delivery) were 

significant in any of the other analyses. The non-significance of these and other infant, 

medical and obstetric variables from all other multivariable models suggests this finding 

may have occurred by chance, as a result of a large number of variables being included in 

the model.  
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6.5.3 Factors associated with suicidal ideation  

 

Two factors were identified as significantly associated with suicidal ideation. A self-

reported history of depression increased the odds of suicidal ideation by 5.6, while 

having lived in the current location for over one year reduced the odds by 0.24 relative to 

those who had moved more recently. Duration of residence in the host country has been 

found to be protective against depression in other settings, perhaps representing relatively 

greater levels of stability compared to those who have only recently resettled. In a study 

of (non-migrant) perinatal women in the USA, Kim et al. (2015) found that marital 

status, language spoken and EPDS scores were significantly associated with suicidal 

ideation (Kim et al, 2015). A study by Falb et al. (2013) found that among refugee 

women on the Thai-Myanmar border, suicidal ideation was significantly associated with 

intimate partner violence: after controlling for demographic factors, women who had 

experienced interpersonal violence in the past year were almost ten times more likely to 

report past-month suicide ideation compared with women who had not experienced 

violence (Falb et al, 2013a).  

 

6.5.4 Strengths and limitations 

 

The breadth of exposure variables assessed in this cohort study component represents a 

strength. The inclusion of a wide range of socio-demographic variables – spanning 

individual-level factors such as age and educational background to migration-specific 

and psychosocial factors – as well as clinical variables enabled the effects of many 

potential risk factors to be assessed simultaneously. Using both moderate-severe 

depression and any depression as outcomes enabled differences in the risk factors 

associated with these two different levels of perinatal depression severity to be 
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compared. A benefit of the longitudinal design of the study is that it allowed the 

associations between antenatal depression and postnatal depression to be examined. 

Though the treatment of women with depression makes interpretation less clear, the 

finding that antenatal depression is a significantly associated with postnatal depression 

serves as a powerful argument for the early identification and management of perinatal 

depression in this setting.  

 

Limitations described at the end of the previous chapter – including the possibility of 

under-diagnosis, under-reporting of symptoms and recall bias – also apply to the 

exploration of risk factors. The small number of cases of severe depression meant that 

more complex statistical analysis such as ordinal logistic regression was not possible. 

The large number of exposure variables included in the multivariable logistic regression 

model may have diminished the power to detect significant associations and increased 

the probability of type II errors. Variables were selected for inclusion based on their 

clinical and statistical significance, following Hosmer and Lemeshow’s method of 

purposeful selection of covariates (Hosmer & Lemeshow, 2000). One of the strengths of 

this method is that it enables important confounders to be retained, resulting in 

potentially richer final regression models (Bursac et al, 2008). The risk factors identified 

in this study are highly plausible and well-aligned with findings from other settings, 

which in itself lends credence to the validity of the methods and the final model. 

However, the possibility that true associations were missed due the inclusion of a large 

number of co-variates cannot be excluded.  
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6.6  Chapter summary 

 

This chapter explored socio-demographic and clinical variables associated with perinatal 

depression. Psychosocial variables were the predominant risk factors. Interpersonal 

violence increased the odds of moderate-severe depression and any depression by 4.5 and 

4.4, respectively. Experience of trauma, perceived insufficiency of social support and a 

self-reported history of depression were further risk factors. Labour migrants were twice 

as likely to experience moderate-severe depression compared with refugees, though there 

were also site-specific differences between the two labour migrant sites. A self-reported 

history of depression was the single strongest predictor of suicidal ideation, increasing 

the odds by a factor of 5.6. Antenatal depression was significantly associated with 

postnatal depression, emphasising the need to identify and treat women with perinatal 

depression at an early stage.  
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7.1  Chapter overview 

 

This chapter presents the findings of the qualitative study component. A selected 

subgroup of participants with severe perinatal depression was interviewed in-depth to 

gain a deeper understanding of experiences of depression in this context and to elucidate 

women’s own views around the drivers for depression.  The main themes emerging from 

interviews included symptoms of depression, challenging socio-economic circumstances, 

difficult relationships with partners, alcohol use, interpersonal violence, past traumas and 

coping mechanisms.  

 

7.2 Aims 

 

The aims of the qualitative study component were to gain a deeper understanding of the 

lived experiences of perinatal depression in this setting; to explore the challenges faced 

by women with severe perinatal depression; and to identify potential options for 

supporting women with depression.  

 

  

Chapter 7.  

Experiences of depression: a qualitative 

exploration 



219 

 

7.3 Participants 

 

7.3.1 Interviews 

 

Recruitment for in-depth interviews ran from March to July 2016. The sampling frame 

consisted of a list of all women with severe depression diagnosed within the cohort study 

component. Although attempts were made to contact all eligible women, the final sample 

consisted of a convenience sample of women who could be contacted either by phone or 

face-to-face, agreed to be interviewed and were able to attend at a time when the 

interviewers were also available. Of a total of 20 women who experienced severe (major) 

depression during the study period, thirteen could be contacted. Of these, one declined to 

be interviewed because she had moved far away from the clinic, and one agreed to 

participate but did not attend at the arranged time. The remaining eleven agreed to 

participate and completed in-depth interviews. Contacting women and arranging 

mutually convenient interview times was considerably easier at Maela, and as a result, 

refugee women are over-represented in this study component. Interviews were carried 

out between May and July 2016. Interviews were conducted at SMRU ANC and ranged 

in length from 45 minutes to one and a half hours, with an average duration of just over 

one hour. 

 

7.2.2 Participant characteristics 

 

Eleven women with severe depression participated in in-depth interviews. The socio-

demographic characteristics of participating women are summarised in Table 51. Despite 

attempts to include women from a diverse range of backgrounds, refugee (82%), Sgaw 

Karen (73%) and Buddhist (55%) women were over-represented. However, there was 
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variation in participants’ ages, educational backgrounds, parity and duration of living in 

Thailand. Most women were interviewed in their third trimester of pregnancy.  

 

Table 52. Characteristics of participants of qualitative study component 

Characteristic 
No. of participants 

(n=11) 

Age 

20-24 

25-29 

30-34 

35-39 

40-44 

 

2 

3 

1 

3 

2 

Migrant status 

Refugee 

Labour migrant 

 

9 

2 

Ethnicity 

Sgaw Karen 

Burman 

Burman Muslim 

 

8 

2 

1 

Religion 
Buddhist 

Christian 

Muslim 

 

6 

4 

1 

Education  

< 3 years 

3-6 years 

7-10 years 

 

4 

3 

4 

Parity 

1 

2-4 

≥5 

 

2 

5 

4 

EGA 
2nd trimester 

3rd trimester 

Post-partum 

 

2 

6 

3 

Duration in Thailand 

≤5 years 

6-10 years 

>10 years 

 

2 

4 

5 

 

 

7.4 Themes   

 

A number of themes and subthemes emerged from the interviews. The main themes 

were: symptoms of depression; relationships with partners; alcohol use among partners; 

interpersonal violence; difficult life situations; past traumas; and coping strategies. There 

was significant overlap between themes. In particular, relationships with partners, 
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alcohol use and interpersonal violence were strongly interlinked. Each theme consisted of 

a number of subthemes. Findings for each of these themes and subthemes and their 

associations with each other are described below.  

 

7.5 Symptoms of depression  

 

Women’s emotional and physical manifestations of depression represented a prominent 

theme during in-depth interviews. Women experienced feelings of sadness and crying, 

worry and fear, “thinking too much” and somatic symptoms including pain, numbness, 

fatigue and loss of appetite.  

 

7.5.1 Sadness and crying 

 

Sadness and crying were the most commonly described symptoms among this group of 

severely depressed women. Sadness was experienced as an intense, all-consuming state 

that took over many aspects of women’s daily lives, limiting their ability to cope with 

everyday tasks. When asked to describe their sadness, women used words such as 

“deep” and “painful”. For some, the state of sadness was so constant and long-standing 

as to have become perceived as the normal state of being. One woman, when asked how 

frequently she felt sad, replied: 

 

“It’s not even worth asking… I’m always sad.” (Participant 7) 

 

Another woman described having felt sad her entire life:  

 

“I have [lived] with sadness since my childhood. Going through all these troubles 

with my husband, my father, and my family… I have been very unhappy. You 

could say that just to gain one minute of happiness, I have to pass five minutes of 

unhappiness.” (Participant 3) 
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Feelings of sadness made it difficult for women to face and engage in tasks normally 

expected of them in this setting, including taking care of the family, managing the 

household and participating in paid work to bring in an income. One woman described 

how she perceived even an act as seemingly simple as having a conversation as a chore: 

 

“I felt like my mind was somewhere else… I couldn’t even have a simple 

conversation like I am doing at this current state.” (Participant 11) 

 

The intensity and pervasiveness of the sadness often led to women socially isolating 

themselves and not wanting to “face anyone”. Within the context of a social and tightly-

knit community, the desire to be alone and exclude oneself from activities is regarded as 

worrying: a sign that something is not right. Women described how once they were 

perceived by friends or family to be reclusive they were often teased, became the subject 

of “gossip” and were ostracised as a result of their spending more time alone.   

 

Tearfulness was also common, and occurred alongside or synonymously with sadness. 

Women described themselves as crying “easily”, crying “hard”, crying “continuously” 

and crying “all the time”.  

 

“I cried so much that the mosquito net, blanket and pillow were all wet. I cried so 

much; I felt like I was dying.” (Participant 7) 

 

This sense of inconsolable crying was often accompanied by a sense of loss of control 

over their own emotions. 

 

“The tears dropped by themselves. I couldn’t control my emotions.”  

(Participant 4)  

 

“Sometimes I try to control my emotions and try not to cry but my tears will start 

dropping.” (Participant 6) 



223 

 

This feeling of loss of control occurred against a backdrop of strong societal and cultural 

pressure to remain collected and present a composed appearance in public. The tensions 

between the public image women felt compelled to portray of themselves and their true 

underlying emotional state was a challenge for a number of women.   

 

“In front of [others] you have to be smiling and supportive. Nobody notices what 

I go through inside. That’s kind of tough for me.” (Participant 3) 

 

One woman described her efforts to conceal her sadness and despair through her physical 

appearance:  

 

“When I tell others that I haven’t eaten for days they don’t believe me because I 

dress nicely and always put thanaka on my face.” 3 (Participant 5) 

 

7.5.2 Worry and fear 

 

Feelings of worry and anxiety were also prominent. Women experienced these symptoms 

in the context of a number of inter-related life challenges. The term “difficult life” – a 

theme of its own described in further detail below – was often referred to when 

describing the wide array of challenging life situations women faced, from socio-

economic deprivation and financial insecurity to difficult relationships with partners and 

families as well as concerns over uncertain futures for themselves and their children. For 

many women, it was an accumulation of these chronic and all-encompassing life 

challenges that underpinned their feelings of worry.  

 

                                                 
3 Thanaka, a yellowish powder made from ground bark, is mixed with water to form a paste and applied as 

a form of cosmetic and sun protection to women’s and children’s faces across many parts of Myanmar.  
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Worry and sadness were closely associated with each other, and many women 

experienced both states concurrently. Often, women used the terms sadness, worry and 

feeling upset almost interchangeably. The wide-ranging hardships faced by these women 

and the complexity of the resulting emotional state are exemplified by the following 

quotes:  

 

“I was upset because my husband drinks alcohol and at the same time I was upset 

because the father of my nieces and nephew abandoned them. My mother also faced 

difficulties with my younger siblings… I could not sleep at night and I started to 

get sick because of it… I felt like I had a lot to be concerned and worried about. 

Even if I myself was happy, if my relatives were not, then I could not be happy… I 

had so many worries.” (Participant 2) 

 

“I am always thinking about my difficult living conditions, as well as worrying 

about the children... Sometimes I have minor problems in the household; 

sometimes I am tired of being a household worker. But when I talk about this, my 

family treat me badly. When I have financial difficulties, I borrow money from 

others… When they come to collect the debt, I feel disappointed that I can’t pay. 

Also, the children fight… Everything [around me], from every side, makes me feel 

sad. Day and night I am filled with worries. I carry these worries like a 

backpack.” (Participant 5) 

 

“It’s both a bit of worriedness and a bit of sadness… Everything rests upon me: 

clothing, shelter, food and water. The house in which we are currently living is 

rented; we pay for it with rent as well as my children’s health and our own, too.” 

(Participant 10) 

 

Many women experienced a state of “thinking too much” or “overthinking” – terms used 

to describe a state of excessive worry, inner unrest and sadness. For some women, 

overthinking affected their sleep, their thoughts and worries keeping them awake through 

the night.  
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“I have trouble sleeping…I am always awake. I am worried; I am always thinking, 

even when I am sleeping.” (Participant 5) 

 

Feelings of fear were described by several women. Fear manifested itself particularly at 

night time and in the form of nightmares, leading to further inability to sleep.  

 

“I get scared at night. Even when there is nothing to be scared of, I get scared. I 

do not know why. I am scared to look outside, of…someone coming into my house. 

I just stay under the blanket. I don’t get scared when my husband is home but 

whenever I am home alone with my son, I get scared. I can’t sleep until dawn when 

I hear people around.” (Participant 2) 

 

“Sometimes it’s images of something chasing me, to kill me… A human-like thing 

was chasing me and terrifying me. Then, I wake up screaming.” (Participant 11) 

 

7.5.3 Wanting to escape 

 

Though less common than other psychological symptoms, several women described a 

desire to “escape” or “walk away” from their current lives, and wanting to leave their 

worries and challenging lives behind. The multiple roles expected of them – caring for 

the family, managing the household, earning an income and often dealing with difficult, 

unsupportive relationships with partners – represented heavy burdens on women, and 

many expressed a wish to be able to “run away very far”, and to “be on my own and 

worry-free”.   

 

“Something inside me told me I just needed to run away, get away.”  

(Participant 1) 

 

“I feel like running away very much. I have so many children and I feel unwell … 

it’s all bad. I don’t want to feel any more pain. I want to run away freely and live 

independently.” (Participant 5) 
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7.5.4 Physical symptoms  

 

As well as psychological symptoms, women experienced a range of physical symptoms 

related to depression. These included head, chest and abdominal pain as well as 

generalised aches and pains, muscle stiffness and painful joints. Women also described 

their “heart beating strongly”, fatigue, numbness and tingling, having “cold hands and 

feet, even in the hot season”, a sensation of “feeling heavy all the time”, loss of energy 

and loss of appetite. Several women spoke about feeling constantly “exhausted”, “too 

tired to work” and that they had “lost all energy”. Though at times these symptoms were 

regarded as normal and expected aspects of pregnancy, more commonly, women ascribed 

their feelings of tiredness to their depression.  

 

“When I think [a lot], I cannot eat well. I cannot swallow my meals and feel like 

I’m already full inside.” (Participant 3) 

 

Physical symptoms limited women’s ability to work and provide care, and several 

women felt concerned by the implications of their not being able to carry out their 

normal roles. One woman worried she had let her family down because “I cannot fulfil 

my duty”. Another woman felt despair over the changes she had perceived in herself and 

the sense that she had little control over this: “I don’t know how to get my old self back”. 

 

7.6 Suicidal ideation  

 

Suicidal ideation and past attempts at self-harm were common among this high-risk, 

severely depressed group of women. Suicidal ideation occurred alongside symptoms of 

depression described above, yet was discussed frequently enough in and of its own right 

to constitute its own, independent theme. Perhaps surprisingly given the stigma around 
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mental illness in general, experiences of suicidal ideation were discussed openly and 

without any sense of shame or embarrassment.  

 

Suicidal thoughts and ideation ranged in severity. At the mildest end of the spectrum 

were hypothetical thoughts about suicide: women imagined passively and in abstract 

terms the impact their own suicide might have on those left behind, for instance. Women 

with mild levels of suicidal ideation tended not to have any active intent of self-harm. 

Other women experienced more intense suicidal ideation. These women described more 

prominent and concrete thoughts around suicide, including considering the means they 

might use and how they would access the means.  

 

A number of women had previously attempted suicide. Attempted suicide methods 

included overdosing on medication, drinking toxic weed-killer, hanging and drowning. 

Some of these attempted suicides occurred in response to an acute event – a specific 

‘trigger’, such as hearing that a debt collector was on their way to collect money, or an 

argument with a partner or parent. The following accounts illustrate these more reactive 

decisions to attempt suicide:  

 

“The other day, I tried to jump out of my house. I had nothing to eat and all the 

children were crying in hunger. My husband was still asleep at noon. He doesn’t 

wake up early and work hard for our family. We had an argument and I was 

worried that he could hit me or hit my children. That’s why I tried to jump out of 

my house. It’s very high [up]. A neighbour saw me and dragged me down.” 

(Participant 5) 
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“I thought of suicide, just like that… I was having a fight with my husband. I 

[had] told him not to drink, and we had a fight. I was disappointed, crying and 

feeling upset, and I thought I would jump into the river. I went there. I was 

positive I would do it. I was already in the water and I can’t swim. But my mother 

and my husband dragged me back. ‘Why did you do that?’ my mother said. ‘Your 

husband is not beating you; it’s just a small husband-and-wife quarrel’. My mind 

led me to follow the action. I couldn’t control my mind.” (Participant 11) 

 

Other women who had attempted suicide described deeper and more long-standing 

suicidal thoughts. These women regarded suicide as a considered and reflected response 

to chronic hardships and difficult lives. Suicide was regarded almost philosophically as a 

practical means of bringing an end to a life wrought with difficulty and with little 

prospect of improvement. For many of these women, it was concern for their children 

that stopped them from acting upon their thoughts.  

 

“I thought about taking drugs to kill myself. But if I didn’t die then I would have 

to suffer. If I just took drugs and died easily then it would be fine. I saw a couple 

who took insecticide and they both died easily and happily without having to 

suffer. I would be happy to die…like that. But my son, I do not know what would 

happen to him. [My husband] does not treat my son well when he gets drunk.” 

(Participant 2) 

 

“I have thought about committing suicide before. My husband drank alcohol and 

I couldn’t talk to him. My child was very sick and my family had many difficulties. 

I kept thinking about these problems, over and over. I felt a lack of support for 

myself. So, I tied up a rope from a hammock and stood on a stool. The sound of 

moving the stool woke my husband… My suicide plan was cancelled.” 

(Participant 10) 

 

7.7 Partner relationships, alcohol use and interpersonal violence 

 

Besides symptoms of depression and suicidal ideation, women’s relationships with 

partners were one of the most pronounced themes to emerge from interviews. A strong 

inter-relationship was seen between three aspects of relationships: the nature and quality 
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of relationships with partners, alcohol use among partners and interpersonal violence. 

Alcohol use and interpersonal violence both directly affected relationship quality. In 

addition, alcohol use also impacted upon interpersonal violence (Figure 22). 

 

Figure 22. Associations between relationship quality, alcohol use and interpersonal violence 

 

 
 

 

7.7.1 Quality of relationship with partner 

 

A minority of women described having a positive and supportive relationship with their 

partners. These women felt “looked after very well” and “cared for”. The emotional 

support they received from their partners provided them with strength and resilience to 

confront many life challenges. For instance, one participant described how a caring 

relationship with her husband enabled her to overcome a lack support from her family: 

“We were in love with each other… Nobody [in our family] supported us to go to 

school. We both went to work as daily labourers and supported each other in 

school.” (Participant 2)  
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Much more frequently, however, women described being unhappy in their relationships 

with their partners. Negative relationships were characterised by a lack of connectedness 

and support, and often exacerbated by partners’ alcohol use and interpersonal violence. 

Women in unhappy relationships felt a lack of attention, empathy and understanding 

from partners. These women described their partners as being “the self-centred type” and 

“not listening most of the time”. One woman gave an example of a time when she spoke 

to her partner about how she was feeling, but rather than comforting her, he made her 

feel worse: 

 

“I felt really sad, so I told my husband about it. But you know what he said? He 

asked me, ‘What happened?’ Just this one word he asked. I told him how I feel, 

but… he said, “You [feel] like this because you are not supporting your family.” 

He never comforts me, only blames [me].” (Participant 10) 

 

The absence of caring from husbands created among women a feeling of loneliness and 

isolation, and a sense of having “nobody to talk to”. One woman described having “no 

one who can give me encouragement in my life”, while another said: 

 

“I have no one to talk my worries out of my chest…  There is no one who will 

listen to me patiently. There isn’t anyone who will come to me and ask what I am 

going through. Every worry I feel is kept only inside my chest.” (Participant 5) 

 

Poor-quality relationships caused much sadness and distress among women. Many 

women blamed negative characteristics, attributes and behaviours of their husbands, such 

as alcohol and substance use and theft, for their poor relationships.  

 

“When I think about my husband, it makes me feel unhappy and heavy hearted. 

He makes himself known for the wrong reasons… He is famous for his bad ways, 

such as stealing things that fall under people’s houses to sell them.”  

(Participant 9) 
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A further characteristic of poor relationships was a lack of practical support and 

insufficient financial contributions women received from their partners. This was 

commonly attributed to what women described as men’s inherent lack of motivation: 

many women described their partners as lacking in willpower and “lazy”. As well as 

women disliking this attribute in their partners, the lack of responsibility taken by 

partnership resulted in women bearing the brunt of the caring and household 

responsibilities alone, creating further stresses for women and strains on their 

relationships.   

“He doesn’t like to work. If he were a hard worker, there [would] be an income. 

If you just go and find a job and get hired, you can get an income… But he is too 

lazy.” (Participant 9) 

 

“He…gives me nothing, no income, nothing. He [doesn’t] look after me well.” 

(Participant 10) 

 

“Once he finishes with his work, he would go and play volleyball and he comes 

home at 6 pm. I have to wait for him for dinner and I would get upset at him… 

When I get home and there is unfinished housework or an empty water bucket, I 

have to finish doing the work and fill the water buckets myself.” (Participant 2) 

 

“Only I am active around here… I am managing everything for our living.” 

(Participant 5) 

 

In contrast, one woman, despite having a difficult relationship with her husband, wanted 

her husband to stay at home rather than move away in search of work. She experienced a 

sense of shame for being financially dependent on her husband: 

 

“I told my husband that whether we have money or not, I want to stay with him, 

together, as a family. But he didn’t want to. He wanted to make more money, so 

he went away to work. He sends some money [from Bangkok]… I am not happy, 

but I have to eat, and so I swallow my meal with tears because I am using his 

money for my food.”  (Participant 3) 
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7.7.2 Alcohol use 

 

Alcohol use in men was common. Women described how alcohol use among their 

partners, fathers and step-fathers impacted upon relationships and their lives in general. 

Alcohol use in partners had a negative impact on relationships. Immediate, short-term 

effects of alcohol such as drunkenness and inappropriate behaviour were regarded by 

women as shameful and embarrassing, while longer-term implications, including the 

wasting of household income on alcohol, brought about feelings of sadness, stress and 

“overthinking” in women.  

 

“I am depressed when he drinks alcohol and then I [start] overthinking. I would 

cry every time he drank alcohol. I am already preoccupied enough taking care of 

just one child.” (Participant 2) 

 

“My father is always getting drunk and looking for trouble… I am very stressed 

because of him.” (Participant 3) 

 

Alcohol was regarded often as something that could damage an otherwise “good man”. 

Women described their husbands as being “seduced by alcohol”, alcohol being their 

“only weakness”, and men becoming a “burden” when they drank.  

 

“He loves and cares for me very well except for when he is drinking. His only 

weakness is that he drinks alcohol. Everything else is good about him except for 

that one thing.” (Participant 2) 

 

Drunkenness and social disruption caused by drunkenness were an issue for many 

women who felt frustrated and embarrassed by husbands “coming home drunk and very 

loud”.  
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“Each time [my husband] drinks I just want to die. He becomes very loud and it is 

humiliating.” (Participant 2)  

 

“When he got drunk and came back home, he broke things like mirrors and pots, 

anything he saw. I am fed up buying new things again and again.” (Participant 6) 

 

 “Others don’t look for trouble when they’re drunk. But my husband is different. 

He sleeps by the side of the street and when people help him up, he fights. 

Sometimes he throws stones to any directions. Well, people and children are going 

elsewhere on the street, right? If he is throwing stones on the street, others could 

get hit and hurt. If they do, he could get arrested. Then, troubles would come onto 

me.” (Participant 6) 

 

Negative peer influences worsened men’s alcohol consumption. According to many 

women, their husbands tended to drink more when they were out socialising with friends, 

who would offer free drinks or tease men who did not drink.  

 

“He drinks only when his friends treat him and get him free drinks.”  

(Participant 6) 

 

“He sometimes uses drugs and alcohol because his friends make him.”  

(Participant 5) 

 

“He drinks once or two times a week. When he meets his friends he would drink a 

lot more.” (Participant 2) 

 

 “His friends made him drink… [They] told him he is afraid of his wife. So, he 

drank the alcohol to show them that he is not afraid.” (Participant 11) 

 

Women were critical of their husbands’ inability to stop drinking, which they blamed on 

social pressure from peers as well as men’s own lack of willpower. Most women had 

tried – usually unsuccessfully – to persuade their husbands to stop drinking and break 

their “will to drink”.  
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“I told him to not drink alcohol – not harshly; I just told him normally. I let him 

drink one to two cups, that’s okay… But for him, every time he has a chance, he 

keeps on drinking more. Then he can’t wake up for 2-3 days; he’s completely drunk. 

For me, as a housewife, I always have to manage everything and it’s difficult for 

me.” (Participant 6) 

 

Some women, however, did manage to stop their husbands’ drinking habits. One woman 

threatened to commit suicide following a quarrel around that arose when her husband 

came home drunk. The following day, he responded:  

 

“He said, ‘Don’t do that next time… I will never have a fight with you and I 

won’t drink with my friends.’ This he promised me.” (Participant 11) 

 

“Since he [found out] that I have been seeing the doctor for breathing difficulties 

and that whenever he drinks it has an effect on me, he learnt that he needs to 

reduce his drinking and [his drinking] has improved.” (Participant 2) 

 

“I kept telling him to stop and whenever I told him we always had arguments and 

fights. So, I stopped talking to him completely for a few days and then he also 

stopped drinking alcohol. When his friends came to call him to drink, he told 

them that he was not drinking anymore.” (Participant 8) 

 

In some cases, women’s pregnancies were what motivated husbands to stop drinking. 

One husband stopped drinking “after [his wife] conceived this pregnancy”, while 

another husband stopped near the baby’s expected delivery date:  

 

“My mother…told him not to drink alcohol and that I was about to deliver and 

that he should look after me well. My mother scolded him very hard. That’s why 

he came back to me. Before, he didn’t care and was always drinking alcohol. 

He’s like that… Near the time of delivery he quits drinking. Before, he always 

drank one bottle after another.” (Participant 10) 

 

7.7.3 Interpersonal violence and abuse 
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Interpersonal violence was closely associated with alcohol use and significantly affected 

the quality of relationships. Women were exposed to verbal, physical and sexual abuse 

from partners.  

 

Verbal abuse 

 

“Hurtful words” and “accusations” from partners were common, and led to feelings of 

sadness, loneliness and worthlessness among women. 

 

“[My husband] says that I am not a good mother and I am hurt by that. When he 

says that, it hurts me so much that I would cry.” (Participant 2) 

 

My husband’s words hurt me a lot. He doesn’t trust me… [It] gives me the heavy 

pain that I am feeling inside right now. It burns and hurts so that I can’t bear it. I 

don’t want to live like that. (Participant 3)  

 

“He threatens to cut my throat... He also shouts at me with anger and some 

abusive words and I feel very frightened and shocked because I just delivered the 

baby and [the baby] is very young. He has no sense of understanding that at this 

time women need to keep warm and avoid shocks.” (Participant 3) 
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Physical abuse 

 

Physical violence by partners was widespread. Forms of physical violence included being 

kicked, hit, punched and strangled, and attacks were commonly severe enough to cause 

serious injury and require hospitalisation.  

 

“At the beginning of my pregnancy, he physically abused me twice. The first time, 

he did not know I was pregnant. He hit my head with a bamboo stick and he 

kicked me. The [second] time he already knew that I was pregnant… He was 

coming home after going to get the wood and I forgot to cook and he got angry 

and kicked me which left me unconscious.” (Participant 7) 

 

“He beat me up and squeezed my neck. That time, my eldest daughter ran to the 

section-leader’s house and reported to call for help. After the fighting ended, I 

was not feeling well for four days so I went to the clinic.” (Participant 6) 

 

Partners at times also directed violence at their children. When this occurred, women felt 

a sense of shame and guilt at being unable to protect their children. 

 

“He…beat the children with the bamboo sticks. They were crying hard.” 

(Participant 6) 

 

“Sometimes I feel worthless… When my husband shouts at [the children] I think 

it’s all my fault… [Because] I am not good, my children are being scolded and 

beaten by their step-father. I don’t blame my children; I blame myself.” 

(Participant 5) 

 

Sexual abuse  

 

Sexual violence was reported less frequently than verbal or physical abuse but remained 

an important issue. One woman felt pressured into marrying her husband after he kissed 

her in public – an act deemed in this cultural setting to be appropriate only among 
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married couples. This woman described feeling vulnerable as well as “angry” at the 

situation she was placed in, which left her with no choice other than to marry.  

 

He was kissing me in front of people… I hit him and told him, ‘What are you 

thinking…?’ I was 18 or 19 years old. He was kissing and hugging me in front of 

people and I was afraid that people will gossip about me so I decided to marry 

him. I feared that he would tell others that he has touched and kissed me and I felt 

embarrassed about it. (Participant 7) 

 

Violence by women 

 

Though much less common than male-perpetrated violence, there were occasions when 

women acted violently towards their partners. Within this culture, the expectation is the 

women do not talk back. One woman remembered how, after being physically abused by 

her husband, her mother-in-law reminded her to be “humble as a girl”. Despite this, a 

number of women had spoken out against their partners when they could no longer 

refrain from doing so. Women often laughed while recollecting the occasions when this 

had occurred, conveying a sense of embarrassment but also of achievement for having 

stood up for themselves. The act of releasing pent-up anger and frustrations brought a 

sense of relief and empowerment. 

 

“I feel so irritated. Right now, I can’t just be silent, you know … I have to speak 

out to him! I felt great and empty in my chest when I called him a dog!” 

(Participant 6) 

 

“When I get upset and stressed, I have to speak about it, otherwise I would feel 

like it was burning inside. I would feel better afterwards.” (Participant 2) 

 

Sometimes women went beyond this and became physically violent towards their 

partners. Most commonly this was in direct self-defence against husbands’ abuse, but at 
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other times it was in reaction to behaviours such as repeated drunkenness which women 

felt were irritating and unacceptable.  

 

“When [my husband] came back, I told him not to come upstairs… I [made] him 

stay downstairs until he wasn’t drunk anymore… But he came upstairs. I couldn’t 

bear his smell and got angry when he didn’t listen. I threw things…at him. If I 

had not been held back by other people, my husband would have been hit pretty 

hard… I [insulted] him by calling him: ‘Dog! You animal!’… People say that my 

husband is going to die from the things I throw at him.” (Participant 6)  

 

“My husband and I had an argument one day. I said, ‘I wish I could kill you and 

take your heart out,’ and I punched him in the eye because I [was] very angry… 

Since then, he is very terrified of me and apologized [to] me. He said to me: ‘My 

wife, please don’t kill me!’” (Participant 7)  

 

“I did not fight him back before, but now I do. As I defend myself, I tell him, ‘I am 

not afraid of you anymore. If you are going to kill me, just do it and I’ll do the 

same to you!’” (Participant 7) 

 

7.8 Life difficulties: past, present and future 

 

All women referred in one way or another to their lives being “hard”, “difficult” or 

“tough”. This concept of a ‘difficult life’ was highlighted previously in association with 

women’s feelings of worry. Life difficulties encompassed challenges in various aspects 

of women’s present living situations but also concerned traumatic events from the past as 

well as concerns regarding the future.  
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7.8.1 Past experiences 

 

 

Difficult childhood 

 

Women’s pasts were marked by difficult childhoods and traumatic events. Childhood 

was remembered as being fraught with poverty, family separation, violence and death of 

close family members. Women described having “suffered a lot” during their childhood 

and not wanting to “think or talk about the past”.  

 

“If I think about [my childhood] I don’t even want to live… There were so many 

hardships. (Participant 1) 

 

 “I had been through a lot of difficulties in my childhood.” (Participant 6) 

 

Poverty was a key component of difficult childhoods.  

 

In [our] small village my mother was tending a small farm all by herself. My 

father drank alcohol… We had difficult lives and we suffered a lot… I was 

unhappy and I felt sorry for my mother for what she was enduring. (Participant 2) 

 

 In my childhood I didn’t even get to wear shoes. (Participant 4) 

 

One woman had a step-father who was physically violent and sexually abusive. When he 

touched her inappropriately as a child, she found herself unable to find support or share 

her distress.  

 

“[My step-father]…got drunk and he physically abused [my mother]... I was hit 

by a bundle of bamboo strips… It was not just me; my mother and my other 

siblings were all hit at the same time. There was one time, I was hit with piece of 

the house floor that was made from bamboo. He was drunk and we could not stop 

him and he was very aggressive.” (Participant 2) 
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 “He attempted to rape me once. He touched me inappropriately… I do not like to 

sleep with blanket on and whenever he came over to put the blanket on me he 

would touch my breasts and my lower body part and [when] I opened my eyes he 

walked away. I was upset with what happened. My mother did not let me report 

[what my step-father did] to the soldiers, so I did not, so that she would not lose 

face.” (Participant 2) 

 

 

Death among parents and siblings was common, and many women’s childhoods were 

shaped by the absence of a mother or father. As young children, these women had taken 

on adult responsibilities such as looking after younger siblings and carrying out 

household chores. 

 

“After our mother passed away, I had to take on my mother’s [role] of taking 

care of my younger sister and my father.” (Participant 5) 

 

“Other children had their fathers and mothers who brought snacks for them 

children. I didn’t have anyone like that in my childhood… I felt very sad.” 

(Participant 3) 

 

“Since I was young, I had to cook for the whole family. I was very young and I 

couldn’t handle the cooking and the boiling rice-pot knocked over me. I got 

burned this side.” (Participant 5) 

 

As children, many women had been sent as far away as Bangkok to work in factories or 

as domestic helpers. 

  

“I was sent [to Bangkok] as a house-maid. I was 12 years old at that time.” 

(Participant 10) 

 

“I went to Bangkok with other people. I started working there at 9 years old. I did 

the cleaning and ironing… I was there for one year.” (Participant 3) 

 



241 

 

Being sent to work meant that the majority of women did not attend school, or if they 

did, only for brief periods. Often, family finances were insufficient to cover the costs of 

tuition, uniforms and textbooks. In addition to saving the family money, not enrolling a 

child in school meant the child was available to help at home and earn an income.  

 

“I was only able to go to school for the first grade post-kindergarten. My family 

had to struggle very hard. They could not afford for my school fees easily. I 

enjoyed school. I [tried] my best when I was in school.” (Participant 5) 

 

One woman stopped going to school because she married young. Along with many 

others, she spoke about not having attended school with regret, regarding it a valuable 

life opportunity missed.  

 

“I was never able to complete my schooling because my mother made me go to 

work. Then my mother wanted me to marry this man. I did not want to marry him. 

I wanted to pursue my studies.” (Participant 7) 

 

Conflict, war and displacement 

 

Conflict and war in Myanmar and the resulting displacement to the Thai border 

represented a further past trauma. Living under constant threat of violence from both 

Myanmar government soldiers and armed ethnic forces was a significant stressor. 

Women had experienced and witnessed multiple forms of violence, including forced 

labour, portering and minesweeping, land confiscation and killings.  

 

“They came to collect people for portering services for the government army. 

When the soldiers came into the village, we all had to run away – women and 

men.” (Participant 5) 
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“In my area, the Burmese soldiers came and collected people as their porters. As 

they were going in and out of our village day and night, we did not dare to go 

work so that our living conditions started to become unstable and poor.” 

(Participant 8) 

 

“We had many problems, including safety issues when the military came to our 

village.” (Participant 6)   

 

Families were forced to flee their homes and villages, often very suddenly, taking 

nothing but “the one set of clothing on my body”. Women remembered their arduous 

journeys to the Thai border in detail, despite events having occurred many years earlier.  

 

“There was an attack in which we had to flee from the Myanmar soldiers. There 

was an exchange of fire and I had to flee with my two younger siblings. My mother 

was carrying another sibling and my brother was asked to carry clothes. I carried 

the cooking pot and some kitchen accessories and some rice… There were many 

other items which we could not carry.” (Participant 2) 

 

“We left because of the civil war. We had to stay in the bunker… Fighting broke 

out and my mother was three months pregnant at that time. We crossed the border 

on foot.” (Participant 3) 

 

“It probably took about 4-5 days on the way because we had the financial difficulty 

and my father was not well on our journey. After our mother passed away, I had to 

take the substitution of my mother’s position for taking care of my younger sister 

and my father. So, we hitchhiked and walked and begged for food.” (Participant 5) 

 

It was common for children to make these journeys alone. Women described travelling 

with siblings and cousins, and with “no one to take care of us”.  

 

“When I came here, my parents did not come. I came with my female cousin. 

There were four or five of us. We travelled on foot for two days.” (Participant 4) 
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7.8.2 Present life challenges 

 

Poverty and financial insecurity 

 

Much of the present and on-going life challenges were the result of long-standing 

poverty and income insecurity. Women worried about not having enough food to feed the 

family and many were unable to afford school fees.  

 

“Even with our income and monthly ration, we don’t have enough for my family. 

I have to buy one sack of rice once every two months and two sacks of charcoal 

every month.” (Participant 4) 

 

One woman described feeling sad because she could not afford to buy her children small 

treats. It was common for families to take out loans from friends or informal 

moneylenders in attempts to make ends meet. Often these loans would set off a 

downward spiral of mounting debts that they were unable to repay.  

 

Many women felt that the responsibility of taking care of the family rested solely upon 

them, and this created resentment towards partners as well as a constant psychological 

stressor.   

 

“I am the only person providing for the family. I also have to provide for my 

parents because there is no one else. When I can, I send money to my parents but 

when I do not earn enough I could not send them any.” (Participant 4) 

 

“I work every day… With a bit of money that I…earn at work I have to pay for 

the babysitter. My father, when he comes around, he asks me for some money to 

buy alcohol. If I refuse, he starts to become violent and destroys what he sees 

around. I get some money from my husband but I feel mistrusted by him at the 

same time. They are putting me under many pressures.” (Participant 3) 

 



244 

 

A sense of insecurity was also conveyed by many women. The majority of women did 

not have the necessary documentation to reside or work in Thailand and lived in constant 

fear of the Thai police.  

 

Family separation  

 

Family separation characterised many women’s lives. It was common for women to have 

lost contact with close family members including siblings, parents, former partners and 

even their own children who had remained behind in Myanmar, left in search of work 

opportunities or resettled to third countries.  

  

“I look after three of my nieces and nephews. Their father was left behind and 

their mother is having difficulties getting a job so we have to help look after 

them.” (Participant 2) 

  

“The eldest daughter lives with me. The other four children are with my previous 

husband. He does not care where they go or what happens to them. He lets them 

go to school but he dislikes them visiting me, so he beats them and makes them 

stay with his sister. I am uncertain how well they look after my children.” 

(Participant 8) 

 

“I have many relatives – uncles and aunts – who resettled, but we have not been 

in communication for a long time and we do not know each other anymore. I do 

not know which country they went to. I looked after the children of one of my 

aunts and uncles and I do not know which country the parents went to… We lost 

contact.” (Participant 7) 

 

‘Difficult life’ 

 

The concept of a difficult life is perhaps best captured by the following two quotes. 

These women’s accounts give insight into the challenges women perceive in every aspect 

of their lives.  
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“My life situation is [similar to] that of the fruit of the Devil’s Trumpet: if you 

swallow it, it will sting you; if you smell it, it will make you dizzy; and if you eat 

it, it will make you mad. My life is like this: I have no direction I can go, nowhere 

to run away or escape this trouble. Sometimes I think I want to choose the path of 

suicide.” (Participant 5)4  

 

“Everyone has their limit and if the burden is too much then you would no longer 

be able to tolerate it. There’s no need to say it: I have so much burden in this 

life… Even though I have made a lot of good merit and deeds I have never been 

lucky. I am carrying this very heavy burden. Sometimes it feels like I cannot take 

it anymore.” (Participant 7) 

 

7.8.3 Uncertain futures 

 

Among this group of women, mostly of refugee background, most wished to resettle to a 

third country if given the opportunity. However, none of the women had a clear sense of 

how likely it was for their applications to be successful. Those who had not been 

registered with the UNHCR’s resettlement scheme expressed doubts as to whether they 

would ever be allowed to move to another country. But even among those who were on 

the resettlement register, there was great uncertainty. Some women had been waiting for 

several years, with no indication of whether or when they might move. Others had 

complicated scenarios whereby only some family members were registered for 

resettlement, creating difficult choices for women who had to choose between resettling 

alone or remaining in the camp with family.   

 

“I wish to resettle if I could. I want to go to another country because all my 

parents and siblings are there. Here, I am not healthy. I am overwhelmed and 

worried about the future. I wish to go to my parents so that they can also help 

take care of their grandchildren.” (Participant 5) 

 

                                                 
4 Devil’s Trumpet (also known as datura or jimsonweed) is a highly toxic genus plant belonging to the 

vespertine flowering plants species.  
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For this selected group of severely depressed women, most of whom were of refugee 

status, repatriation was not seen as an attractive option due to ongoing conflict and 

difficult living situations in Myanmar: 

 

“I haven’t thought about going back to Burma and I don’t want to. I will get some 

land here if I live here. Wars are still breaking out in my old village and we [would] 

have no place to go.” (Participant 6) 

 

“I don’t want to go back [to Karen State]. I do not like living there. I would have 

to work hard if I moved back. It is better to live here.” (Participant 7) 

 

7.9 Coping mechanisms  

 

Women resorted to a variety of mechanisms to help them cope with symptoms of 

depression. These included seeking emotional support from friends and family, engaging 

in work and hobbies, consulting traditional healers and taking up counselling and 

medical treatment. 

 

7.9.1 Friends and family 

 

A few women found emotional support from friends, neighbours and work colleagues. 

These women felt better after discussing their feelings with friends. One woman received 

support from her neighbour who could relate to and empathise with her situation.  

 

“She is like a sister and a mother [to me]. Like me, she is also feeling unwell with 

sadness.  When I talk about my problems, she feels sad for me, and I feel the same 

when she tells me her problems. There is nothing I can do. Besides her, there is 

no one I could talk to.” (Participant 5) 
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However, more women felt that they lacked close friendships. Commonly, women said 

that although they had friends and co-workers whom they talked to regularly, they felt 

that there was nobody with whom they could share their most personal feelings. One 

woman found that the emotional bond she had with her son served as a source of comfort 

and support:  

 

“My son is sensitive and he feels sorry for people… Whenever I am facing 

difficulties, he comforts me. One time…I was crying. He [comforted] me and cried 

with me. He was about two years old… He was crying a lot. He cares for me when 

I am upset.” (Participant 2) 

 

 

7.9.2 Hobbies, work and religion 

 

Hobbies including weaving, embroidery and gardening were used as a means to 

momentarily escape worries and sadness. Work, on the whole, was considered by women 

as a necessity rather than an enjoyable activity. However, two women considered their 

work as a welcome distraction.  

 

“I seem to forget about my worries when I concentrate on work that I enjoy.” 

(Participant 5)  

 

“I forget [my symptoms]…while I am in work. Honestly speaking, I didn’t want to 

come home from there. I wanted to live but there wasn’t a room for me. 

Sometimes, I called my co-worker to ask whether or not I could sleep there 

because I didn’t want to go back.” (Participant 10) 

 

On the whole, there was a striking absence of coping strategies based on religious or 

faith-based activities. For a small number of women, religious activities such as reading 

the Bible and visiting the church, temple or mosque were perceived as helpful ways of 

managing symptoms of depression.  
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“When I am home, I am not very happy but when I go to church and hear about 

God’s words I feel happy. When I come home, the devil comes to my heart all the 

time. Whenever my friend invites me to join her to church, I would go but if I 

refused the invitation and did not go, the devil would come then.” (Participant 7) 

 

More commonly, however, acts such as merit making and attending religious ceremonies 

were mentioned in passing when discussing other issues, rather than being regarded 

explicitly as coping strategies.  

 

7.9.3 Traditional healing 

 

Although not a widespread theme, a couple of women had consulted traditional healers 

with regards to their symptoms of depression. These women felt that the treatment had 

helped them to feel more positive and balanced, and given them a more positive 

perspective on their lives.  

 

“A traditional healer made this necklace for me to protect further bad deeds and 

evil spirits causing me [to be] unwell. The necklace holds a small piece of scroll 

that is written in traditional magic words to cast evils away and protect me. 

While I am wearing this necklace, I mustn’t go to places that are unclean and I 

mustn’t eat anything that is unclean.” (Participant 5) 

 

“When I felt sad I went to the clinic and had an injection to help with stress. I 

always pray to lose this symptom of feeling sad when I meet with a good healer 

because I have been feeling really bad.” (Participant 11) 

 

7.9.4 Counselling and medication 

 

The counselling that women received from SMRU was generally viewed as positive and 

well received. For many women, it provided a rare opportunity to talk about aspects of 
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their lives that they did not frequently speak about. Women felt it particularly beneficial 

to speak to the same counsellor regularly over several months, which allowed them to 

build up rapport and trust. Women felt “thankful” and “grateful” towards counsellors. 

One woman talked about how she had gained back her patience since talking about her 

problems. It was not only the counselling per se that women found helpful, but 

spontaneous conversations that arose with other women while they were waiting for 

counselling.  

 

“This morning, some women were talking about their problems. Sometimes you 

see that some of them are going through the same problems as [me]. The person I 

talked to this morning, her husband [gets himself into] trouble…and my husband 

also steals money… I realise that I am not alone going through the burden of 

these difficulties, but that there are more people like me.” (Participant 6) 

 

Women in this high-risk group had all been offered anti-depressant medication for their 

severe depression. Most of those who had taken the medication found it helpful: women 

experienced an improvement in their symptoms and felt “more active” and less worried 

following treatment.  

 

“Since taking the medicine I can sleep well and eat well. I now think less about 

my worries. I suddenly feel good. I have a good appetite and I can eat well. I also 

do not worry about my children like before. The thoughts do not stick in my mind 

for too long.” (Participant 8) 

 

“When I take the medicine, I feel better. I feel less tired. It could be other things 

that have helped me feel better, but personally I think it’s because of the 

medicine. I can laugh…now. Before I took the medicine, I couldn’t.”  

(Participant 11) 

 

One woman felt better when she took the medicine “but when I stop taking it the thinking 

creeps back in”. Side effects including feeling “uncomfortable”, “woozy” and 
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“numbness” were experienced by a small number of women. A small number of women 

stopped their medication because of these side effects. 

 

7.10 Pregnancy and motherhood 

 

On the whole, the themes of pregnancy and motherhood were noticeable by their 

absence. Few women spoke of their depression status in relation to their pregnancy, and 

none commented on whether they thought their depressive symptoms might be 

attributable to or connected in any way to their pregnancy. The quotes below are the 

exceptions to this. One woman expressed her happiness at being pregnant:  

 

Whether it’s a girl or a boy – I’ll take it. I want a baby, and my husband also 

wants a baby. (Participant 11) 

 

Two other women expressed worry and concern because the pregnancy was not wanted, 

or because of fears over the well-being of their child.  

 

I feel heavy hearted to be pregnant… I’m not happy to be having this baby. I worry 

he will take up his father’s behaviour. (Participant 9) 

 

 I’m worried that I will transmit my sadness to my baby. (Participant 3) 

  

7.11 Discussion 

 

This qualitative study was conducted in order to gain a deeper understanding of 

experiences of depression from the perspective of affected women and to elicit women’s 

own explanations for their depressive symptoms. Women provided extensive insight into 

their lived experiences of severe perinatal depression, including thoughts around the 
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ways depression manifests itself, the impacts of depression and some of the possible 

causes of their symptoms. Though women spoke less about options for managing 

depression, coping mechanisms that women referred to offer a valuable starting point for 

discussions around potential interventions.  

 

Women highlighted a wide array of complex, overlapping and inter-connected issues 

shaping their experiences of depression. Many of the themes were inter-related and 

mutually reinforced each other to create a complex web of factors affecting women’s 

lives. The thematic map pictured in Figure 23 offers one way of conceptualising the 

associations between the various themes and sub-themes that emerged from women’s 

narratives.  

 

One of the central issues in women’s lives was the concept of a “difficult life”, which 

encompassed a variety of on-going but also historical social, economic and interpersonal 

challenges as well as anxieties around the future. Women’s lives were also very much 

shaped by past events including difficult childhoods, family separation, conflict and often 

dangerous journeys to the Thai border area. As adults, these difficult life circumstances 

persisted in the form of economic hardship, insecurity and poor support from partners.  

 

Another central tenet of the experiences of this group of women was a triad of difficult 

relationships with partners; alcohol use among men; and interpersonal violence. 

Relationships with partners for most of these severely depressed women were difficult. 

Strained relationships were attributed to a number of factors, but alcohol consumption by 

men was one of the main frustrations women mentioned. Alcohol use was regarded as 

one of the main causes of inappropriate behaviours in men, ranging from being 
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unsupportive emotionally and financially to bringing shame on the family through 

drunken behaviour in public. Women were also exposed to interpersonal violence in the 

form of verbal and physical abuse and, to a lesser extent, sexual abuse, and violence was 

closely intertwined with men’s alcohol use. Difficult relationships with partners, 

characterised by violence and alcohol use, added another component to women’s 

“difficult lives”. Though less explicit, an association running in the opposite direction is 

also possible: the daily life challenges faced by individuals in this setting may place 

strain on relationships, as well as cause frustration among men who may then turn to 

alcohol as an escape from their worries.  

 

Difficult lives and troubled relationships with partners were associated with various 

symptoms of depression including sadness, crying, worry, fear, wanting to escape and a 

number of physical manifestations. Sadness, crying and tearfulness were by far the most 

commonly described symptoms, and women used powerful words to describe feelings of 

deep and overwhelming sadness and the need to cry. Suicidal ideation was experienced 

as another symptom of perinatal depression by some, but it also existed independently of 

depressive symptoms for other women who saw it as a practical means of bringing an 

end to a difficult life. Coping mechanisms included talking to friends and family. Some 

turned to work, hobbies, religious activities and traditional healing. These coping 

strategies provided a means of diminishing symptoms of severe depression. In these 

ways, the many themes women spoke about in relation to perinatal depression formed a 

cyclical and interrelated constellation of problems (Meyer et al, 2013). 
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Figure 23. Theamtic map of themes emerging from in-depth interviews with women with severe depression 
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Findings of the qualitative study component mirror those of other studies. In a survey of 

pregnant women in Maela camp, almost a quarter of women reported high levels of 

alcohol use by their partners (Ezard et al, 2012). Similarly, in a different refugee camp on 

the Thai-Myanmar border, alcohol use and fighting within married couples emerged as 

predominant life stressors (Meyer et al, 2013). Paralleling the findings of the current 

study, Meyer et al.’s (2013) respondents attributed relationship discord to multiple, inter-

related problems including a lack of income, having nothing to eat, alcohol use and 

frustrations with general conditions within the refugee camp. Worryingly, Meyer et al. 

(2013) also found that children experienced feelings of fear, shyness, depression and a 

“wish to suicide” as a result of parents’ arguing, highlighting not only the significant 

impact of poor parental relationships upon children but also the perpetuation of 

psychological distress – including a culture of resorting to suicide as a means of escape – 

into the next generation.  

 

The focus on psychosocial factors parallels the findings from the quantitative analyses. 

For example, the significant impact of interpersonal violence that emerged from 

women’s narratives echoes the results of the multivariable logistic regression model, 

which identified violence as one of the strongest predictors of perinatal depression. A 

lack of social support was another significant risk factor identified in the quantitative 

component. This aligns with the great emphasis placed by women on relationships with 

partners and the lack of emotional but also practical and financial support they received 

as a result of being in unhappy relationships. Suicidal ideation also featured strongly in 

both the qualitative and quantitative components. During in-depth interviews, suicidal 

ideation occurred as a symptom of long-standing depression but also as a separate and 
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independent construct. This reinforces the quantitative results which suggest that risk 

factors for suicidal ideation differ from the risk factors for perinatal depression.  

It was notable that pregnancy status per se did not feature more prominently in women’s 

discussions. One might have hypothesised that pregnancy would impact women’s 

emotional state, either positively, perhaps by offering an opportunity for hope and 

something to look forward to, or negatively, by highlighting the difficulties of life 

continuing into the next generation. Instead, pregnancy status was rarely referred to. The 

fact that women were interviewed during pregnancy, rather than after delivery, may have 

impacted upon this finding, as women may have felt differently once their children had 

been born. Nevertheless, the little reference to pregnancy status raises questions with 

regards to the extent to which symptoms of depression among this group of severely 

depressed women – as well as among the wider group of participants – are related to 

pregnancy status, or whether they would have occurred regardless. This question 

ultimately leads back to the issue around the definition of perinatal depression, and 

whether it should imply an attribution of causality or merely describe symptoms 

occurring during the perinatal period.  

 

Also notable by its absence was the lack of reference to religion. This was surprising in a 

context where religion is so engrained within the social fabric. It is perhaps the case that 

religion plays such a central role within individuals’ daily lives as to be almost 

unnoticeable.  

 

Findings of this study indicate that these migrant women with severe depression face a 

wide range of chronic stressors at the household and community levels that are likely to 

have both short- and longer-term effects on their mental well-being and day-to-day 
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functioning. The study also finds that the women themselves are aware of the complex 

web of factors contributing to their plight and highlights the difficulty of addressing any 

one issue in isolation.  

 

7.12 Strengths and limitations 

 

7.12.1 Strengths 

 

To the author’s knowledge, this qualitative study represents the first in-depth exploration 

of migrant women’s experiences of severe perinatal depression in a low-income setting. 

A number of ethnographic studies of perinatal depression among migrant women exist 

but a recent review suggests that to date all have been conducted in high-income settings 

(Schmied et al, 2017). Structuring the in-depth interview guide around factors emerging 

from the quantitative component offered a further strength. Another strength of this 

component was the particular skills of the social scientist co-conducting the interviews: a 

trusted member of the migrant community with valuable insider knowledge of the 

cultural context and extensive experience of working with this population. The 

interviewer was able to establish strong rapport with women, placing women at ease and 

enabling rich and flowing conversations to ensue. Finally, analysis was conducted using 

a rigorous methodological approach. Thematic analysis was conducted by the author, and 

in addition, one member of the author’s supervisorial team independently coded a third 

of interview transcripts in order to enhance reliability of coding. Themes identified by the 

author and supervisor were compared and found to be similar. Grouping of sub-themes 

into themes and the inter-relationship of themes with each other for the diagrammatic 

representation was conducted in consultation and collaboration with the entire 

supervisorial team.  
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7.12.2 Limitations 

 

 

Findings of this qualitative study component are constrained by a number of limitations. 

Firstly, results are based on a limited number of interviews with a selected group of 

severely depressed women, and findings may therefore not be generalisable to other 

women with perinatal depression in this setting. In particular, women interviewed did not 

reflect the diversity within the migrant community as a whole. A larger sample may have 

enabled differences in experiences of perinatal depression according to factors such as 

ethnicity, religious background and migrant category to be discerned. However, the small 

overall number of severely depressed women from which our participants were drawn 

along with the difficulty in contacting many of the women limited the ability to select 

women from a range of backgrounds.  

 

In order to participate, women had to be contactable, willing to participate, and available 

and able to attend the clinic for interview. Just over half of all women with severe 

perinatal depression agreed and were able to attend for interview. This process may have 

introduced elements of recruitment and/or self-selection bias. Importantly, women whom 

it was not possible to contact may have been among the most vulnerable or the most 

severely depressed. The limited number of participants also meant that data saturation 

was not achieved, and important factors contributing to experiences of depression may 

therefore have been missed. 

 

A further limitation relates to language. Interviews were conducted in a combination of 

English, Karen and Burmese. Compared with English, both Karen and Burmese 

languages have a limited vocabulary for describing emotional states. It is possible that 
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despite best efforts to minimise losses in translation, inconsistencies across languages or 

misinterpretation of descriptions of depressive experiences occurred. Furthermore, 

analyses were conducted in English rather than in the language the participants used, 

which may have led to subthemes being missed or misplaced.  

 

Lastly, the thematic diagram offers only one of many possible representations of the 

information and insight provided by women. The constellation of themes and subthemes 

and how they relate to each other can be construed in myriad ways, and the diagram 

presented should be interpreted with this in mind. The figure also does not claim to state 

any causality between themes.  

 

7.13 Chapter summary 

 

This chapter has explored themes emerging from the narratives of migrant women living 

with severe perinatal depression on the Thai-Myanmar border. Women provided 

considerable insight into their lived experiences of depression and linked their symptoms 

to a wide range of social factors. Predominant themes included challenging life 

situations, difficult relationships with partners, interpersonal violence, alcohol use in 

men, psychological and somatic symptoms of depression, suicidal ideation and 

mechanisms for coping with depression. The themes align with and reinforce findings 

from the quantitative study component.  
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8.1  Chapter overview 

 

This final chapter presents a discussion which brings together findings from across the 

individual study components. After a reminder of the aims and objectives of the research, 

the following themes are explored: the prevalence of perinatal depression; psychosocial 

factors associated with perinatal depression; differential experiences of labour migrants 

and refugees; suicidal ideation; and the significance and conceptual implications of 

depression NOS as a category. Strengths and limitations of the research are presented and 

finally, findings from stakeholder interviews are drawn upon to make recommendations 

for policy, practice and future research.  

 

8.2  Introduction  

 

The overarching aim of this research was to provide evidence to contribute to the 

understanding of perinatal depression within a low-income migrant setting, thereby 

facilitating the better detection of women suffering from perinatal depression in these 

settings and improving the care these women receive.  

 

The objectives of the research were to:  

 

Chapter 8.  

Discussion  
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1. Review the existing evidence around perinatal depression among migrant 

women from low- and middle-income settings; 

 

2. Identify an appropriate tool with which to identify perinatal depression among 

labour migrant and refugee women on the Thai-Myanmar border; 

 

3. Determine the prevalence of perinatal depression at different stages of the 

perinatal period in this setting; 

 

4. Identify socio-demographic and clinical factors associated with perinatal 

depression;  

 

5. Explore women’s experiences of perinatal depression in this socio-economic 

and cultural context; and 

 

6. Explore options for managing perinatal depression and develop 

recommendations for policy and practice in this setting. 

 

These objectives were addressed through a number of individual study components. This 

chapter presents a comprehensive and integrated discussion of the main themes emerging 

across the research as a whole.  
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8.3 Discussion of main themes 

 

8.3.1 Prevalence of perinatal depression  

 

Findings of this study confirm that perinatal depression represents a significant burden of 

illness among women on the Thai-Myanmar border. In the first trimester of pregnancy, 

1.6% of women had major depression, 6.5% had minor depression, and 17.6% had 

depression NOS. During the course of the perinatal period, three percent of women 

experienced severe depression, almost one in five (18.5%) experienced moderate-severe 

depression, and 39.8% experienced depression of any severity. The fact that over one in 

three pregnant or post-partum women in this setting experiences depression of some 

degree is concerning and warrants further attention.  

 

The point prevalence estimates of perinatal depression showed a slight downward trend 

during pregnancy, followed by a small increase in moderate-severe depression post-

partum. This decline may be an artefact of treatment effect rather than reflecting the 

natural progression of perinatal depression in this cohort, and trends over time should be 

interpreted with caution.  

 

The overall prevalence of moderate-severe perinatal depression of 18.5% represents a 

significant burden of distress within this migrant population. Specific risk factors are 

discussed further below, but the high proportion of women affected is likely to reflect the 

difficult living conditions, generalised socio-economic disadvantage and other on-going 

stressors experienced by migrant women in this region. The prevalence of severe 

perinatal depression, however, was remarkably low compared with estimates from other 

settings. Given the sensitivity and stigma surrounding mental illness, it is possible that 
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symptoms of severe depression were under-reported, or that the severity of symptoms 

was under-played. Culture-specific manifestations and expressions of severe perinatal 

depression may also have been missed and led to a misclassification of women into less 

severe categories.  

 

Alternatively, the low prevalence might reflect a high level of resilience to severe 

depression within this community. Migrant women in this setting identify strongly with 

their ethnic, religious and cultural backgrounds. This strong sense of community and 

belonging is so instilled in the local population as to be almost undiscernible to 

individuals, but was striking to an outsider such as the author. Perhaps this strong sense 

of belonging and social cohesion act as buffers against the most severe forms of perinatal 

depression in this setting. Such associations between social cohesion and depression have 

been reported in displaced communities in the USA (Le et al, 2013). The relevance of 

this speculative association to the Thai-Myanmar border context needs to be confirmed 

through further qualitative exploration. 

 

The period prevalence of moderate-severe depression of 18.5% lies considerably below 

the systematic review’s median estimate of 36.5%. The difference in the prevalence of 

severe depression – three percent in the cohort study compared with a median prevalence 

of 15.5% in the systematic review – is even more striking. There are a number of 

possible explanations for these discrepancies. First, as described above, the cohort study 

may have under-estimated the true burden of perinatal depression. Alternatively, studies 

in the systematic review may have over-estimated the prevalence, for example as a result 

of their reliance on screening instruments rather than diagnostic tools (Norhayati et al, 

2015; Woody et al, 2017).  
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The ranges in prevalence estimates in the systematic review – 1.8% to 54.2% for 

moderate-severe depression and 0.6% to 34.3% for severe depression – were significant 

and the median estimates must be interpreted with caution. While differences between 

migrant populations are expected, the extent of variation between studies is concerning. 

If these estimates reflect true differences in prevalence then they raise important 

questions around how perinatal depression can be almost absent in some settings yet 

affect so many in others. The high degree of variability also brings into question the 

reliability of estimates, the validity of the instruments used and the ways in which 

perinatal depression is conceptualized. The DSM-IV defines major depression as a 

severely debilitating condition that significantly impairs an individual’s ability to cope 

with everyday life (American Psychiatric Association, 2000). The highest estimates from 

studies in the systematic review suggest that in certain contexts, over a third of all 

migrant women suffer from this most severe and debilitating form of perinatal depression 

(Choi et al, 2012). Though these figures are devastating if true, the possibility of 

methodological shortcomings – including limitations in the validity, sensitivity and 

cultural relevance of the tool – should not be dismissed.   

 

A recent systematic review by Anderson et al. (2017) provides another source with 

which to compare findings from the Thai-Myanmar border. Anderson et al. (2017) found 

median prevalence rates of moderate-severe perinatal depression among migrants living 

in high-income countries of 28% antenatally and 19% postnatally (Anderson et al, 2017). 

Prevalence estimates from non-migrant populations in other low- and middle-income 

settings range between 15.6% (Fisher et al, 2012) and 25.3% (Gelaye et al, 2016). The 

most accurate estimate of perinatal depression in non-migrant, low-income settings stems 
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perhaps from a meta-analysis by Woody et al. (2017), in which the pooled prevalence 

rates of 19.2% antenatally and 18.7% postnatally were adjusted for factors that 

contributed to heterogeneity between studies (Woody et al, 2017).  

 

These latter estimates are the most closely aligned with findings from the Thai-Myanmar 

border migrant population. This suggests that in terms of the risk of perinatal depression, 

migrant women on the Thai-Myanmar border might bear greater similarity to non-

migrant women across other low-income countries than to migrant women in high-

income countries. Perhaps it is the case that in low-income countries, migrant-specific 

risks are overshadowed by relatively more acute or prominent generalised socio-

economic disadvantage, such that migrant status in itself does not confer an additional 

risk for depression. Anderson et al.’s review lends some support to this notion in high-

income settings, finding no evidence of an overall higher risk of perinatal depression 

among migrant compared to non-migrant women in high-income countries (Anderson et 

al, 2017). In the review carried out for this thesis, however, ten out of fifteen studies that 

included a control group found a higher prevalence of perinatal depression in migrants. 

Given the range of additional stressors migrant women face over and above socio-

economic disadvantage – including social isolation, language and cultural barriers, 

family separation and exposure to trauma – it would seem surprising if migrant women 

were indeed not at increased risk compared to their non-migrant counterparts in. Future 

research should consider including local, non-migrant control groups wherever possible 

to provide robust comparator data. 
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8.3.2 Psychosocial factors and perinatal depression  

 

This research identified a number of psychosocial factors associated with perinatal 

depression. Although the systematic review illustrated the variability in risk factors in 

different settings, a number of common factors were nevertheless identified across the 

systematic review, prospective cohort and qualitative study components. Psycho-social 

factors were consistently the most prominent and most strongly associated risk factors for 

perinatal depression. The systematic review found that low levels of social support and a 

previous history of depression were associated with perinatal depression. The prospective 

cohort study identified a self-reported history of depression, perceived insufficiency of 

social support, experiences of trauma and interpersonal violence as risk factors. In-depth 

interviews identified poor quality relationships with partners, alcohol use among 

partners, interpersonal violence and a chronically “difficult life” as some of the defining 

experiences of severe perinatal depression.   

 

Social support has repeatedly been shown to be one of the strongest predictors of 

perinatal depression across both migrant and non-migrant settings (Anderson et al, 2017; 

Norhayati et al, 2015; Shishehgar et al, 2017). In the cohort study component, 

insufficient support was associated with a two-fold increase in the odds of moderate-

severe perinatal depression (adjusted OR 2.1), while in the systematic review higher 

levels of support were consistently associated with lower odds of perinatal depression.  

 

Social support is thought to act as a buffer against the psychological stresses of adverse 

environments and life events, but there is debate around which aspects of social support 

are most important (Melrose et al, 2015; Stewart et al, 2014). While the absolute amount 

of emotional, practical and structural support women receive is instructive, it has also 
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been found that it is the amount of support relative to need – in other words, the extent to 

which an individual perceives this support to be sufficient in times of need – that is most 

closely correlated with depression status (Melrose et al, 2015). Brugha et al. (1998) 

describes the risk of depression being greatest among women who “do not receive 

support without having to ask for it”, opening up the discussion around the importance of 

support that is accessible and responsive to women’s needs (Brugha et al, 1998). On the 

Thai-Myanmar border, both total support and perceived sufficiency of support were 

significantly associated with perinatal depression in the univariable analysis. These 

findings emphasize the need to take into account not only the social networks within 

which migrant women live but also the quality of social ties and their responsiveness in 

times of need.   

 

Pregnant and postnatal women are at increased risk of interpersonal violence, and 

associations between interpersonal violence and perinatal depression in low- and middle-

income countries are well-documented (Connelly et al, 2013; Halim et al, 2017). In the 

current study, interpersonal violence increased the odds of perinatal depression four-fold 

(adjusted OR 4.5 for moderate-severe depression; 4.4 for any depression). Interpersonal 

violence was also a key factor in interviews with severely depressed women. The inter-

associations between alcohol use, interpersonal violence and partner relationships that 

featured so prominently during in-depth interviews has also been reported in other 

settings, including elsewhere along the Thai-Myanmar border (Connelly et al, 2013; Falb 

et al, 2013b; Meyer et al, 2013). For example, Meyer et al. (2013) identified alcohol use 

and arguments within parental couples as the greatest stressors in a different refugee 

camp on the border, with significant negative psychological impacts on couples and on 
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their children, perpetuating the cycle of distress into the next generation (Meyer et al, 

2013).  

 

Trauma experiences are common among migrant populations, and migrant women in 

particular are at risk of gender-based trauma (Hossain et al, 2014; Kalt et al, 2013). 

Women in the current cohort study reported few instances of sexual violence, and there 

may have been a reluctance to discuss this sensitive topic. However, overall, 53.1% of 

labour migrants and 64.1% of refugees had been exposed to at least one traumatic event. 

These figures contrast with a recent study among internally displaced persons in Karen 

State, which found that ten percent of households had been exposed to human rights 

abuses (Parmar et al, 2015). In the current study, having experienced one or more 

traumatic event doubled the odds of perinatal depression (adjusted OR 2.4 for moderate-

severe depression; 2.2 for any depression). Similar associations between trauma and 

depression have been reported in Karenni refugees in northern Thailand (Lopes Cardozo 

et al, 2004).  

 

A self-reported history of depression was also significantly associated with perinatal 

depression, with adjusted odds ratios of 2.3 and 3.4 for moderate-severe depression and 

any depression, respectively. In the systematic review, prior depression was also 

identified as a risk factor, with one study reporting an odds ratio of almost thirty (Bjerke 

et al, 2008). In the context of the Thai-Myanmar border, where mental disorders are 

rarely formally diagnosed or managed by health professionals, a history of depression is 

elicited based on women’s own perceptions around whether or not they have previously 

experienced symptoms of depression. Prior to the study, this question was considered 

potentially problematic given the vastly different ways in which individual women might 
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interpret the concept of past depression. The strong association serves as a powerful 

reminder that subjective, individual experiences should be taken seriously. It also 

suggests that asking about past depression might be useful as part of a wider programme 

to detect perinatal depression in this setting, though further exploration is required to 

confirm this.  

 

Findings of both the quantitative and qualitative study components suggest that there are 

a group of women who are likely to be particularly vulnerable as a result of exposure to a 

host of co-existing and mutually-reinforcing psychosocial challenges. The reality for 

many migrant women in this setting is that life is strenuous, and challenges across every 

aspect of life create a continuous cycle of adversity. The example has already been 

discussed of men’s alcohol use exacerbating interpersonal violence which in turn places 

strain on relationships. In turn, strained relationships may be one of the contributors to 

men’s drinking habits. In a Malawian study, Stewart et al. (2014) found that a lack of 

support from partners was perceived by pregnant women as a generalized insufficiency 

of support in their lives, which in turn was associated both with depression and intimate 

partner violence (Stewart et al, 2014). There is also evidence that depressed women are 

more likely to feel dissatisfied with any given level of support received, creating a bi-

directional association between depression and social support (Dennis, 2014). The issues 

of difficult partner relationships, alcohol use, interpersonal violence and perinatal 

depression are thus inextricably intertwined.  

 

The concept of a “difficult life” is similarly complex. This concept, which in the context 

of the Thai-Myanmar border encompassed past trauma, present challenges of every day 

life and future uncertainties, has been described in several other settings. For example, 
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Fernando et al. (2010), working with conflict-affected Sri Lankan youth, ascribed 

depression to a “host of enduring stressful conditions of daily life” (Fernando et al, 

2010). Anderson et al. (2017) refer to migrant women’s vulnerability “on the basis of 

their migrant status in combination with social isolation, minority ethnicity, low 

socioeconomic status, insecure legal status, poor language proficiency and many other 

factors” (Anderson et al, 2017).  

 

The fact that this complex array of social adversity exists and that it is an important 

determinant of migrant women’s depression status is not in itself surprising. It is 

noteworthy, however, that migration-specific factors that have been associated with 

perinatal depression in other settings – including duration since migration, lack of host 

language proficiency and precarious legal status – were not prominent risk factors on the 

Thai-Myanmar border. If migrant women have a higher risk of perinatal depression than 

non-migrant women in this setting, then perhaps this is not the result of migrant-specific 

risk factors per se but rather a results of their higher likelihood of experiencing multiple 

psychosocial adversities simultaneously (Anderson et al, 2017; Howard et al, 2014). This 

issue warrants further exploration.  

 

8.3.3 Differences between refugee and labour migrant women  

 

Labour migrants and refugees share many similarities but each group faces unique 

stressors that might potentially impact upon their risk of perinatal depression. In the 

cohort study, univariable analysis found that labour migrants had a lower risk of perinatal 

depression than refugees, though the association was only statistically significant for any 

depression (OR 0.65; 95% CI 0.46–0.91). However, after adjusting for age, self-reported 

history of depression, interpersonal violence, trauma and social support in the 
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multivariable model, this association reversed, and labour migrants became twice as 

likely to experience moderate-severe perinatal depression (adjusted OR 2.08; 95% CI 

1.09–4.00). The association between migrant category and depression may have been 

obscured by differences between the two labour migrant sites: though the difference 

failed to reach statistical significance, prevalence of moderate-severe perinatal depression 

appeared to be higher at Wang Pha (25.2%) than at Mawker Tai (10.4%).  

 

The higher risk of perinatal depression among labour migrants might be explained by the 

fact that compared with the refugee community, they have more acutely precarious day-

to-day lives. The need to find work often on a daily basis, the lack of long-term income 

security, poor access to health and social support services including schooling for their 

children and their undocumented status all make for an intense and challenging 

existence. Yet at the same time, there are other aspects life in which labour migrants 

might be perceived as ‘better off’ than refugees. For example, labour migrants’ reasons 

for moving to the border region were largely economic, and the majority planned to 

return to their home towns and villages in the future. Working on the Thai-Myanmar 

border for higher wages is regarded by many as a ‘temporary’ rather than a permanent 

move. In contrast, refugees mostly hoped to be resettled to high-income countries. These 

represent very different life situations and may have a psychological impact on 

individuals. Labour migrants arguably have made a somewhat more active decision to 

migrate temporarily, thus perhaps exhibiting a greater degree of agency over their lives 

and destinies. Refugees, on the other hand, remain in limbo, trapped “between the tiger 

and the crocodile” – not wanting to return to Myanmar, where they feel unsafe, and with 

little prospect of being resettled to ‘third’ countries or allowed to remain in Thailand  

(Human Rights Watch, 2010). Indeed, much of the rhetoric around migrant mental health 
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assumes that ‘forcibly’ displaced populations such as refugees – with their greater 

exposure to trauma – are at greater risk than labour migrants. The systematic review 

found that surprisingly few studies including a direct comparison of different migrant 

categories. Results from the Thai-Myanmar border suggest that the dichotomy of 

refugees and labour migrants and their respective risks of mental disorder may not be so 

clear-cut.  

 

Experiences of discrimination may also contribute to differences in the prevalence of 

perinatal depression. Minority ethnic status and discrimination are known risk factors for 

perinatal depression (Anderson et al, 2017). Labour migrants, whose homes and working 

lives are embedded in rural Thai villages, represent a minority group exposed to 

discrimination from employers, authorities and Thai society in general. Refugees’ 

experiences are somewhat different, especially for the Karen who constitute an 

established majority within the confines of the camp. However, discrimination is evident 

even within the migrant community, both in the refugee camp and in rural villages. 

Discrimination is discernible between many ethnic groups but is perhaps most apparent 

against the Burman Muslim minority who are barred from settling in certain areas along 

the border by various armed ethnic minority groups. In Maela camp, Christian, Buddhist 

and Muslim communities reside in different sections, partly reflecting historical 

boundaries between precursor camps but partly also in effort to avoid conflict between 

groups. Research focusing on the specific circumstances and mental health needs of 

Burman Muslim women is much-needed, particularly in light of the current humanitarian 

crisis in Rakhine State in northeastern Myanmar.  
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8.3.4  Suicidal ideation during the perinatal period  

 

Suicide is a leading cause of maternal death across many settings (Fuhr et al, 2014; 

Knight et al, 2016; Palladino et al, 2011). Although few studies have examined the risk 

of maternal suicide in migrant populations specifically, migrant populations in general 

are known to carry a high risk of suicide (Vijayakumar, 2016). Between 1998 and 2015, 

suicide accounted for 9% (6/65) of maternal deaths at SMRU (Fellmeth et al, 2016c). 

Because suicides are commonly under-reported or misclassified in low- and middle-

income countries, the true contribution of suicide to maternal death in these settings is 

likely to be higher than current estimates suggest (Fuhr et al, 2014). 

 

Both quantitative and qualitative study components of this research highlighted the 

significance of suicidal ideation in this setting. Almost a third (29.0%) of women 

reported suicidal ideation during the perinatal period. This was significantly higher than 

the prevalence of 7.4% among (non-perinatal) Karenni refugee women in northern 

Thailand (Falb et al, 2013a) and the prevalence of 3.8% among perinatal women in the 

USA (Kim et al, 2015). Lower rates were also found in a worldwide systematic review of 

suicidal ideation in post-partum women, which reported prevalence estimates ranging 

from 4% in Finland to 15% in India (Lindahl et al, 2005).  

 

Suicidal ideation was correlated with perinatal depression in the cohort study: as the 

severity of depression increased, so did the prevalence of suicidal ideation. Yet over half 

of women with suicidal ideation had mild or no depression. This distribution of suicidal 

ideation across the entire spectrum of depression has a number of implications. Firstly, it 

serves as a reminder that from a population perspective, the majority of suicides occur in 

low-risk populations, and that prevention efforts must therefore not focus solely on high-
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risk individuals (Kim et al, 2015). Secondly, it perhaps gives further credence to the 

importance and relevance of the depression NOS category, as discussed further below. 

Finally, it suggests there may be alternative mechanisms and risk factors for suicide in 

this setting that work independently of depression status.  

 

Haroz et al. (2016) worked with trauma-affected populations across eight diverse settings 

globally and found that among Burmese refugees in Thailand, suicidal thoughts were a 

poorer indicator of depression than in any other setting (Haroz et al, 2016). Interestingly, 

the authors speculate whether among the Burmese refugee population, suicidal ideation is 

not being driven by depression but by a separate construct (Haroz et al, 2016). A global 

study of suicidal ideation supports this notion, reporting that while depression is a risk 

factor for suicide ideation in high-income countries, in low-income countries thoughts of 

death and suicide appear to be more closely related to impulse control disorders (Nock et 

al, 2008). Beck et al. (1993) assessed the respective associations of hopeless and 

depression with suicidal ideation and concluded that that hopelessness was a better 

predictor of suicidal ideation than depression (Beck et al, 1993).  

 

The experiences of severely depressed migrant women on the Thai-Myanmar border 

suggest that there may be a variety of contributors to suicidal ideation. Many of the 

women interviewed had made previous attempts at suicide. For some, the act bore the 

characteristics of impulsivity, being carried out in response to an acute trigger event. For 

others, suicide was tied to long-standing frustration around chronic hardships and a deep 

sense of hopelessness with regards to the future. Evidence suggests that of those with 

suicidal ideation, approximately a third will make a suicide attempt (Nock et al, 2008), 
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though adults of childbearing age may have a lower threshold for acting on suicidal 

ideation (Kim et al, 2015).  

 

Within the cohort component, a self-reported history of depression was associated with a 

five-fold increase in suicidal ideation (adjusted OR 5.56), while having lived in the 

current duration for over a year was protective. The prevalence of suicidal ideation did 

not differ significantly according to migrant status, ethnicity, religion or language. The 

high rates of suicidal ideation, the significant number of completed maternal suicides on 

the Thai-Myanmar border and the severe consequences of maternal suicide on families, 

children and wider society make an urgent case for efforts to prevent suicide (Kim et al, 

2015).   

 

8.3.5 Depression NOS: conceptual implications  

 

A significant proportion of migrant women were diagnosed as having depression NOS. 

As a category, depression NOS is not commonly used in clinical contexts nor in 

epidemiological studies, as emphasis has been predominantly on major and minor 

depressive disorders. When minor depression was introduced as a diagnostic category in 

the DSM-IV, it was initially met with similar resistance by those who argued that its 

symptoms were not severe enough to warrant medical attention or treatment (Fils et al, 

2010). With time, however, minor depression has become well-established within the 

epidemiological literature. Whether depression NOS will follow suit remains to be 

established, but for the time-being it remains regarded by many as a sub-threshold 

condition with little clinical relevance (Fils et al, 2010). Another criticism of the NOS 

category is that it might risk pathologising ‘normal’ levels of human distress. Labelling 

mild symptoms of depression as a medical disorder could lead to the medicalisation of 
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emotional and behavioural responses that could fact be regarded as appropriate within the 

context of displacement, trauma and extreme and continued adversity.  

 

While these factors might support discounting depression NOS altogether, there are 

several important counter-arguments which highlight the importance of this category and 

its particular relevance in the current setting. Firstly, the proportion of women who fell 

into the depression NOS category was significant. More women fell into this category 

than into any other depression category. These women experienced levels of distress that 

were clinically significant and impacted upon their social and/or occupational 

functioning. Such levels of distress and impact upon daily lives occurring across such a 

substantial percentage of the population represent a significant public health burden.   

 

Secondly, women with depression NOS differed clinically from women without 

depression. Although these women did not meet the requirements for minor or major 

depression, nor did they meet the criteria for an absence of symptoms that would have 

placed them into the negative category. The difference between women with depression 

NOS and those negative for depression was clear to study team members and provides a 

further justification for retaining the NOS category. Similar observations have been 

reported with regards to minor depression: Wagner et al. (2000) illustrated the 

importance of minor depression with his findings that patients with minor depression 

were more impaired than those without depressive symptoms and were qualitatively 

similar to patients with major depression (Wagner et al, 2000). 

 

A third argument for the inclusion of depression NOS pertains to differences in what is 

perceived as important within a structured diagnostic tool. The SCID and other Western-
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derived assessment tools place importance on the number of symptoms experienced and 

the frequency with which they are experienced. This emphasis on timeframes and 

frequencies did not sit easily with participants on the Thai-Myanmar border, who often 

found it difficult to give precise answers around timing of symptoms. It may be that in 

this culture greater weight is given to the symptoms in and of themselves, and to the 

extent to which they affect everyday lives. Limitation in functioning, a key DSM 

criterion for both major and minor depression, was experienced by many of the women 

in the NOS category. Elsewhere it has been reported that depressive symptoms can result 

in impairment even without a diagnosis of major depression, and that many individuals 

who seek help for depressive symptoms do not formally meet the DSM criteria for major 

depression (Fils et al, 2010). The NOS category allows for greater leniency in deciding 

what constitutes clinically ‘significant’ symptoms.  

 

Fourth, little is currently known about depression NOS as a category as data is rarely 

collected. Minor depression is now known to be a predictor of major depression, and it is 

conceivable that depression NOS may similarly be a predictor of more severe depression. 

Mild forms of depression might even be amenable to certain preventive interventions, 

which would prevent progression to more severe forms of depression (Patel, 2017). 

Kessler et al. advocate for the retention of mild mental disorders in the new DSM-5 

nosology in light of evidence that even mild depressive symptoms may be associated 

with later comorbidity (Kessler et al, 2003). In order to better understand the relationship 

of different depressive categories to each other, the category of depression NOS needs to 

be incorporated into future epidemiological studies.  
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Finally, given the limited knowledge around perinatal depression on the Thai-Myanmar 

border, and the limited research around mental disorders in general in the Burmese and 

Karen cultures, there was a risk of missing important, culturally-bound manifestations of 

depression if the scope was too narrow or the criteria overly stringent. The depression 

NOS group may have represented women who according to a different set of items and 

criteria may have been diagnosed with a more severe form of depression. Discounting 

this category risks ignoring significant levels of distress present within a population. It 

risks falsely labelling women with non-severe symptoms as being psychologically 

unaffected by their circumstances, leaving these women undiagnosed and less able to 

access support (Fils et al, 2010).  

 

An alternative approach to the psychiatric diagnoses of depression has been proposed 

which involves replacing the current binary categorisation system (i.e. ‘case’ vs ‘non-

case’) with a dimensional approach (Patel, 2017). For instance, an ordinal scale ranging 

from wellness to severe depressive disorder could be applied, with increasing levels of 

severity and/or chronicity of symptoms (Jacob & Patel, 2014; Patel, 2017). Such an 

ordinal approach recognises that the phenomenon of depression occurs on a continuum 

and that no single line can clearly “discriminate the miseries of daily life from a disorder” 

(Patel, 2017). It also acknowledges that individuals experience distress in a number of 

ways and that deviations from the standard criteria of depressive disorder do not imply 

lesser clinical significance. Such an approach would enable mild depression to be 

mapped, retained as a diagnostic category, taken seriously and treated according to its 

severity status whilst recognising its low grade relative to other categories.  
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Overall, this study highlights the utility of depression NOS as a diagnostic category. 

Depression NOS allows the epidemiological burden of distress within a population to be 

determined, highlighting the significant proportion of women who experience distress 

but would go undocumented if the diagnostic focus remained narrowly on minor and 

major depression. From the individual as well as the public health perspective, it is vital 

that individuals who are distressed but do not reach diagnostic criteria for a severe 

depressive disorder are not dismissed: as well as the individual suffering caused, this 

group contributes a significant proportion of the overall population-level burden of 

impairment associated with depressive symptoms (Patel, 2017).   

 

8.4 Strengths and limitations 

 

8.4.1 Strengths  

 

To the author’s knowledge, this is the first research to assess the prevalence, risk and 

experiences of perinatal depression among migrant women who have resettled from one 

low-income country setting to another. The study sheds light on the psychological well-

being of this vulnerable group of women who are severely under-represented in the 

current literature, despite the fact that the vast majority of global migration flows occur 

entirely within low- and middle-income contexts. Though some previous studies have 

assessed the mental health status of general migrant and internally displaced persons in 

this region, none have looked specifically at women nor at perinatal depression.  

 

The use of a mixed-methods design is one of the greatest strengths of this research. 

Multiple study components including a systematic literature review, a validation study, a 

prospective cohort study, in-depth interviews and a stakeholder analysis were used to 
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establish a comprehensive body of evidence around this topic. A mixed-methods 

approach enabled an in-depth exploration of issues pertinent to perinatal depression in 

this context. Particularly in low- and middle-income countries, combining quantitative 

and qualitative components can enhance understanding of social, economic and cultural 

contexts surrounding health (Ozawa & Pongpirul, 2014). Quantitative methods provided 

information on the extent of perinatal depression and quantified associations with risk 

factors, whereas qualitative methods provided a more holistic and ethnocentric view 

(Ozawa & Pongpirul, 2014). 

 

The systematic review represents the first review to consolidate existing research around 

perinatal mental disorders among migrant women from low-income countries. The 

review was comprehensive, including prevalence, risk factor and intervention studies, 

and identified significant gaps in the existing evidence. 

 

The validation study component formally assessed the Refugee Health Screener, selected 

for its direct relevance to refugee populations, for use in this setting. Strengths of the 

validation component include the large number of participants for each language and the 

fact that views of local staff administering the screen were also collected. The views of 

local staff were considered central to the sustainability of screening for the duration of 

the research and beyond. To the author’s knowledge, this study component represents the 

first time the Refugee Health Screener was tested among migrants in a low-income 

setting. 

 

The prospective cohort study allowed depression prevalence to be assessed and 

compared at different stages of pregnancy and post-partum. The sample size of 568 
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women is a strength, as is the extensive follow-up of participants from the first trimester 

of pregnancy through to one month post-partum. The use of a diagnostic interview rather 

than a screening tool was another asset, particularly in light of the systematic review 

findings that studies to date have tended to rely on screening tools. Although self-report 

measures may be fairly accurate and can facilitate the identification of depression in 

certain contexts, they are prone to over-estimating the true burden of disease.  

 

The qualitative component significantly enhanced understanding of the lived experiences 

of perinatal depression in this setting from the perspectives of a sample of severely 

depressed women. Assessing mental health status in cross-cultural settings is complex, 

especially when multiple cultural groups are included in a single setting. Symptoms and 

experiences of perinatal depression and the way in which they are reported are shaped by 

social, cultural and linguistic dynamics, and the in-depth interviews helped to ensure that 

these manifestations of distress were captured (Meyer et al, 2013). Women provided a 

wealth of insight into their conditions, their perceived causes, the complex array of 

challenges they face on a daily basis and ways of coping with symptoms. In-depth 

interviews allowed results emerging from the quantitative component to be explored in 

more detail, and provided greater insight by presenting women’s own perspectives 

(Cresswell, 2009; Ozawa & Pongpirul, 2014).  

 

By including labour migrant and refugee women from the same region, this research was 

able to directly compare the prevalence of perinatal depression in these two groups which 

have similarities but also differences. Few previous studies have compared different 

categories of migrants, and those few that have did not always conduct comparative 

analyses (Shishehgar et al, 2017). The systematic review found that refugees are 



281 

 

generally under-represented within migrant perinatal mental health research, and few 

studies have examined mental disorders in migrant populations prior to resettlement 

(Meyer et al, 2013). In the current study, although all women have resettled from their 

place of origin to the Thai-Myanmar border, many refugee women consider themselves 

to be pre-resettlement to higher-income destinations. The importance of including hard-

to-reach groups of migrants such as those with insecure legal status and those who do not 

speak the host country language has also been emphasized (Anderson et al, 2017). The 

current study includes a significant proportion of such women. Overall, the cohort study 

thus addresses a large number of gaps in the current evidence base.  

 

The Thai-Myanmar border represents an area of protracted displacement, and the local 

migrant community is a melting pot of cultures and ethnicities. Drivers for migration in 

this region are multi-faceted and complex, and while some have been displaced for 

decades, others have only recently arrived. This complexity has created a blurring of the 

distinction between labour migrants and refugees. As global migration crises across the 

world are dragged out by on-going conflicts and persistent poverty without easy 

resolution, such protracted migration will become increasingly common. Unless 

international-level immigration policies change, low- and middle-income countries will 

likely continue to absorb the majority of displaced migrant communities. The findings of 

this research will therefore be highly pertinent to migrant situations across multiple 

settings.  

 

A final strength of this research is its comprehensive and holistic approach to perinatal 

depression. Work around prevalence encompassed minor and major depression as well as 

the less-commonly used category of depression NOS, in order to capture the widest 
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possible range of symptoms. Risk factors considered across the systematic review, cohort 

study and in-depth interviews encompassed demographic, migration-related, 

psychosocial and clinical factors. This broad focus enabled a wide variety of potential 

determinants of health to be assessed (Meyer et al, 2013). 

 

8.4.2 Limitations 

 

There were a number of limitations to this research. With regards to the systematic 

review, high heterogeneity between studies which persisted in pre-determined subgroup 

analyses meant that meta-analysis was not appropriate. The search strategy was 

originally conducted in January 2015 and requires updating in order to capture recent and 

emerging evidence. 

 

During the validation component, staffing constraints meant that the same assessor 

consecutively administered the SCID and the RHS at two out of the three study sites. The 

only site where blinding was possible (Mawker Tai) had a lower overall prevalence of 

depression, making it difficult to test for any association between blinding status and 

depression. Verbal administration of the RHS may have influenced results through social 

desirability bias or a reluctance to disclose sensitive information face-to-face (Bowling, 

2005). However, the low literacy status of many participants and previous experience of 

asking women to self-complete questionnaires precluded self-assessment  (Bowling, 

2005). There may in fact have been advantages to the verbal administration, as a 

sensitive interviewer can encourage the disclosure of information as well as provide or 

seek clarification when necessary (Cook et al, 2015).  
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A number of limitations centre upon the use of the SCID as a diagnostic tool. Ideally, all 

SCID interviews would have been conducted by a physician. This was not possible due 

to limitations in resources and the study being carried out across three sites 

simultaneously. There may also have been variation between interviewers across sites. 

These shortcomings are common across many resource-constrained settings (Office & 

Myanmar, 2006; Zaw, 1997). In order to maximise accuracy and consistency, the author 

rotated between sites and co-conducted as many of the interviews as possible. Study staff 

received training prior to the start of the study by the author who had participated in 

American Psychiatric Association training. In many ways, local staff may in fact be 

better equipped to establish trust and to understand, recognise and respond to culturally-

bound manifestations of mental disorders than less locally-experienced medical experts 

(Marley et al, 2017). In resource-constrained settings it is also neither desirable nor 

sustainable to rely on specialists to manage mental disorders (Marley et al, 2017). 

Training and engaging local staff to conduct this study built up experience and expertise 

within the community and ensured that screening procedures and management patterns 

were sustainable. 

 

Importantly, the SCID itself has not been formally validated in this setting. The SCID 

was initially selected for use as a ‘gold standard’ comparator within the validation study 

component. Because it performed better than a number of screening tools tested, the 

decision was made to proceed solely with the SCID. Ideally, however, the SCID would 

have undergone a formal validation process against the clinical judgement of a 

psychiatrist with culturally-specific expertise in order to ensure that it was functioning 

with a high degree of sensitivity and specificity. The absence of psychiatric expertise in 

this region meant this was not a viable option. Statistical methods to adjust for “imperfect 
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gold standard bias” in validation studies exist, but it was beyond the scope of this 

research to apply this Bayesian statistical approach (Gelaye et al, 2014).  

 

As is the case for most measurement instruments in global mental health research, the 

SCID was developed according to a Western-centric model of psychopathology (Haroz 

et al, 2016; Schweitzer et al, 2011). Although the applicability of the SCID to other 

populations has been demonstrated, its use in Karen or Burmese languages has not 

previously been documented and the possibility that culturally-specific symptoms of 

perinatal depression were missed cannot be ruled out. For example, somatic symptoms of 

perinatal depression are common in Asian cultures but may not have been picked up by 

the SCID which focuses primarily on psychological symptoms (Fisher et al, 2012; 

Klainin & Arthur, 2009; Patel & Sumathipala, 2005). In a study exploring pregnant 

women’s perceptions of mental illness on the Thai-Myanmar border, women described a 

‘heavy head’, tingling and numbness as characteristic of depression (Fellmeth et al, 

2015). A study of Karenni refugees in Northern Thailand identified similar somatic 

symptoms including numbness, thinking too much, and feeling hot under the skin (Lopes 

Cardozo et al, 2004). Women who presented with only these symptoms may not have 

met the DSM-IV criteria and this could have led to an under-estimation of the true 

prevalence of perinatal depression.  

 

The SCID items on changes in sleep and appetite, both of which can be normal 

manifestations of pregnancy, also posed a limitation. Attempts were made to avoid the 

misattribution of these symptoms to depression by coding responses as negative unless 

they were clearly attributed by participants to their depression status. Nevertheless, the 

miscoding of these items cannot be ruled out. Overall, however, the SCID was selected 
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for use because it was superior to a number of screening tools identified and was the tool 

of choice for local staff. The open questions brought to light an array of more nuanced 

expressions of distress that screening tools are unlikely to have elicited (Schweitzer et al, 

2011). The SCID, delivered by appropriately trained and locally-sensitive clinicians, 

therefore offered the best possible assessment of depression in this setting.  

 

Within the cohort component, a number of women were treated and the natural 

progression of perinatal depression therefore cannot be established. Excluding women 

who received treatment from statistical analyses was considered. However, even among 

untreated women, the repeated SCID interviews in themselves may have had an 

inadvertent therapeutic effect by providing women with an opportunity to voice their 

feelings. A study of newly resettled Karen refugees in the USA which asked about 

experiences of torture found that participants reported feeling “as if a heavy load had 

been lifted” following their interviews (Cook et al, 2015). A treatment effect would have 

resulted in an under-estimation of the true prevalence of perinatal depression at all stages 

except for the baseline assessment.  

 

The lack of a non-migrant control group constitutes another shortcoming. This meant it 

was not possible to assess the extent to which perinatal depression was attributable to 

migrant status per se. A number of options were considered with regards to a control 

group, none of which were straightforward. Using a group of Thai, perinatal women from 

the local area as a comparison would have been problematic given the substantial socio-

economic differences between Thai nationals and the migrant community. Non-migrant 

women living in Myanmar may have been more suitable, and the possibility of including 

pregnant women living in Myawaddy, a border town located directly opposite Mae Sot 
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on the Myanmar side, was explored. However, logistical constraints and limited 

collaborations with institutions in Myanmar meant that ultimately this was not possible.  

 

Further interesting insights would have been provided by the inclusion of a control group 

of non-perinatal women. The results of the research are unable to attribute perinatal 

depression to pregnancy status. Indeed, the lack of mention of pregnancy status during 

in-depth interviews would suggest that depressive symptoms in this group of women may 

be unrelated to their pregnant or post-partum status. Future research might compare rates 

of depression between perinatal and non-perinatal migrant women in this setting.  

 

In-depth interviews were conducted with a small group of women who may not have 

been representative of all severely depression migrant women in this setting. A particular 

short-coming was the under-representation of labour migrants, Burman Muslim women 

and those who came from a linguistic minority group. Time constraints of the 

interviewers as well as difficulty contacting women underlay these issues. Labour 

migrant women in particular were difficult to contact due to their mobility and frequent 

change of address and phone numbers, and it was also more difficult for labour migrant 

than for refugee women to attend ANC for interview. Women who could not be 

contacted may have represented a particularly vulnerable group of depressed women. 

Although rigorous qualitative methods of analysis were applied, the conclusions drawn 

from in-depth interviews are only one of many possible interpretations of women’s 

narratives and they should be understood as indicative rather than definitive or absolute. 

Given the prevalence of depression NOS in this setting, in-depth interviews with women 

in this category would have helped better elucidate the experiences of this particular 

group.  
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Finally, language and linguistic issues may have influenced results of quantitative and 

qualitative study components. There is no exact Sgaw Karen term for depression, though 

words exist for conditions similar to depression. The Karen and Burmese languages lack 

the precision typical of a language such as English with a more extensive vocabulary. 

This created difficulty especially when establishing the frequency with which certain 

symptoms occurred, but there may also have been other areas in which meanings were 

lost in translation. More comprehensive methods of translation of tools for use in cross-

cultural contexts may have helped to address some of these issues (Sumathipala & 

Murray, 2000). Stigma, recall bias and a social desirability bias may have led to an 

under-reporting of depressive symptoms, interpersonal violence and experiences of 

trauma. 

 

8.5 Implications for policy, practice and research 

 

8.5.1 Implications for policy and practice 

 

As a final component of this research, a sounding was made of stakeholders engaged in 

mental health or psychosocial work along the Thai-Myanmar border. Stakeholders 

included a Bangkok-based psychiatrist; two social workers from an NGO working on 

psychosocial and educational issues on the Thai-Myanmar border; a psychologist 

working for a medical NGO within a refugee camp on the Thai-Myanmar border; a 

mental health researcher working with labour migrants in Mae Sot and five SMRU staff 

working on the present study. Stakeholders uniformly confirmed that perinatal 

depression is under-recognised and under-treated in this region. Their views around 
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priorities for action are incorporated into this section on implications for policy and 

practice.  

 

Results of this research have several implications for practice. Efforts to address the 

significant burden of perinatal depression in this setting should incorporate primary, 

secondary and tertiary forms of prevention (Klainin & Arthur, 2009). The Thai-Myanmar 

border region is a resource-constrained area with a large number of different health 

priorities, and it is important that recommendations for practice remain feasible and 

realistic within the context of this environment.  

 

Primary interventions aim to prevent the onset of perinatal depression. In the local 

context, primary prevention might include interventions for women at increased risk of 

developing perinatal depression. Women who have experienced trauma or interpersonal 

violence, those with low levels of social support and those with a previous history of 

depression constitute risk groups in this setting and might benefit from supportive 

interventions to prevent the occurrence of perinatal depression. Interventions should 

focus on addressing the underlying drivers of perinatal depression in this setting, such as 

the building up of strong and responsive social support networks, promoting women’s 

empowerment and providing support to those experiencing interpersonal violence. 

 

Evidence from high-income settings has shown mixed results in the evaluation of 

psychological, psychosocial and psycho-educational interventions to prevent perinatal 

depression (Dennis, 2014; Werner et al, 2015). These preventive initiatives can be based 

on a number of underlying approaches including interpersonal therapy and cognitive 

behavioural therapy and be delivered in a variety of formats, ranging from community-
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based group sessions to hospital-based individual or couples-based therapies (Clarke et 

al, 2013; Dennis, 2014; Werner et al, 2015). The most appropriate modality for any given 

context would be determined according to the characteristics and needs of the local 

community (Dennis, 2014). 

 

Preventive interventions are well-suited to community settings. In Maela camp, strong 

leadership from camp committees, religious leaders and other community representatives 

could help in the establishment of community-based activities. Among labour migrant 

communities which are much more dispersed geographically, such interventions are 

significantly harder to organise. For these populations, efforts might be concentrated in 

health facilities, though activities would not necessarily need to be led by healthcare 

staff.  

 

Specific efforts to address suicidal ideation and prevent suicide are also indicated. 

Following the suicide of a study participant, a workshop on suicide was held at SMRU 

with multiple stakeholders including SMRU counsellors and midwives, counselling staff 

from other medical providers, the refugee camp committee and IOM. This was followed 

by a suicide awareness day at Maela and more recently by a training event for camp 

leaders and health workers around suicide run by an IOM psychiatrist. Such events and 

efforts need to be continuous in order to be effective and sustained and for messages 

around suicide to be effectively heard across the migrant community. The significant 

proportion of women with suicidal ideation who did not fall into any of the depression 

categories underscores the importance of community-level programmes to reduce suicide 

ideation at the population level (Kim et al, 2015).  
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Alongside community-based primary prevention programmes, secondary prevention 

efforts for the early detection and treatment of perinatal depression are recommended 

(Klainin & Arthur, 2009). A lack of knowledge and an element of shame that persists 

around perinatal depression means that women may be reluctant to volunteer symptoms, 

and that the conversation could therefore be facilitated if initiated by health workers 

(Cook et al, 2015; Klainin & Arthur, 2009).  

 

The perinatal period offers a valuable window of opportunity of frequent contact between 

women and health providers, and in many high-income settings pregnancy women are 

now asked about symptoms of depression at their antenatal visits. At SMRU, findings of 

this research have led to the introduction of screening in ANC. All pregnant women are 

asked about low mood, loss of pleasure and suicidal ideation at their first ANC 

attendance. Those who respond positively to any one of the items are assessed more 

comprehensively using the full SCID. The validity and effectiveness of this case 

identification initiative requires systematic evaluation. In an effort to improve primary 

prevention efforts, some have also advocated screening for psychosocial risk factors such 

as interpersonal violence, and this might be a future consideration for SMRU (Connelly 

et al, 2013).   

 

It is important that screening programmes are complemented by regular staff training 

(Klainin & Arthur, 2009). At SMRU, all staff received training from a local mental 

health NGO in June 2016, but such training needs to be on-going. Emotional support for 

staff including regular debriefing sessions are also required in order to maintain 

motivation and prevent ‘burnout’ (Munodawafa et al, 2017). Without strong local 

leadership, mental health issues can fall by the wayside as other health challenges which 
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are deemed more urgent, and which staff perhaps feel more comfortable dealing with, 

take priority. Overcoming these challenges requires resources in the form of continuous 

and on-going training for staff and dedicated and long-term staff with expertise in mental 

health.  

 

Screening efforts must also be accompanied by adequate capacity for treatment and 

referral mechanisms. These constitute tertiary prevention efforts to appropriately manage 

symptoms perinatal depression among women suffering with the condition. The evidence 

base around effective interventions in low-income settings is growing. For instance, in a 

study by Atif et al. (2017), women from local communities in rural India and Pakistan 

received training and effectively delivered a psychosocial intervention for depressed 

mothers (Atif et al, 2017). As with the primary prevention schemes discussed above, 

delivery of intervention programmes by community peers has been well-received across 

many low- and middle-income countries (Atif et al, 2017; Atif et al, 2016). Regular 

follow-up of depressed women by community health visitors during pregnancy and 

postnatally has also been shown to be effective in reducing women’s symptoms (Klainin 

& Arthur, 2009). 

 

During in-depth interviews, women with severe depression described a number of coping 

mechanisms including speaking to friends, seeking hobbies and religious activities. 

These might serve as starting points around which to base potential treatment initiatives. 

Women also welcomed the idea of group counselling sessions, feeling they could “learn 

from other women’s experiences”. Sessions organised around a common activity such as 

weaving or gardening could bring together women with similar experiences, enabling 

support networks to be established while simultaneously building women’s confidence 
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and skills (Salt et al, 2017). Holding such sessions in community settings could reduce 

the stigma of attending. Further discussions with affected women and relevant 

stakeholders are required to develop an appropriate intervention that might be piloted.  

 

The lack of resources is a limitation on the Thai-Myanmar border and across most low-

income settings (Atif et al, 2017). However, interventions do not necessarily need to be 

led by specialists, and much evidence has emerged around the effectiveness of 

psychosocial interventions delivered by non-specialists (Clarke et al, 2013; Patel, 2017). 

Peer support and self-help groups can also provide much-needed support (Dennis, 2014), 

and in low- and middle-income settings in particular, community peers who share the 

same cultural background and experiences as participants can be a powerful resource 

(Munodawafa et al, 2017). With appropriate training and on-going supervision and 

support, women from the migrant community could be trained to lead and deliver 

psychosocial programmes to the benefit of other women. Run well, peer-led groups also 

have the benefits empowering the local community, increasing women’s sense of 

ownership, building capacity and promoting long-term sustainability of interventions 

(Atif et al, 2016).  

 

Despite the stigma surrounding mental disorders, migrant women in this study talked 

openly about their feelings in a supportive, sensitive and confidential setting. Other 

studies of Karen populations have reported a similar willingness to discuss sensitive 

topics (Cook et al, 2015). This is promising, but nevertheless more work is required to 

further reduce stigma within the general community and increase awareness of mental 

illness. Conversations around mental illness and awareness-raising activities need to 
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occur across all sectors of the community including schools, workplaces and the media as 

well as in healthcare settings (Patel, 2017). 

 

The role of partners in interventions for perinatal depression has received little attention. 

Partners are an important potential source of both practical and emotional support for 

women (Dennis, 2014). In this context where much of women’s distress is based upon 

difficult partner relationships, women’s views on involving partners in interventions 

needs to be elicited with care and sensitivity. Provided women agree to it, involving their 

partners in intervention activities might instil upon partners a greater sense of 

involvement and responsibility. Engaging men in community-level discussions around 

alcohol use and domestic violence may also be an effective additional means of shifting 

perceptions (Meyer et al, 2013). Given the prominence of alcohol use among men in this 

community, the prevention of alcohol-related morbidity might also have a larger public 

health impact.  

 

Finally, much of the burden of perinatal depression in this setting appears to be 

associated with the wider socio-economic conditions of poverty and adversity. Tackling 

these complex issues requires long-term, multi-sectoral collaboration at national, regional 

and community levels and should encompass the many sectors impacting on health, 

including education, employment and access to services (Bambra et al, 2010). 

Programmes addressing interpersonal violence, helping women come to terms with past 

trauma and promoting social networks are needed alongside the primary, secondary and 

tertiary efforts listed above. The Thai-Myanmar border continues to be a region of social 

adversity and political tension for migrant populations, and the on-going recent 

humanitarian crisis within Myanmar has shown that for many displaced communities, a 
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return to their homeland remains unsafe (BBC News, 2017). Urgent efforts are required 

by all agents working along the border to meet the significant mental health needs of 

migrant women in this region. Ultimately, it is the tackling of these broad, social 

determinants of health that will enable meaningful and sustained improvements in mental 

well-being to be achieved (Anderson et al, 2017). 

 

8.5.2 Implications for research 

 

This study has highlighted a number of priorities for future research. Firstly, future 

studies of migrant perinatal mental health in low-income countries should include a 

control group of non-migrant women who are comparable to the migrant group. 

Depending on the context, the control group might be nationals of the destination 

country, or women in migrants’ country of origin who have not migrated. Control groups 

are vital in furthering knowledge around whether migrant status confers additional risk to 

migrant women in low-income settings. Secondly, along similar lines, the lack of 

reference to pregnancy status in this research led to the speculation that symptoms of 

perinatal depression in this group may not be related to perinatal status per se. 

Qualitative studies, and studies that include non-perinatal women from the same setting 

might be helpful to better understand this issue.  

 

Thirdly, while the prevalence of perinatal depression in migrant women has been studied 

extensively in high-income countries, conditions such as anxiety, post-traumatic stress 

disorder and psychotic disorders have received scant attention. Given the high co-

morbidity between mental disorders, future work would benefit from including a wider 

range of diagnoses. The inclusion of conditions that might be relevant in low-income 

settings such as depression NOS and somatoform disorders should also be considered. 
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Importantly, an additional and specific focus on suicidal ideation independently of 

depression status should also be considered.  

 

Fourthly, while studies to establish the prevalence and risk are important to better 

understand the epidemiology of perinatal depression in migrant communities, it is also 

essential that the research agenda moves beyond this to incorporate the design, piloting 

and implementation of interventions, along with rigorous evaluations thereof. In this 

way, changes can occur on the ground that will greatly enhance the experiences of 

migrant women through the perinatal period.  

 

Finally, qualitative work provides great insight into culture-specific experiences and 

drivers of perinatal depression. Future qualitative studies might focus also on protective 

factors including the concept of resilience – an overlooked area within migrant research 

(Shishehgar et al, 2017). Understanding the factors that help women to cope with and 

adapt to stressful situations might be able to inform interventions by highlighting helpful 

activities or behaviours.  

 

8.6 Conclusion 

 

This research highlights the importance of perinatal depression in migrant women in low- 

and middle-income settings, and emphasises the need to prioritise the mental health 

needs of this vulnerable group. Perinatal depression represents a significant burden 

carried by labour migrant and refugee women living on the Thai-Myanmar border, to the 

detriment of their own health, the well-being of their children and families, and to society 

in general. Psychosocial factors including interpersonal violence, past trauma and 

difficult relationships with partners account for much of the risk of perinatal depression, 



296 

 

alongside the difficult life circumstances experienced by migrant women on a daily basis 

in this setting. 

 

Much work lies ahead. In a world where the drivers of migration show no signs of 

calming, sustainable and effective methods to identify and treat perinatal depression in 

migrant populations are urgently needed. The focus of research on migrant mental health 

must shift from high-income destination countries to low- and middle-income countries, 

where the bulk of global migration flows occur. Future research should take care to 

assess mental health status in ways that are culturally sensitive and appropriate. 

Improvements in the recognition treatment of perinatal depression require long-term 

collaborative and cross-sectoral working – a hard task in low-income, migrant situations 

where political tensions and instability are the norm. The direct involvement of migrant 

women in the design and implementation of future strategies to prevent and address 

perinatal depression is core to the success of such programmes. Efforts to better manage 

perinatal depression must be accompanied by preventative measures to promote mental 

health and address the wider, social determinants of health. It is only by tackling the 

complex array of factors impacting upon women’s mental health – from experiences of 

trauma through generalised poverty and unemployment to abusive relationships – that the 

plight of migrant communities might be improved.  
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Appendices 

 

Appendix 1. International media coverage of research 

 

Available from: http://www.bbc.co.uk/news/magazine-38423451  

 

Losing hope in Mae La 
By Gracia Fellmeth 

 

 
 

 
Image copyright James Connor  

 
On Thailand's border with Myanmar, also known as Burma, more than 100,000 people live in a 

string of refugee camps. Many fled ethnic conflict in their homeland decades ago, and have 

brought up their children here. Gracia Fellmeth arrived in one of the camps a year ago to study 

depression in women before and after childbirth. 

 

After an hour's bus journey through forest from the town of Mae Sot, Mae La appears suddenly, 

seemingly out of nowhere. In the morning mist, thousands of bamboo huts cling to steep limestone 

crags.  

 

It is the largest of nine refugee camps along the Thai-Myanmar border, and home to almost 40,000 

people. Many residents have spent their entire lives in this isolated place, unable to work and 

dependent on outside aid. The majority are Karen, one of Myanmar's largest ethnic minorities. 

It is a Wednesday morning, three months after my arrival, and the dusty waiting room is full. Pregnant 

women wait patiently to be seen by nurses, midwives and medics. They will have their bellies 

examined, their blood pressure monitored and their blood screened.  

http://www.bbc.co.uk/news/magazine-38423451
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Since my arrival, women are also offered a depression screen - a series of 10 questions to look for 

symptoms of depression, which is common in pregnancy. Our first patient today is 18-year-old Myo 

Myo. She is nine weeks pregnant. She enters the room, smiling. Lar Paw, a Karen counsellor and 

midwife I am working with, explains what the interview involves. Myo Myo agrees to take part. We 

sit down on the bamboo floor and begin.  

 

"In the past month, have you ever felt sad or down for long periods of time?" I ask.  

 

"Sometimes," Myo Myo replies. "We have some family problems. And not enough money." 

 

 
Image copyright James Connor  
 
Gracia Fellmeth screened many young pregnant women for signs of depression  

Calm and composed, she continues her story - a story by now familiar to me. She describes a happy 

relationship with her husband. Despite his alcohol dependency, he is good to her, she says, and she 

loves him. They are both happy about the pregnancy. However, there are tensions with her  
 

Continued overleaf 
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mother-in-law, who disapproves of Myo Myo and rebukes her for not contributing to household 

expenditure. 

 

Suicide is too common in Mae La - last year it accounted for half of all deaths among pregnant 

women and new mothers 

 

I want to know more about her symptoms. She tells us that the episodes of sadness are short-lived, 

occurring only once or twice a month and lasting an hour or so.  

 

"Do you ever think about hurting yourself, or about suicide?" I probe.  

 

Myo Myo hesitates.  

 

"Sometimes I think about it, if we have been arguing with my mother-in-law," she admits. She has 

never attempted suicide though, and assures us she is not planning to.  

 

A quarter of all women we speak to think about suicide at least occasionally. A smaller proportion - 

about 3% - have made attempts. We lack the resources to follow up all of these patients, so we focus 

only on those with pronounced thoughts of suicide or severe symptoms of depression.  

 

Myo Myo has other symptoms, too - low energy and "thinking too much" - but they occur only once 

in a while and do not seem to be out of the ordinary. We don't arrange a follow-up but we tell her to 

come and talk to us any time, if she wants to share her worries with anyone. 

 

 
Image copyright Getty Images  

 
Two days later I am on the bus to Mae La when a colleague asks me: "Did you hear about the suicide? 

A young girl. She was pregnant." 

 

My heart pounds. Was it someone I had interviewed? Someone we had been following up? Or worse, 

someone we hadn't followed up?  

 

Lar Paw stands outside the clinic waiting for me. 
Continued overleaf 
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"Doctor! We have a suicide. Do you remember this patient?" She hands me a file. It is Myo Myo's.  

I feel shaky. I remember her, and I remember that we had not considered her to be high-risk. Among 

the hundreds of women we had spoken to, Myo Myo, tragically, had not stood out.  

"Her husband also. They did it together," Lar Paw continues softly.  

 

A double suicide? I couldn't think straight. We had seen Myo Myo only two days ago. How could this 

have happened? Had we given her the idea of taking her own life? Was this all my fault? 

 

 
Image copyright Getty Images  
 
Later that day we go to Myo Myo's home to pay our respects. The family sits quietly. The two bodies 

lie in the middle of the room under a sheet, surrounded by candles. Two cups wrapped in plastic are 

lined with a fluorescent blue liquid - remnants of the toxic weed-killer that led the couple to their 

death. 

 

We sit in silence until Myo Myo's mother-in-law stumbles in, drunk. Myo Myo's sister-in-law shouts 

at her. "This is all your fault," she sobs. 

 

Later we find out about an altercation that had taken place earlier in the week between Myo Myo's 

husband and his mother, during which she had slapped him in the face. 

 

The death of this young couple left us deeply saddened, but also troubled. Should we have done more 

to encourage Myo Myo to put aside her thoughts of suicide? Could we have stopped her? 

 

Had it been the impulsive act of an adolescent in response to a family feud? Had a Buddhist belief in 

rebirth enticed the couple to leave this world and start a new, better, life together?We will never 

know.  

 

What we do know is that suicide is too common in Mae La - last year it accounted for half of all 

deaths among pregnant women and new mothers. What is the explanation? There could be many 

factors - including chronic uncertainty, hopelessness, boredom, and the legacy of the conflict that led 

these families to Mae La in the first place.  
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The names of the people in this story have been changed 

 

Read Gracia Fellmeth's report for BMJ Case Reports 

 
 

  

http://casereports.bmj.com/content/2016/bcr-2016-215527.abstract
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Appendix 2. National media coverage of research 

 

Available from http://www.bangkokpost.com/business/news/1284359/portraits-of-despair  
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Appendix 3 Regional media coverage of resarch 

 

Available from: http://www.refinery29.uk/suicide-myanmar-support-for-women  

 

Why Refugee Mothers Are Committing Suicide On The Thai-Myanmar 

Border 
 

Ali McAllister 09 July 2017, 07:25 

 
P H O T O :  A L I  M C A L L I S T E R  

Wang Pha waiting room 

 
Let’s play word association. I say, ‘epidemic’. You say: Cholera? Malaria? Bubonic plague? 
 
‘Suicide’ probably hasn’t come to mind but that’s how Shoklo Malaria Research Unit’s (SMRU) 
professor of tropical maternal and child health, Rose McGready, is describing the situation in Mae La, 
a 30-year-standing refugee camp on the Thai-Myanmar border. 
 
Last year, 57 cases of suicide and attempted suicide were reported here. The reasons, says McGready, 
are obvious: psychosocial and socioeconomic pressures and an uncertain future over which people feel 
they have no control. Mae La’s 40,000 inhabitants live with no citizen status, no social security and 
minimal basic resources. With limited access to education and meaningful employment, they must 
rely on aid for basic needs. 
 
The situation is troubling for the border’s several aid organisations, which are struggling to provide 
prevention and intervention programmes where human and financial resources are already scant. The 
challenge is compounded by the fact that mental health is an area of public health little understood by 
the local community, and a low priority for policymakers. The ‘big solution’, says McGready, is to talk 
about it. “We must generate a culture in which people feel comfortable to come forward and [talk 
about suicide] but currently, we are struggling to meet the target audience of young people.” 

 

I spoke to a group of students at a migrant school in the Thai border town of Mae Sot about why they 
think the epidemic is sweeping the camp, and why prevention programmes are struggling to have an 
impact. Four of them – Karen refugees from Myanmar’s troubled southeastern Kayin state, home to 
the country’s largest ethnic minority and battleground of a 50-year conflict between government and 
resistance armies – admit to knowing one or more people who have tried to take or have taken their 
own life inside Mae La refugee camp. 

 

Continued overleaf 
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“She only spoke with me about it after the first time she tried [to commit suicide],” explains 20-year-
old Linanna about her friend. “She’d drunk pesticide. I asked her why she’d done it. She said it was 
because her boyfriend had another girlfriend.” 
 

 
P HOT O:  ALI  MC ALLI ST ER  

 
Students from Mae La gather watercress. All of them know someone who has attempted suicide. 
Laura, 21, another Mae La inhabitant, talked about a friend who was there one day and gone the next. 
“I wondered why she was not in the school dormitory – nobody mentioned any reason. Only before 
the funeral ceremony my mother told me that she’d committed suicide. That was it. She said nothing 
more. Why was nothing said in school? Where there was potential to offer help to other young people 
who may be suffering suicidal thoughts?” 
 
Min Min, a Burmese man of 23, offered one reason: “As our grandfathers and mothers felt [suicide] to 
be shameful, so do we. Also, Burmese people are very shy. We don’t share our problems. Especially 
mistakes...” 
 
San Thi Dar, a migrant from Myanmar’s capital, Yangon, took a different standpoint, telling me: 
“There are just so many rules and stigmas in our religion and society that lead people to commit 
suicide. Especially for women. We feel inferior. For example, pregnancy outside of marriage – think of 
the shame that our culture imposes on that.” At the base of this complex soup of socioeconomic 
pressures, stigmatisation, psychosocial trauma and uncertainty, the group of students describe deep-
seated cultural mores, such as shame, that make suicide prevention programmes and mental health 
intervention so difficult to implement among Mae La’s vulnerable population. 
 
There is also talk of the cultural expectations put upon women, such as chastity and domesticity, and 
how they feel disempowered and ashamed when they don’t live up to them. Which, when combined 
with the hormonal changes and psychosocial pressures of pregnancy, is causing a shocking ripple  
effect of pre- and postnatal suicides in Mae La. Last year, suicide accounted for half of all deaths 
among pregnant women and new mothers. 
 
“During pregnancy and the postnatal period, women deal with biological changes in their bodies that 
put them at greater risk of developing anxiety or depression,” explains Gracia Fellmeth, DPhil student 
at Oxford University’s Nuffield Department of Health, who has been researching perinatal mental 
health in Mae La since 2015. Her study reveals that 17% of perinatal women in Mae La have at one 
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point been affected by a common mental disorder. While similar to the UK’s 15-20%, the concerning 
difference lies in their impact. Fellmeth cites the UK’s rate of maternal suicide at 0.80 per 100,000 
maternal deliveries. Mae La’s maternal suicide rate is 20 times that, at 16.4%.Confronted with this 
fact, SMRU has placed maternity at the heart of suicide prevention efforts on the border. 
 
According to a 2009 World Health Organization literature review, post-mortems of female suicide 
deaths do not always include an examination of the woman’s pregnancy status, meaning that data on 
exactly how many female suicides are maternity-related is largely unavailable. What numbers do 
reveal is that in south and east Asia, suicide rates among younger women are up to 25% higher than 
among their male counterparts. The report claims these are largely setting-related: limited education 
opportunities, less access to financial resources, restricted autonomy and greater likelihood of being 
threatened with violence. 
 
As for suicide during pregnancy, the review presumes its causes by comparing the reproductive 
choices of women in south and east Asia with those of women in the West, where the number of 
antenatal suicides has greatly declined in the last 50 years, “a change attributed to the increased 
availability of contraception, affordable and accessible services for termination of pregnancy and 
reduction in the stigma associated with births to unmarried women.” 
 
These speculations and the statistics behind them (or lack thereof) are no surprise. It is in the make-
up of our history as women that we are condemned to less choice, less opportunity, less freedom, and 
it is in matters of sex and reproduction where our voices have been most suppressed. Yet across all 
cultures, you cannot produce happy and healthy children, and hence a happy and healthy society, if 
mothers are subjected to emotional and psychological adversity without any hope of access to support. 
In addition, the best way for the next generation to learn to talk about their feelings is to be raised by 
mothers who appreciate the importance of mental health. 
 
“Maternal mental health has widespread consequences beyond an individual depression,” argues 
Fellmeth. “Impact on infants includes behavioural difficulties that continue into adulthood.” This 
domino social effect is currently reflected in Mae La, where the question remains ever urgent: how do 
we prevent more suicides? Intervention will require a non-judgemental environment in which there is 
no shame attached to attending mental health clinics or therapy sessions – and which does not make 
demands on already scarce medical resources. 
 

There are just two SMRU antenatal clinics catering for thousands of women in the area. Women arrive 
at the clinics on mopeds, in the back of pick-up trucks and in long wooden boats where no one asks for 
visas. Beyond the fast-filling waiting room, wards are partitioned by curtains, containing the hard 
wooden beds and lino sheets ubiquitous across Myanmar and Thailand. Women young and old sit 
cross-legged on the benches, some nursing colourfully wrapped bundles, others caressing swollen 
bellies. The atmosphere is one of a family day out – boxes of food are opened and shared, and gossip 
exchanged. 
 
I’m allowed to enter a closed-off room where 26-year-old mental health counsellor Aye Mi sits on the 
floor with a 19-year-old woman and her new baby. Aye Mi translates questions from the standard 
psychology questionnaire Fellmeth trained her to use, and the young woman answers each question at 
length without hesitating – not even towards the end, when she is asked, “Have you ever had suicidal 
thoughts?” When the session is over, the young mother walks out, smiling to herself. 
 
“All the women who come are very open to talk,” explains Aye Mi. A migrant herself, she has been 
working at the clinic for three years, first as a TB counsellor before transferring to mental health last 
year with Fellmeth’s programme. “The work makes me feel happy, but it’s hard,” she admits, “and not 
perfect. I need more training and supervision to help diagnose the illnesses.” 

 

Continued overleaf 
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P HOT O:  ALI  MC ALLI ST E R 

Htay Htay, Mae La’s only maternal mental health counsellor 
 
This lack of support is a criticism I hear from other maternal mental health counsellors in the 
programme. 30-year-old Htay Htay, a Karen refugee, who has lived in Mae La for the last 10 years and 
began her career as a maternal nutritionist, provides the only maternal mental health counselling in 
the camp. Every day, she sees up to 12 women, each for an hour minimum. 
 
“To give good counselling takes time and I wish I could give it to everyone. If I could train others who 
wanted to help, I would, but at the moment I don’t feel confident.”  
 
The supervision and training deficit is clear. In the past, multiple organisations have offered mental 
health programming on the border (Mae Tao clinic, Burma Border Projects, Première Urgence – Aide 
Médicale Internationale) but most of these efforts have been cut significantly or discontinued, due to 
cultural barriers and lack of funding. As the global humanitarian purse has contracted over the past 
decade, clinical mental health programmes, including training, have been hard to finance (Fellmeth’s 
work was largely unfunded). The result is that local providers survive on low salaries and face limited 
opportunities for professional development. 
 
Despite her misgivings, the benefits of Htay Htay’s work for the local community are obvious. Six 
months on from her initial training with Fellmeth, she has widened her remit from the 250 women 
who participated in Fellmeth’s study to include women in general and even their husbands, if they 
wish. Word is spreading that there is someone who will listen without judgement, and who will 
understand. 
 
Herein lies the strength of Fellmeth’s maternal mental health programme. It is not just about 
providing psychological screenings and diagnosis but also access to mental healthcare for local people 
by local people. In this way, the communication barriers that have hindered aid organisations’ 
attempts to intervene can slowly be broken down. Not only is mental health intervention in Mae La 
and along the border encouraging ordinary people to care for others, it’s also empowering the 
community’s women to look after themselves under the most challenging conditions. 
 
Furthermore, the situation presents an important lesson for the society as a whole: that the mental 
wellbeing of its young mothers is the most obvious indicator of the wellbeing of future generations. 

 

Continued overleaf 
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Karen women cross the river to attend Wang Pha antenatal clinic 
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Appendix 4. Systematic review data extraction form: prevalence studies  

 
Data Extraction Sheet 

Study reference no.  

Author(s)  

Date of publication   

Title  

Journal   

Methods 

Study design  

Participant selection   

Study dates (duration)   

Study location  

Participants 

Definition of participants  

Definition of comparison group  

Country of origin  

Time since migration   

Assessment tool 

Instrument(s)  

Adequately described?  

Range of possible scores     

Outcome 

Outcomes assessed  

Results 

Participants 

included 

Invited: 

Participated: 

Response rate  

Age  

Time of assessment  

Results  

Adjustment for potential 

confounders? 

 

 

Other factors considered  

Miscellaneous 

Study Conclusions  

Comments from authors  

Funding  

Further references identified  
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Appendix 5. Systematic review data extraction form: risk factor studies  

 
Data Extraction Sheet 

Authors 

 

 

Date 

 

 

Title 

 

 

Journal  

 

 

Participants 

Setting 

 

 

Country of origin 

 

 

Definition of 

participants 

 

Definition of 

comparison group 

 

 

Time since migration   

 

Methods 

Methods used 

 

 

Associated factors 

examined 

 

 

Results 
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Appendix 6. Systematic review data extraction form: intervention studies 

 
Data Extraction Sheet 

Authors  

Date  

Title  

Journal   

Participants 

Setting  

Country of origin  

Definition of 

participants 

 

Time since migration   

Intervention 

Description  

Duration / number of 

sessions 

 

Method of allocation to 

intervention / control 

groups 

 

Control 

Description  

Outcome assessment 

Outcome(s) assessed  

Instruments used 

Validated? 

 

Timing of outcome 

assessment 

 

Associated factors 

examined 

 

 

Results 

Participants                                           Intervention group:                       Control group: 

 

Invited: 

Participated: 

Response rate: 

Age  

Intervention group: 

 

Control group: 
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Appendix 7. Systematic review quality assessment: scoring sheet for prevalence and risk factors studies 

 
Authors (Date)  

SELECTION (Maximum 9 stars) Stars  Comments 

1. Definition of 

pregnancy or PP 

status 

a) Clear definition and all participants assessed at similar stage (**) 

b) Broad range of pregnancy or PP stages included (*) 

c) Unclear or no description of pregnancy or PP status (0) 

  

2. Definition of 

migration status 

a) Clear definition including category and time since migration (**) 

b) Wide range of migration times included (*) 

c) No description of migration status (0) 

  

3. Sample size a) Justified and satisfactory (*) 

b) Not justified (0)  

  

4. Representative 

sample 

a) Truly representative of the average in the target population (all subjects or random sampling) (**) 

b) Somewhat representative of the average in the target population (non-random sampling) (*) 

c) Selected group of users or no/unclear description of the sampling strategy (0) 

  

5. Representative 

controls 

a) Comparable to cases (drawn from same population as cases) (*) 

b) Not comparable to cases (drawn from different population) (0) 

  

6. Non-respondents a) Response rate satisfactory and comparability between respondents/non-respondents established (**) 

b) Response rate satisfactory but comparability between respondents/non-respondents unclear (*) 

c) Response rate unsatisfactory/unclear and comparability unclear (0) 

  

COMPARABILITY (Maximum 1 star) 

7. Participants are 

comparable 

a) Study controls for age and socio-economic factors (or a proxy thereof, e.g. income, education) (*) 

b) Study does not control for any confounding factors (0) 

  

OUTCOME (Maximum 4 stars) 

8. Assessment of 

outcome 

a) Objective (e.g. tool, structured interview) (*) 

b) Subjective (e.g. self-report, unstructured interview) or unclear (0) 

  

9. Assessment of 

risk factors 

a) Clearly described (*) 

b) Not described or unclear (0) 

  

10. Outcome 

measurement tool  

a) Tool validated in this study population (**) 

b) Tool not validated in this study population but available and/or adequately described (*) 

c) No description of measurement tool (0) 

  

11. Risk factor 

measurement tool 

a) Validated tool (*) 

b) Non-validated tool (0) 

  

Table continued overleaf 

  



328 

 

12. Statistical 

analysis (prev) 

a) Clear, appropriate results complete with CI/p-value (*) 

b) Unclear, inappropriate or incomplete (0) 

  

13. Statistical 

analysis (RFs) 

a) Clear, appropriate results (odds ratios or proportions for each group) with CI/p-value (*) 

b) Unclear, inappropriate or incomplete results (0) 

  

TOTAL SCORE    

Additional comments 

 

 

 

Note: red denotes additional scoring for case-control studies  
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Appendix 8. Systematic review quality assessment: scoring criteria for prevalence and risk factor studies 

 
Domain Score Explanation 

SELECTION 

1. Definition of pregnancy or post-

partum status  
** Clear definition with all participants assessed at same time point (e.g. all women interviewed 6-8 weeks post-partum) 

* Definition provided but broad range of timing (e.g. women included if they were between 0 and 12 months post-partum) 

0 No description of pregnancy or post-partum status provided 

2. Definition of migration status 

** 
Clear definition of migration categories (e.g. asylum seekers, refugees, immigrants) and time since migration (e.g. time in host 

country less than 5 years) 

* 
Definition provided but broad time period (e.g. migration time ranged between 1 and 20 years; mix of 1st and 2nd generation 

migrants) 

0 No clear definition of migration status or time since migration 

3. Sample size  
* Power analysis calculation carried out 

0 No power analysis calculation 

4. Representativeness of 

participants 

** 
Participants are truly representative of migrant community as a whole (e.g. from a range of migration categories and 

background characteristics)  

* Participants represent a certain group within the migrant community (e.g. asylum-seekers from one particular country only) 

0 Participants are atypical of the migrant community  

5. Non-respondents 

** Response rate >60% and no significant differences in characteristics of respondents and non-respondents 

* Response rate >60% but unclear if the characteristics of respondents and non-respondents are the same 

0 Response rate <60% or unclear and unclear if characteristics of respondents and non-responders are the same  

Comparability 

6. Comparable participants 
* Study controls for age and socio-economic factors or a proxy thereof, e.g. income, education, occupation  

0 No controlling factors considered 

Outcome 

7. Were outcomes assessed 

appropriately? 

* Objective measurement (e.g. structured interview or diagnostic tool) 

0 Subjective measurement (e.g. self-report, unstructured interview) or unclear 

8. Measurement tool used 

** Validated and widely accepted tool used (e.g. EPDS, SF-36, CES-D) 

* 
Tool that has had limited/small-scale validation study (e.g. authors’ own scale); tool not validated in this study population but 

available or adequately described 

0 Non-validated tool (e.g. authors’ own unstructured questions) or no description 

9. Was the statistical analysis clear, 

appropriate and complete?  

* Statistical test clearly described and appropriate, and measurement of association presented with CI or p-values 

0 Statistical test not appropriate, not described or incomplete 
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Appendix 9. Structured Clinical Interview for the Diagnosis of DSM-IV Disorders 

(SCID): Burmese 

 

 
 

Continued overleaf 
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Appendix 10. Structured Clinical Interview for the Diagnosis of DSM-IV Disorders 

(SCID): Sgaw Karen 

 

  
Continued overleaf 
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Appendix 11. Edinburgh Postnatal Depression Scale (EPDS) 
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Appendix 12. Patient Health Questionnaire (PHQ-9) 
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Appendix 13. Refugee Health Screener (RHS-15): Burmese 
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Appendix 14. Participant Information Sheet: English version 

 

Study Title: Depression in pregnant and post-partum migrant women on the Thai-

Myanmar border: a validation, prevalence and risk factor study 

 

Participant Information Sheet 

09/12/2015 

 
Purpose of the study 

Thank you for agreeing to participate in this research. The purpose of the research is to test a 

questionnaire that looks for signs of depression, to find out how common depression is and to look for 

factors related to depression. These questionnaires we will use have never been used in pregnant migrant 

women living around Mae Sot on the Thai-Myanmar border. If we find that the questionnaire works 

well then it could be used on every pregnant woman attending antenatal clinics to find out whether she 

may have depression. If a woman has signs of depression, a doctor at Shoklo Malaria Research Unit 

(SMRU) can offer her treatment to make her feel better.  

 

Content of the study 

If you choose to participate, we will ask you to complete an interview about your mental health three 

times during pregnancy (1st, 2nd and 3rd trimester) and four times post-partum (4-6 weeks, 3 months, 6 

months, 9 months and 12 months). This interview will ask in more detail about how you are feeling and 

your general well-being. This will take about 20-30 minutes. At the first visit only, we will also ask you 

to complete a questionnaire called the Refugee Health Screener-15 (RHS-15). The RHS-15 includes 15 

questions about your mood, symptoms of depression and some questions about your physical health. 

This will take about 10 minutes to complete. We hope that the total time of the interviews will be no 

more than 30-40 minutes.  

 

Following delivery, we would also like to follow-up your baby. At birth, we would like to measure their 

weight and length. At 3, 6, 9 and 12 months of age we would like to measure their weight and length 

again, and assess their physical, social and emotional development. This will involve asking you 

questions about your baby’s behaviour and assessing whether your baby can do certain physical actions 

(e.g. lifting his/her head; rolling over; sitting upright). These actions will not be painful. Should your 

baby become distressed at any time we will terminate the assessment.  

 

Confidentiality 

We will speak to each participant individually in a private room near the ANC waiting room. We will 

not share information you have provided us with anyone else, unless you ask us to. We will not record 

your name on any of our study papers. Instead we will use numbers to identify each participant. In this 

way, everything you say will remain anonymous.  

 

Participation 

Your participation is entirely voluntary. You may decide now or at any time during the study that you 

no longer want to participate, or that you do not want your child to be included in the study. You and/or 

your child can leave the discussion at any time without providing a reason for leaving and with no 

consequences on your care. You will receive a package of soap, talcum powder and toothpaste at each 

visit to say thank you for taking part.  

 

Complaints 

 

If you wish to complain about any aspect of the way in which you have been approached or treated 

during the course of this study, please contact Dr Rose McGready (rose@shoklo-unit.com) or Dr Gracia 

Fellmeth (gracia.fellmeth@dph.ox.ac.uk; 096 752 2826).  

mailto:gracia.fellmeth@dph.ox.ac.uk
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Appendix 15. Participant Information Sheet: Burmese version 
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Appendix 16. Participant Information Sheet: Sgaw Karen version 
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Appendix 17. Demographic questionnaire 
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Appendix 18. Social history 
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Appendix 19. Informed Consent Form: English version 

 

Study Title: Depression in pregnant and post-partum migrant women on the Thai-

Myanmar border: a validation, prevalence and risk factor study 

Participant Consent Form 

 

 

This page will be translated into Burmese and Karen. The information will be read out to 

participants with low literacy. 

 

 

Participant identifier number: __________ 

 

 

I understand that with respect to the above study: 

 

 

1. I have agreed to participate voluntarily and have not been coerced into participating  

 

2. I have understood that participation will involve being asked to answer questions about my 

mental health in the 1st, 2nd and 3rd trimester of pregnancy and at 4-6 weeks, 3 months, 6 

months, 9 months and 12 months postpartum, as summarised in the Participant Information 

Sheet 

 

3. I understand that my child will be included in the study and assessed for height, weight and 

physical, social and behavioural development at birth and at 3, 6, 9 and 12 months of age 

 

4. I have the right to refuse to answer questions or disclose information without providing a 

reason for doing so 

 

5. I have the right to terminate a questionnaire or the interview at any time without providing 

a reason for doing so 

 

6. My rights and access to care will not be affected in any way by my participation or non-

participation in the study 

 

7. Any information I choose to disclose will be recorded anonymously and held 

confidentially  

 

Consent (circle as appropriate):   Yes      No 

 

Signature or thumbprint of participant:____________________________ 

 

Signature of person taking consent:_____________________________________ 

 

Signature of witness: ______________________________________ 

 

Date:_____________ 
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Appendix 20. Informed Consent Form: Burmese version 
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Appendix 21. Informed Consent Form: Sgaw Karen version 
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Appendix 22. Qualitative study component: in-depth interview guide 

 

Interview schedule 

 

The following interview schedule will be used to guide the interview but we encourage 

participants to discuss any other aspects they feel are relevant to their experiences of 

depression. 

 

Opening (to be used selectively, depending on conversation flow) 

 

 Tell me a little bit about yourself. Where were you born? What was your childhood 

like? Why did you leave your home town, and how did you end up here? 

 Who lives with you now?  

 What are your hobbies?  

 

Main questions 

 

 How/in what way does low mood affect your everyday life? 

 Can you tell me what it’s like for you, living with depression? 

 What do you think are the reasons for depression – for you, and for other women 

living here? 

 What is the most difficult aspect of having low mood? 

 What are the things you cannot do (or find difficult to do) when you experience low 

mood?  

 Do you ever think about hurting yourself, or about ending your life? Are there 

particular times/events/thoughts that make you think about it? 

 Is there anything that helps you when you are feeling very sad/unable to cope? 

 When things are difficult, do you manage to do your normal work or take care of 

things?  

 Who are the main sources of support in your life? Do you feel you get enough help? 

Is your partner supportive? 

 Do you talk to friends/family about how you feel? Do you find it easy to talk to them 

about depression? 

 Is there something SMRU could offer that you would find helpful when you are 

feeling very sad? Have you found counselling helpful?  

 Would you find it helpful to speak to other women experiencing depression? 

 

Close 

 

 Are there any questions you would like to ask us? 

 Anything we haven’t covered? 

 Give thanks 
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Appendix 23. Stakeholder interview guide 

 

Stakeholder Interviews: 

Mental health providers, researchers, experts 

 

 Please can you give a brief description of your background, position/role and the 

remit of the organization you work for? 

 

 What do you think are the most common mental health problems faced by migrant 

and refugee populations along the Thai-Myanmar border? 

 

 What are some of the challenges of working in the field of mental health in this 

region? 

 

 What are the mental health services currently available in this area (that you are aware 

of) – either for migrant or refugee populations or both? 

 

 Where do you feel are the most significant gaps in mental health services (or 

research)? 

 

 What services or community resources do you think could help people with mental 

disorders?  

 

 Is access to mental health care different for different population groups? 

 

 What additional resources are needed, and what are the barriers to implementing 

them? 

 

 In the coming years, how might we best meet the needs of: 

 

o the refugee community – given the planned closure of camps and repatriation 

or resettlement to third countries? 

 

o the migrant community – given the fluidity of this population and lack of 

entitlements to health and other social services in Thailand? 

 

 Is there any additional information you would like to share? 

 

 

 


