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ABSTRACT 

Depression during pregnancy among women of Pakistani origin living in Oslo, Norway 

Mental health is one of the leading contributors of the global burden of disease. Depression is 

one of the most frequently occurring conditions among the mental disorders and the 

prevalence of depression is nearly double among women compared to men across countries. 

Depression is a genetically predisposed condition and stressful life events may trigger the 

occurrence of new episodes or recurrences. Pregnancy is a stressful condition. Migration and 

adjustments to the new life make women more vulnerable to depression. Maternal mental 

health is one of the important determinants of the outcome of pregnancy. There is a paucity of 

research on depression during pregnancy among women with an immigrant background. 

There are no published articles on depression during pregnancy among Pakistani women 

living in Norway. 

The objective of the master study is to assess the magnitude of depression and associated 

factors during pregnancy among a selected group of pregnant women with Pakistani 

background living in Oslo, Norway and to obtain an insight to their perceptions and attitudes 

toward depression and pregnancy. The master thesis consists of two sub-studies; a 

quantitative study connected to the GIFTS-Norway project and a separate supplementary 

qualitative study designed as a part of the master study. The quantitative part of the master 

study was a community based cross-sectional study and the qualitative part consists of eight 

in-depth-interviews. 

The study found that 17.3% of the recruited pregnant women with Pakistani background 

living in Oslo had depression according to MADRS. Higher education and being more 

physically active were negatively associated with depression. Surprisingly, having a family 

history of mental illness was also found to have a negative association. Having a history of 

depression in the past showed a positive association with depression. The qualitative part of 

the study revealed that both depression and pregnancy are highly sensitive issues, often taboo 

and merged with social concerns in this community. Implications of these findings may be 

delayed diagnosis and treatment, and higher costs for society. Culturally sensitive measures to 

prevent depression during pregnancy, is needed. More studies that will give us further 

knowledge on these issues are required. 
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1 INTRODUCTION 

1.1 Global Mental health   
Mental health is a state of well-being that results in a fruitful life (1). There is a set of medical 

conditions that can affect an individual’s thinking and functioning, which are grouped under 

the term mental disorders. Mental disorders are common and significantly impair the general 

wellbeing of individuals and the society as a whole in many countries throughout the world 

(2). Mental illnesses, including depression, schizophrenia, substance-use and other common 

neuropsychiatric conditions contribute to 13% of the global burden of diseases (3, 4). They 

have an early age-of-onset compared to other chronic physical disorders (2) and as a result 

being an important cause for long-term global disability and dependency (3). In addition, 

mental illnesses are one of the leading contributors for the global economic burden (4).  

Newer studies show a strong association between mental illnesses and medically unexplained 

symptoms and syndromes like chronic pain and fatigue, and other major non communicable 

diseases, for example diabetes ( 3). Thus, currently, global mental health has become an area 

of priority regarding implication for policy, practice and research.  

1.2 Depression 
Depression is one of the most prevalent classes of mental disorders (2). When it comes to 

disability-adjusted life years (DALY) lost, contribution from depression leads the top among 

the mental illnesses, both in high-income countries and low and middle-income countries (3). 

It is predicted to be the second leading cause of global disability burden by the year 2020 (5). 

According to a report on depression, published by the WHO in 2012, globally, one in every 

20 people reported as having an episode of depression in the previous year (6). Prevalence of 

depression is about twice as high among women than among men across different cultures 

(7). Among women, depression is the main cause of disease related disability (8). Gender 

based violence, inequality in social status and income, and relentless responsibility of taking 

care of others are some of the gender specific risk factors identified for depression and other 

common mental disorders (5). Untreated depression could lead to a range of consequences: 

from impairment in individual ability and functioning to loss of life. It has been calculated 

that 3000 suicide deaths occur every day in the world as a consequence of depression (6). 
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Moreover, there are evidences suggesting the possibility that depression could be a risk factor 

for developing dementia and decline of cognitive function with aging (9). 

Clinical depression is a common mood disorder in which feelings of sadness, lack of interest, 

reduced energy and self-esteem, sleep and appetite disturbance or frustration interferes with 

everyday life (7, 10). Depending on the mode of classification, several types of depression 

exist clinically. Unipolar depression, Bipolar depression, depressive episodes with or without 

somatic symptoms and recurrent depressive disorder are the main types according to ICD-10 

(International Statistical Classification of Diseases and Related Health Problems-10th 

revision) classification (11).The degree of severity could be labeled as mild, moderate or 

severe. Presentation of depression also varies depending on the individual and culture. One 

could present with either psychological symptoms or somatic manifestations or with both 

(12).  

The exact cause of depression is uncertain. Depression could be caused by chemical changes 

in the brain due to a genetic liability, which can be triggered by a stressful life event (10). 

Problem in neurochemistry of the neuronal synapses and hormonal influences in the body also 

have been postulated as possible etiology (12). Presence of depression can be detected by 

various screening tools in the primary care services. However, the actual complete diagnosis 

of depression is done by psychiatrists using the guidelines based on either ICD-10 or DMS-IV 

(Diagnostic and Statistical Manual of Mental Disorders -4th Edition). (6,13,14)  

1.3 Depression in Pregnancy 
Pregnancy is not only the  developmental process for the fetus, but also for the mother to 

develop her relationship with her unborn baby and achieve a maternal identity; which in turn 

helps the woman to assume the maternal role (15).  This maternal-fetal relationship is 

recognized as an important factor in maternal and child health (15). Pregnancy is a major life 

event. It is accompanied by hormonal alterations and sensitivity changes in the brain to such 

hormonal fluctuations. This along with the genetic predisposition of a pregnant woman can 

make the pregnancy vulnerable for the onset or return of depression (16, 17). It is estimated 

that the prevalence of depressive symptoms throughout pregnancy ranges from 8% to 51% 

(16). According to systematic reviews, specific prevalence rates of depression differ at 

different stages of pregnancy. It is found to be 7.4% (95% CI, 2.2-12.6) for the first trimester, 
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12.8 % (95% CI, 10.7- 14.8) for the second trimester, 12.0% (95% CI, 7.4- 16.7) for the third 

trimester (16) and 13 %( 95% CI, 12.3- 13.4) for the post-partum period (18). Maternal 

anxiety, stressful life events, previous history of depression, lack of social support, unintended 

pregnancy, domestic violence, being single  and poor relationship quality with the partner, 

were found to be largely associated with ante partum depressive symptoms (19).  

Maternal depression could affect the health of the mother, development of the growing fetus 

and the pregnancy and obstetric outcome (20). It is more likely that depressed pregnant 

women will lose self-care (12) and will not reach for adequate prenatal care (21).  In addition, 

depression during pregnancy is known to be associated with adverse pregnancy outcomes 

such as smoking, substance abuse, hypertension, preeclampsia, gestational diabetes, obstetric 

complications including cesarean section, increased risk of preterm birth, low birth weight 

and intrauterine growth restriction (20, 22, 23). Depression also creates difficulty in forming a 

healthy relationship with the baby, increases the risk of developing post-partum depression 

(PPD) and ultimately, may end up in suicide (12). Impact of depression affects not only the 

present pregnancy; untreated PPD in the mother increase the risk of depression in the 

subsequent generation (24).The thrifty phenotype hypothesis explains the fetal origin of adult 

disease (25). According to this hypothesis, which is also called the "Forsdahl-Barker 

hypothesis", any stress encountered during the early fetal development makes its impact on 

the development of diseases in the baby after birth and especially in the adult life (26). 

Maternal wellbeing determines the healthy intrauterine environment for the fetus. Fetal 

nutrition and growth is now shown to be associated with coronary artery disease, 

hypertension, obesity and insulin resistance in the adult life of the baby (25-27). In 

conclusion, it is apparent that it is the mother’s psychological soundness, which is needed, at 

first hand to secure a healthy pregnancy, a healthy baby and a healthy adult life in the future 

for the newborn. 

Therefore, it is necessary for early detection and appropriate and timely intervention of 

antenatal depression, to break this perilous chain effect which passes over to the next 

generation. However, due to various socio-cultural and personal influences over the 

perception of mental health in the community, not all who needs mental health care does 

reach for it (12). Nevertheless, during pregnancy, there is a consistent contact between the 

health care delivery system and the pregnant woman; this makes the pregnancy an ideal time 

to identify and treat those women who are at risk for depression (29). 
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1.4 Depression in Pregnancy in the context of migration 
Majority of the people who migrate do so in the hope of a better life and a better future. 

Rogler (29) describes migration as moving from the context of society of origin into the 

context of host society, which results in three intervening transitions in a person’s life; 

abandoning the original and building up a new system regarding social network, socio-

economic conditions and cultural believes and values.  In addition, migration is a complex 

process, involving series of events influenced by various factors in different phases of the 

migration process, namely pre, intra and post migration (30). Regardless of whether migration 

was voluntary or involuntary, temporary or permanent, or regular or illegal, it invariably has 

the demand for acclimatization, acculturation and a series of other adaptations. Additionally, 

economic condition, political situation and immigration laws and restrictions of the host 

country, and their perception of immigrants, also play a role in the process of integration and 

contribute to  migration-associated stress (29,30). This is true even in the case of expected 

future benefits or a better life. 

Being pregnant in a socially and culturally different country, with different levels of actual 

family support, and perhaps being in the middle of a new adjustment, most probably add an 

extra burden to the pregnancy. In addition to the lack of familiarity with the health services in 

the host country, limited proficiency in the host country language and inability to 

communicate easily, could interfere with utilization of maternal health services (21, 31). It is 

shown in the study by Bennett and colleagues (2007)(32), that pregnant Latino immigrants 

with reduced literacy in English faced significant obstacles to use maternal health services 

and they were found to be more depressed compared to those who speak fluent English. 

Further, discrepancy between the culture bound perception on mental health and the host 

country health system probably impede their access to mental health services (12). 

In a large multicultural cohort study in Canada (24) the adjusted overall prevalence for 

antenatal depressive symptoms was found to be 25±6%. But when the prevalence was 

calculated in individual ethnic groups, this turned to be higher (42%) among the South Asian 

immigrants and further higher (45%) among the Caribbean immigrants. Region of origin was 

found to be a strong predictor of depressive symptoms in this study. The authors conclude, 

stressing the importance of focusing on region of origin rather than considering immigration 



5 
 

as a homogenous fact; where by the ethnic difference and immigration pattern affecting 

integration process could not be missed (24). 

In summary, migration affects the optimal pregnancy outcome mainly via affecting the mental 

health in pregnancy and interfering with the access to maternal health. There is also a third 

mode: Genetic-environment mismatch, a resent popular area on migration health studies, 

which impinges the long- term health of the fetus. People, especially from the South Asian 

countries, have a genetic tendency to save extra energy in order to use it during the time of 

extra need for it and while starving. When they migrate to European countries, where the 

nutrition is plentiful and life is comparatively sedentary, the chance for unwanted energy load 

is very high. This not only predisposes the first generation to various non communicable 

diseases like cardio vascular illnesses and diabetes, but also makes a huge impact on the 

health of their offspring (33, 34).  

 

1.5 Immigrants with a Pakistani background in Norway   
According to United Nation population data (35), 3.2% of the world population is comprised 

of international migrants, and the proportion of female migrants is highest in Europe (51.9%). 

Since 1970 there has been a steady influx of immigrants to Norway (36) from all over the 

world which has transformed Norway into a multicultural society. According to the 

Norwegian central bureau of statistics (SSB) (37), by January 2015, total number of 

immigrants and Norwegian-born to immigrant parents are 804 964, which makes 15.6 % of 

the Norwegian total population. Pakistan ranks as the 5th largest immigrant community, 

following Poland, Lithuania, Sweden and Somalia. Pakistan ranks the highest, when it comes 

to the number of Norwegian-born to immigrant parents (second generation immigrants). More 

than 35 000 people with Pakistani background live in Norway, and more than 65% of them 

live in Oslo (37).  

 Majority of the people with a Pakistani background actively participate in the Norwegian 

labor market, and their enrollment rate in tertiary education is also comparably high, but with 

a prominent gender difference where the female participation is lower than the male (36). 

Pakistanis show a rather strong tendency to marry within the same national group. They also 

have a high but declining fertility. Though Pakistani immigrants have a long history in 
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Norway since 1970s, their integration is reported to be less than other major immigrant 

groups in Norway (36).    

1.6 The need for mental health research among 
immigrants in Norway    
Research studies in health are important for successful health planning and evaluation (12).  

Different countries have different needs and different infrastructures. Similar to how Rogler 

(29) describes in his migration model, due to migration people being departed from a familiar 

system and being drifted through several unfamiliar systems. Different cultures, traditions and 

values meet up at the host country. Immigrants are not homogenous (24) and there is a range 

of differences between them, including health conditions and disease prevalence well as in 

their needs and demands. Hence, it is necessary to have a country or ethnic specific studies 

among various immigrant groups (38). 

Particularly in a multicultural society, where the attitudes and behavior towards mental health 

also are expected to be diverse, there could be several ‘filters’ which prevent the recognition 

and treatment of mental illnesses (12). Patient’s self-realization of mental illness, their 

decision to consult a health care practitioner by overcoming the family influence, social 

acceptance and possible stigmatized ideologies, and health provider’s vigilance are the main 

filters masking the true picture of existence of mental illness (12) .Therefore, obviously it 

becomes paramount important to have sufficient knowledge on these ‘filters’, which in turn 

demands sufficient ethnic specific health research. 

There have been, of course, many health research projects conducted among the immigrants 

worldwide and also in Norway. Many of them, for example The Oslo Health Study 

(HUBRO), The Norwegian Mother and Child Cohort Study (MoBa), and The STORK study, 

were extensive projects, covering multiple ethnic groups (39-41). They make a huge 

contribution to the health research of immigrants. 

Nevertheless, available health research studies among the immigrant population of Norway 

are limited (38). With regards to health research with a special focus on Pakistani immigrants, 

there are studies available in Norway, UK and some of the other countries (e.g.Denmark)(42-

46).  A comparative study between the general population of Norwegians and Pakistani 

immigrants shows a higher distress rate among the immigrant group (46, 47). In another 
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study, ethnic difference was examined in the prevalence of winter-depression (W-SAD) 

among five immigrant groups in Norway, and a significant difference was found between 

them; where Pakistani immigrants had the second highest rate and Sri Lankan immigrants 

were showing the lowest (48). This again emphasizes the importance over ethnic specific 

knowledge and its implications. 

 

1.7 Gap in the knowledge regarding depression during 
pregnancy among immigrants in Norway 
In general, there is a paucity of research studies globally on antenatal depression compared to 

postnatal depression, and it is especially lower among immigrant groups. In Norway, only few 

studies are available on mental health of immigrants. Studies on mental health in pregnancy 

among the immigrants are even less. So far, it is possible to find only one published article on 

post-partum depression among immigrants in Norway (49) and none on ante-partum 

depression or depression during pregnancy among immigrants available. In this study, 

prevalence of post-partum depression among the women with a Pakistani immigrant 

background from Oslo area (7.6%, n=197) was found to be slightly less than that among 

Norwegians i.e. 8.9% (49).  A repeated measurement study among pregnant Norwegian 

women in two semi-urban municipalities in Norway (50) has shown a higher rate (11.1%, 

n=54) of depression at second and third trimesters compared to the post-partum period (8.9%, 

n=416). However, there is a discrepancy between the sample sizes in these two groups and the 

involvement of pregnant women with an immigrant background is not clearly stated. In a 

cohort study among British Pakistani mothers, the weighted prevalence of antenatal 

depression was found to be 16.8% with 95% confidence interval 14.1% to 19.6% (42). 

Rahman et.al. (51) argue that post-natal depression dominates the pregnancy related mental 

health issues and attracts the detection and intervention options; however depression during 

ante-partum period has relatively been neglected. Moreover, studies from Pakistan show high 

prevalence of ante partum (25%) and postpartum (28%) depression (51).This information 

initiated a research interest to find out the state of depression during pregnancy among the 

women with a Pakistani background living in Norway.   
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It is stated in literature that lack of social support, mainly from the members of the same 

ethnic group, plays a major role in developing depression among pregnant women with an 

immigrant background, especially when the migration is from a ‘sociocentric’ to an 

‘egocentric’ culture (24,52). On the contrary, in another study, British women with a 

Pakistani background living in extended families reported to be more depressed and anxious 

than those living in nuclear families (53). Nevertheless, Rahman’s findings in rural Pakistan 

reveal support from the extended family is a protective factor for post-partum depression (51). 

This arouses the question whether the same factor functions differently depending on the 

context of whether one is living in the homeland or in a foreign country. All these findings 

converge the concerns towards getting to know the actual situation regarding depression in 

pregnancy among Pakistanis in an immigration milieu.   

 

1.8 Background and Rationale for the master study 
This master study is part of a large international collaborative research program called 

Genomic and lifestyle predictors of fetal outcome relevant to diabetes and obesity and their 

relevance to prevention strategies in South Asian people (EU-GIFTS) (54). 

Eight countries and 16 institutions are participating in this project. This project is funded by 

EU-7 framework program. The aim of the project is prevention of diabetes and obesity in 

people of South Asian origin. It focuses on early life programming to identify the prevention 

strategies. As the early life programming of the fetus is influenced by maternal health, EU-

GIFTS study was designed to collect information on mothers’ life style, mental health and 

nutritional pattern during pregnancy, anthropometric measurements and biochemical values, 

which later will be used to correlate with the information of the baby once it is born and being 

followed up. Pregnant women from India, Pakistan and Bangladesh are the three South-Asian 

peoples in focus. The EU-GIFTS project covers these populations both in their native 

countries and their immigrant counter parts who live in European countries. 

In Norway, people with a Pakistani background who live in Oslo were chosen for the 

European representatives of Pakistanis. Hence, the Norwegian part of the EU-GIFTS study 

(called GIFTS-Norway) is being done only among the pregnant women of Pakistani 

background. The EU-GIFTS project consists of 11 work packages (54). However, the project 
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is being carried out on different scales among the participating countries. In Norway, for the 

time being, only work package 2 (WP 2, Baseline studies on lifestyle and nutrition) is being 

carried out. GIFTS-Norway is a cross sectional study and consists of a one-time interview and 

one-time blood test of the participants during pregnancy, and possibly, access to the delivery 

record of the baby later without physically meeting or intervening the babies. Institute of 

Health and society, university of Oslo is responsible for the GIFTS-Norway project. 

Data collection for the GIFTS-Norway started in August 2012. Two Masters students 

(including myself) were enrolled as co-researchers for the fieldwork and data collection from 

the start of the project. At the end of data collection (January 2015), we two Masters students 

were allowed to use a limited part of the completed data set to write our Masters’ thesis. 

Quantitative data from the GIFTS-Norway study was used as the principal source for my 

Master study. In addition, I did a qualitative sub-study to supplement with qualitative 

information in order to gather more comprehensive data on the research theme of depression 

in pregnancy. Thus, this master thesis consists of two sub-studies; a quantitative and a 

supplementary qualitative study. 

Figure 1: A flow chart showing the structure of master study (ms) 
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Theoretical framework 

Theoretical framework is the researcher’s perspective when trying to explore and understand 

a problem. In other words, as stated by Malterud, K., it is the analyst’s reading glasses, and in 

addition, with the help of the researcher’s previous experience it also indicates how to find the 

resources (55). 

The theoretical framework of ‘Things at stake’ as used by Unni Wikan (56) and theory on 

‘Social constructivism’ by Berger & Luckmann (57) were used in the qualitative part of this 

study, to design the question guide and to analyze the data. Previous exposure to this 

community during the GIFTS-Norway quantitative data collection and the foreknowledge 

gained through the interaction with the people of this community, helped to identify the above 

frameworks as the most suitable. 

Wikan (56) in her research with Balinese people explores the ways individuals manipulate the 

cultural meaning to cope with their day to day life struggles. She ends up with contradictory 

findings from the existing anthropological conceptions on this culture. She conducted her 

excellent work by looking for the explanation for 'what is at stake' in different specific social 

situations. Berger and Luckmann (57) claims that human activity is socio-culturally 

constructed, and human thoughts are formed by the social environment. This concept 

appeared to have great relevance to the community concerned in this study.    
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2 RESEARCH OBJECTIVES 

2.1 Main objective 
To assess the magnitude of depression and associated factors during pregnancy among a 

selected group of pregnant women with Pakistani background living in Oslo and to get an 

insight of their perception and attitude towards depression and pregnancy. 

 

2.2 Specific Objectives 
 

I. To assess the magnitude of depression during pregnancy among a selected group of 

pregnant women with Pakistani background living in Oslo 

II. To investigate associations between socio-demographic factors and depression in this 

group. 

III. To investigate the influence of medical and obstetric factors and physical activity 

patterns on the outcome of depression among the participants. 

IV.  To get an insight of the perceptions and attitudes towards depression and pregnancy 

among immigrants with a Pakistani background living in Oslo. 
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3 METHODOLOGY  
I have used both quantitative and qualitative methods in this master thesis. 

3.1 Quantitative research methodology 

3.1.1 Study design 

Peat (58) says, ‘The choice of a particular study design is a fundamental decision in designing 

a research study to answer a specific research question’. 

In regard to quantitative methodology, Cross-sectional studies, Cohort studies, Case control 

studies and Ecological studies are ideal to measure associations between exposure and 

outcome. Cohort studies are longitudinal studies, where a group of individuals with common 

characteristics are enrolled at one point of time and followed up over a time frame; this makes 

cohort studies to be the best study method that has the ability to accurately estimate the 

incident rate and identify the risk factors with a temporal relationship (59). In case control 

studies, the exposure history is collected retrospectively and compared between the case 

group and the control group, hence, has the potential to cause recall bias (58).  In cross-

sectional studies, a group of randomly selected samples from a large target population is 

being measured for various demographic factors, exposures and health behaviors. This could 

reveal information on relevant occurrences at a single point in time. Hence cross-sectional 

studies help to measure prevalence rates and associated factors (58). 

To answer the objectives of my master study, a cross sectional study design was the ideal. 

Cross sectional studies are relatively less expensive and less difficult to conduct compared to 

other study designs. In addition, cross sectional studies provide immediate results; and the 

required sample size would be reasonable. 

The Norwegian part of EU-GIFTS project, GIFTS-Norway, was a large quantitative study. It 

was designed as a community based cross sectional study. Structured questionnaires and 

interviews for testing current and retrospective information, anthropometric measurements, 

assessment of depression during pregnancy in the study population using a depression rating 

scale, and collection of blood samples were used in the study. The full extent of the data was 

collected for the GIFTS-Norway study. The part of the data that I used for my master study 
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included socio-demographic information, medical and obstetric history, physical activity 

pattern, weight and height measurements and the depression assessment.  

3.1.2 Study population    

A key feature of epidemiology is the measurement of disease outcomes in relation to a 

population at risk (60). Target population of this study was the population of pregnant women 

who were less than 27 weeks pregnant and with a Pakistani background, living in Oslo 

municipality. This included both immigrants from Pakistan and Norwegians-born to Pakistani 

immigrant parents (first and second generations). Blood report on oral glucose tolerance test 

(OGTT) was one of the mandatory items in the GIFTS-Norway project, and this test was 

performed between 24 and 28 weeks of pregnancy according to the guidelines followed by the 

EU-GIFTS program. For this reason, it was necessary to target a suitable pregnancy period. 

3.1.3 Inclusion and Exclusion criteria 

Inclusion and exclusion criteria were mainly defined by the EU-GIFTS project, where the 

conditions associated with hormonal imbalance were needed to be excluded from the study 

due to the nature of its outcome assessment. To assure the genotypic homogeneity, both 

parents of the participants were preferred from Pakistani background. 

Inclusion criteria: 

I. Pregnant women from Pakistani background with less than 27 weeks of pregnancy. 

II. Conception without treatment for infertility.  

III. Willing to participate in the whole study.  

Exclusion criteria: 

I. Pregnant women having parents not born in Pakistan. 

II. Currently on treatment for Diabetes Mellitus (DM).  

III. Pregnancy was more than 28 weeks at the time of recruitment. 
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3.1.4 Sample size calculation  

In the modern era of evidence-based medicine statistical soundness of the researcher’s claim 

becomes very important (61).  Thus, proper calculation of the study sample size in the 

designing phase is a necessity. Different types of studies require different calculations.  The 

proper calculation yields adequate sample size to estimate population values with a good 

precision (62).   

The GIFTS-Norway project was a cross sectional study and one of the objectives of the 

master study was to assess the magnitude of depression in a selected group of pregnant 

women. Hence, a sample size calculation method that is used in cross sectional studies or 

prevalence studies (61, 62) was applied. This calculation was done in order to find out the 

sample size that is needed to predict a prevalence rate in the population concerned. 

Subsequently a sample size of 135 was obtained (The detailed sample size calculation is 

presented in Annex1). In other words, this calculation was done in the hope of identifying the 

amount of data I might need to get from the full data of GIFTS-Norway project at the end. 

 

3.1.5 Recruitment 

As one of the two master students who were enrolled in the GIFTS-Norway project as co-

researchers, I involved in person in the recruitment process and data collection from the 

beginning. 

Target population for the master study (and the GIFTS-Norway) was pregnant women with a 

Pakistani background, who live in Oslo, and the pregnancy must be less than 27 weeks. For a 

simple random sampling, a list of these pregnant women during a given period should be 

obtained and then a random sampling procedure must be applied. However, obviously, it was 

not practical to wait to collect a list before selecting the participants; there was not many in 

this target population who were pregnant at a given point in time; there was a time limitation 

for data collection and lastly, the growing pregnancy would have pushed them in to the 

exclusion category with the waiting time. In addition, without prior consent from the patients, 

it is not ethical to identify them from the medical registries. This type of prior consent is not 

possible unless the consent had been taken for another previous study and present study was 
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connected to that. Due to these practical and ethical constrains consecutive sampling method 

was used. Participants were enrolled one by one, as they come.   

Being a community based study; recruitment was attempted through multiple approaches. A 

letter of information and invitation for participation was sent to all the General Practitioners 

(specifically to those who work in the areas in Oslo where many people with Pakistani 

background live). Leaflets and posters were issued at the GP (General Practitioners) centers, 

invitation posters were displayed on public places, leaflets were distributed at Pakistani shops 

and mosques and meetings were arranged between the research team and community and 

religious leaders in Pakistani mosques, and their support was requested. Pakistani women 

were met through women's associations. Prospective participants were approached through an 

official recruiter (- a local lady in the Pakistani community who had direct contact with 

several women with Pakistani background). In addition, a health care worker also helped with 

recruitment. Also, a ‘snow balling’ approach was used through those who had already met us 

and participated in the study. And the administration at Ullevål hospital, responsible for the 

ultra sound scanning appointments for pregnant women in Oslo, had been requested to 

distribute the study invitation and information sheets when they give appointments for 

scanning. 

Despite all the above efforts, the recruitment was found to be very difficult. Among the above 

listed approaches, only two methods, through the field recruiter and through previous 

participants, helped the actual recruitment process. It took more than 24 months to reach 55 

participants. The difficulty appeared during several stages of the recruitment process. First, 

was to make the message reach the target population, and then to identify the appropriate 

candidates.  Next was to get in contact with them, to get them meet the researchers, and to get 

them stick to the appointment and complete the necessary meetings (interview, depression 

assessment and blood work). At each stage, possible drop outs were observed. 

In our case, it is difficult to calculate the response rate by counting those who participated out 

of those who had been invited. It is not possible to know the exact number of pregnant women 

who had been ‘invited’ by the recruiters and through all the other approaches used by the 

research team. The recruiter could not meet all the pregnant women directly; she passed the 

message through their close family members in many cases; in which case, the true number of 

pregnant women who received the message was uncertain.  Also when considering posters, 
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leaflets and GPs, we do not know the actual number of pregnant women who had actually 

read the invitations, posters and got a chance to hear about the study through their GPs. 

The recruitment process was split into stages. At the first stage: recruiters and others 

contacted the possible candidates, either directly or through their families. They gave basic 

and brief information about the study and obtained verbal consent from the prospective 

participant to forward their telephone numbers to the research team. Research team received 

telephone numbers of 76 pregnant women. At the second stage: research team contacted all of 

them over the phone and explained the project and the procedure in detail and in the language 

they preferred. 3 of them were already beyond 27 weeks of pregnancy, thus, were excluded at 

the beginning. Out of the eligible candidates (n=73) only 55 women met the researchers, gave 

informed written consent and took part in the project. The response rate (at the second stage) 

was 75% when calculating the proportion of contacted eligible women who were enrolled. 

Out of this 55, thirty two were referred by the recruiters and 22 women were from friends and 

family circle of previous participants.  Only one pregnant woman enrolled herself directly 

after reading one of our invitation posters. 

One participant completely withdrew herself from the project, in addition to few more 

dropouts at later stages. At the end, 52 participants completed the depression assessment; 

hence, their information was included in this master thesis.   

3.1.6 Data collection 

In the GIFTS-Norway study, once the participants were recruited they were requested for the 

following:  

1. Sign an informed consent form 

2. Structured interview and anthropometric measurements by the Master students  

3. Depression assessment by a psychiatrist on an appointment 

4. Blood tests in a laboratory when they were between 24 and 28 weeks pregnant.  

(As the blood work and other anthropometric measurements except height and weight, are not 

a part of this master study, they will not be discussed any further). 
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After signing an informed consent, first, the master student (myself) administered the 

structured interviews with the participants; either directly or through an interpreter depending 

on the participant’s language preference. Participants had the freedom to accept or reject the 

services of an Urdu speaking interpreter at the site. Interviews were carried out either in Urdu, 

Norwegian or English. First part of the questionnaire (the structured interview), included 

socio-demographic and medical information was administered by myself and the second part, 

which included detailed information about nutrition was administered by the other Master 

student. 

Following the structured interviews, weight and height of the participants were measured. The 

height of the participants was measured at the nearest 0.5 cm using a plastic dressmaker’s 

measuring tape when participant stood straight across a wall with bare foot and looked 

straight. Weight was measured using an electronic digital weight scale (OBH Nordica model) 

to the nearest 0.1 kg when participant was wearing only the light weighted normal clothes and 

without shoes. Both measurements were taken by the same examiner with the same tools in 

all the participants in order to minimize a possible measurement bias and again to maintain a 

consistency.  This pattern was strictly followed throughout the study in order to minimize the 

possible observer bias and to maintain the internal consistency. 

Structured interviews and anthropometric measurements were carried out either at the 

department of public health, university of Oslo or the interviewers (myself and other Master 

student) visited the participants at their home; participants selected their preferred place of 

interview. When it was a home visit, extra caution was taken to make sure that the partner or 

any other family member of the participants were not present during the interview; this was 

done to preserve the privacy of the participants and to retain the confidentiality. In addition, 

this was done to not to disturb the participant’s autonomy by possible influence by the family 

members; so that the reliability and quality of the information could be preserved. 

An experienced specialist doctor in psychiatry assessed depression using MADRS scale on all 

the participants individually. This part was mainly carried out at the department of public 

health, university of Oslo. She met the participants on appointment. The psychiatrist was 

fluent in Urdu, Norwegian and English languages. 

Collected data was saved under code numbers, so the anonymity was able to be maintained. 

Hard copies of the data materials were protected in an iron safe by the project leader and the 
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project coordinator. Later all the information was anonymized and transferred in to an SPSS 

data file and this software copy of the data was accessed and used for statistical analysis. 

 

3.1.7 Instruments 

Present study included a structured questionnaire, MADRS depression assessment scale and 

objective anthropometric measurements. 

Structured questionnaire: 

The questionnaire that was used in the GIFTS-Norway project, was designed by the larger 

EU-GIFTS project and the same template has been used in all the participating countries. 

Namely, same questionnaire was used in Pakistan, which is one of the participating country of 

EU-GIFTS.  For the Norwegian part, extra questions, such as the length of stay in Norway, 

birthplace of the participants, and, some extra information from previously validated and 

highly used questionnaires in Norway, were included (46, 39). 

The GIFTS-Norway questionnaire included socio-demographic information such as age, 

marital status, education, occupation and financial status; medical Information about the 

family and the participant, obstetric history of the participant and physical activity pattern. 

The questionnaire also contained questions to assess social support and social Integration, 

which was a set of questions taken from The Oslo Health Study questionnaire (39). Part of the 

physical activity question, which assesses the state of activity and inactivity of the participant, 

was also adapted from the Oslo Health Study. Questions were mainly closed dichotomous 

questions with yes/no answers and Likert-type answers. Few were small open questions, for 

example: How many children/pregnancy, how long, etc. 

Initially the questionnaire was tested on two women (pilot samples) from the same target 

population and checked for the consistency of the information and feasibility of 

administration including time factor. These pilot interviews were not included in my master 

thesis. 

In the study, we used interviewer-administered questionnaires, which were filled out during 

face to face interviews with the participants. Because, this method was helpful to collect 
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complex information with possible accuracy with greater flexibility, and it was able to 

minimize the missing data (58). As it was administered by the same interviewer, it was able to 

make sure that the questions were understood by the participants possibly in the same way; so 

the consistency and the quality of information was tried for its best. 

Structured questionnaires are being used in most of the quantitative researches; because it is 

simple to administer, relatively cheap, could collect information regarding both present and 

the past, relatively little training is needed to develop, and it is easy and quick to analyze once 

it is completed (63). 

The following considerations were taken while administering the questionnaire regarding 

definition of the terminologies:  

• Gestational period was calculated from the last menstruation day and it was stated in 

weeks; and a term pregnancy is referred to a pregnancy which completes 37 

gestational weeks (64). 

• Gravidity was defined as the number of pregnancies (complete or incomplete) 

experienced by a woman. Primigravida is someone who is experiencing pregnancy for 

the first time and Multigravida is a pregnant woman who has been pregnant one or 

more times previously (65).  

• Parity was defined as the number of times a mother deliver a fetus after its viable age 

(more than 22 weeks gestation). A woman who has not yet delivered a viable fetus is 

called Nullipara and those who delivered once or more is called Multipara (64, 65,66)  

• All the medical histories were self-reported by the participants. A disease condition 

was considered as present (currently or in the past), if it was reportedly diagnosed and 

treated or followed up by a medical doctor. It was the same with family history of 

diseases.   

• Body mass index (BMI) was calculated as weight in kilograms divided by height in 

meters squared (kg/m2). 
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Depression scale: 

The Montgomery–Åsberg Depression Rating Scale (abbreviated MADRS) (67) was used to 

assess the depression among the study population; it was administered by a specialist doctor 

in psychiatry in one of the three languages (English, Urdu or Norwegian) that participant 

preferred. It is the same tool used in the other parts of the EU-GIFTS project for the 

assessment of depression. 

In research projects, various screening instruments have been used for depression 

assessments. Most of them are self-rated depression scales, where the participants fill out the 

screening test themselves, or researcher-administered.  They are easy and cost effective in a 

research screening set up (16). Screening tests would detect the condition and further 

diagnosis would be carried out by the psychiatric professionals using structured interviews 

according to the guidelines of ICD 10 or DSM IV  (11,13,14).  

MADRS is a ten-item diagnostic questionnaire, which was developed in 1979; and along with 

Hamilton Rating Scale for Depression (HAMD), the most frequently used depression 

assessment scale worldwide (70). It is administered by a psychiatrist or a physician. It could 

also be administered by a trained psychologist. The ten items in the MADRS scale are based 

on; 1.Apparent sadness, 2.Reported sadness 3. Inner tension, 4. Reduced sleep, 5. Reduced 

appetite, 6. Concentration difficulties, 7. Lassitude, 8. Inability to feel, 9. Pessimistic 

thoughts, and 10. Suicidal thoughts. Each item contains detailed but short phrased questions 

which allow precise rating of severity; thus, a grading between 0 and 6 depends, where 0 is 

normal and 6 is severe. The summed up value from all 10 items yields the total MADRS 

score, which ranges from 0 to 60; 60 is the maximum (67).  

This scale is used to identify the presence of depression, to measure the severity of depression 

episodes and to assess the changes or improvement after medication (67, 68). The MADRS is 

more focused toward psychological, as opposed to somatic aspects of depression (69). The 

internal consistency is relatively very high, giving the high correlation between all items  

(r=0.95) (69). It has a high inter-rater reliability which ranges from 0.89 to 0.97 (67). At the 

cutoff point of 31 this scale has a sensitivity and specificity of 92.3% and 82.8% respectively 

to differentiate moderate and severe depression (68). 

Perinatal depression is a condition in which sensitivity is more important than specificity (8). 

Thus, it is understandable that MADRAS will be more useful to study our population. In 
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addition, this scale is used with the clinical assessment by a clinician; therefore using in 

pregnancy does not require any specific validation. Moreover this scale is recommended for 

the use in assessing depression in Norway (70, 71). MADRS is the mostly used instrument to 

assess the extent and intensity of common depression symptoms not only in research, but also 

in clinical practice in Norway. 

 

Selection of the cut off value: Different cut off values on MADRS were used in different 

countries and in different situations to identify depression and to grade the severity of 

depression. The following guideline is used in Norwegian clinical practice to rate the severity 

of depression and for the treatment option: Total score 0 -12 will generally not require any 

treatment; 13-19 is considered as mild depression that mainly needs counselling only; 20-34 

is considered as Moderate depression that needs counselling and drug treatment; 35+ is 

Severe depression and hospitalization must be considered. Hospital admission will be also 

considered with a lower total score if the individual item on suicidality will be ranked 4 points 

or higher. The effect of treatment is followed up with repeated MADRS measures (72- 74). 

In research situations, cut off scores of 13 and above was used in an Australian study with 

pregnant females (75), in a Swedish study in late pregnancy (76) in  Norwegian studies with 

elderly  population (70,77)and a population with bipolar disorder (78). Cut off scores of 10 

and above was used in a Swedish study with postnatal depression (79), in a British study with 

adults, to define remission (80). Cut off scores of 8 was used in USA studies with older adults 

(81) and females planning to be pregnant and in early pregnancy (82) and in a case control 

study on breast cancer patients in Finland (83).  

In this master thesis the presence of the depression (outcome variable) was decided based on 

two different cut off scores, 11 and 13. 
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3.2 Qualitative research methodology 
In addition to the assessment of depression in pregnancy and associated factors among the 

interviewed women, one of the specific objectives in this study was to get an insight into 

attitudes and perceptions of pregnancy and depression among immigrants with a Pakistani 

background in Oslo.  

Both pregnancy and depression are possibly sensitive areas, and probably affected by cultural 

understandings. Meeting and interacting with the Pakistani people during the GIFTS-Norway 

project and recruiting and interviewing the pregnant women, gave rise to an assumption that 

this  culturally sensitive theme, depression and pregnancy- may play a ‘gate keeper’ role for 

the women of Pakistani origin ( e.g. in seeking the related health care services). Additionally, 

as mentioned, we faced a very difficult situation in recruiting participants for the GIFTS-

Norway project from the start. Therefore, a qualitative study was designed as a supplementary 

study to explore both the recruitment challenges and perceptions of pregnancy and depression 

in the community concerned. Subsequently, rich information was collected. However in this 

master thesis only the information in relation to depression and pregnancy was selected to use 

and not the whole, as it is beyond the scope of the master thesis. 

3.2.1 Qualitative Study design 

The qualitative study was independent from GIFTS-Norway study. The study design, 

recruitment and data collection were done by myself under the guidance of my supervisors. 

The study comprised of eight semi -structured, face-to-face, in -depth interviews using an 

interview guide (Annex 8). Interviews were conducted over a period of one year as the data 

collection was interrupted by my own pregnancy and child birth.  

In the qualitative study, phenomenological approach was used as suggested by Kvale. S(84), 

which helps to focus on the lived experience of the participants with openness. As Moussakas 

says “In phenomenological research, the question grows out of an intense interest in a 

particular problem or topic and the researcher's excitement and curiosity inspire the search” 

(85).  Three interrelated steps, namely 1.Description, 2. The reduction, and 3. Search for 

essence were recommended by Giorgi (1994) (86) in a phenomenological type of method, 
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where the first means the description of the phenomena as they present themselves and the 

second indicates how the researcher should suspend her own judgment due to pre conception. 

3.2.2 Recruitment 

Purposive sampling strategy was used to recruit participants for the qualitative part to achieve 

maximum possible variety.  During the recruitment for the GIFTS-Norway project, one of the 

observations was that the participating women could belong to one of the 4 following 

categories based on their birth place and marriage: 1. Both partners are born / brought up in 

Norway, 2. Women who were born/brought up in Norway - married to a man who migrated to 

Norway due to marriage, 3. Women who were born in Pakistan and migrated following  

marriage with a Norwegian born man, 4. Both are new to Norway. It was assumed that theses 

factors could influence the attitudes and behaviors of the participants toward health, 

particularly pregnancy and depression. 

Recruitment for this qualitative study began with those who had already participated in the 

GIFTS-Norway project and greatly willing to volunteer. Informants were carefully selected in 

order to cover above mentioned four different categories.   In addition, I also recruited non 

pregnant women from the same community hoping to hear a difference in the voice.  I learnt 

in the initial qualitative in-depth interviews that men probably play a big role in family 

decisions of the community under study.  Thus, it became interesting to understand the men’s 

point of view on pregnancy and depression. Consequently, three men were approached in 

snowball fashion through known contacts and were interviewed. Special attempts were taken 

to interview at least one of the women who refused to participate in the GIFTS-Norway 

project; assuming that it could broaden our scope of knowledge. However, it was obviously 

very hard; those who refused for one study gave the same reason to refuse the other.  

Inclusion criteria for female participants for the qualitative part of the study were that, she 

should have been living in Norway for more than a year and be more than 18 years old. 

Inclusion criteria for men was that, he should have been living in Norway with his family and 

preferably he and his wife have had experience of pregnancy and child birth  in Norway.  

These criteria were applied to ensure that the participants could provide information 

applicable to our context of immigration, pregnancy and depression. Being able to speak and 

understand English fluently or partially-in which case with a fair command in Norwegian, 
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was an important requirement from both type of participants, because I could not use an 

interpreter due to practical issues.  

3.2.3 Qualitative Data collection 

Once the participants for the qualitative study were recruited, the following were done: 

1. Informed consent was taken.  

Participants were provided with both verbal and written information about the purpose of this 

qualitative study. Consent forms were available both in Norwegian and in English. They were 

requested to only to mark whether they agree or not agree to participate. In the same form it 

was also asked for their permission to use an audio recorder to record the interviews.  No 

signature or name was taken. 

2. Face-to-face in-depth interview was conducted. 

Face-to-face in-depth interviews: 

The face-to-face interviews were conducted by me. Interviews started after they had marked 

their willingness on the consent form. A semi-structured interview guide with open ended 

questions was used for the following reasons: to check whether the main areas of interest 

were all covered; to have relative consistency between interviews and to make note taking 

easy. Interviews were mainly conducted in English. Two of the interviews were conducted in 

partially English and partially Norwegian. When they gave their consent to audio record, the 

whole interview was recorded while some key information and notes on informant’s body 

language and reactions were noted down by the researcher (my self). When they refused the 

recording, I took hand written notes while they were talking. The times taken for these 

interviews were between 45-60 minutes. 

In-depth interviews took place where the participant would like to have it, but presence of the 

spouse or parents who could understand the interviewed language was avoided in order to 

minimize the possible influence that could manipulate their answers. 

At the end of the interview each participant was appreciated for their volunteer participation 

and given a flower bouquet as a token of thanks. All the interviews were transcribed on the 
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same day of the interview. Additional observational points were also noted down with the 

relevant transcription. 

Interview guide was pretested with one female student from the same community before the 

start of the recruitment for the qualitative study.  

The following considerations were made regarding interview guide and interviews:   

▪Questions were asked as open ended as possible. However, some extra points were added in 

the interview guide in order to check whether the interviewee covers the required area or if 

they needed to be further probed. 

▪ ‘Depression and pregnancy’ assumed to be sensitive areas; so questions were asked 

carefully, closely following that participants were comfortable. In the interviews the terms 

‘Depression’, ‘Psychiatry’ and ‘Mental health’ were planned to be questioned in a manner 

that   they are a single and common concept.  However, during the very first interview it 

became clear that the interviewee considered each one of the terms as a completely different 

entity. Therefore, in the subsequent interviews, this question was asked carefully and 

checked: how do they understand the concepts [q3.  How do you understand the term 

‘depression’../or psychiatry …..or mental health? ]. 

▪Explored both their personal views and their perception on the views of the others (others of 

the same community) 

 ▪Probing questions and encouraging words were used where ever it was appropriate  

The first interview took place in front of my co-supervisor [ KHH] after getting full consent 

from the participant for that. 
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3.2.4 Reflexivity 

Researcher’s background and position can affect every step of the research process and the 

angle of investigation (55). Reflexivity is a process of self-awareness where one should 

understand his/her own stance and how this stance impact on the study (87). As Moussakas, C 

(85) says, understanding the meanings and essence of a phenomenon in the light of intuition 

and self-reflection is a challenge faced in the human science research. Reduction means 

bracketing one’s foreknowledge, which was strictly advised in phenomenological studies 

earlier. However, now, as stated by Finlay, L. (88), the trend is ‘moving from introspection 

towards critical realism’ (88). In general, now it is recommended to adopt a stance of 

openness and at the same time to give an active, reflective attention towards pre 

understandings (88), which the author describes as ‘dancing between reduction and 

reflexivity’. In addition, by maintaining reflexivity thoroughly one can utilize own personal 

issues as a valuable resource (55). Further, reflecting on self-awareness has also been 

described as using it as a self-critical lens, or taking it for granted as a part of essential human 

capacity (88). 

In my study, first and foremost, I acknowledge my pre understanding of certain concepts due 

to my pre exposure to the same community during the larger GIFTS-Norway project. This 

preconception was built up during interacting with the participants of the project and due to 

certain observations I happened to make. I used them to identify the relevant questions for the 

qualitative part of my study. I tried to suspend this pre knowledge about them as much as 

possible and tried to maintain a neutral status while listening to them during the qualitative 

interviews. Next, I myself from a similar south-Asian and Muslim background ( Srlankan 

Muslim), I had certain preconceptions which I was confident with, I could use to understand 

them better. However, I realized at the beginning itself, that it was not quite true; a significant 

amount was yet to be learnt. Being a female, I had a certain amount of empathy towards my 

female participants. However, when reflecting back I could not find any obvious bias due to 

this empathy, instead, I was able to show my respect to them in a way they preferred. I felt 

like better welcomed by the Pakistani females due to being another Asian female. 

Having a background as a medical doctor in Gynecology, my professional knowledge and 

experience with depression and pregnancy is another area I was aware, when I was dealing 

specifically in this topic. Having my own experience of being pregnant in Norway, being 

pregnant my self during the first part of the qualitative interview sessions, and being a mother 
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of three children and my immigrant status added to extra empathy and concerns towards my 

female participants. Even though there is no significant effect I could note, I cannot deny any 

possible influence these factors had on the research process. 

At last, but not least I must acknowledge a degree of difference in the attitudes and personal 

beliefs between me and my participants. Where I found ‘being consciously neutral’ was 

paramount important to try to keep the possible bias minimum. I tried my best to be conscious 

of my role as a researcher and I how I might influence the data. 
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4 ETHICAL CONSIDERATIONS 

4.1 Quantitative study 
Ethical approval was received from the South-Eastern Regional ethical Committee (REK), 

Oslo, Norway for the GIFTS-Norway project, before the commencement of the field work 

(REK approval reference number: 2012/799/ REK Sør-øst/C) 

Participants’ privacy and autonomy were safeguarded at all the possible steps in the research 

process. Extra consideration was given to respect their cultural values both during the 

recruitment and during the interviews. Their physical and mental comfortability were assured 

throughout.  

Consent: At the early recruitment stages, participants’ verbal consent was sought by the 

recruiters before forwarding their telephone numbers to the research team. Later, when 

making appointments for the interviews, their preference place for meetup and their 

preference over having a translator from the same community, were checked with them. 

When they were met up for interviews, a written consent was taken. Consent forms were 

available in both Norwegian and English languages. One of the interviewers read and 

explained the complete information in the consent forms; interpreters were used whenever 

necessary. Additionally, participants were given time to go through it by themselves. They 

were encouraged to question and get their doubts cleared before signing the consent forms. 

After the consent forms were signed, a copy was given to the participants. They were assured 

that they could withdraw from the study at any time without any repercussions. Contact 

information of the project leader, project coordinator and both interviewers (master students) 

was given to them, so that they could clarify any queries. 

In the early stages, each item in the structured questionnaire was checked for its relevance to 

the current study group and for its content. Special attention was given to make sure that the 

interviews would not affect the psychological wellbeing of the pregnant mothers. 

Interviews were carried out individually, in separate rooms. It was made sure that the 

participants could not identify each other, even in the case where there was more than one 

participant in the same location at the same time. The participants were provided with 

refreshment and necessary breaks during the interviews. They were appreciated for their 
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contribution. At the end of the whole procedure (including GIFTS-Norway blood sample 

collection), they were given compensation for their travel and cost.   

The assessment of depression was done by an experienced specialist in psychiatry, and those 

who were found to have depression received necessary guidance and follow up from the 

specialist.  When the participants voluntarily wished for help beyond the research limits, 

appropriate assistance were given within the capacity of the researchers.  

All the collected data were encrypted, so no identifiable information about the participants 

was made available. Language group also could reveal the identity of the participant; 

therefore it was planned that if smaller number of participants were found to be in any 

language groups then they would be grouped together as “other”. All the raw data were kept 

under the custody of the project leader and only the anonymized software version of the data 

was used for analysis. 

 

4.2 Qualitative study 
Ethical clearance for the complementary qualitative study was sought from REK  through the 

GIFTS-Norway  project as an additional  amendment,  following the advice of the REK. 

Ethical consideration was taken into account in all the stages of the study. Informed consent 

form was used in two languages in order to make sure that they could understand it clearly. 

The contact information of the researcher was given to the participants in order to make it 

possible for the participant to withdraw from the study if she/he wished later or for any 

queries.  Confidentiality was ensured by using their names neither in the consent forms nor in 

the interviews. Even their ages were not asked specifically. Interviews were labeled under 

code numbers. Interview situation was arranged according to the comfort of the participant by 

asking him/her. Privacy was maintained and special consideration was taken not to have the 

presence of any other person known to the informant and can understand the language the 

interview was conducted. This is to make sure that the informant would not be giving any 

controversial viewpoints in front of another member of the same community. Each of them 

was thanked for their time and help, and received flowers. Confidentiality and loyalty was 

maintained also while making transcription. All the material was safeguarded.  
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5 FINDINGS AND ANALYSIS 

5.1 Findings and Analysis of the quantitative Study 
The quantitative data was analyzed using SPSS version 22. 

5.1.1 Descriptive statistics 

Socio-demographic characteristics of the study sample 

The total sample size was 52. Out of them 36.5% (n= 19) were Norwegian-born Pakistanis, 

59.6% (n= 31) Pakistani born and 3.8% (n= 2) were born in other countries and migrated to 

Norway for marriage and family reunification. Participants were between 22 and 39 years old. 

Mean age was 28.85 years (SD=4.2) and it is almost the same among different groups 

according to the place of birth. The mean length of stay in Norway was 17.2 years. Among 

the Norwegian-born (n=19), 5 of them moved to Pakistan in their childhood and  lived there  

more than 10 years, reportedly for education purposes, and then moved backed to Norway in 

adulthood.  In addition, 4 other Norwegian-born women have lived away from Norway for 3-

5years continuously. This explains the discrepancy in the age and the length of stay in 

Norway of the Norwegian-born participants (see table 1). 

All the participants were married; however, only 88.5% (n=46) of them are living together 

with their husbands in Norway. Husbands to the rest (n=6) live in Pakistan or in another 

country due to immigration Visa issues, education or employment reasons. Parents of all the 

participants were born in Pakistan. However, husbands of 69.2% (n=36) of the participants 

were born in Pakistan; 28.8% (n=15) were born in Norway, and 1 person was born in another 

country. 

The total years of education the participants had varied from 7 to 21 years with a mean of 

14.7 years (SD=3.1), where the mean is slightly higher (16.4 years) among the Norwegian-

born than the Pakistan born (13.6 years). Some of those who were born in Pakistan and 

migrated to Norway in adulthood had overlapping education (repeatedly studied the same 

level both in Pakistan and Norway). 51.9% (n=27) of the total sample population had 
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university education; among the Norwegian-born it was 78.9% (n=15) and among the 

Pakistan- born it was 32.3% (n=10). 

Regarding the family city in Pakistan (the city where the parents of the participants belonged 

to); five major metropolitan cities i.e.: Karachi, Lahore, Faisalabad, Islamabad and 

Rawalpindi were considered as large cities and the rest as small cities or rural area. The 

majority of the participants (n=36, 69%) belong to small cities and rural areas.  

Table 1 : Socio-demographic characteristics of the study sample 

 Total 
(n=52) 

Norway born 
(n=19) 

Pakistan born 
(n=31) 

Other 
(n=2) 

Age : Mean(SD) 
 

28.85(4.2) 
 

27.5(3.1) 29.7(4.7) 28.5(2.1) 

Length of stay in Norway  in 
years : Mean  (SD)             

 
17.2(9.8) 

 

 
23.6(6.9) 

 
14.0(9.4) 

 

 
3.75(0.4) 

 
Total years of education: 
Mean (SD) 
 

 
14.7(3.1) 

 
16.4(2.0) 

 
13.6(3.2) 

 
17(1.4) 

Family city in Pakistan: n(%) 
Large city 
Small city or rural area 

 
16(30.8) 
36(69.2) 

 

 
9(47.3) 

10(52.7) 
 

 
6 

25(77.7) 

 
1 
1 

Present occupation of 
participant: n(%)   
Skilled jobs  
Unskilled jobs 
Unemployed  

 
 

15(28.8) 
13(25.0) 
24(46.1) 

 
 

10 
3 
6 

 
 

5 
10 
16 

 
 
- 
- 
2 
 

 

Approximate monthly expenditure in Norwegian Krones (NOK) was questioned and recorded 

as one of the measures of Socio-economic status instead of monthly income. Because the 

latter was considered as embarrassing to question and it was used in the same way in the 

questionnaires used in the other countries in the GIFTS project.  Nevertheless, almost 20% of 

the participants (10 out of 52 participants) either only had partial knowledge or no knowledge 

at all about the financial situation at home. Therefore, this variable was not included in the 

analysis considering its unreliability. 

Participant’s present occupation: The type of jobs that requires special skill, training, 

knowledge, and education were categorized under skilled work (89). Those who were house 

wife, full time students and those who only get a little financial/ social benefit by taking part 
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in courses were categorized under ‘unemployed’. 46% (n=24) of the participants were 

unemployed and 29% (n=15) of them were doing skilled jobs.   

Medical and obstetric histories and body parameters of the study sample 

16 (30.8%) of our participants were Primigravida and the rest were multigravida. The mean 

gestational period for this group of pregnant women was 22.2 (SD=5.5) weeks. Among those 

who had childbirth before (Multipara, n=31), eleven had delivered babies by Cesarean 

sections at least once (four were   Norwegian-born and seven were Pakistan-born). Six 

participants had three or more children and the rest of them were having less than two 

children ( Table 2). 

All the information regarding Family history of medical illness and past medical history and 

treatment of the participants were self-reported. Eleven (21.2%) of them had at least one 

significant past medical history; five of them had past history of high blood pressure; four  

had diabetes; three had bronchial asthma, and five had received treatment for depression in 

the past. However, only two of them were currently on medication (both for bronchial 

asthma).  26 of them (50%) had pregnancy related complications at least once in one of their 

previous pregnancies. This includes, among others, gestational diabetes mellitus (GDM) and 

miscarriages. Four of them had GDM in their previous pregnancies and 15 had history of 

miscarriage. History of miscarriage was higher among the Pakistan-born (n=13, 42%) 

compared to the Norwegian-born (n= 2, 10.5%).  A cross tabulation shows this difference is 

statistically significant:  X2 (1) =6.8, p=0.01. 

Self-reported chronic medical conditions among the extended family members such as 

parents, grandparents and siblings, showed a higher proportion with diabetes (82.7%, n=43). 

Family history of Ischemic heart disease (IHD) and stroke was found among 31 (59.6%), and 

mental illness among 7 of them. 
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Table 2: Medical and Obstetrics histories of the study sample 

 
                                       n(%) 

Total 
n=52 

Norway born 
n=19 

Pakistan born 
n=31 

Other 
n=2 

Family history of Diabetes               
                                          Yes  
                                           No   

 
43(82.7) 

9 

 
17(89.5) 

2  

 
24 (77.4) 

7  

 
2  
- 
 

Family history of IHD and 
stroke                               Yes   
                                           No  

 
31(59.6) 
21(40.4) 

 
11 (57.9) 
8 (42.1) 

 
19 (61.3) 
12 (38.7) 

 
1  
1  
 

Family history of Mental 
illness                               Yes  
                                           No  

 
7(13.5) 

45(86.5) 

 
3  

16 (84.2) 

 
3  

29 (90.3) 

 
1  
1 
 

  Primigravida:    *            
Multigravida:                

16(30.8) 
35(67.3) 

10  
9  

5  
25 (80.6) 

- 
2  
 

Stage of pregnancy at 
interview:        1st trimester    
                          2nd trimester   

 
3  

49(94.2) 

 
- 

19 

 
3 

28(90.3) 

 
- 
2 
 

Having any significant 
medical past history * 
                                         Yes                                
                                         No 

 
 

11(21.2) 
40(76.9) 

 
 

4  
15 (78.9) 

 
 

7  
23 (74.2) 

 
 
- 
2  

Having a past history of 
Depression                     Yes 
                                          No 

 
5  

46 (85.2) 

 
1 

18(94.7) 

 
4  

26(83.9) 

 
- 
2  
 

Current medication for any 
illness                               Yes 
                                           No 

 
2 

49 (94.2) 

 
1 

 
1 
 

 
- 
 
 

History of miscarriage: * 
                                          Yes 
                                           No 

 
15(28.8) 
36(69.2) 

 
2  

17 (89.5) 

 
13 (41.9) 
17 (54.8) 

 
- 
2  
 

History of GDM: *          Yes 
                                           No   

4 
47(90.4) 

2 2 - 
 
 

History of C-section  ⱡ    Yes 
                                           No 

11(35.5)  
20(64.5) 

4 
3  

7  
16 (69.6) 

- 
2  
 

BMI: Gr-1  ( ≤ 24.9 )      
       : Gr-2 ( 25.0-29.4)  
       : Gr-3 ( ≥ 30.0)        

16 (30.8) 
19 (36.5) 
14 (26.9) 

 

7  
5  
7  

9  
12  
7 

- 
2  
- 

*Missing data =1               ⱡ counted among of those who were multipara n=31 
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Table 3 : Body parameters of the study sample 

 
 

Total 
Mean[SD] 

Norway born 
Mean [SD] 

Pakistan born 
Mean [SD] 

Other 
Mean [SD] 

Height in cm  
      

164.7 [6.31] 167.6 [6.6] 162.3[5.3] 169.2[2.4] 

Weight in Kg 
 

72.5 [10.5] 
 

75.7[10.2] 
 

69.8[10.2] 
 

79.2[3.9] 
 

BMI  
                                       

26.9 [3.85] 
 

27.3[3.85] 
 

26.6[4.04] 
 

27.6[0.5] 
 

 

Height and weight were measured at the time of interview. Mean height and weight of the 

sample were 164.7cm (SD=6.3) and 72.5 kg (SD=10.5) respectively.  

According to WHO international classification of overweight (90), BMI range is grouped as 

follows:  18·5–24·9 kg/m2 (normal range), 25–29·9 kg/m2 (overweight/ pre-obese), 

kg/m2and above (obesity) .The measurements used was what had been measured during the 

interview i.e. the second trimester values. By this time, the body weight includes the 

pregnancy weight-gain too. Since pre pregnancy weight was not measured in our study group, 

the validity of using BMI in our study group as a predictor in risk relevance was highly 

limited. Therefore, this variable was not used for further analysis. 

 

Social integration and social support 

Number of close friends (specifically counted as those whom a participant could talk in 

confidence and reach for help when she needs), and how much interest shown by the family 

and friends were the variables used to check for social support. The number of close friends 

ranged between 0 and 7; where the median was 3. The majority (n=39, 75%) thought that 

their family and friends show great interest on them and their activities.  

The other features shown in the table 4 were considered as indicating how much they are 

integrated with the society. 
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Table 4: Features showing social integration and social support  

n (%) Total 
n=52 

Norway born 
n=19 

Pakistan born 
n=31 

Other 
n=2 

Norwegian language 
proficiency:                 Poor          
                                 Medium 
                                       Good 
                              Very Good 

 
2 
7 

18(34.6) 
25(48.1) 

 
- 
- 
7  

12  

 
2  
6  

10 
13  

 
- 
1  
1  
- 
 

Norwegian media usage:  
                  Never or Seldom   
                                   Weekly   
                                       Daily       
  

 
5 

12(23.1) 
35(67.3) 

 
- 

5 (26.3) 
14 (73.7) 

 
5 
5  

21 (67.7) 

 
- 
2  
- 

Leisure time group 
activities                        Yes   
                                          No 

 
28(53.8) 
24(46.2) 

 
13 (68.4) 

6  

 
13 (41.8) 
18 (58.3) 

 
2  
- 
 

How much interest shown 
by family and friends    
                                     Great   
                      slight to Some   
                                       Non   

 
 

39(75.0) 
10(19.2) 

3 

 
 

14 (73.7) 
5 
- 

 
 

23 (74.2) 
5 
3  

 
 

2  
- 
- 
 

Perceived self-influence 
over local community 
events       
                        Large degree  
                        Some degree 
          Slight to No influence 
                         

 
 
 

6 (11.5) 
29(55.8) 
15 (28.8) 

  

 
 
 

3  
11 (57.9) 

5 

 
 
 

3 
16 (51.6) 
10 (32.2) 

 

 
 
 
- 
2 
- 
- 

*missing data 2 

 

Participant’s perceived fluency in Norwegian language was investigated, and among the 

Norwegian-born participants, only 63.2% (n=12) thinks that they are very good in Norwegian 

language. Rest of them (n=7) think that they are just good. Couple of them came out with a 

self-explanation that due to the lack of command in different Norwegian dialects they feel 

them self as not very good in Norwegian language at large. In addition, the fact that some of 

the women from this group lived more than 10 years out of Norway was considered as 

another possible explanation. However, when it was closely cross checked, only two of them 

matched this combination. However 42% (n=13) of women from the Pakistan-born group 

perceived as they were very good in Norwegian language. After all more than half of them 
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(n=8) were migrated to Norway in their very early child hood. In order to check the 

assumption that length of stay in Norway and education could have an influence, a one way 

between-groups analysis of variance (ANOVA) was conducted separately to explore the 

impact of length of stay in Norway and total years of education on perceived level of 

Norwegian language proficiency. Between the language levels, the difference in mean length 

of stay in Norway was statistically significant at the p < 0.05 level. But no statistically 

significant difference was found in mean years of education between the language levels. 

In the case of  impact of duration of stay in Norway on the perceived level of language, a 

post-hoc comparison was run using the Tukey HSD test which indicated the following:  there 

were significant differences between the mean length of stay for the levels poor (M=0.75, 

SE= 0.25) and Good (M=16.3, SE=2.1), Poor and Very good (M=22.2,SE=1.4), medium 

(M=5.86) and Good, and Medium and very good. There was not any significant difference in 

the mean length of stay between levels Poor and medium, and also between good and very 

good. 

Being a member in a club or society, or regularly taking part in any congregation or any group 

activities during their spare time were considered under leisure time group activities. Nearly 

half of the study population was involved in leisure time group activities ( n=28, 54%). 67%  

(n=35) of them use Norwegian media on daily basis, while only three of them never had used 

any Norwegian media. More than 55% (n=29) of the study population feels that they can 

influence to some degree what happens in the local community where they live. 

Physical activity (PA) pattern 

Sum of the time they spent on various household physical activities, leisure time physical 

activities and walking, per week, was calculated in minutes and then converted in to hours. In 

addition, average time spent on Television watching was calculated. PA time and TV 

watching time were used in some previous studies on risk relation (91). 

Involvement in one or more of the following activities in the leisure time was reported by 

48% (n=25) of the participants: brisk walking, jogging, bicycling, yoga, aerobics and 

gardening. 
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PA category was assessed following a question item from the Oslo Health Study. 54% (n=28) 

of the study population was found to be falling under sedentary group, while 44% (n=23) 

belongs to active category. Physically active state is higher among the Norwegian-born (58%) 

than Pakistan-born (35%). 

Table 5: Physical activity pattern in the study sample 

 
 

Total Norway born Pakistan born Other 

Time spent on sitting and 
watching TV  hours/week : 
                             Mean [SD] 
               

* 
 

13.8 [10.6] 

 
 

11.2 [9.6] 

 
 

15.4 [11.4] 

 
 

14 [4.9] 
 

Total time spent on all 
type  PA  hours/week: 
                              Mean[SD] 
                 

* 
 

33.3 [17.1] 

 
 

36.4 [15.8] 

 
 

31.2 [18.3] 
 

 
 

33.7 [11.6] 
 

Involvement in leisure time 
Physical activity: n(%) 
                                         Yes   
                                          No   

* 
 

25(48.1) 
26(50.0) 

 

 
 

12 (63.2) 
7 (36.8) 

 
 

12 (38.7) 
18 (58.1) 

 
 

1 
1 

PA category: n(%)  
                              Sedentary   
                                     Active       

* 
28(53.8) 
23(44.2) 

 
         8(42.1) 
        11(57.9) 

 
19 (61.5) 
11(35.4) 

 
1 
1 

*missing data=1 
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5.1.2 MADRS scores and magnitude of depression 

The frequency of existing depression in the study population was measured by MADRS 

scores using two cut off values i.e. 13 (mainly) and 11 (additionally). The reasoning for 

selecting these values was already discussed in the methodology chapter under instruments. 

According to the cut off value 13, 17.3% (n=9) of the study population was found to be 

depressed. However, when using the cut off 11, the depression rate rises to 25% (n=13). The 

distribution of depression has almost a similar pattern among both Norway born Pakistani 

participants and Pakistan born participants when using cut off 11; but slightly higher 

percentage is found to be depressed among the Pakistan born compared to the Norway born if 

we use cut off 13 (Table 6). 

Table 6: Distribution of MADRS score and presence of depression  

 Total 
n=52 

Norway born 
n=19 

Pakistan born 
n=31 

Other 
n=2 

MADRS score 
                [min-max]                 
                 Mean [SD] 

 
0-21 

7.42 [5.3] 
 

 
0-19 

7.11 [5.1] 
 

 
0-21 

7.68 [5.6] 
 

 
3-10 

6.5 [4.9] 
 

Cut off 13: n(%)  
                              Depressed 
                      Not depressed 
                                  

 
9 (17.3) 
43(82.7) 

 
3 (15.8) 
16(84.2) 

 
6  (19.4) 
25(80.6) 

 
- 
2  
 

Cut off 11: n(%)  
                              Depressed 
                      Not depressed 
 

 
13 (25) 
39 (75) 

 
5 (26.3) 

14 (73.7) 

 
8 (25.8) 
23(74.2) 

 
- 
2  
 

 

 

MADRS scale consists of 10 items. The following table (Table 7) shows how many times 

each item had been used during the complete data collection. 

 

Table 7:  Use of each MADRS-item among the 52 MADRS interviews 

MADRS 
item 

Item 1 Item 2 Item 3 Item 4 Item 5 Item 6 Item 7 Item 8 Item 9 Item 10 

Frequency  
out of 52 

7 38 30 29 15 18 31 21 13 0 
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This table shows that Item 2-reported sadness, had been used in the highest frequency (n=38) 

followed by item 7-lassitude and lack of energy ( n=31), item 3-inner tension (n= 30) and 

item 4-reduced sleep (n=29). 

No one scored any points in Item 10 which is suicidal thoughts.  

Another notable finding was the use of Item 1-apparent sadness.  Five out of the nine those 

found to be having depression (according to cut off 13) had ‘no apparent sadness’. In other 

words though they were depressed according to the scale and the psychiatrist’s assessment, 

they were not seem to be sad. 

 

5.1.3 Associated factors 

Association between depression and sociodemographic, medical and social factors and some 

of the anthropometric measurements were checked using SPSS version 20 statistical analyses.  

Either ‘having depression’ according to two MADRS cut off values (categorical variable) or 

MADRS score (continuous variable) were used as outcome variables during the analysis 

depending on the statistical test used. Associations were considered significant at the 5% level 

(p ≤ 0.05). Statistical tests used in the analysis and the findings were presented in tables 10-

14, which were available in the annex 2. At the end, the combine effects of the positively 

associated factors and negatively associated factors with depression during the pregnancy was 

analyzed using multiple regressions models (Table 9). 

Involving in leisure time group (social) activities and currently being on treatment for 

medical illness show a statistically significant association with having depression (using cut 

off 11) at the significance of P=0.05. (See annex 2: Table 10 and 11).  

Some of the categorical variables were tested for possible association with MADRS score. As 

MADRS score follows the normal distribution curve, the normality of the sample was 

assumed and parametric tests, t-test (for those with two categories) and one-way ANOVA (for 

those variables with 3 or more than 3 categories) were used. The following variables show 

statistically significant (at p≤ 0.05) differences in the mean MADRS scores; Highest 

education achieved (School, upper secondary, university), Having mental illness in the family 
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(Yes, No), Participant had depression in the past (Yes, No), and Participant currently taking 

treatment for any medical illness (Yes, No). These variables were re-tested using the non-

parametric alternatives of t-test and one-way ANOVA, which are Mann-Whitney U test and 

Kruskal-Wallis Test, respectively. Again, the findings were found to be statistically 

significant in a similar way. (See annex2: Table 12 and 13) 

The results show that higher education and having mental illness in the family are negatively 

associating with MADRS score, while having a past history of depression and currently on 

medication for medical illness are positively associating with MADRS score.  In the case of 

currently taking treatment for medical illness the results needs to be interpreted with caution 

as only two participants were on current medication and that was for bronchial asthma.      

Age had been categorized in to two groups, less than 29 years and more than 30 years, for 

further analysis. No statistically significant association was found between age and presence 

of depression. There is not any significant association in the occurrence of depression and the 

family city. 

Correlation test was run to check the correlation (r) between continuous explanatory variables 

and continuous outcome variable (MADRS score). Certain continuous independent variables 

did not follow the normal distribution curve; therefore the non-parametric test for correlation, 

Spearman’s rho, was used in the analysis for them. According to the Cohen’s guidelines (92), 

strength of correlation between two continuous variables is stated as follows: small if r is 

between .10 and .29, medium if r is between .30 and .49 and it is large when r is .50 and 

above. Total years of education and total time spent on physically active tasks negatively 

correlated to MADRS scores with a moderate strength; and this association is statistically 

significant ( See annex 2: Table 14) . That means the more one spend time on education and 

the more one being physically active, the lesser the chance of having higher MADRS score, 

thus lower the chance of getting depression. 

 

Crude estimates showing the effect of education, family history of mental illness, having a 

past history of depression, current medication for medical illness and total time spent on 

physical activity (hours) on MADRS using Generalized  Linear regression model (GLM). 

These are reported in Table 8. The analysis showed that upper secondary and university 
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graduates had MADRS scores which were significantly lower by 5.49 and 5.59 points 

respectively compared to school leavers (p = 0.02). The analysis also revealed that for each 

year increase in the education, MADRS scores tend to be lower by 0.57 points (p = 0.01). 

Patients coming from families that had a history of mental illness had MADRS scores that 

were 5.11 points lower than patients from families with no such history. Spending more time 

on physical activity also contributed to high MADRS scores (p = 0.02). However, past history 

of depression and being on medication increased MADRS scores by 5.21 units and 8.54 units 

respectively. 

 

Table 8: Generalized  Linear regression model (GLM) showing the effect of each covariate on 
MADRS score separately 

Explanatory variables 
( Covariates) 

Unstandardized Coefficient  
B ( 95% CI) 

 

p-value 

Education: reference ‘School’ 
                    Upper secondary 
                    University 

 
-5.49 (-10.17, -0.81) 
-5.59 (-10.11, -1.08) 

 
0.02 
0.02 

 
Total years of education -0.57 (-1.02, -0.13) 0.01 

 
Family history of mental illness 
(YES) 

-5.11(-9.14,-1.08) 0.01 
 

Past history of depression 
(YES) 

5.21 (0.40, 10.0) 0.03 
 

On current Medication for other 
illness (YES) 

8.54 ( 1.39, 15.69) 0.02 
 

Total time spent on Physical 
activity-in a week, in hours 

-0.10 (-0.18, -0.01) 0.02 
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Table 9: Multiple regression Full model and a Final model showing the effect of selected variables on MADRS score 
 

 
Explanatory variables 

( Covariates) 

Multiple regression Full model1 Multiple regression Final model2 

  
B ( 95% CI) β p-value B ( 95% CI) 

 
β p-value 

Total years of education 
 

-0.323 (-0.776, 0.130) -.192 0.16 -0.34 (-0.85, 0.06) -.233 0.88 

Family history of mental 
illness (YES) 

-3.337 (-7.544, 0.870) -.207 0.12 -4.30 (-8.28,-0.22) -.279 0-04 

Past history of depression 
(YES) 

4.304 (-0.963, 9.571) .223 0.11 4.76 (0.19, 9.32) .270 0.04 

On current Medication(YES) 4.450 (-2.646, 11.547) .166 0.21 - 
 

- - 

Total time spent on Physical 
activity-in a week, in hours 

-0.056 (-0.137, 0.025) .181 0.17 - - - 
 

Adjusted R Square (R2) 0.252 0.208 

 
B= Unstandardized Coefficient  

Beta (β)= Standardized coefficient 

1Model results show the adjusted effects of all the covariates in a single model 

2A three-parameter final fit 
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A standard Multiple Regression with all the above 5 independent variables is shown in the 

Full model (Table 9).  25% of the variance of the MADRS score is explained by this full 

model. The model results showed that education, family history of mental illness and time 

spent on physical activities reduced MADRS scores while past history of depression and 

being on medication had the opposite effect. However, these findings were not statistically 

significant (P-values > 0.05). This could be due to the fact that overlapping of predictive 

variables had blocked the unique contribution.  

By eliminating the weakest one at a time, a final model was achieved with three variables. 

This is shown in table 9 as Final model. 21% of the variance of the MADRS score is 

explained by the final model. The model results showed that after adjusting for years of 

education and past history of depression, patients from families with a history of mental 

illness had MADRS scores that were on average 4.3 units [95% CI (-8.28,-0.22)] lower than 

patients from families without such a history. On the other hand, having a history of 

depression episodes significantly increased MADRS scores by a factor of 4.76 [95% CI (0.19, 

9.32)] after adjusting for family history of mental illness and total years of education. 

According to this analysis both,  having a family history of mental illness (β= .279) and 

having a past history of depression (β= .270) showed stronger unique contribution of effect to 

MADRS scores at a significance of p= 0.04. 
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5.2 Findings in the qualitative study 
The objective of the qualitative part of the master thesis was to gain an insight of perception 

and attitudes towards pregnancy and depression among the immigrants with Pakistani 

background living in Oslo, Norway. 

5.2.1 Description of participants 

Five females and three males were interviewed. Age was not recorded individually in order to 

secure anonymity; however, they belonged to the age group of 20-45 years. Out of them one 

was unmarried; and the others were married and either already having children or being 

pregnant at the time of the interview. Two of the female participants and one male participant 

were Norway-born. Others had migrated and living in Norway for more than 10 years. All 

three male participants were married to Pakistan born females, where one of them came to 

Norway as a couple. 

Out of the five female participants, two of them were married to men who were Norwegian-

born/ brought up in Norway, and two of them married to Pakistan-born men. That is to say, 

the following categories of marriage patterns have been covered: Norwegian-born female 

married to Norwegian-born male, Norwegian -born male married to Pakistan born and newly 

migrated female, Pakistan-born female married to Pakistan-born male but raised in Norway, 

Pakistan-born female/male married to a male/female from Pakistan who migrated to Norway 

newly due to marriage, and Pakistan-born couple migrated to Norway as a couple.  

Five out of eight of them had higher education in Norway. One participant only took language 

courses in Norway. Four of the interviews were audio recorded and the other four interviews 

were written down as notes. This is due to the fact that 3 participants were not willing for 

audio recording and one participant preferred a place for interviewing which was not suitable 

for the use of an audio recorder. 
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5.2.2 Themes 

Data analysis was done following the guidelines summarized in the literatures (86, 96). The 

interview transcript was read as a whole, several times to get  a sense of the ‘whole’; after 

that,  natural ‘meaning units’ were discriminated following a reasonable amount of meaning 

coding; then, with meaning condensation dominating themes were spotted. They were further 

condensed in light of the theoretical framework. With regards to the perception of pregnancy 

and depression, three themes were identified.  

• Extra caution and secrecy during first 3 months of  pregnancy   

• Community and mental illness  

• Influence of the family   

 

i) Extra caution and secrecy during first 3 months of  pregnancy 

All the informants agreed that pregnancy is perceived by the pregnant woman, her family and 

friends as a ‘very special event’, ‘good news’ and ‘huge happiness’.  Mother, mother-in-law 

and other experienced female family members dominate in the care and advice giving. To rest 

and relax and to avoid hard working, are some of the main advices pregnant women get from 

them. The pregnant women are treated well and pampered. The males reported to be ‘shy ‘and 

they would rather avoid talking about wives’ pregnancy in front of others [P-3, P-6, P-7]. 

According to the informants, the first 3 months of pregnancy is understood as a very 

vulnerable period; so more concern was shown in order to protect the pregnancy during this 

period. The extra cautious attitude during the first 3 months of pregnancy was mentioned 

consistently. Though few did not believe personally in this concept, they claimed that their 

parents or in-laws tried to impose it on them. The first 3 months was treated as a secret and a 

special period with a varying degree of strength depending on the family background, whether 

in-laws live in Norway or Pakistan, duration of stay in Norway and whether the husband is a 

newcomer. 
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“….I said ‘ yah. It is a boy’…. but in Pakistan culture people are scared to tell the sex 
of the baby ..specially for the first baby ….they are very scared to tell that they are 
pregnant. Because of ‘black magic’ or ‘evil eye’ something like that….or maybe they 
think someone will envy… and all these strange things...(laughs) so, they are not 
dared to tell … …so some different ideas.”[P-1] 

According to the information gathered through the interviews, while few in the community 

were comfortable in sharing the news about pregnancy regardless of the stage of the 

pregnancy, the majority seems to be very skeptical, especially in the first 3 months. This 

attitude was shown also by those who are born or brought up in Norway as well. 

“…first 3 months its only between me and my wife” [ P-7] 

After 3 months, it was considered as a safe period. However, some were comfortable only 

after 6 months to be sure of viable pregnancy. One participant was more particular about it 

and said that she waited until the ultra sound scan could confirm the pregnancy [P-5]. The 

reason she said was to protect her loved ones, mainly parents and parents in-laws, from 

unwanted worries and shock in case if something goes wrong with her pregnancy. Few more 

explanations were given for the extra caution and hiding the news. Mainly, all worried about 

uncertainty of continuation of the pregnancy; they panicked about possible miscarriages. By 

revealing the news early, they, mainly the family members, think that they risk the pregnancy 

to get exposure to ‘black magic’, ‘evil eye’ or ‘jealousy factor’ which can harm the unborn 

fetus. 

All informants seemed to be comfortable and felt free to share the news when the pregnancy 

is visible physically, and especially it is completely acceptable for women to talk about it. 

“….why should I need to tell them?..it is my personal business.. Others can get to 
know when she (my wlfe) physically telling with a big belly. Until then 'it is not there' 
for society’s sake..”  [P-8]    

Many showed skepticism over revealing the sex of the baby, especially if it is the first child 

and if it is a boy. They would rather wait until the delivery.  

The information about repeated female children, not having a boy as the first child and 

repeatedly become pregnant (multipara) is considered with a degree of remorse. However, 

this point was not strongly discussed. 
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“….if one is already having few children, she would further delay.. even after three 
months(to tell the news ). Because others will say .. ' oh, she has started the machine 
again’..”  [P-3]   

The extended family’s specific attitudes were displayed constantly in the following areas by 

the informants:  first 3 months of pregnancy, having a boy as the first child, and in preference 

to male babies than female babies. These were reportedly less existing among the informants’ 

generation. The extended family’s ‘exhibited’ influence over pregnancy expectations was 

mentioned as an exaggeration over the usual cultural pattern prevailed in Pakistan. This was 

seen as an ambitious effort to maintain the cultural identity in the host country.  

“….here in Norway, all know each other…they (extended family members) are very 
eager to show they are the best…., they over react in certain stuff….” [P-3]  

Disagreement between the generations in certain believes and attitudes were mentioned 

throughout the interviews, at various occasions.  

“…Here in Norway, parents,.. partially give freedom to you...but, then suddenly take 
all of them from you….. They will let you hang around with friends, but suddenly they 
want you to marry your first cousin in Pakistan” [P-3]    (marriage is out of my scope)  

 

ii) Community  and mental illness            

I had a preconception that the term ‘mental health’ is more general and better socially 

accepted than the more clinically sound terms such as ‘depression’. However, I discovered 

the exact opposite during the interviews. The term ‘depression’ was perceived by majority of 

the participants as a temporary mood change or feeling of sadness which can become worse in 

certain cases. It was also mentioned that some others in the community consider depression as 

a state of being ‘too lazy’ or ‘too down’. At large it was not considered as a treatment 

requiring illness.  

In contrast to this, the informants showed an alarming expression over the term ‘mental 

health’. Except two, all the other participants understood ‘mental health’ specially, ‘mental 

illnesses’ as a very scary condition and as a really sick state. 

“….bad word… like that you are crazy…” [P-4] 

“…..I am crazy.. I am mad..something likes that…” [P-7] 
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The terms ‘Psychiatry’ or ‘ Psychological state’ were not understood by the majority of 

interviewees and sounded very unfamiliar to them. 

A strong stigmatizing view was expressed consistently towards having any type of 

psychological conditions. Even the gently treated term ‘depression’ was found to carry a 

significant amount of disgrace. Though a few said that they disagreed personally, all 

acknowledged that it was a taboo- related issue in the community. Due to this, depression was 

avoided to be discussed openly in the community and many want to hide within the close 

family circle. 

“... if they know you are taking treatment from  a psychiatrist, some may support, 
many  will go away from you….if it is in our family or close friend we try to hide.”   
[P-4]. 

A couple of my interviewees admitted the fact that they had experienced  symptoms of 

depression some time back,  but they did  not seek medical advice. One had a perceived valid 

reason ‘to be depressed’ i.e. father’s death, and shared her problem with close friends in order 

to get moral support; but the other hid it even to her own mother, trying her best to appear 

normal in front of others. However, all showed empathy and strong helping mind towards a 

close family member or a friend if they were found to be sick 

Many, but interrelated reasons were given as possible explanation for hiding it; fear of 

transmission of news within the community or gossips, fear of losing family status, fear of 

revealing family problems (in other words ‘a secret’), and fear of being less valued  were 

some of the reasons.  If there was a perceived valid reason to be depressed, for example death 

of a parent, it would be accepted by the society with minimum scandal. However, without 

such reasons, they were worried that the others will doubt a hidden family problem and will 

be curious to investigate the cause.  

During the interviews, it was also learnt that the people in this community recognize 

depressive symptoms in different ways. Some consider it as illness (at least when it become 

worse), while others take it as non-health related. Reluctance to go for medical help prevails 

in the local Pakistan society, even among those who accept the condition. Fear of being 

labeled for depression and fear of transmission of information, were disclosed. 

“....testing means certification.. ..they ( Pakistanis)..somehow..even though they are 
really sick..they do not want to be labeled as a sick person.”[P-8]. 



49 
 

An issue on trust was mentioned by the informants at several occasions in different contexts. 

This gave an impression that trust issue was one of the underlying causes for their fear of 

transmission of personal information within the community. 

“…If you go to a Norwegian doctor you will be more open. But if you go to a doctor 
who speaks your own language, then you are not open, you have to have good 
confidence in the doctor to speak out the truth.” [P-3] 

One of the other participants said that he agreed to be interviewed by me because I was 

introduced personally by his well trusted neighbour and I was also well known to his 

neighbour. Also he added that he started to listen to what I say after hearing that I was saying 

that I would not take his name or contact information. 

Gossiping seems to be another cause that creates the above mentioned fear. 

“ ..I don’t want to tell (medical, psychological condition)…because if you tell to one 
person....they will tell to another….not to hurt you,…may be…. but just without any 
meaning..” [P-5].     

 The trust issues and fears were not only related to releasing information, but also to receiving 

information. They preferred to hear new information through a well-known person, family 

member or a medical doctor-specially for a health related one. One participant, used the term  

‘doctor who treats you’[P-7], where the degree of expectation regarding confidence was 

highlighted.                 

 

iii) Influence of the family    
Influence of the family was reflected under many different themes; in pregnancy related 

issues, in releasing news regarding health conditions, in decision making in health related 

issues, and in possible male dominancy. A spectrum of influence by older family members, 

specially parents and in-laws was highlighted during the interviews, which varied from ‘no 

influence’ to ‘strong influence’. Extended family members reported to be imposing varying 

degree of influence especially regarding what to do and not to do in pregnancy and making 

certain decisions. Family influence is seems to be shaped by whether they live with their 

grown up children or live separately. 
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It was mentioned by some of the female participants that they decide for themselves regarding 

certain health related issues, for example, go for a medical check up, and take part in a health 

study.  They would discuss the matter with their husbands in order to let them know; but not 

to get permission. It was presumed as a cultural way of respecting him [P-2, 4, and 5]. 

However, the concern was dealt in a different way by the male participants:  

“…. well.... in Pakistan it is very normal…. usually only men take decisions, because 
there, we think that is the way we can protect our women. It is not a question at 
all…….., it would be much safer and good for her..”[P-6].  

According to the male participants, male dominance is present in the community in a 

significant way though it is comparatively less among Norway- living Pakistanis than in 

Pakistan. The influence of the men was viewed in a positive way as a mode of providing 

protection to their women and it was perceived as ‘the men’s duty’. The given reason was that 

many women are not working and less knowledgeable about the surrounding world than the 

men. Further, this concept was stated as a learnt behavior in the culture.   

“  …there is a male dominancy (in the society)...influence is always there..positive or 
negative influence is there..” [P-7]. 

It was also mentioned that among Norway -living Pakistanis, women have comparatively 

better freedom for decision-making than in Pakistan; though the men would influence the 

final decision. 

During the qualitative exploration, contradictory opinions were noted on the true meaning of 

the statements about husband’s disapproval.  While some meant it had genuine meaning, 

others claimed it was a way of getting away. To further complicate this issues, some said that 

women do not want to expose their husbands to blame, so even if husbands refuse, they would 

rather come out with different excuses- in other words, husbands negative influence might 

have been underreported by the women in the community. 
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6  DISCUSSION  
 

In the quantitative study, 17.3% of a selected number of pregnant women with Pakistani 

background living in Oslo was found to have depression. Higher education, being more 

physically active and having a family history of mental illness were negatively associated with 

depression. Having been treated for depression in the past and currently being on medication 

for other medical illnesses were showing a positive association with depression. In the 

qualitative study, participants stated that pregnancy is perceived as a happy event; yet the first 

three months of pregnancy is vulnerable and extra caution is needed in order to ensure the 

pregnancy is continued safely. Also this period is preferred to be kept as a secret. Depression 

and other mental conditions were considered as taboo. Skepticism was shown over releasing 

any news regarding depression or other mental conditions in the family and regarding 

pregnancy. This was reported to be due to the fear of spreading personal information in the 

local community. Family influence over decisions regarding pregnancy and mental health 

related issues was also revealed.   

6.1 Discussion of the methodology 

6.1.1 Quantitative study 

Science is characterized by empirical research (93). In quantitative research, scientific 

evidence is obtained using techniques which are  concerned with statistical significance and 

generalizability. This methodology stands out with its application of rigorous methods, 

researcher taking an objective stance and reducing the collected data in to numbers, and 

analyzing the data using mathematical techniques (94). Various cautious steps, for example 

randomization, blinding, having a sample size with a good power, highly structured 

instruments, awareness to bias and confounders and methods to control them,  are  taken in 

order to enhance and secure the quality of evidence (58,93). Being able to demonstrate the 

quantity, which is considered to be the powerful tool in producing reliable data, along with 

replicability and internal validity, are the greatest advantages of the quantitative methodology 

(94). 
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Part of the main objective of this Master study is to assess the magnitude of depression and 

associated factors during pregnancy in the study group. A quantitative method with a cross-

sectional study design is the most suitable to answer these research questions. Cross-sectional 

studies collect ‘snap-shot’ information of a single study population, in a single point in time 

(58). Thus, exposure and outcome are being measured at the same time. Therefore, unlike 

Cohort studies, in Cross-sectional studies, it is difficult to determine which comes first or to 

find a causal relationship between variables. In the master study, therefore, it is not easy to 

report the associated factors as either risk factor or a protective factor. However, cross-

sectional studies are very popular among researchers as they are relatively easy and less 

expansive to conduct. It is highly used for the identification of associated factors and for the 

estimation of prevalence. 

Prevalence: Prevalence is a measurement of frequency of existing disease in contrast to 

incidence which measures new disease events.  Prevalence is defined as the proportion of the 

total population that is diseased either at a single point in time (in the case of Point 

prevalence) or during a specific duration of time (in the case of period prevalence) (59).  An 

adequate sample size is necessary to be able to project the disease frequency from the sample 

population to the major population with a good precision (62). A sample size calculation for a 

prevalence study of depression among the Pakistani pregnant women living in Oslo yielded a 

size of 135 subjects (Annex 1). But we were able to recruit only 52 women. In addition, 

subjects were not randomly selected and response rate was poor, which lead to possibly 

selection bias. Therefore, it is not possible to talk about prevalence rate in this study.  

 

Bias, Confounders and Random Errors: 

Internal validity of a study means having a measurements of associations accurate and 

repeatable, so that the observed errors would be minimum (58).  In order to achieve a good 

internal validity, the study must be, as much as possible, free of bias, confounding effect and 

Random errors (59). 

Bias is a systematic error that results in incorrect estimations which could lead to an under-

estimation or an over-estimation of results. Bias can arise from three sources: the subjects, the 

researchers or the measurements used, and it often occurs if the response rate is low (58). 
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Selection and sampling bias, observer bias and recall bias are some of the examples. Random 

sampling helps to reduce the selection bias and  ensures that the subjects studied are 

representative of the target population (95). A common type of information bias is recall bias. 

Bias cannot usually be eliminated totally from epidemiological studies. The aim is therefore, 

to keep it to a minimum (60). 

In the GIFTS-Norway study, several measures had been taken to minimize bias as much as 

possible. Observer bias and measurement bias was kept at a minimum by using the same 

observer and the same scales on all the patients. Random sampling was not practical to our 

study group, which had narrow conditions.  Along with the poor response rate, as stated 

earlier, the chances for a selection bias are high. This was an unavoidable situation. However 

according to the central bureau of statistics (SSB), Norway,  there were 270 total number of 

births among  Norwegian-born to immigrant parents with a  Pakistani background in Oslo in 

the year 2013 and 2014 ( yet, this does not include the third generation babies)(37). Therefore, 

we can say that probably our study population (n=52) represents 15-20% of all the deliveries 

that occurred during the study period. 

Confounding effects are mixing effects between exposure, outcome and the third extraneous 

variable (59). Confounding determines the extent to which observed association is causal. It 

may give rise to spurious associations, or it may obscure the effect of a true cause (60).This 

could be controlled in the designing stage or during the analysis, using standardization and 

regression. In the quantitative part of the master study, possible confounders were suspected 

among the independent variables, and they were controlled during the analysis with relevant 

and suitable statistical tests. 

Random errors occur due to ‘chance’. They are two types. Type I Error or alpha error is 

incorrect rejection of the null hypothesis. This is avoided by keeping the significance level (α 

value) equal or less than 0.05; so that chances of a false rejection would be 5% or less. Type II 

or beta error is accepting the null hypothesis incorrectly. This is preventable by having an 

adequate statistical power; which is obtained by having a sufficient sample size (58, 59). In 

the quantitative part of the master study, Type I Error was avoided by setting the significance 

at p≤ 0.05 during the statistical analysis. However possible Type II error could not be avoided 

due to the small sample size.  
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6.1.2 Qualitative study 

Qualitative research is dynamic (87). Researchers who use qualitative methodology base their 

thinking on naturalistic paradigm; hence they use interpretivist and constructivist thinking 

(93). In contrast to quantitative methodology which uses a positivistic paradigm of thinking 

(87), qualitative thinking believes that the truth is lying within participants’ lived experience 

and personal meanings (84). Qualitative methodology has been used extensively in health 

research to examine the experienced meaning of values, cultural sense, social construction 

and historical changes. Most of these studies have commonly used interviews, observations 

and document analysis as their data gathering techniques (87). In addition, Kvale and 

Brinkmann say “Qualitative research interview attempts to understand the world from the 

subjects’ point of view, to unfold the meaning of their experiences, to uncover their lived 

world prior to scientific explanations” (96).  

This master study has a specific objective to obtain an insight into the perceptions and 

attitudes towards depression and pregnancy among immigrants with a Pakistani background 

living in Oslo. The aim is to get a comprehensive understanding on the area of depression and 

pregnancy in an immigrant context, as a supplement to information gained through the 

quantitative part. Qualitative interviews were performed, to understand the condition of 

depression and pregnancy from the point of view of the Oslo living Pakistani people.  

As mentioned earlier, in the qualitative study phenomenological approach was used. Because, 

this approach, as Kvale claims (84), helps to get beyond the superficially seen meaning and to 

disclose the hidden meaning of the phenomenon under study. This is very useful especially 

when dealing with the context of south Asian culture in a western environment.  

In my qualitative sub-study, I selected only face- to- face interviews due to the following 

reasons: First, this type is considered the most applicable method for my research question; 

then, considering the time limitation and practical issues this method was found to be the most 

convenient and feasible.  

The other techniques, which are being used by qualitative researchers, are Focus-group 

discussions (FGD) and participant observation. FGD are recognized to be providing different 

dimensions of understanding of behavior in a relatively easily accessible way (97), and also 

considered to be more suitable for a group with strong traditions (87).  Main reason why I did 

not attempt to use FDGs in this study was my previous exposure and experience with the 
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people with Pakistani background; I understood that it would be very difficult to gather 

enough participants in a short time period.  I had a reasonable doubt that they would not like 

to be exposed in front of others from the same community, which could have made the 

recruitment non-feasible and made the quality of the information uncertain. Participant 

observation was beyond the scope for the master study’s research questions.  

Unlike quantitative studies, qualitative studies do not require a sample size calculation. 

Saturation of data is the usual goal to decide on the number of informants. Additionally, as 

Girbich (87) comments, sampling in qualitative research does not concern representativeness, 

but aims to gather information rich data. At the end of eight in-depth qualitative interviews, I 

found a rich data and started to notice that some of the information was getting repeated. 

However, I am aware that I had not heard the meaning from certain people, for example, those 

who speaks only Urdu (they could have had different issues with depression and pregnancy, 

related to integration), those who refused to participate in the GIFTS-Norway study (they 

might have had some strong or different opinions), and a mother or a mother-in-low to a 

pregnant woman (could have obtained firsthand information about the extended family). I 

acknowledge these as limitations of the qualitative study. 

 

6.1.3 Mixed method (MMR) and Triangulation 

Mixed methods is primarily meant for combining both qualitative and quantitative methods in 

a single study in order to gain a more complete understanding.  This is extensively practiced 

in contemporary health research (93), and there is a significant number of works and 

publications on this topic.  However, there is an ongoing argument about mixing the methods. 

While some are freely accepting and some even considering mixed methods as the ‘third 

research paradigm’ (98,99), others object strongly (100). The salient argument was that 

qualitative and quantitative methods belong to two totally different paradigms, which should 

and could not be mixed (93,100).  

Among those accepting the mixed-methods model, one may consider to give equal status to 

both paradigms, while another might want to keep one paradigm dominant (99).  Morse 

described several approaches to combine quantitative and qualitative methods where the 



56 
 

combinations were either simultaneous type or sequential type (101). Morgen D adopted a 

Priority –Sequence Model that relies on the fact of complementarity, and whether they 

function as preliminary or a follow-up to the principal method (102). Here, different methods 

contribute to the main study in different strengths.  Those 4 models are as follows a) 

preliminary qualitative methods in a quantitative study b) wise versa of a, c) follow-up 

qualitative methods in a quantitative study and d) wise versa of c. Complementary qualitative 

studies were showed to be providing interpretative resource for understanding the results of 

the quantitative study, and also at times have served to salvage quantitative work (102).  

As different methods have different strengths, combination of methods expected to maximize 

the ability to unite the strengths and help to cross validate the results; with an 

acknowledgment on technical difficulties and admitting the conflicts between the two 

paradigms (102). However, demanding intensive resource, risk of pushing each other to their 

elementary forms and risk of having contradictory findings, were mentioned as limitations in 

mixing methods in a single study (103). Grbich says (87) ‘Triangulation entails the 

overlapping results at different points to enhance the reliability’. Usage of the term 

triangulation in health research has a critical appraisal; also have serious conflicts on its 

definition. It was originally defined by Denzin (1970) as the combination of methodologies in 

the study of the same phenomenon (cited in 99).  Later, multiple types of triangulation had 

been increasingly discussed in publications.  Six types of triangulation were described by 

Holcomb et.al (103). They were Theoretical triangulation (using alternative theories), Data 

triangulation (using data from multiple sources or multiple time points), Methodological 

triangulation, Investigator triangulation (multiple researchers examining the same problem), 

Multiple triangulation employed with in a single study and lastly, and Analysis triangulation 

where multiple approaches of analysis being used.   

Methodological triangulation is being distinguished as within-method triangulation and 

between-method triangulation (99,103).  When it comes to mixed methods, then it refers to 

between-method triangulation. In literature, the terms triangulation and mixed method are 

being commonly used mutually and interchangeably. This had faced severe criticisms; Denzin 

(2012) (104) argues that in its original form, triangulation was meant for using multiple forms 

of qualitative methods in one study and not its combination with quantitative study. He 

further claims that this type of triangulation (within-method) is being used to gain an in-depth 

understanding of the phenomenon of interest through different qualitative methodological 
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approaches. He blames that the mixed method tradition removed qualitative method from its 

natural home (104). 

Going back to the decision on integrating the qualitative and quantitative methodological 

approach, despite the argument on paradigm conflict and various disagreements, this method 

persistently gains popularity. Using various methods together is claimed to be producing 

largely consistent and convergent results; even in the case of result- discrepancies, it gives a 

chance to enrich the explanation (105).  Moreover, this type of multi method combination can 

create a new way of capturing problems, and can also lead to integration of theories (105).   In 

the quantitative-qualitative debate , Sale (2002) (93) recommends not to combine qualitative 

and quantitative methods for cross-validation or triangulation purposes due to the fact they are 

two different paradigms and do not examine the same phenomenon; but to combine only for 

complementary purposes. Nevertheless a broader and flexible design option for mixed method 

purposes was proposed by Greene (1989) (106). In her work of developing conceptual 

framework for mixed-method, she elaborated different purposes for multi-method design: (a) 

Triangulation, which seeks convergence and corroboration of results in order to increase the 

validity; (b) Complementarity, in which different methods are used to elaborate and clarify the 

results for more interpretability and meaningfulness; (c) Development, which attempts to use 

the results from one method to help develop the other method; (d) Initiation, which seeks 

discovery of contradiction and new perspectives of frameworks from the difference in the 

results; and (e) Expansion, where the intention is to extend the breadth and depth of the 

inquiry (106).  

The quantitative part of this master study was derived from a part of a larger international 

study. The GIFTS-Norway project was a pre-planned, pre-designed quantitative study, and a 

part of an ongoing international project. The qualitative part was planned and designed by the 

Master student (myself). Therefore, even though content wise my master study appears as a 

mixed method type, conceptually it cannot be considered so. Moreover, in this study both 

methodologies had been used to study the depression in pregnancy in an immigration context; 

yet each method examines different phenomena. The quantitative method deals with 

measurement of the level of depression and the objective relationship between depression and 

associated factors. On the other hand the qualitative method deals with the perception of 

‘depression’ in this specific context. Thus, I would rather state it as a combination of two 

methodologies for the purpose of complementarity. 
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6.2 Discussion of the main findings 
Magnitude of depression:  

17.3% of the pregnant women recruited for the quantitate part of the master study (52 women) 

had depression according to MADRS scale using cut off value 13. The rate increases to 25% 

with a lower cut off value of 11. These are comparatively higher than the available prevalence 

rates on ante natal and post-natal depression (both among immigrants and ethnic Norwegians) 

in Norway (49,50). However, compared to the studies from Pakistan, these values are more or 

less similar (51,107). Nevertheless, our findings belong only to a selected group of women 

with Pakistani background living in Oslo. The achieved sample size was quite smaller than 

the required sample size (n=135) to report a prevalence rate. Moreover, the response rate of 

participation was low and there were dropouts. We do not know about the level of depression 

among the non- responders. In addition, it was not a randomly selected sample. Therefore it is 

not possible to generalize the results to the population from which the sample was selected. 

Thus, applicability of the findings of this study to the population of pregnant women with 

Pakistani background living in Oslo is limited. Therefore, it is difficult to compare the 

findings with the prevalence rates of depression found in the literature.  

The other obstacle for comparison was that different studies had used different depression 

assessment scales and different cut off values. The estimation of a disease would be different 

in the same population between a screening test and a diagnostic test, and between different 

cut off values used. This issue was also addressed in a Meta-analysis study on post-partum 

depression (18).  Norwegian studies, which had been mentioned above (49,50) had used 

Edinburgh Postnatal Depression Scale (EPDS), which is a screening tool for depression. The 

study done in Pakistan (51) used ICD-10 diagnosis. In our study we used MADRS which is 

not just a screening tool, and with the cut off value 13 it is widely used clinically to detect 

depression (73,74). Therefore, detection of depression had been relatively more accurate with 

using MADRS than that with a screening tool. Nevertheless, a diagnostic psychiatric 

assessment using ICD-10 or DMS-IV is further needed in order to diagnose the type and the 

cause of depression. But this is out of the scope of the master study. If this research study 

could have recruited a larger number of participants recruited with a larger response rate, and 

if random sampling methods could have been exercised, then the findings based on MADRS 
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could have been applicable to the larger population with a good statistical precision and 

power. 

As it was seen in the results on MADRS item use, the item number 10, which assesses 

suicidal thoughts, had scored only zero by all 52 participants. That is to say, none of these 

participants had any level of suicidal thoughts. This could have been a true finding or this is 

due to the fact that suicide is highly condemned in the Islamic religion (108), therefore those 

who practice Islam find it a scandal to admit a suicidal idea (All the participants were 

Muslim). The other notable finding in the MADRS item use was item number 1, which is-

apparent sadness; 5 out of the 9 participant who had depression did not appeared sad, though 

they reported sadness (item 2). Again, the question arises on whether it could be a normal 

finding or is it due to any deliberate attempt to mask their feelings. Information collected in 

the qualitative part of the master study supports this assumption of masking the feeling. It was 

found that due to stigma, and due to the fear that others in the community would get to know 

their personal health situation, there is a tendency to hide the depressive symptoms and to 

appear as normal. However, the quantitative study is too small to elaborate the significance of 

this relationship. A study with a larger power and with this hypothesis at the planning stage 

could be a useful contribution for the understanding of reliability. A study of triangulation 

with qualitative exploration of the cultural influence over the items may be useful to 

understand the true picture of the magnitude of the illness. 

 

Few characteristics feature of the quantitative study sample: 

It was found that among the Norwegian-born to immigrant parents with Pakistani 

background, the length of stay in Norway (M=27.5) was not the same as their age (M=23.6). 

This was due to the fact that some of them migrated to Pakistan in early childhood and 

returned back to Norway in their adulthood. The length of stay found to be affected the 

perceived level of Norwegian language. Therefore being a Norwegian-born status alone 

might not be giving a sufficient explanation to the difference or the similarities for certain 

factors, for example social integration between whether one is born in Norway or Pakistan. 

When considering the total years of education, those who migrated to Norway in their adult 

period, found to have taken the same education program once again in Norway in order to 
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fulfil Norwegian requirements for further education. For example, upper secondary school. 

This might have affected the true meaning expected by the term total years of education.  

However, using the categories of the higher education achieved, also had its challenges. That 

is to say, some of the education degrees which were recognized as university degrees in 

Pakistan might not be recognized as university education here in Norway. Those who came to 

Norway recently, would have answered this question based on their educational achievements 

back in Pakistan. These were technical challenges faced regarding getting reliable information 

on education level in a migration context. To compensate this effect both variables were used 

in the analysis. In the quantitative study sample 52% of the women had (self-reported) 

university education. It is higher compared to the findings of the Oslo immigrants health 

study (Innvandrer-HUBRO), where 30% of the women with Pakistani background had higher 

education (46). 

69% of the participants originally belong to small cities or rural areas in Pakistan. This is in 

accordance with the available literature, which states that the majority of the Pakistanis came 

from small towns and surrounding rural areas of Punjab province (109,110). 

In the present quantitative study 54% of the women were found to be physically inactive, 

compared to the findings of Oslo immigrant study where nearly 60% of women with Pakistani 

background were reported to be physically inactive (46). 

The above discussion in additionally reveal that, even though the quantitative study sample 

was not a randomly selected one, it might  not be very much skewed from the Norway living 

Pakistani population in general. 

 

Factors associated with depression in pregnancy:  

In the quantitative part of the master study, education, physical activity, involving in leisure 

time social activity and having a  family history of  mental illness were found to be negatively 

associating with depression; on the other hand, having treated for depression in the past and 

currently on medication for medical illnesses were showing a positive association. Due to the 

small sample size, the chances of missing some of the true associations are more. i.e. more 

type II error by falsely accepting null hypothesis could have been occurred during the 

statistical analysis. When using cross tabulations for Chi-square test, the practical issue in 
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distributing the smaller number into further several components could have resulted in 

difficulty in identifying statistical significances. Therefore, identifying associated factors 

between categorized outcome variables, i.e. having depression and not having depression, 

had been not possible with many of the explanatory variables. Yet, variables of involving in 

leisure time group (social) activity and currently taking medical treatment (for bronchial 

asthma in our case) are showing statistically significant association with depression in this 

group of pregnant women, using Cross-tabulation analysis. However, in order to identify the 

direction of association and the strength of  association, odd ratio measurements and logistic 

regression analysis had to be done. These were quite impossible with a smaller sample.  

Therefore, major part of the exploratory analysis was carried out by checking the independent 

variables with the MADRS score (as the outcome measure) and subsequent linear regression 

analysis. Because, using a continuous variable as the outcome measure was comparatively 

easy to use for analysis in a smaller sample. The underlying assumption is, the larger the 

MADRS score the higher the chances of having depression. As it is found in the literature, 

there are many studies, which had been analyzed in this way (for example, 75, 76, 111). 

The total years of education, total time spent on physically active tasks, and having a family 

history of mental illness, were negatively associated with MADRS score. That is to say, the 

higher the number of years one had spent on education, the lower the scores of MADRS. And 

this is same with the number of hours one has spent on physically active task in a week. When 

one has a family member with mental illness, then the MADRS score becomes less compared 

to those without such family history. Due to the fact negative association, it is tempting to say 

that the above were protective factors for developing depression. However, it may not be 

correct. This is a cross sectional study. In a cross sectional study one can check the 

association only at a single point in time. It could be that the higher education and being 

physically active protect one from depression, or it could be due to the fact that not having 

depression helped one to continue in education and being physically active. Yet, if we take 

the context of the study, our participants belong to a limited time frame, i.e. being pregnant, 

so education still could be a protective factor. Because, it indicates that education was there 

for a longer period than being pregnant. On the contrary, the physical activity pattern was 

reported during pregnancy; so, either way of a causal relationship might be possible: 

depression could have caused by being physically less active or being physically less active 

could have led to depression. A prospective longitudinal study or a case control study, are the 

ideal designs to explore such causation effects.  The negative association between the above 
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factors (education and physical activity), and depression was widely discussed in the literature 

(12, 19, 21,91).  

The fact on family history of mental illness being negatively associated with MADRS scores, 

is an unexpected finding in this master study. Here it could be said that family history of 

mental illness is a protective factor for developing depression in this selected group of 

Pakistani pregnant women living in Oslo. Because, the other way round causal relation is 

obviously not true. This highly contradicts the existing knowledge in this association 

(112,113); where the family aggregation of psychiatric conditions was discussed under the 

light of genetic transmission and environmental burden. According to the literature, having a 

family history of psychiatric illness increases chances for similar or a different mental illness. 

Then what could be the explanation to the present finding? A possible confounding effect by 

level of education was suspected. This association was re- tested after weighing the data by 

education. Still, this association was persistently statistically significant at p< 0.001. Being 

significant, overcoming possible type II error (not being rejected), in a smaller sample makes 

this association a prominent one.  

One of the possible explanations is that when one has a family member with mental illnesses, 

then the chances that person get access to mental health services are more. This favors the 

chances that a person could learn prevention strategies. This makes more sense in Norwegian 

context, where the access to self-learning materials and motivations are much better along 

with higher female empowerment and independency, than this is in a South-Asian context. 

The second possible explanation could be based on the fact that family history was reported 

by the participant; a possible reporting bias. It could be due to the fact that those who did not 

have depression symptoms felt free to report the actual situation in the family, while those 

who were experiencing depression might felt uncomfortable to expose the others in the 

family. Nevertheless, during the structured quantitative interviews the information on family 

history was questioned before they get their depression assessment done. Here, how do they 

perceive depression, matters a great deal in assessing reporting bias. According to the 

qualitative sub-study findings, it was found that depression is perceived as a stigmatizing 

condition. They prefer to hide the information and enclose it within the family. They even try 

to appear normal suppressing their own feelings. This finding makes the second possible 

explanation stronger, and leads to a third possible explanation: when they have a family 

history of mental illness they could have experienced an undesirable reaction from the local 
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community, which in turn makes them to be careful in answering during their own depression 

assessment; also it is possible that they had had pre exposure to the same tests before, during 

assisting the family member to the treatment and possibly  due to the need for translation for 

the family member at the health care facilities.  This pre knowledge about the tests and self-

perception of the disease might have given them a chance to manipulate their answers during 

the MADRS assessment in the quantitative study. A mix-method study with triangulation 

would help to get a good exploration in this type of situation.  

Participant having a past history of depression, and currently taking medication (for bronchial 

asthma here) are positively associated with MADRS scores and again, tempting to conclude 

that these are risk factors for depression in the sample concerned. History of depression in the 

past and having comorbid illness were shown widely in the literature as risk factors. In a 

cohort study among British Pakistani pregnant mothers (42) previous episodes of depression 

were found to be a risk factor; but in that study no effect of education was found. Two 

Norwegian studies, one among Norwegian mothers (50) and the other among Pakistani 

mothers (49), show that prior depression is a significant risk factor for developing post-

partum depression.  Pregnancy itself is a stressful condition, and the immigration status could 

have aggravated the stress, which was discussed in the introduction part of this monograph. 

When the same person needs to be on treatment for a chronic illness, it will obviously add to 

the burden, so possibly lead to depression. However, in our study it was only two participants 

who were on current treatment and that was for bronchial asthma. Even though the statistical 

tests show a significant positive association at p=0.02, interpretation must be made cautiously. 

Those who had a history of depression in the past were not currently on treatment for 

depression. It was discussed in the literature that a new life stress can provoke the recurrence 

of an existing psychological condition (10,113). In this quantitative study, we do not know 

whether they were getting a recurrence of depression which was a part of a major depression 

type and not a pregnancy related mood change or they experience two independent episodes 

of pregnancy related depression. These questions can be possibly answered by a follow up 

study. 
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Perception of depression and pregnancy: 

Extra caution and secrecy during first 3 months of pregnancy, community and mental illness 

and influence of the family were the three themes that emerged from the qualitative data using 

the theoretical framework things at stake (56) through the question ‘what is at stake with 

pregnancy and depression in this community?’ The community concerned is not merely 

Pakistanis, but immigrants living in Norway. In other words, it is a South Asian community 

that is living in a Nordic country in Western Europe. Using the second frame work ‘Social 

constructivism’ (57), community can be seen to change, adapting to the new challenges in the 

new environment, and the members of the community may take new roles. In inter-action, the 

immigrants can understand to construct their socio-cultural understanding, trying to preserve 

or change attitudes and perceptions, e.g. of depression and pregnancy. The themes were 

interpreted using this perspective. 

According to the information gathered during the qualitative study, though pregnancy had 

been treated as a special and  a happy event, there remains a considerable amount of tension 

especially around first three months of pregnancy. In addition to the cultural and traditional 

considerations, there was a disagreement across the generations according to the findings of 

the qualitative interviews. The reaction of the extended family during this period was seen by 

the interviewed generation as ‘over reaction in order to be the best’. In addition, a degree of 

extra stress during the pregnancy regarding having the first baby a boy and fear of miscarriage 

were also found. In a follow-up study among women from rural Pakistan (51) it was shown 

that mothers to female infants, especially those who already had female children were at a 

higher risk of having post-partum depression (PPD); also it is mentioned that preference to 

male baby is deeply rooted in the South-Asian culture (114).  

The informants showed a variety of understandings concerning mental illnesses. Even the 

terminologies were interpreted in contrasting ways. Depression with a perceived valid reason 

to get depressed (e.g. death of a family member) had a better acceptance in the community 

since they were more considered as ‘temporary mood change’ and not in need of treatment. 

The perception of any type of mental illness was expressed as taboo during the qualitative 

exploration. Even the relatively mildly handled term and condition depression was covered 

with strong taboo. During the qualitative study, fear of being labelled as having depression 

was strongly expressed. This indirectly implies the possibility that they may minimize seeking 

for medical help. This finding is supported by the results from a study on perinatal depression 
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in rural Pakistan (115). In the rural Pakistan study it was found that many females and their 

families did not recognize depression as a health related problem and they even felt 

stigmatized to receive a diagnosis of depression. In addition, an American study (116) also 

reveals almost the same: The young Asian Americans tend not to seek professional help for 

their mental health problems due to associated stigma.   

Cowen et.al ( 7) claim that a tendency to stigmatize seems to be deeply rooted in human 

nature as a way of responding to those who behave differently and that  it is based on the fear 

that they might turn to be a threat. Mental illness, taboos and stigmatization are found almost 

in any culture in varying strength and mental illnesses were stigmatized long before modern 

medical terms were introduced (7). This seems to be due to the misconception that anyone 

with a mental illness could be violent as they cannot control themselves.  

This finding has relevance in connection with objectively measuring magnitude and 

associations of depression. Awareness of sensitivity of the issue, and the possible effect on the 

measurement would be greatly useful in understanding the actual situation in the specific 

community concerned. These findings also support the question on whether the reported 

presence of depression in the quantitative study group might be an underestimated value.   

Family influence on almost all aspects of health related behavior was found. The family 

influence for a woman mainly comes through her husband, her parents and in-laws. Some, 

especially Norwegian-born women, exhibit relatively a larger degree of independency 

compared to those who live in Pakistan. However, when it comes to pregnancy, her extended 

family seems to make more control over her. It is not a requirement for the extended family or 

in-laws to live in Norway in order to impose their influence. They seem to deliver their 

influence through her husband or directly through phone calls. Strong ideas on male 

dominancy were reflected through the men. This idea seems to be present among those 

Pakistani males who were born in Norway too. Family influence itself might be an extra stress 

during pregnancy; because, it was mentioned by some participants that they did not agree 

with what they were asked to do. Additionally, negative influence of the family over getting 

medical help for depression and other mental illness, can further delay the timely diagnosis 

and treatment of the depression. For taboo related issues, even though the younger generation 

does not want to carry it on, it can persistently exist in the community due the family 

influences.  
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Another possible implication of the family could be the following. It was stated in the 

qualitative interviews that the pregnant women receive advices from the elderly women in the 

family on what to do and what not to do in pregnancy. One of the advices was not to work 

and to rest more. Though it was understood that some do not want to follow this, this may be 

one of the possible explanations for the low rate of physically active state among our 

quantitative study participants. However, these assumptions should be studied using well 

designed studies. 

 

6.3 Limitations of the study 
The quantitative study was highly limited due to its smaller sample size. Moreover, inability  

to have a random sample  and having a poor response rate attributes to the fact that our study 

sample could not represent the general population of pregnant women with Pakistani origin 

living in Oslo . The recruitment was done as a part of the GIFTS-Norway project. Both Eu-

GIFTS and GIFTS-Norway projects have their ultimate goal on diabetic prevention. 

Therefore, it was possible that those who were motivated by diabetic prevention were the 

main responders and possibly, they were from families with histories of diabetes. This could 

have further influenced the characteristic of the selected group. Thus, the chances of 

confounder effect by diabetes in the family might have been more. Moreover, several self-

reported variables were used in the quantitative data. Self-reported variables them-selves have 

their own limitations.     

The strength of the quantitative study was that the information was collected by the researcher 

as firsthand information. Same areas in the questionnaire were administered by the same 

interviewer at all the occasions, so the examiner induced bias was minimized. In addition, a 

consistency in the way of asking a question and collecting information was maintained. The 

other strength was none of the participants were interviewed in front of their husbands or 

close family members. So the reliability of independent answers was able to be maintained. 

There was no language barrier. In addition, the depression was assessed by MADRS scale and 

by a clinical psychiatrist, this made the results more reliable than those collected by self- 

administered screening tools.  
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In the case of the qualitative study, the main limitation was that only those who could speak 

English or Norwegian were included. Those who only spoke Urdu could have had different 

dimension of information from a different angle. In addition, this sub study only consisted of 

in-depth interviews. As mentioned in the methodology discussion, a focus group discussion 

would be more useful with a group with strong traditional values, though recruitment could 

have been extremely difficult.  

Strengths of the qualitative study were: It was able to obtain data saturation. The quality of 

the information was secured through not having a person known to the participant in the site 

of interview. It was possible to audio record 4 of the interviews, and the study did not use a 

translator and all the information was collected as first hand.  
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7 CONCLUSIONS AND 
RECOMMENDATIONS 
Among the selected group of pregnant women with Pakistani background living in Oslo, the 

rate of depression was found to be slightly higher than the available prevalence rates among 

pregnant Norwegian women. In my study, higher education, being more physically active and 

having a family history of mental illness showed a negative association, and having 

depression in the past had a positive association with depression. In addition, in the qualitative 

part of my study it was found that both depression and pregnancy were culturally sensitive 

issues. There is a fear of harm to the fetus in the first three months of pregnancy through evil 

eye and black magic, and fear of gossip and stigmatization if the rest of the people in the 

community get to know that a person has depression. Family influence seems to play a strong 

role in depression and pregnancy related issues.  

Taboos and social anxieties can add more stress to the pregnant women’s mental wellbeing. 

Due to taboo, they delay seeking medical help, which leads to delay in diagnosis and timely 

treatment. This will have consequences on the women’s health, the health of her unborn fetus, 

and later more burdens to the health system and economy of the country. Given the 

importance of our findings, these should be made available to health workers. 

Due to the limitations of the master study, particularly, the quantitative study, it is not 

possible to generalize these findings to the larger population. Even though the study was 

small, we have found some very important issues and implications, which can be used to 

generate hypotheses and help to confirm the need for large scale research projects among the 

immigrant groups living in Norway. However, this master study shows the importance of and 

need of further research to overcome the barriers to understand the true level of depression 

within this community. In addition, we understand that there is a need to address the mental 

health of pregnant women with Pakistani background living in Norway, and measures are 

needed to prevent depression among this group. 

This study might imply possible similar issues with the other ethnic groups living in Norway, 

and possibly with South-Asians living in other Europeans countries. Therefore, further 

culturally sensitive studies, preferably staring with a qualitative exploration to understand 

their values, would be very useful. 
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ANNEX 1: 

Sample size calculation for a prevalence study 

 

The formula used was : (61,62) 

    n=Z2P (1-P) /d2  

‘n’ is the required sample size. ‘Z’ is the Z statistic for a level of confidence or standard 

normal variate. For the level of confidence of 95%, which allows only 5% type 1 error (α 

value less than 0.05) Z value is 1.96. It is the conventional preference (61,62) ‘P’ is the 

expected prevalence or proportion in a population based on previous studies or pilot studies. 

Since there were no previous studies on antenatal depression among Pakistanis living in either 

Norway or another European country, the option for ‘Prevalence based on previous study’ 

was to use either the prevalence in a similar group living in Pakistan (51,107) or using the 

post-natal depression prevalence among Pakistanis living in Norway (49). ‘d’ is precision; if 

the allowed absolute error is 5%, then d=0.05. This precision will allow us to project the 

sample prevalence to the population with a width of 95% Confidence Interval. Hence, the 

population prevalence with 95% CI would be: sample prevalence ± 2d .  

Regarding depression during pregnancy among Pakistani women, different studies show 

different prevalence rates: Prevalence of 12% obtained from Karmaliani et al., 2006 (107) and 

25% from Rahman et al., 2003 (51). According to the Norwegian study on post-partum 

depression (49) prevalence is 7.6 %.  When applying the different prevalence rates of 12%, 

25% and 7.6% on the above equation, the following sample sizes were generated respectively: 

162, 288 and 107. If there was a range of prevalence rates, it was advised to use the one which 

yields the larger sample size (62). However, 25% prevalence rate was obtained from a larger 

population in Pakistan, and the representative population in Oslo is relatively small. Therefore  

the average of 162 and 107 were selected to use.  

Thus, the calculated sample size was 135.This value was in accordance also with the sample 

size estimation after the Finite Population Correction (62). If the sample size would be 

smaller than the above-calculated value, then the precision would  decrease with increasing 

error in projecting the prevalence on to the population from which the sample was drawn. 
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ANNEX 2 

Additional tables 

Table 10: Association between depression and socio-demographic, social integration and 
social support factors using cross tabulation and Chi-square test† 

Socio-demographic Factors Depression by cut off 13 
Fisher’s Exact p-value 

Depression by cut off 11 
Fisher’s Exact p-value 

Education-highest level 
 

0.52 0.25 

Occupation-participant 
 

0.32 0.85 

Norwegian language proficiency 
 

0.91 0.51 

Leisure time group activities( Y/N) 
 

0.15 0.05* 

interest shown by family and friends 
 

0.15 0.5 

†During cross tabulation and Chi-square test at least one of the cells found to be with count less than 5. Therefore Fisher’s Exact test 

values were selected for interpretation 

*shows p value for Chi-square test itself , because no cells with less than 5 count in this combination was found 

 

 

Table 11: Association between depression and Medical factors and PA using cross tabulation 
and Chi-square test† 

 

Medical and obstetrics factors 

Depression by cut off 
score 13 

Depression by cut off 
score 11 

Fisher’s Exact p-value Fisher’s Exact p-value 

Family history of Diabetes( Yes/No) 0.64 1.0 

Family history of Mental illness ( Y/N) 0.33 0.17 

Whether on any current medication ( Y/N) 0.29 0.05 

History of any pregnancy related complication (Y/N) 0.46 1.0 

History of C-section( Y/N) 0.60 0.68 

Involvement in leisure time Physical activity (Y/N) 0.25 0.78 

†During cross tabulation and Chi-square test at least one of the cells found to be with count less than 5. Therefore Fisher’s exact test 

values were selected for interpretation                                                                                                                               
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Table 12 : Mean differences of MADRS score among different categorical of variables using 
One-way ANOVA  MADRS score  P-value Mean[SD]  Education-highest level:                   School*                                               Upper secondary                                                           University* 

12.3 [5.53]  6.84 [5.18] 6.78 [5.0] 
0.05  

Present occupation-participant:     Skilled                                                              Unskilled                                                        Unemployed 
6.00 [5.34]  9.38 [5.0]  7.25 [5.36] 

0.24 
Norwegian language proficiency:     Poor                                                               Medium                                                                    Good                                                            Very good 

9.00 [4.24] 6.00 [6.73] 9.17 [5.30]  6.44 [4.88] 
0.33 

Norwegian media usage: Never or seldom                                                                  Weekly                                                                     Daily 
11.6 [8.79] 6.58 [4.62] 7.11 [4.83] 

0.17 
Interest shown by family and friends: Large                                                         Slight to some                                                                           Non 

7.05 [5.27] 9.50 [5.62] 5.33 [4.16] 
0.34 
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Table 13 : Mean differences of MADRS score among some  categorical variables using the   
t-test   MADRS score P-value Mean [SD]  Place of birth-participant: Norway                                                    Pakistan 7.05 [5.0] 7.68 [5.6] 0.67 
Family city in Pakistan:       Large                                                    Small or rural 6.56 [4.14] 7.81 [5.76] 0.38 
Leisure time group (social) activities: Yes                                                                          No 8.32 [5.77] 6.38 [4.61] 0.19 
PA category:    Sedentary                              Active 7.57 [6.0] 6.96 [4,37] 0.68 
Family history of Diabetes:  Yes                                                        No 7.37 [5.17] 7.67 [6.26] 0.88 
Family history of  ischemic heart disease and stroke:     Yes                                                                          No 

 7.74 [5.7] 6.95 [7.0] 
0.60 

Family history of Mental illness :        Yes                                                                         No 3.00 [2.30] 8.11 [5.32] 0.001 

Participant had depression in past:    Yes                                                                                                                 No 12.0 [7.14] 6.78 [4.87] 0.04 

Whether on any current medication : Yes                                                                           No 15.5 [4.95] 6.96 [4.87] 0.02  
Any  pregnancy related complication: Yes                                                                           No                     7.58 [5.63] 7.00 [5.0] 0.70 
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Table 14 : Pearson Correlation/ Spearman’s rho  between MADRS score and some continuous 
variables 

 Pearson correlation (r)  Length of stay in Norway  -.12 Total years of education                 -.34* 

 

 Spearman’s rho Weight in Kg .16 Number of friends .09 Total number of living children   .15 Time spent on sitting and watching TV-in a week .15 
Total time spent on  activities-in a week -.31* 

* Strength of correlation is medium and it is significant at the 0.05 level 
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ANNEX 3: 

Request for participation in a research project 

 “Depression and Nutrition among Pregnant Women of Pakistani 
origin in Oslo” 

 
Background and purpose  
This is a request for you to participate in a research study that intends to look into the  risk for diabetes 
and heart disease in adult may be initiated in the fetus during pregnancy.  
 
The early programming of the fetus in pregnancy which may have been influenced by maternal health 
including mental health, poor nutrition and subsequent low birth weight may be an important indicator 
for increased risk. Therefore it is important for those migrating to Europe than the natives in Europeans, 
because in the former, a larger proportion of birth weights are in the range found to be associated with 
adult disease. Fetal programming may have dramatic consequences, further contributing to the increase 
in non-communicable diseases associated with growing income, urbanization and westernization of 
diets and lifestyles. 
 

Therefore, the main purpose of the study is to explore the prevalence of nutritional status and 
depression in pregnant women of Pakistani origin as indications for Diabetes type 2 and Cardio-
Metabolic risk.  
 
You are requested to participate because you or your parents have migrated from Pakistan where 
under nutrition and low birth weight is widely present. Further, the data collected from Pakistan will 
be contrasted against yours in order to understand the altered risk in migrant population. 

 
 
What does the study entail? 
If you are in you’re your first and second trimester of pregnancy without any depression and any history 
of gestation diabetes and consent to participate you will be registered.  
 

Depression will be assessed in accordance with the “MADRS” scale. Demographic, socioeconomic, 
anthropometric and dietary information will be collected through structured questionnaire. We will 
seek to collect the information on deliveries (gestation week, mode of delivery, APGAR score, birth 
weight and height of the new born) from the hospital where the women will be giving birth. The 
information will only be collected from those subjects who have given permission in the informed 
consent form.  
 
A venous blood sample of 07 ml will be taken from each participant in fasting condition for 
measuring fasting plasma glucose (FPG), total cholesterol (TC), low density lipoprotein cholesterol 
(LDL-C), triglycerides (TGs), and high density lipoprotein cholesterol (HDL-C). Another 3 ml of 
venous blood will be collected after 2 hours to determine 2 hour post oral glucose tolerance test 
(OGTT). 

 
Potential advantages and disadvantages 
Subjects will be diagnosed for undiagnosed state of depression and or diabetes. This will be 
advantageous for early treatment and to avoid complications. Further nutrition advice will be provided 
to those who suffer from undernutrition. Healthy life style during pregnancy advice will be given to all 
participants. 
 



85 
 

A certain discomfort can be experienced during blood taking and the test oral glucose may not be liked 
by all. But all these do not have any adverse effect. In any eventuality blood will be taken in a university 
Hospital under the supervision of an experienced doctor. 
 
What will happen to the samples and the information about you?  
The samples and data that are registered about you will only be used in accordance with the purpose of 
the study as described above. All the data and samples will be processed without name, ID number or 
other directly recognisable type of information. A code number links you to your data and samples 
through a list of names.  
 
Only authorised project personnel will have access to the list of names and be able to identify you.  
 
It will not be possible to identify you in the results of the study when these are published.  
 
Voluntary participation 
Participation in the study is voluntary. You can withdraw your consent to participate in the study at any 
time and without stating any particular reason. This will not have any consequences for your further 
treatment. If you wish to participate, sign the declaration of consent on the final page. If you agree to 
participate at this time, you may later on withdraw your consent without your treatment being affected 
in any way. If you later on wish to withdraw your consent or have questions concerning the study, you 
may contact Line Løw (contact person) on phone 22850526 or email: line.low@medisin.uio.no  
 
Further information on the study can be found in Chapter A – Further elaboration of what the 
study entails. 
 
Further information about biobank, privacy and insurance can be found in Chapter B – Privacy, 
biobank, funding and insurance.  
 
The declaration of consent follows Chapter B.
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Chapter A – Further elaboration of what the study entails 
• Criteria for participation 
• Expectant mothers of Pakistani origin in 1st and 2ndrd trimester of pregnancy. 
• Conception without treatment of infertility. 
• Willing to join the study. 

 
• Background information about the study  

The study is a part of a larger study financed through EU- FP 7 programme. The purpose is to 
observe the development of fetes as influenced by maternal nutrition status, mental health, cardio-
metabolic status and previous gestation history for the risk of cardio-metabolic and diabetes risk in 
the new born. The project will collect data from Pakistan, Bangladesh, India, England and Norway. 
In Norway we have agreed to focus on the immigrant mothers from Pakistan. By contrasting the 
data from Oslo with that of Pakistan will provide us clue for the altered risk in the migrant 
population. 
 

• Alternative procedures or treatment the patient receives if she chooses not to participate in 
the study 
If undiagnosed they will not receive any treatment. Otherwise, the individuals (non participants) 
may contact their GPs (fastlege) and or maternity nurses and evt hospital for necessary treatment at 
their own expense 
 

• Examinations, blood samples, etc, that the participant must undergo 
Precipitants will be exposed to anthropometric and bi-physical assessment including a structured 
questionnaire for the registration of diet, physical activity, socio-demographic and economic data. 
In addition depression will also be assessed. Further, they will give fasting blood at the hormone 
laboratory at Aker University Hospital 
 

• Schedule – what happens and when does it happen? 
First meeting will take place at the Depression clinic after being referred by a GP or by any other 
source including news paper or personal contact. There the assessment for depression will be made 
followed by interview for necessary information regarding food intake, physical activity and 
anthropometric data. Then they will be requested to appear at the Hormone laboratory at the Aker 
university Hospital after 8-10 hours fasting state where a total of 10 ml. Venous blood will be 
collected. 
 

• Potential advantages 
Subjects will be diagnosed for undiagnosed state of depression and or diabetes. This will be 
advantageous for early treatment and to avoid complications. Further nutrition advice will be 
provided to those who suffer from undernutrition. Healthy life style during pregnancy advice will 
be given to all participants. 
 

• Potential adverse events 
No potential adverse events 
 

• Potential discomforts or disadvantages 
A certain discomfort can be experienced during blood taking and the test oral glucose may not be liked 
by all. But all these do not have any adverse effect. In any eventuality blood will be taken in a 
university Hospital under the supervision of an experienced doctor. 
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• The patient’s/study participant’s responsibility 
Participants are obliged to give correct information 
 

• The study participant or guardian will be informed as soon as possible in case new information 
becomes available that might influence the patient’s/test subject’s/participant’s willingness to 
participate in the study 
 

• The study participant will be informed about potential decisions/situations that entail that their 
participation in the study might be ended earlier than planned 
 

The participants travelling and breakfast cost will be reimbursed as an Honorius  
 
 
Chapter B – Privacy, biobank, funding and insurance 
 
Privacy 
Information that is registered about you is information you will provide is your physical activity, food 
habits, history of previous pregnancy, demographic and economic data. Collected will be your 
depression score, and bio-chemical data including fasting and 2-h blood glucose values. All the data 
will handle anonymously with your name or identity bit an ID number. All the biological material will 
be destroyed after analysis. 
 
The purpose is to control that the study data correspond with the equivalent data in your medical 
record. Anyone who has access to this data is bound to secrecy.  
 
University of Oslo, represented by Prof. Akhtar Hussain is responsible for the data processing. 
 
 
Biobank  
No bio-bank will be established. All biological material will be collected at Hormone laboratory, Aker 
University Hospital and will be utilized for analysis within one month and the material will then be 
destroyed. 
 
Funding 
Genomic and lifestyle predictors of foetal outcome relevant to diabetes and obesity and their 
relevance to prevention strategies in South Asian peoples. Proposal acronym: GIFTS.  
 
HEALTH.2011.2.4.3-4 Genetic and environmental factors in obesity and/or diabetes in specific 
populations FP7-HEALTH-2011-two-stage 
 
 
Insurance 
It is not seen as deemed necessary as there is no medical intervention. 
 
Information about the outcome of the study 
All participants are entitled to know the results if their investigation and will be forwarded by mail 
(unless some do not wish to receive) 
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Consent for participation in the study 
 
 
I am willing to participate in the study.  
 
---------------------------------------------------------------------------------------------------------------- 
(Signed by the project participant, date) 
 
 
Proxy consent when this is warranted, either in addition to or in place of the participant’s consent. 
 
---------------------------------------------------------------------------------------------------------------- 
(Signed by representative, date) 
[Remove the text concerning proxy consent if proxy consent is not warranted] 
 
 
I confirm that I have given information about the study. 
 
---------------------------------------------------------------------------------------------------------------- 
(Signed, role in the study, date) 
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ANNEX 4: 

Forespørsel om deltakelse i forskningsprosjektet 

 ”Depression and Nutrition among Pregnant Women of Pakistani 
origin in Oslo” 

 
Bakgrunn og hensikt 
Dette er et spørsmål til deg om å delta i en forskningsstudie for å undersøke forekomsten av 
ernæringsstatus og depresjon hos gravide kvinner av pakistansk opprinnelse, som indikasjoner for 
diabetes type 2 og cardiometabolsk risiko. Vi ønsker å spørre deg om deltakelse i vårt 
forskningsprosjekt siden du faller inn under vår målgruppe (gravid kvinne av pakistansk opprinnelse). 
Ansvarlig for forskningsprosjektet er Universitetet i Oslo.  
 
Hva innebærer studien? 
Første møte vil bestå av både undersøkelser og intervju. Undersøkelsene skal kartlegge ernæringsstatus, 
og vil innebære høydemål, veiing, og diverse målinger. Målingene som vil bli utført er: omkrets på 
overarmen (musklene biceps og triceps), samt overarmens hudfoldtykkelse og omkrets, hode mål, 
midjemål og hoftemål. Vi vil benytte et spørreskjema om diett og matvaner, hvor vi også kommer til å 
spørre deg spørsmål om sosial og økonomisk karakter. Deretter vil det bli foretatt en vurdering av 
depresjonsnivå utført av en spesialist i psykiatri basert på et strukturert spørreskjema.  
 
Andre møte vil innebære blodprøvetaking og glukosebelastning. Dette vil skje på 
Diabetesforskningslaboratoriet på Aker sykehus, bygg 98. Blodprøvene vil bli brukt til å fastslå 
eventuell diabetes, ernæringsmessige mangler, og lipider (fett i blodet) . 
  
Vi vil også be om tillatelse til å innhente standardinformasjon om spebarnet ditt ved fødsel fra sykehuset 
du vil føde på. 
 
Dersom undersøkelsen viser at du har tegn på depresjon, får du tilbud om oppfølging av behandlende 
spesialist i psykiatri i samråd med din fastlege. Dersom det oppdages at du har uoppdaget diabetes får 
du behandling i følge retningslinjene for diabetesbehandling. Du vil motta råd om ernæring under 
graviteten. 
 
Mulige fordeler og ulemper 
Fordeler med å være med på studien er at sykdom kan oppdages på et tidlig tidspunkt og du vil bli 
henvist til behandlende lege. Dersom du skulle ha tegn på depresjon vil vår med forsker som er 
spesialist i psykiatri behandle deg vederlagsfritt (gratis). Ubehag vil kunne forekomme i forbindelse 
med glukosebelastningen. Du må faste hele natten før dagen for blodprøvetaking. Glukoseblandingen 
kan smake ubehagelig (veldig søtt) og lett forbigående kvalme kan forekomme.  
 
Hva skjer med prøvene og informasjonen om deg?  
Prøvene tatt av deg og informasjonen som registreres om deg skal kun brukes slik som beskrevet i 
hensikten med studien. Alle opplysningene og prøvene vil bli behandlet konfidensielt og bli destruert 
når resultater fra prøver foreligger. Blodprøvene må sendes til analyse med navn og fødselsnummer 
men vil bli slettet etter at resultatene foreligger. En kode knytter deg til dine opplysninger og prøver 
gjennom en navneliste. Det betyr at opplysningene er avidentifisert og at informasjon om deg ikke skal 
kunne gjenkjennes.  
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Det er kun autorisert personell knyttet til prosjektet som har adgang til navnelisten og som kan finne 
tilbake til deg. Registeret vil bli oppbevart på Institutt for Helse og Samfunn så lenge studie pågår, og 
du kan når som helst kreve at dataene om deg blir slettet. Spørreskjemaene vil bli makulert/slettet når 
analysene har blitt foretatt. Det vil si ca et år etter at opplysningene har blitt innhentet. Blodprøvene vil 
bli destruert innen en måned etter at analysene er foretatt. Det skal ikke opprettes en biobank hvor vi 
eller andre har tilgang til å analysere blodprøven tatt fra deg til noe annet enn det som inngår i 
prosjektet. 
 
Det vil ikke være mulig å identifisere deg i resultatene av studien når disse publiseres.  
 
Frivillig deltakelse 
Det er frivillig å delta i studien. Du kan når som helst og uten å oppgi noen grunn trekke ditt samtykke 
til å delta i studien. Dette vil ikke få konsekvenser for din videre behandling. Dersom du ønsker å delta, 
undertegner du samtykkeerklæringen på siste side. Om du nå sier ja til å delta, kan du senere trekke 
tilbake ditt samtykke uten at det påvirker din øvrige behandling. Dersom du senere ønsker å trekke deg 
eller har spørsmål til studien, kan du kontakte Line Løw som er kontaktperson i prosjektet; tlf 
22850625/92821979 eller på epost: line.low@medisin.uio.no  
 
Ytterligere informasjon om studien finnes i kapittel A – utdypende forklaring av hva studien 
innebærer. 
 
Ytterligere informasjon om biobank, personvern og forsikring finnes i kapittel B – Personvern, 
biobank, økonomi og forsikring.  
 
Samtykkeerklæring følger etter kapittel B.
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Kapittel A- utdypende forklaring av hva studien innebærer 
Kriterier for deltakelse 

For å kunne delta i undersøkelsen er forutsetningen at du er gravid  i et av de to første trimestrene 
(opptil 28.svangerskapsuke), og av pakistansk opprinnelse. Du må ikke være diagnostisert med 
svangerskapsdiabetes, diabetes type 2, depresjon eller høyt blodtrykk forårsaket av svangerskap. 
Du bør ha hatt fast opphold i Norge i minimum ett år. 
 

• Bakgrunnsinformasjon om studien  
Studien er en del av et større EU-prosjekt som skal se på sammenhengen mellom fosterets 
utvikling og genetisk programmering, og morens ernæringsstatus for å anslå mulige indikasjoner 
på utvikling av diabetes type 2 og cardiometabolsk risiko både for mor og barn. Oslo prosjektet, 
som du vil være en del av dersom du samtykker, skal se på forekomst av depresjon i tillegg. EU-
prosjektet fokuserer på kvinner fra regionen sør-Asia fordi denne gruppen ser ut til å ha en større 
sannsynlighet for å utvikle diabetes type 2. Vi har i Oslo-prosjektet valgte å fokusere på kvinner av 
pakistansk opprinnelse fordi det er den største gruppen i Oslo fra den regionen. Oslo-prosjektet 
skal forsøke å se effektene av miljøpåvirkninger i form av om gravide kvinners ernæringsstatus og 
depresjon kan føre til utvikling av type 2 diabetes og økt cardio-metabolsk risiko. Dataanalysene 
vil bli sammenlignet med dataanalyser fra Pakistan, Bangladesh og England – men ingen av de 
nevnte land vil ha tilgang til de innsamlede registrene fra Oslo-prosjektet 
 

• Alternative prosedyrer eller behandling pasienten får dersom personen velger å ikke delta i 
studien: 
Alternativt til å delta i studien vil kvinnene få vanlig kontroll for gravide kvinner av 
fastlege/jordmor. 

• Undersøkelser, blodprøver og annet den inkluderte må gjennom 
Deltakeren må igjennom antropometriske målinger som listet: høyde, vekt, omkrets av overarm 
(biceps, triceps), midje, hofter, hode, overarm og måling av tykkelsen på hudfold på midtre 
overarm. Deltakerne må også møte til blodprøvetaking og glukosebelastning på 
Diabetesforskningslaboratoriet (bygg 98), Aker universitetssykehus. Deltaker må være fastende fra 
natten før når hun kommer for å ta glukosebealstningen. Dette tar ca 2 timer. 
 

• Tidsskjema – hva skjer og når skjer det? 
Første møte foregår på Depresjonsklinikken. Der vil de antropometriske målingene bli foretatt og 
deltaker vil bli intervjuet i forhold til spørreskjemaene. Det vil bli foretatt depresjonsmåling av en 
spesialist. Det vil henvises til blodprøvetaking, dato fastsettes i henhold til når deltaker og 
prøvetaker har tid. 
Andre møte vil foregå på Diabetesforskningslaboratoriet (bygg 98), Aker sykehus. Da vil det bli 
foretatt en glukosebelastningstest (OGTT) og det vil bli foretatt tre blodprøvetagninger. 

• Mulige fordeler 
Mulige fordeler er at deltaker kan få en tidlig diagnose og medisinsk oppfølging i svangerskapet. 

• Mulige bivirkninger 
Ingen kjente bivirkninger 

• Mulige ubehag/ulemper 
Ubehag kan oppstå i forbindelse med blodprøvetakingen hvor deltaker må være fastende når hun 
møter for å ta blodprøve. Ubehag kan bestå i å faste og nålestikket. Glukoseblandingen kan smake 
ubehagelig, og lett forbigående kvalme kan forekomme. Det kan også oppstå ubehag dersom man 
får en diagnose. 
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• Pasientens/studiedeltakerens ansvar 

Deltakeren er ansvarlig for å gi riktige opplysninger. 
 

• Studiedeltakeren eller verge vil bli orientert så raskt som mulig dersom ny informasjon blir 
tilgjengelig som kan påvirke pasientens/forsøkspersonens/deltakerens villighet til å delta i studien 
 

• Studiedeltakeren skal opplyses om mulige beslutninger/situasjoner som gjør at deres deltagelse i 
studien kan bli avsluttet tidligere enn planlagt 
 

• Reiseutgifter ved begge møtene vil bli dekket av prosjektet. Det vil også gis en liten kompensasjon 
for tapt frokost på blodprøvedagen. Beløpet som vil bli gitt deltaker skal dekke både reiseutgifter 
og kompensasjon, og vil bli utbetalt etter det andre møtet. 

 
 
 
Kapittel B - Personvern, biobank, økonomi og forsikring 
 
Personvern 
Opplysninger som registreres om deg er de opplysninger du oppgir i spørreskjemaet. Det vil være 
opplysninger om fysisk aktivitet, matvaner, diett, og sosioøkonomiske opplysninger. Disse 
opplysningene vil anonymiseres. Depresjonsmålingen vil bli oppbevart som legejournal. Dersom du 
gir samtykke til det vil vi innhente opplysninger fra Fødselsregisteret og antropometriske målinger av 
barnet ditt rett etter fødsel. Blodprøvene vil destrueres men resultatet av blodprøvene vil bli brukt i 
dataanalyser.  
 
Universitet i Oslo er ansvarlig for studien. Professor Akhtar Hussain er prosjektansvarlig og Line Løw 
(Rådgiver i prosjektet) er prosjektkoordinator. 
 
Utlevering av materiale og opplysninger til andre 
Hvis du sier ja til å delta i studien, gir du også ditt samtykke til at avidentifiserte opplysninger - kan 
brukes til å sammenligne datamaterialet innsamlet i England, Pakistan, Bangladesh og India i et EU 
støttet prosjekt som heter ”GIFTS”. Men intet biologisk materiale vil ble utlevert.   
 
Rett til innsyn og sletting av opplysninger om deg og sletting av prøver  
Hvis du sier ja til å delta i studien, har du rett til å få innsyn i hvilke opplysninger som er registrert om 
deg. Du har videre rett til å få korrigert eventuelle feil i de opplysningene vi har registrert. Dersom du 
trekker deg fra studien, kan du kreve å få slettet innsamlede prøver og opplysninger, med mindre 
opplysningene allerede er inngått i analyser eller brukt i vitenskapelige publikasjoner.  
 
Økonomi og EU-prosjektets rolle 
Prosjektet er finansiert av EU-FP-7 Genomic and lifestyle predictors of foetal outcome relevant to 
diabetes and obesity and their relevance to prevention strategies in South Asian peoples (GIFTS). 
 
HEALTH.2011.2.4.3-4 Genetic and environmental factors in obesity and/or diabetes in specific 
populations FP7-HEALTH-2011-two-stage Det er Universitetet i Oslo som har ansvaret for 
Osloprosjektet. Osloprosjektet inngår i det større EU-prosjektet. EU-prosjektet  overfører midler til 
universitetet i Oslo for gjennomføring av studien. 
 
 
Forsikring 
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Forsikring 
Anses ikke relevant  
 
Informasjon om utfallet av studien 
Du har som deltaker rett til å vite resultatet av studien. Ta kontakt med Line Løw dersom du ønsker å 
vite resultatet av studien.  
 
 

Samtykke til deltakelse i studien 
 
Jeg er villig til å delta i studien  
 
 
---------------------------------------------------------------------------------------------------------------- 
(Signert av prosjektdeltaker, dato) 
 
 
Stedfortredende samtykke når berettiget, enten i tillegg til personen selv eller istedenfor 
 
---------------------------------------------------------------------------------------------------------------- 
(Signert av nærstående, dato) 
[Tekst om stedfortredende samtykke slettes hvis stedfortredende samtykke ikke er berettiget] 
 
Jeg bekrefter å ha gitt informasjon om studien 
 
 
---------------------------------------------------------------------------------------------------------------- 
(Signert, rolle i studien, dato) 
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ANNEX 5: (Only up to page 8, excluding major part of question 15, was used in the Master study) Page 1 

Maternal and Child Health Study 
Questionnaire for Mothers 

Questionnaire  
                                    

1.1 Date:                                   1.2 ID:                                      1.3 Hospital (delivery):                                                     

 
1.4 Age:                                  yrs             1.5 Weeks of gestation (on interview date): 
                              

1.6 Where were you born?                1.7 How long have you lived in Norway:                    Yrs

1.8 What is your partner’s country of birth? 

1.9 What is your mother’s country of birth?                       

1.10 What is your father’s country of birth?                       

1.11 Does your family originate from  1. Large city     2. Small city    3. Rural area?   
 

2. Marital status: 

2.1 Married and living with spouse 1 2.3 Unmarried, living with partner     1 
2.2 Married, not living with spouse 1         2.4  Unmarried, not living with partner    1 
 

2.5: If married and not living with spouse, specify reason: 
2.5.1    VISA/immigration problem  1 2.5.2  Study or work in a different city/country 1 

2.5.3 Separation   1 2.5.4 Other (specify) _________________ 1    
 
3. Family language (choose the most appropriate category): 

3.1 Urdu speaking 1  3.4 Pashto Speaking 1  3.7 Memon speaking      1 
3.2 Punjabi Speaking 1          3.5 Balochi speaking 1  3.8 Others       1 

3.3 Sindhi Speaking 1  3.6 Makrani speaking 1  3.9 Both Urdu and Panjabi speaking  1 
   

4. Education Status:                                       yr/yrs 
4.1 School   1 4.3 University   1  4.5 Others  1 
4.2 College (Videregående) 1 4.4 Vocational (additional) 1 

  

 

   3- 
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                                                                                                                                                      Page 2 
5. Participant’s present occupation: 
5.1  Administrative      1  5.4 Business/sales  1  5.7  Student    
1 
5.2  Professional (Univ.) 1  5.5 Clerical     1  5.8  Housewife  1 
5.3  Skilled      1  5.6 Unskilled labor   1  5.9  Other   
1 
6. Spouse/partner’s present occupation:  
6.1  Administrative      1  6.4 Business/sales  1  6.7  Student    
1 
6.2  Professional (Univ.) 1  6.5 Clerical     1  6.8  Unemployed  
1 
6.3  Skilled      1  6.6 Unskilled labor   1 6.9  Working out side Norway 1 
7. Degree of Integration in to Norwegian Society:  (adapted from Oslo Health Study) 

 Poor Relatively poor Medium Good Very good

7.1  Perceived Norwegian Language 
proficiency 

     

 

 Never Seldom Weekly Daily 

7.2  Reading Norwegian Newspaper/TV/radio     

7.3  Visits from (ethnic) Norwegians     

7.4  Help from (ethnic) Norwegians     

  
8. Social support and Social Participation: (adapted from Oslo Health Study) 

8.1  How many of your close relatives live in Norway?                 blood-relatives       by marriage 

 
8.2 How many good friends do you have?  
(Count those whom you can talk to in confidence and who can help you when you need help. Do not 

count 
those who you live together with, but include other relatives.) 
 
8.3 How much interest do people show in the things you do?  

  
8.4 Do you feel that you can influence what happens in the local community where you live?  

1. Yes, to a large 
degree         

2. Yes, to some 
degree     

3. Yes, to a slight 
degree           

4. No 

    

1.Great interest    2.Some interest    3.Slight  interest    4.No interest    5.Uncertain  
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              Page 3         
 
9. Socio economic status: 

 
9.1 Earning capacity (1. Earner 2. Dependent)         

 
9.2 No of earners in the family           

9.3 No of family members sharing the same kitchen 
      (including children)                       
9.4 Total family monthly expenditure (includes food, transport, 

       Rents, bills, clothing, travelling etc..) 

      

10. Family History of chronic diseases:  (Yes =1, No = 2) 

 1. DM 2. HTN 3. IHD 4. Stroke 5. Mental 
condition 

6. Others (specify)

 1 2 1 2 1 2 1 2 1 2  

Grand- 
parents 

           

Father            

Mother            

Brother/ 
sister 

           

Sons/ 
daughters 
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11.5 Describe the extent of movement and bodily exertion in your spare time. If the activity 
varies considerably, e.g. between summer and winter, then give an average. The question 
applies to the past year only.  (adapted from Oslo Health Study) 
(Mark the appropriate answer A,B,C, or D)   
A. Read, watch TV or other sedentary  
activity? ..................................................  
B. Walk, cycle or move about in some other way  
at least 4 times per week? ......................................  
(This should include walking or cycling to work,  
Sunday stroll/walk, etc.)  
C. Take part in physical exercise/sport, do heavy gardening work?  
(Note that the activity must take place at least 4 times a week)  
D. Exercise hard or take part in competitive sport  
regularly and several times a week ............................ 
 
 
 
 
 
 
 
 

11. Physical Activity Level (minutes per day):                                                                           Page 4 
 

Category Activity Time 
spent 

(min) 

Intensity(mild=
1/mod=2/int.=3 

Frequency 

Daily No. times/ 

weekly 

No. times/ 

monthly 

11.1  
Home 

cooking      

Cleaning/washing      

      

      

11.2  
Work 

      

      

11.3  
Trans-
portation 

Walking      

Cycling      

      

11.4 

Leisure 

Gardening      

Watching tv/sitting      

Physical activity:      
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                                                                                                                                      Page 5 
 
12. History of other life style  factors 
 
 Name (1. Yes 2. No)  Name (1. Yes 2. No) 
1 Alcohol   4 Pan  
2 Cigarettes  5 Supari/Bettlenut  
3 Chews Tobacco  6 Others  

 
 
 
13. Any history of past illness or any chronic diseases 

 
 Name Yes =1, No=2 Current Medication 

Yes=1, No=2 
Medication Name 

1 High blood pressure    
2 DM    
3 Ischemic Heart Disease    
4 Stroke    
5 Lipid disorder    
6 Asthma    
7 TB    
8 Depression    
8 Eye    
 

 
14. Obstetric history:  
14.1 Access to ANC (antenatal clinic):  Yes                 No  

14.2 Married for:                  yrs                    14.3 Menstrual Cycles:           days 
14.4 LMP (first day of last menstruation):             14.5 EDD (termin dato): 
14.6 Gravida (number of pregnancies):    14.7 Para:    

 

14.8  Family Planning: Yes               No               specify …………………………….. 
, 
 

14.9  Is this a planned pregnancy: Yes               No                           
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           Page 6 

 
14.10 Previous Obs.History 

 
15. Physical Examination: 
15. 1 Weeks of gestation at time of measurement                                                     

S.No Measurements   

15.2 Height (cm)  

15.3 Weight (Kg)  

15.4 BMI  

15.5 Waist (cm)  

15.6 Waist at umbilicus (cm)  

15.7 Hip (cm)  

15.8 Mid upper arm (MUAC)  

15.9 Blood Pressure (mmHg)  

15.10 Biceps Skin fold  

15.11 Triceps Skin fold  

15.10 Sub scapular Skin fold  

 
  

 

Gravida 

Age of the 

Child 

Full Term 

Normal 

Delivery 
Y=1/N=2 

MOD: 

vaginal/ 

C-section 

Abortions 

 Y=1/N=2 

Still 

Births 

Y=1/N=2 

Neonatal 

death 

Y=1/N=2 

Chronic 

Childhood 

conditions(s
pecify) 

Pregnancy 

complication 

(specify) 
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16. MADRS  Depression Scale 
 
No Question and Filters Coding Categories Code 

1 Apparent Sadness 
 
Representing despondency, 
gloom and despair reflected in 
speech, facial expression, and 
posture. 

No sadness 
…………… 
Looks dispirited but does brighten up without  difficulty  
……….. 
Appears sad and unhappy most of the time 
……………… 
Looks measurable all the time  

0 
1 
2 
3 
4 
5 
6 
 

2 Report Sadness 
 
Representing reports of 
depressed mood, regardless 
of whether it is reflected in 
appearance or not. 

Occasional sadness in keeping with the circumstances 
…………….. 
sad or low but brightens up without difficulty  
……………… 
Pervasive feeling of sadness or gloominess 
…………….. 
Continuous or unvarying sadness , misery or 
despondency  
  

0 
1 
2 
3 
4 
5 
6 
 

3 Inner Tension 
 
Representing feeling of ill 
defined discomfort, edginess, 
and inner turmoil, mental 
tension mounting to panic, 
dread or anguish.  
 

Placid .Only feeling inner tension  
……………………. 
Occasional feelings of edginess and ill Defined  
discomfort  
…………………….. 
Continuous feeling of inner tension intermittent panic 
…………………….. 
Overwhelming panic  

0 
1 
2 
3 
4 
5 
6 
 
 

4 Reduced Sleep  
 
Representing the experience 
of reduced duration or depth 
of sleep compared to patients 
own normal pattern when 
well. 
 
 
 
 
 

Sleep as usual  
……………….. 
Slight difficulty dropping off to sleep or slightly reduced 
………………………. 
Sleep reduced or broken by at least two 2 hours  
………………. 
Less then two or three hours sleep  

0 
1 
2 
3 
4 
5 
6 
 

5 Reduced Appetite  
 
Representing the feeling of a 
loss of appetite compared 
with when well. 
 
 
 
 

Normal appetite  
Increased appetite  
Slightly reduced appetite 
Sometimes increased appetite  
No appetite. Food is tasteless 
…………………………. 
Need persuasion to eat at all 

0 
1 
2 
3 
4 
5 
6 
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6 Concentration Difficulties  

 
Representing difficulties in 
collecting ones thought 
mounting to inspecting lack of 
concentration.  

No difficulties in concentration 
…………………….. 
Occasional Difficulties in collection of one s thought  
…………………………….. 
Difficulties in concentration  and sustaining thought  
……………………. 
Unable to read or converse without great difficulty    

0 
1 
2 
3 
4 
5 
6 

7 Lassitude 
 
Representing a difficulty 
getting started or slowness 
thought initiating performing 
ever day activities.  

Hardly any difficulties in getting started.  
No sluggishness without any difficulty 
Difficulties in starting activities  
………………………… 
Difficulties in starting simple routine activities 
………………. 
Complete lassitude. Unable to do anything without help .  

0 
1 
2 
3 
4 
5 
6 
 

8 Inability 
 
Representing the subject 
experience of reduced 
interest in the surroundings, 
or activities that normally give 
pleasure. 

Normal interest  in surroundings in and other people  
…………………… 
Reduced ability to enjoy usual interest  
…………………………………. 
Loss of interest in surroundings  
……………………………….. 
The experience of being emotionally paralyzed, inability 
to feel anger, grief or pleasure. 

0 
1 
2 
3 
4 
5 
6 
 

9 Pessimistic Thought  
 
Representing thoughts of 
guilt, inferiority, self reproach, 
sinfulness, remorse and ruin. 

No pessimistic thoughts  
……………………… 
Fluctuating ideas of failure , self reproach  
……………………………….. 
Persist self accusations , rational ideas guilt or sin  
………………………………….. 
Dilutions to ruin , remorse self accusations      

0 
1 
2 
3 
4 
5 
6 

10 Suicidal Thoughts  
 
Representing  the feeling that 
life is not worth living , that 
natural dept would be 
welcome , suicidal thoughts 
and preparations for suicide 

Enjoy  life for takes it as it comes  
……………………………. 
Weary of life. Only feeling suicidal thoughts  
……………………………. 
Probably better off dead .Suicidal thoughts are common  
……………………………………. 
Explicit plan for suicide when there is an   opportunity 

0 
1 
2 
3 
4 
5 
6 
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17. Dietary Habits: 
24 Hours Recall Method 

Time Processing / Name of food Portion size 
(indicate if for 
total household) 

Amount 
(g) 

factor  

Early 
morning 

     

      
      
Breakfast      
      
      
      
      
Mid 
morning 

     

      
      
Lunch      
      
      
      
      
      
Evening      
      
      
Dinner      
      
      
      
      
Bed time      
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18.  FOOD FREQUENCY QUESTIONNAIRE FOR MOTHERS 

FOOD GROUPS  Portion size Cooking method or 
specific type of 

food 

AVERAGE USE (never indicates 
<1 time/month) 

Amount (g)

   Day   Week  Month  Never   
 CEREALS, BREADS AND SNACKS  
Bread slice white        
Bread slice wheat         
Bread Whole grain        
Chapatti         
Paratha        
Poorie (deep fried puff 
bread) 

       

Crispbread        
Hamburger bun (for 
hamburger or fishcake) 

       

Cold cereal (cornflakes 
etc.) 

       

Muesli (unsweet)        
Muesli (sweet)        
Boller, plain        
Boller with fruit, buns with 
fruit, skolebrod 

       

Pizza        
Porridge (grøt)        
Spaghetti (Pasta)        
Crisps (US potato chips, 
round) 

       

Potato Kebab (potato with 
spices, onion, tomato) 

       

Salty chips (US potato 
fries, long) 

       

Samosas (pastry with 
potato) 

       

Samosas  (pastry with 
meat) 

       

Pulao with peas or 
chickpeas (rice) 

       

Biryani (rice and chicken)        
Boiled Rice, plain        
Nimco – snack mix        
Pakoras (fried spicy 
chickpea flour puffs) 

       

Namak paray (salted fried 
flour puff snack)   

       

Shaker paray (fried sugar 
flour puff snack) 

       

Any other 
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Food groups Portion Cooking method Day  Week  Month  Never Amount (g)
Kebab (beef or lamb)        
Grilled chicken (kefir, 
spices) 

       

Alo Ghosht (lamb, potato, 
veg, spices) 

       

Meat salen with 
vegetables (specify type 
of vegetables) 

       

Meat salen (lamb or beef)        
Salen chicken with 
vegetables 

       

Chicken curry (salen)        
Rice with chicken (not 
including biryani) 

       

Rice with lamb meat        
Ground meat (beef), 
hamburgers 

       

Organ meat (specify)        
Other chicken        
Other beef        
Other lamb        
Egg (boiled)        
Egg (fried)        
Omelet         
Dal        
Falafel        
Khadi (chick pea flour, 
veg sauce) 

       

Other beans (pulses, 
kidney, etc) 

       

Fish, non-fatty (fried ) 
(cod) 

       

Fish, non-fatty baked 
(cod) 

       

Fish, fatty fried (salmon)        
Fish, fatty baked (salmon)        
Fish spread in tomato 
sauce 

       

Canned tuna         
Smoked fish        
Food groups Portion Cooking method Day  Week  Month  Never Amount (g)
Shrimp (or prawns) / or 
shrimp (prawn) salad 

       

Fish fingers, packaged        
Any other        
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MILK AND DAIRY PRODUCTS 

 

Milk (skummet)        
Milk (extra light)        
Milk (extra let with vitamin 
D added ) 

       

Milk (lett)        
Milk (hel)        
Raita (yogurt with veg)        
Lassi – yogurt drink        
Yogurt -plain        
Yogurt - sweetened        
Cheese –Norwegia (reg or 
lett?) 

       

Cheese - Brown        
Cheese - other        
Rømme        
Cottage cheese        
Any other         
 FRUITS   
Banana        
Pear         
Guava         
Dates         
Grapes         
Apple        
Peaches         
Apricots         
Citrus (orange, 
clementine, grapefruit) 

       

Berries         
melon        
Mango (other in season)        
Watermelon        
Papaya         
Dried fruits         
Fruit juices (fresh)        
Pickled fruits (mango etc.)         
 VEGETABLES   
Green salad         
Spinach salen        
Aubergine (eggplant)salen 
 

       

Potato and eggplant salen        
Squash salen        
Broc,spinach,potato salen        
Food groups Portion Cooking method Day  Week  Month  Never Amount (g)
Karela (bitter melon) salen        
Fransk blanding salen        
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Blomkalsblanding 
salen 

       

Gronsaksblanding 
salen 

       

Cauliflower salen        
Carrot and potato 
salen 

       

Bindi (okra) salen        
Tomatoes (raw)        
Tomato sauce        
Carrots         
Broccoli        
Cauliflower &  
Cabbage  

       

Green or string beans         
Green peas         
Cucumber 
 

       

Paprika, uncooked        
Frozen vegetable 
mixes –not in salen-
dish 

       

Fried potato products 
(do not include chips, 
French fries) 

       

Potato (cooked, 
steamed,  mashed ) 

       

  DESSERTS AND SWEETS   
Puddings and 
custards  

       

Kheer (rice pudding)         
Sevia (sweet 
vermicelli) 

       

Zarda (sweet bismati 
rice with raisins, 
almonds) 

       

Pies and pastries         
Ice creams , frozen 
yogurts and sherbets 

       

Milk shakes         
Chocolate, candy 
bars. 

       

Jelly candies (haribo, 
små godt etc.) 

       

Mithai, assorted        
Halwas         
Jalebi         
saltish biscuits (sugar, 
butter cookie) 
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-Milk or cream in 
coffee 

       

-Sugar in coffee        
Tea or chai        
-Milk or cream in 
coffee 

       

-Sugar or honey in tea        
Fruit concentrate 
(squashes/smoothie) 

       

Sugar (not including in 
coffee/tea) 

       

Honey (not include-ing 
in coffee/tea) 

       

Artificial sweetener        
Nuts and seeds         
Peanut butter/nut 
spread 

       

Chocolate spread        
Salad dressing        
Any other        
 TYPE AND QUANTITY OF FAT USED:  
Cooking oil 
(type): 

       

Ghee          
Margarine –hard:        
Margarine – soft:        
Margarine light:        
Brelett        
Other fats        
Fat used for baking 
(specify) 

       

 Fast food (McDonalds, Kiosks etc.)  
        
        
        
 Other restaurants, work lunch canteens  
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20.  Changes in diet attributed to pregnancy            
 

20.1 Have you changed your diet since becoming pregnant? y/n   

Have any of the following influenced your diet since you planned for pregnancy or became 
pregnant?  

 Yes No 

20.2 Nausea   

20.3 Cravings   

20.4 Customary beliefs   

20.5 Desire to eat more   

20.6 Desire to eat less   

20.7 Advice from friends   

20.8 Advice from mother/sisters 
 

  

20.9 Advice from mother-in-law/ in-laws 
 

  

20.10 MD recommendation   

20.11 Other health professional 
recommendation 

  

20.12 Nutritional information in a brochure   

20.13 other source (specify) ____________   

 
21.  Which foods do you try to consume more of in pregnancy?  

Food item  Description Reason  

   

   

   

 
22.  Which foods do you try to avoid  in pregnancy?   

Food item Description Reason  
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ANNEX 6:      

Information about the Master study (Qualitative study) 

The challenges and difficulties in recruiting participants for a research project among 

Pakistani pregnant women living in Oslo  

Hi, I am Bisme Salih, MPhil student of Institute of Health and Society, University of Oslo 

Thank you for meeting me and taking the time to talk with me. 

I am meeting you here today because in an international ongoing research study among Pakistani 

pregnant women who live in Oslo, we found that it is very difficult to get enough participation. 

This master study wants to explore the reason why recruitment for that research is very difficult 

among Pakistani pregnant women in Oslo. The method in the master study is interview.  If you 

agree, the interview will be audio recorded, if not, I will take notes. 

Through your participation in the master study you can help us to understand your perceptions 

and views about participation in research and what could be the possible obstacles in reaching 

Pakistani pregnant women. In addition you can help us to gain insight of what you think about 

being pregnant and being depressed. 

Feel free to answer openly and just tell me if you don’t want to answer any question. You can 

end the interview at any time without giving any reason and withdraw from the study any time.  

Our conversation is confidential and I will not share any information with others. All the 

information will be safe guarded. In the master thesis all information will be kept anonymous 

and no participant will be identifiable. You can choose when and where the interview shall take 

place.   

Will you participate in this master study? 

_______ YES 

________ NO                       I agree / disagree for my interview to be audio recorded.  

Phone: 4658 5000 
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ANNEX 7: 

Informasjon om mastergradprosjekt 

Utfordringer og problemer med å rekruttere deltakere til et forskningsprosjekt blant 
pakistanske gravide kvinner bosatt i Oslo 

Hei, jeg heter Bisme Salih. Jeg er mastergradstudent ved Institutt for helse og samfunn, 
Universitetet i Oslo. 

Tusen takk for at du tar deg tid til å snakke med meg. 

Jeg møter deg her i dag fordi vi i en annen pågående internasjonal forskningsstudie blant 
pakistanske gravide kvinner som bor i Oslo fant ut at det er veldig vanskelig å få nok 
deltakere til studien.   

I mitt masterprosjekt ønsker jeg å undersøke hvorfor rekruttering til den internasjonale studien 
er svært vanskelig blant pakistanske gravide kvinner i Oslo. Metoden er intervju ved hjelp av 
en intervjuguide. Hvis du er enig, blir intervjuet tatt opp på bånd; hvis du ikke er enig vil jeg 
ta notater. 

Ved å delta i prosjektet kan du hjelpe oss å forstå hvilke synspunkter gravide pakistanske 
kvinner har på det å delta i forskningsprosjekter og hvilke hindringer det kan være for å 
rekruttere pakistanske kvinner som er gravide. Dessuten kan du hjelpe oss å få innsikt i det å 
være gravid og å være deprimert.  

Føl deg fri til å svare åpent og ærlig på spørsmålene og bare si fra hvis det er noe du ikke vil 
svare på. Du kan avslutte intervjuet når som helst uten å oppgi noen grunn og du kan også 
trekke deg fra prosjektet når som helst. 

Vår samtale er konfidensiell, og jeg vil ikke gi videre noe informasjon til andre. All 
informasjon vil bli oppbevart på trygt sted. I masteroppgaven vil all informasjon bli 
anonymisert og ingen vil vite hvem som har svart på spørsmålene. Du kan velge når og hvor 
intervjuet skal foregå. 

Vil du delta i dette masterprosjekt? 

_______ JA 

_______ NEI 

 

Jeg er enig / ikke enig i at intervjuet blir tatt opp på bånd. 

Min telefon: 465 85 000 
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ANNEX 8: * (Only the relevant question and information were used in the Master thesis) 

Interview guide: 

1. Personal background 

• How long have you been living here? ---around what age did you come here? 

• Have you got education in Norway? ---to what level? 

• What is your role in your family? (regarding  pregnancy) 

 

2. About their perception/attitude on being pregnant/pregnancy 

• Can you tell me about being pregnant  

o –for you (how would you feel…what does it mean for you)   

o -in your community   (your family---emotion/expectation/any special treatments) 

•  How do people in your community handles the news---to what extend this news can be 
released? 

 

3. About their perception/attitude toward the condition ‘depression’ 

• How do you understand the terms ‘depression’ --- ‘psychiatry’ --- ‘mental health’?  

• What do you think about being depressed? ( you---someone known to you) 

• What do you think---in terms of social acceptance 

• How do others in your society handle the news (having/getting treatment for-- a family 
member/ friend with depression)?   

 

4. About participating in a research 

• What strikes your mind when it comes to ‘research’? ----Can you please tell us about 
your views on participating in a research? 

• Have you ever participated in a research? 
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• How do/did you feel/react if /when you were asked personal questions especially 
regarding your health? 

• What do you think about a pregnant lady taking part  in research studies? (check for 
their views….willingness….freedom ) 

• Do you think anyone would like to participate? --- (if not) why do you think so? 

 

5. What do you think of what could be the obstacles to reach /motivate the participant? 

• [to those who had already participate in a project] how did you get to know about the project? 

is it ok for you to tell me what did she/he tell you about the project? (What 
information) 

• (Showing the brochure, poster and information sheet) what do think about this? (Anything 
interesting or anything striking)? 

• Can you tell me how do women in your society make use/like the information 
(regarding invitation to a research---health) in paper materials?     

• What is your reaction if you need to undergo blood test during a research? 

• How free you feel to participate?  

• What has motivated/ will motivate you to participate? 

• Can you tell me a better way to offer information to the pregnant women which is 
understandable to them and motivating them to participate in a study? Any open 
suggestions? 

 

 


