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ABSTRACT

Background:

A mental disorder, according to World Health Organization, is defined as a clinically
significant disturbance in an individual's cognition, emotional regulation, or behaviour.
According to the National mental health survey 15-16, a female predominance was

observed in depressive disorders and neurotic and stress-related disorders.
Methods:

A cross-sectional survey among 282 women in the age group of 40-60 years residing in
Thiruvananthapuram Taluk was done. Participants were selected from two Grama
panchayaths and Municipal corporation under the geographical area of
Thiruvananthapuram taluk. Data was collected through a structured questionnaire, where

PHQ-9, GAD-7 and PSS was used to assess depression, anxiety and stress respectively.
Results:

Among the study participants, 13.8 percent were found to have moderate to severe
depression, 8.9 percent have moderate to severe anxiety and 28.7 percent had moderate to
high perceived stress. Socioeconomic status and certain symptoms of menopause seemed

to be consistently associated with the severity of the three outcomes.
Conclusion:

More than one in four women and more than one in ten women was found to have
moderate to severe stress and depression respectively. Interventions should prioritize the
socio- economically disabled population and factors found associated should be taken

into account while planning appropriate coping strategies.

viii



CHAPTER 1

INTRODUCTION

1.1 BACKGROUND

Mental disorders are a growing health concern across the world. According to World Health
Organization, a mental disorder is characterized by a clinically significant disturbance in

an individual’s cognition, emotional regulation, or behaviour (Mental disorders, 2023).

One in every eight people in the world live with a mental disorder, with anxiety and
depressive disorders the most common. Depression is a serious mental disorder with a
global prevalence of 3.8 percent including 5 percent among adults and 5.7 percent among
adults older than 60 years. In 2019, approximately 280 million people in the world were
living with depression and 301 million people were living with anxiety disorder. Although
there are known effective treatments for mental disorders, more than 75 percent of people
in low and middle-income countries receive no treatment. Also, women are affected by

depression more than men (Depression, 2023; Depressive disorder (depression), 2023).

According to the National mental health survey 2015-16, the overall weighted prevalence
for any mental morbidity was 13.7 percent lifetime and 10.6 percent is the current mental
morbidity. Individual’s risk of suicide in the past one month was observed to be highest in
the 4049 years age group, greater among females, and those from urban metros compared
to their respective counterparts. Again, a female predominance was observed for depressive
disorders (both current [female: 3.0%; male: 2.4%] and lifetime [female: 5.7%; male:
4.8%)]) for neurotic and stress-related disorders (Murthy, 2017). The country level estimates
of depression and anxiety disorder among women in 2019 shows a prevalence of 8.05

percent and 4.97 percent in the age group of 50-69 years and 5.67 percent and 5.06 percent



in the age group of 25-49 years respectively (Institute for Health Metrics and Evaluation,

2023).

A Study done among women aged 18 to 59 years in rural Puducherry, Tamilnadu have
reported the prevalence of depression, anxiety, and stress to be 15, 10.6 and 5 percentages

respectively, among women in rural south India (Srinivasan et al., 2020).

While there’s enough scope for exploring these mental disorders among women in general,
problems related to women of middle age group in particular is an attention seeking area.
Several factors may influence the mental health status of women in the late adulthood.
Responsibilities of family, career and imposed gender roles as homemaker, child bearer
adds up to the burden of mental distress in this age group. Factors like years of education,
discordant marital life and physiological events such as menopause affect the mental health
status of women in this age (Bromberger and Epperson, 2018; Srinivasan et al., 2020). The
Harvard study of moods and cycles was a prospective study done over a period of 72
months, conducted in 36-45 years old women residing in metropolitan community areas of
Boston, U.S. The study stated a two-fold increased risk of significant depressive symptoms
in those who enter peri-menpause, compared with those women who remain

premenopausal (Cohen et al., 2006).

Stress also contributes to the psychological deficit women faces in middle age. Stress being
any change that causes physical, emotional or psychological strain (Stress, 2023) Many
stressors can be identified with regard to women in middle age-like family strain, changes

and body weight in middle age (Darling et al., 2012).

Though Midlife has been identified as a transition phase, the types of life events that women
experience as stressful and their effect on reproductive health and healthy aging is yet to be

identified (Sievert et al., 2018). So researches should be directed from numbers towards the
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reasons behind it and thereby expand on the knowledge and understanding of health related
problems and needs of women in late adulthood or middle age to develop adequate

measures of coping.

1.2 LITERATURE REVIEW

1.2.1 Stress

According to WHO, Stress can be defined as a state of worry or mental tension caused by
a difficult situation. Stress is a natural human response that prompts us to address
challenges and threats in our lives. Everyone experiences stress to some degree. The way
we respond to stress, however, makes a big difference to our overall well-being (Stress,

2023).

Perceived stress is a person's feelings or thoughts about how much stress they are feeling

at any given time or over a given period of time (Whittaker was Phillips, 2015).

Stress can result in a wide range of emotions, including worry and irritability. When we are
stressed, we may experience a variety of physical symptoms, including discomfort in our
stomach, headaches, and difficulty concentrating. We may also eat less or more than usual.
Chronic stress has been linked to increased use of alcohol, nicotine, and other drugs as well
as the deterioration of pre-existing health conditions. Stressful situations can also cause or
exacerbate mental health problems, most commonly depression and anxiety, which require
medical attention. When we experience mental health problems, it may be because our
stress-related symptoms have gotten worse and are now obstructing our ability to function

in daily life (Stress, 2023).

As said earlier, stress can be a precursor to depression. The study in this direction probe
into a new subtype of depression- STRID or Stress-induced depression (Bartolomucci and

Leopardi, 2009).



1.2.2 Anxiety

Anxiety involves the anticipation of a real or imagined future threat or danger, whereas fear
is a conscious response produced by threat or impending danger. Anxiety and fear both aid
in survival and are frequently adaptive. As a result, many fears and anxieties are normal
occurrences in childhood (such as aversion to strangers or performance anxiety) or in
adulthood (such as stress or transitional anxiety). When they are excessive compared to the
threat, persistent and severe, or when they interfere with daily activities, they may need
psychiatric attention. Environmental cues that alert a person to potential danger, such as a

social scenario or health concern, are examples of perceived dangers (Penninx et al., 2021).

Generalized Anxiety Disorder:

Generalized anxiety disorder is characterized by chronic excessive worry that occurs more
days than not and is difficult to control. The worry is associated with symptoms, such as
concentration problems, insomnia, muscle tension, irritability, and physical restlessness,

and causes clinically significant distress or impairment (Sadock et al., 2019).

Symptoms of GAD includes Feeling restless, wound-up, or on-edge, Being easily fatigued
Having difficulty concentrating, Being irritable, Having headaches, muscle aches, stomach
aches, or unexplained pains, Difficulty controlling feelings of worry, Having sleep
problems, such as difficulty falling or staying asleep (National Institute of Mental Health

(NIMH), 2023a).

1.2.3 Depression

Depression is a common mental illness that involves a persistently depressed mood or loss
of pleasure or interest in activities for long periods of time. Depression is distinct from

typical mood swings and everyday feelings. It can have an impact on all facets of life,



including interactions with friends, family, and community at large (Depressive disorder

(depression), 2023).

Major Depressive Disorder:

The necessary feature of major depressive disorder is depressed mood or loss of interest or
pleasure in usual activities. All symptoms must be present nearly every day, except suicidal
ideation or thoughts of death, which need only be recurrent. The diagnosis is excluded if
the symptoms are the result of a normal bereavement and if psychotic symptoms are present

in the absence of mood symptoms (Sadock et al., 2019).

Common symptoms of depression includes, persistent sad, anxious, or “empty” mood,
feelings of hopelessness, or pessimism, feelings of irritability, frustration, or restlessness,
feelings of guilt, worthlessness, or helplessness, loss of interest or pleasure in hobbies and
activities, decreased energy, fatigue, or feeling "slowed down", difficulty concentrating,
remembering, or making decisions, difficulty sleeping, early morning awakening, or
oversleeping, changes in appetite or unplanned weight changes, thoughts of death or
suicide, or suicide attempts, aches or pains, headaches, cramps, or digestive problems
without a clear physical cause that do not ease even with treatment, and suicide attempts or

thoughts of death or suicide.

These symptoms may be observed on most days, nearly every day, for at least two weeks.
And not necessarily every symptom has to be persistent in a person, some people may
present with only a few and some may present with many of the signs and symptoms

(National Institute of Mental Health (NIMH), 2023b).



1.2.4 Stress, Anxiety and Depression in women

Nolen-Hoeksema, in the book- Sex differences in depression states that the variation in
depression on the basis of sex has been discussed long before. Biological as well as socially
made circumstances have been influencing this gender based difference and women is said

to be twice as likely as men to experience depression (Nolen-Hoeksema, 1990).

Women at any age group are found to be more depressed than their male counterparts. A
mental health study among elderly in the state of Tamilnadu found a correlation between
female sex and depression, and widowhood among the population also appeared to be
associated to the severity of depression (Sinha et al., 2013). Similar study on adults with
more than 25,000 participants in the very same state of Tamilnadu (CURES-Chennai Urban
Rural Epidemiology Study) produced results showing that women were more prone to

depression than men (Poongothai et al., 2009).

Studies done previously on this regard have identified several associating factors for
the increased level of stress, anxiety and depression among women. The most highlighted
factor being hormonal fluctuations. Women may experience an increased risk of depression
and anxiety throughout periods of hormonal change, such as puberty, the pregnancy and
postpartum periods, and the peri-menopause stage. Women are more prone than males to
experience both depressive and anxiety disorders from the time they reach menarche

(Albert, 2015).

There also exists a concept of -*“Window of vulnerability’, which is referred to as the
reproductive period in which the women are expected to be most prone to depression
(Sassarini, 2016). However reproductive factor and hormones alone are not the factors

influencing the differences seen in women.



Many factors like socio economic status, level of education has found to influence one’s
mental health. Education has been found to mitigate the level of stress and mental disorders
among women. A study done in rural India substantiates this and as well suggests that in
order to improve mental health, the focus should be given on enhancing rural women’s self-
efficacy and problem-solving capabilities to overcome challenging life events and stressors,

thereby reducing the risk of Common Mental Disorders(CMD) (Fahey et al., 2016).

1.2.5 Middle age and mental health among women

Middle age is the period in one’s life course where phasing out happens from being young
to being elderly. The clear cut margins for middle age can be debatable, rather than
chronological age the experiences of midlife matters. Though prospective studies are
expanding the range from 35 to 65 years, a traditional interval is within 45-65 years (Yaffe

and Stewart, 1984).

The perception of middle aged about healthy ageing is multi-dimensional. Which can be
incorporated under four chief domains, which is - having good physical health, having good
mental health, having financial well-being, having social support (Solhi et al., 2022). And
we know that all these are inter related. There exists a balance between them, and any
change in one of them mostly leads to other being disturbed, like having a financial problem
could affect having a good mental health. Hence, studies have exemplified low socio
economic status to be associated with poor mental health (Freeman et al., 2016; Jo et al.,

2011).

Menopausal transition marks midlife in women, and factors associated with middle age
frequently overlap with menopausal transition factors. However, studies have taken this
overlapping into account and have emphasized factors that may apply to middle age without

being associated with menopause, such as the quality of one's social environment, which
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may affect risk for depression and depressive symptoms after menopause, just as it can at
other times in life. Social risk factors include acute and chronic stressors, daily hassles, a
lack of environmental resources, and poor social relationships. Midlife women with
depression have more interpersonal problems, major events happening to significant others,

and financial difficulties than their non-depressed counterparts (Bromberger et al., 2013).

When a woman enters menopause, there may be important psychosocial changes that could
be present. Changes in the family structure, children moving out of the house, adjustments
at work, and even retirement are all possible. Additional caring obligations for parents or
in-laws are a well-known depression risk factor. Even while a single factor is unlikely to

be the cause of depression, it can however be contributing to it (Sassarini, 2016).

A study done among Chinese women shows depressive and anxiety symptoms are common
among middle-aged women, and that the risk of these symptoms is significantly influenced
by certain sociodemographic factors, lifestyle choices, and menopausal symptoms. In this
extensive cross-sectional study of Chinese women between the ages of 40 and 60, 19.5
percent and 14.2 percent of women reported having depressed and anxiety symptoms,
respectively. Depressive symptom rates were 15.5, 24.1 , and 22.3 percentages
respectively, in the reproductive, peri-menopausal, and post-menopausal stages, whereas
anxiety symptom rates were 11.4, 18.0, and 15.9 percentages respectively (Wang et al.,

2022).

As with stress in middle aged women-in addition to major life events, there are everyday
stresses/stressors that women experience, such as an unexpected minor illness of a family
member who requires care, dealing with traffic during a commute, or changing work hours.
Although not evaluated as challenging, these have a cumulative effect and contribute to, or

are associated with, the outcomes of major life events (Sievert et al., 2018).



1.2.6 Menopausal transition

Menopausal transition is an inevitable segment in life of women which is quite eventful for
most of them. Menopause is said to have occurred when a women has passed 12
consecutive months without menstruation post last periods. Menopause usually occurs

between 45 - 55 years of age (Peacock and Ketvertis, 2023).

Menopause is accompanied by several symptoms which may start presenting from months
before cessation of periods lasting long after periods have stopped. Menopausal transition
can be explained through three stages- premenopausal, peri menopausal and post-

menopausal (Harlow et al., 2012).

Menopausal transition is a physiological process that marks the end of fertile period in
women’s life. Though physiological, symptoms associated with menopause are a wide
range of physical and psychological changes which may not be present in every
transitioning woman. That said, a study in India estimated a prevalence of menopausal
symptom to be 87.7 percent meaning that 87.7 percent of women presented with at least
one of the symptoms, and among them, The most reported symptom was anxiety(80%)

(Kalhan et al., 2020).

Menopausal transition with its nature of hormonal fluctuations has made body vulnerable
to experience anxiety and depression. Study of Women’s Health Across The Nation is a
study done among middle aged women from multiple ethnic groups regarding midlife
changes and they have followed women throughout middle age, pre to peri and post-
menopausal. They were able to get to the understanding that women who had low anxiety
pre menopausally turned out to have high anxiety during or after the transition stage, and
those with pre-menopausal anxiety, were at high risk for higher level of anxiety irrespective

of the menopausal changes (Bromberger et al., 2013).



Similar conclusions have been made from studies done on association of menopausal
transition with depression. That is the likelihood of having depressed episodes in peri-
menopausal women was found to be 30 percent to three times greater than premenopausal

women (Bromberger and Epperson, 2018; Cohen et al., 2006; Freeman et al., 2006).

As we say menopausal transition has effects on being depressed or anxious, it is also highly
likely that it could be the other way too. Depression and anxiety could flare up the
experience of menopausal symptoms as well. A study on depression and menopausal
burden in midlife found a significant association between depressive symptoms and
menopausal symptoms (presence of hot flashes and night sweats). The study hypothesized
that menopausal symptoms were “"amplified” by depressed symptoms, and the evidence

indicated that this may be true (Reed et al., 2009).

A study done in Taiwanese women on depressive symptoms during the peri- and post-
menopause Yyears, the prevalence of depressive symptoms in peri and post-menopausal
women was relatively high( 38.7%) that is 4 out of 10 women showed depressive symptoms

(Wang et al., 2013).

Throughout a woman's life, stress is crucial to the onset, continuation, and exacerbation of
mood disorders. It worsens the physical symptoms of menopause, raising the likelihood of
mood disorders returning or developing for the first time at any time throughout life, but
particularly during the menopausal transition (Alexander et al., 2007). It might not be the
presence of the stressor itself but rather the psychological response to the stressor that could
exacerbate one’s experience of menopausal symptom. In the study based on data from
Study of Women’s Health Across the Nation (SWAN), Women who were "still upset” by

a stressful event had the most severe symptoms, whereas women who had experienced the
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same event but were not upset by it had significantly less severe symptoms (Arnot et al.,

2021).

1.2.7 Depression, Anxiety, and Stress along with other morbidities

Depression can co-occur with other significant medical conditions such as diabetes, cancer,
heart disease, thyroid disorders, and Parkinson's disease, especially in middle-aged or older
persons. When depression is present, these conditions frequently get worse, and evidence
indicates that persons who have depression and another medical disease often have more
severe symptoms of both conditions. The medications used to treat these physical
conditions can occasionally have adverse effects that worsen depression (National Institute

of Mental Health (NIMH), 2023b).

The odds of having major depression in people with chronic conditions like hypertension

and diabetes are 2-3 times higher than people without these conditions (Egede, 2007).

According to a study on diabetic women conducted in New Delhi, anxiety symptoms were
more common in the study participants. While about 19 percent of the 184 diabetic women
showed some degree of depression symptoms, 26.6 percent of them exhibited anxiety
symptoms that could be indicative of clinically relevant problems. A potentially significant
amount of both depression and anxiety symptoms were present in 14 percent of people

(Weaver and Madhu, 2015).

Similar associations may be observed with Hypertension as well. Apart from the clinical
explanations underlying in the scenario, it is evident that patients with depressive
symptomatology have poorer BP control. And one of the study looking at this association,
estimates that one third of hypertensive patients is affected by depression (Li et al., 2015;

Scalco et al., 2005).
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Thyroid problem has always been linked with clinical depression. A biological linkage
between the two may be derived at. It is mostly hypothyroidism that’s been said to be
associated with depression. However, persistent depressive symptoms in patients of

hyperthyroidism is seen as well (Bode et al., 2022).

Physical and mental health is mutually dependent. People with physical debilities tend to
suffer from mood disorder. Osteo-arthritis is a common widespread illness among middle
aged and elderly. It is alarming that people with osteoarthritis show high depressive and

anxiety symptoms (Stubbs et al., 2016).

Urinary incontinence is another common complaint of midlife women, which has the
potential to distort their mental health, which leads to poor quality of life. (Coyne et al.,
2012) Not every studies point out to the fact that it negatively affects the level of anxiety
and depression women have, but it certainly along with other factors may contribute to the

burden (Hansson Vikstrom et al., 2021).

Serious conditions like CVD are also linked to depression. People presenting with

depressive symptoms has higher risk for CVD and associated mortality (Rajan et al., 2020).

1.2.8 Other factors contributing to depression, anxiety, and stress among middle aged

women

Many factors emerge as associated with stress anxiety or depression in women-especially
in middle age. For instance, physical violence from intimate partner and economic abuse
affect the status of mental health among women. The odds of depression and anxiety

increased with each additional form of economic abuse (Kanougiya et al., 2021).
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These may not only pertain to middle age women, even so, these factors cannot be excluded
while considering mental health of women. A difficult job situation or financial hurdle can

put both men and women in distress (Guan et al., 2022).

Though a general notion is that women with job might be more stressed out than women
who doesn’t have job- that might not be indeed that way. A Study done on impact of
occupation on stress and anxiety among women in India showed that among all
participants, 26 percent were the most prone and 66 percent were somewhat more prone to
stress; 35 percent of women showed high anxiety levels. Homemakers had 1.2 times higher
anxiety and 1.3 times higher stress than working women. Prevalence of stress (37) and
anxiety (40) were also higher in homemakers compared to working women (stress-19,
anxiety-30) and students (stress-21, anxiety-29)) (Patel et al., 2016). Another study back
up this finding with deducing an increasing trend of depression among housewives with

increasing age (Urvashi et al., 2019).

1.2.9 Scales for measuring depression, anxiety and stress

A wide range of scales is used for measuring depression, anxiety and stress. Here are few

inventories used commonly for measuring these outcomes.

Beck depression inventory — BDI 11 : BDI Il is used to measure depression symptoms
and severity in persons aged >= 13 years. Versions include BDI-1, BDI-IA, BDI-1I, BDI-
PC and BDI-FS. There are 21 items in the BDI-1A and BDI-I1 and seven items in the BDI-
FS. There are no subscales. The recall periods for items is two weeks. It has been used for
assessing the intensity of depression in psychiatric and normal populations (Measures of

depression and depressive symptoms, 2011).

13



Center for epidemiologic studies Depression scale — CES-D : The purpose of CES-D is
to measure current level of depressive symptoms in general population. The original 20
item version has been shortened to a ten item and five item. Multiple other shortened
versions ranging from four to sixteen itemshave been developed and used with various
populations. There are no subscales and recall period for items is past week. It has been
widely used in medical cohorts like Fibromyalgia, Rheumatoid arthritis patients etc

(Measures of depression and depressive symptoms, 2011).

Geriatric depression scale — GDS : It was developed as a self-rating screening tool to
measure depressive symtoms in older adults. Its been designed to identify depression in
elderly by distinguishing symptoms of depression and dementia. The initial long version
contains 30 items. A short version with 15 items is also available. There are no subscales.
The recall period for items is current for the long form and past week for short form. It is
used in community samples as well as in medical cohorts (Measures of depression and

depressive symptoms, 2011).

Hospital anxiety and depression scale — HADS : The purpose is to assess anxiety and
depressive symptoms in a general medical population. There no versions other than the
original. There are 14 items in the scale. Subscales include HADS-A (7 items) for anxiety
and HADS-D (7 items) for depression. It is primarily used with psychiatric and medical
patients as well as general population, students and subjects with chronic illness (Measures

of depression and depressive symptoms, 2011).

Patient health questionnaire — PHQ 9 : The purpose of PHQ-9 is to detect and measure
depression and severity in medical population in clinical settings. There exists versions
PHQ-9, PHQ-8 AND PHQ-2. All derived from an original PRIME-MD scale. There are

nine items on the scale and recall period is last two weeks. It has been widely used in a

14



variety of settings using medical populations as well as in non medical general populations

(Measures of depression and depressive symptoms, 2011).

State-trait anxiety inventory : The purpose is to measure through self-reporting, the
presence and seveirity of current symptoms of anxiety and a generelised propensity to be
anxious. There are two subscale State Anxiety scale and Trait Anxiety scale. There are 40
items in total in STAI, 20 items allocated each for S-Anxiety and T-Anxiety. It has been

extensively used in chronic medical conditions (JULIAN, 2011).

Beck anxiety inventory ( BAI) : The BAI is a brief measure of anxiety with a focus on
somatic symptoms of anxiety that was developed as a measure adept at discriminating
between anxiety and depression. There are 21 items in BAI. BAI is used to obtain measure
of anxiety independent of depression. It is mostly used in rheumatic conditions,

fibromyalgia and arthritis (JULIAN, 2011).

Generalised Anxiety Disorder-7 (GAD-7) : GAD-7 is intended to be used in primary care
setting to detect and measure seveity of anxiety symptoms. A shorter version of scale exists-
GAD-2. There are 7 items in this scale, and the recall period is two weeks. It has been used

in medical cohorts as well as general public (Sapra et al., 2020).

Perceived stress scale (PSS) : PSS is developed by Sheldon Cohen in 1983.1t is a 10 item
scale used to assess perceived stress in community samples. The questions in this scale ask

about your feelings and thoughts during the last month (PSS, 2023).

DASS 21 : The Depression Anxiety Stress Scale (DASS) is a set of three self-report scales
designed to assess the negative emotional states of depression, anxiety, and stress. Each of

the three DASS scales has 14 items, which are further subdivided into subscales of 2-5
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items with similar content. In addition to the standard 42-item questionnaire, a shorter
version, the DASS21, with 7 items per scale, is available. It's also worth noting that an
earlier version of the DASS scales was known as the Self-Analysis Questionnaire
(SAQ).For research purposes, the DASS can be administered in groups or individually

(Depression Anxiety Stress Scales - DASS, 2023).

1.3 RATIONALE FOR THE STUDY::

Literature review clearly reinstates the burden of stress, anxiety and depression among
women in middle age. Though many studies pertaining to mental health exist, experiences
of midlife women are relatively unexplored in our context. The age of 40-60 in women is
a period of vulnerability owing to changes that may happen in their social, family and
occupational life- let alone the physiology of menopausal transition.

Kerala is a highly literate state with 92.07 percent female literacy (Census 2011 India,
2023). The pattern of socio demographic factors influencing mental health of middle age
women in our context may vary from rest of the country. The demographic transition
towards having a larger older population with a major female predominance (1084 per 1000
males) (Census 2011 India, 2023) in the state re emphasizes the idea of healthy ageing,
which can only be accomplished by weighing the problems and its probable associations.
Most of the existing health care offered by the health system is focused at improving
women’s reproductive health. Mental wellbeing of women at this age and its correlates

should be understood to address their specific needs and demands.

1.4 OBJECTIVES

a. Major objectives:

e To study stress, anxiety, and depression among 40-60year old women in

Thiruvananthapuram.
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b. Minor objective:

e To understand the association of socio-economic, demographic, reproductive and
menopause related factors with stress, anxiety and depression among women aged
40-60 year in Thiruvananthapuram.

e To understand means of management adopted for psychological or emotional

problems faced by them.
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CHAPTER 2

METHODOLOGY

2.1 STUDY DESIGN

A quantitative cross-sectional survey was conducted to study stress, anxiety, and depression

among 40-60-year-old women in Thiruvananthapuram, Kerala.

2.2 STUDY SETTING

The study was conducted in Thiruvananthapuram district. The urban bodies in the district
are the Thiruvananthapuram Corporation, and the Varkala, Neyyattinkara, Attingal, and
Nedumangad municipalities, and the rural bodies are 73 Grama Panchayats (GP) in total.
Thiruvananthapuram district is divided into 6 Taluks -Thiruvananthapuram,
Nedumangadu,  Chirayinkeezhu, = Kattakada, = Neyyattinkara, and  Varkala.
Thiruvananthapuram Taluk is the most populous taluk in the district and one of the most
populous in Kerala. It is situated in the western part of the Thiruvananthapuram district.
Under the geographical area of Thiruvananthapuram Taluk, there is one Municipal

corporation and six grama panchayats.

The study participants were selected from the Municipal Corporation and Two randomly

selected Grama panchayaths under the geographical area of Thiruvananthapuram Taluk.

2.3 STUDY POPULATION

Women in the age group of 40-60 years residing in the geographical area of

Thiruvananthapuram taluk.
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Rationale for choosing the participant’s age group: Middle age is the age group right
after young adulthood and that which precedes old age. Most literature has considered this
age group to capture incidents of the menopausal transition, an important indicator of
middle age in women. Moreover, the mean menopausal age estimated for women in Kerala
as per a study published in Kerala medical journal, 2013 was 48.3 (+ 4.15) years with
median age being 50 years (Sarika et al., 2013). Considering this, an age group between

40-60 years was chosen to include women in menopausal transition.

Inclusion criteria:

Women in the age group of 40-60 years residing in Thiruvananthapuram Taluk.

Exclusion criteria;: Women who are

Mentally retarded/challenged,

Bed-ridden,

Terminally ill.

2.4 SAMPLE SIZE ESTIMATION

Using a prevalence of 26.09 percent for depression, with a relative precision of 20 percent
for the 95 CI, the sample size calculated was 274. Adding a 10 percent non-response rate

the sample size becomes 302, rounded to 310.

The formula used for sample size estimation was n =Z?P(1-P)/D?, Where P=0.26, D=0.052

(20% of 0.26), and Z=1.96.

The prevalence (26.09%) for depression was derived from a study done in rural Kerala

among 579 middle-aged (40-60 years) women in Ambalappuzha North Panchayat of
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Alappuzha District (Archana et al., 2017). The study was done to look at the prevalence of
depression among middle-aged women in the rural area of Kerala and hence it was thought

appropriate to choose the expected prevalence for the current study.

2.5 SAMPLE SELECTION PROCEDURE

The participants were selected through multi-stage cluster sampling.

The geographical area covering Thiruvananthapuram Taluk includes Thiruvananthapuram
corporation and six grama panchayaths, namely Andoorkkonam GP, Kadinamkulam GP,
Kalliyoor GP, Mangalapuram GP, Pothencode GP, Venganoor GP. The list of panchayaths

were obtained from the official website of the local self-governing department, Kerala.

To ensure urban and rural participation, participants were chosen from the
Thiruvananthapuram corporation as well as two grama panchayaths from the listed six. The
corporation being the only urban body in the area, was chosen by default. And the grama
panchayaths were numbered one to six . Using Open Epi, two random numbers were
selected between one to six, and the corresponding grama panchayaths were selected
(https://www.openepi.com/Random/Random.htm). The details of wards in the corporation
and panchayaths were obtained from respective official websites. And the wards from
within the GPs were selected on the basis of random number generated through Open Epi
from the total number of wards within the GPs. The ward corresponding to the number

generated was selected.

In a similar way the wards from the corporation area were randomly selected from a total
of 100 wards in Trivandrum corporation. Four wards each from two panchayaths and eight

wards/divisions from corporation were finally selected for the study.
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Figure 1.1: Sampling procedure

Thiruvananthapuram
Taluk

Corporation selected 2 panchayaths selected
by default randomly

8 divisions from MC 4 wards each from 2
randomly selected GPs randomly selected

2.6 DATA COLLECTION PROCESS

Permission from respective GPs and municipal corporation authorities were taken prior to
data collection and ward members were informed about the study. They would pass the
message in the whatsapp group of their respective ward that the investigator would be
visiting for study purpose. Most of the ward members would explain the places and
boundaries of their wards so as to help with picking a locality. Some ward members also
connected investigator to Kudumbasree (CDS) members of their wards for any support

required in the field.

Among the wards, households were identified by picking a spot on Google map by entering
the ward name or by entering a location on Google map suggested by respective ward
member or CDS member. From that spot, the first household seen by taking the right
direction was chosen to begin with. And all consecutive households in the same direction
were approached. The purpose of the visit was explained to whoever answered the door

and investigator asked for eligible participants within the age group of 40- 60 years.

Once the eligible participant was identified, they were informed about the study

and provided with participant information sheet. Any clarification needed about the study
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and its purpose were given when asked for by the participants before interview began. Once
they go through it, they were asked if they were willing to participate and those who were
willing to participate were given consent forms to sign or add thumb impression. Only after

consent was received did the interview begin.

Within the household, if there were more than one eligible person, then interview was done
for whoever was presently at the house or according to their choice. However, the

investigator didn’t encounter many instances like that.

Most of the women who were not willing to participate stated reasons like not interested,

lack of time, and a few said that they had no benefit in participating.

2.7 DATA COLLECTION TOOLS

A structured questionnaire was prepared in English and translated into Malayalam. The

questionnaire had nine sections,

1. Interview details,

2. Socio-demographic and economic details,
3. Details on any present illness,

4. Reproductive history,

5. Menstrual history,

6. Assessment of menopausal symptoms

7. Assessment of depression

8. Assessment of Anxiety

9. Assessment of Perceived Stress
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The Tools adopted for assessing the level of perceived stress, anxiety and depression are
Perceived stress scale (PSS), Generalised anxiety disorder scale (GAD-7) and Patient
health questionnaire (PHQ-9).

Pfizer, the official copyright owner of PHQ and GAD scales have explicitly stated that no
permission is required to reproduce, translate, display or distribute them. (Mental Health

Assessment Tools | Pfizer, 2023)

Sheldon Cohen, the author of the perceived stress scale questionnaire has stated that
students and nonprofit organizations are free to use PSS without specific individually
granted permission. Malayalam translated version by Dr. Anisha K Janardhanan, available

on(https://www.cmu.edu/dietrich/psychology/stress-immunity-disease-

lab/scales/pdf/malayalam_pss_10.pdf ) was used in the study. (PSS Malayalam, 2023)

The study tool is provided at the end of the dissertation as annexure | and 1V.

Perceived stress scale is a classic stress assessment tool with 10 items. The question in
this scale asks about feelings and thoughts during the last month. In each case, it will be
asked to indicate how often one felt or thought a certain way (0 — never, 1 - almost never,

2 — sometimes, 3 - fairly often, and 4 - very often).

The scoring of PSS is as follows:
First, reverse the scores for questions 4, 5, 7, and 8. On these 4 questions, change the scores
like this: 0=4,1=3,2=2,3=1and 4=0.
Now add up the scores for each item to get a total. Individual scores on the PSS can range
from 0 to 40 with higher scores indicating higher perceived stress.

0-13: low stress.

14-26: moderate stress.

27-40: high perceived stress.
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Generalised anxiety disorder scale-7 (GAD-7) is a 7-item instrument that is used to
measure or assess the severity of generalized anxiety disorder. Each item asks the individual
to rate the severity of their symptoms over the past two weeks. The scoring of GAD-7 is as

follows:

By assigning scores of 0, 1, 2, and 3 to the response categories, respectively, of “not at all,”
“several days,” “more than half the days,” and “nearly every day.” GAD-7 total score for

the seven items ranges from O to 21. Interpretation of Total Score:

0—4: minimal anxiety
5-9: mild anxiety
10—-14: moderate anxiety

15-21: severe anxiety

The Patient health questionnaire-9 (PHQ-9) is the depression module questionnaire in
the self-administered version of PRIME-MD diagnostic instrument for common mental
disorders. Each item in the questionnaire asks the individual to rate the severity of their

symptoms over the past two weeks. The scoring of PHQ-9 is as follows:

Scoring: add up all checked boxes on PHQ-9, For every tick mark, Not at all = 0; Several

days = 1; More than half the days = 2; Nearly every day = 3. Interpretation of Total Score:

1-4 Minimal depression

5-9 Mild depression

10-14 Moderate depression

15-19 Moderately severe depression

20-27 Severe depression
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2.8 DATA ENTRY AND ANALYSIS

A hard copy of the instrument was used to record the data, which was then entered into the
system using a data entry platform created in Open Data Kit (ODK) Central and afterwards
converted to Microsoft Excel. With the help of IBM SPSS Statistics 25 for Windows, the
data were analysed. The percentage of women experience low, moderate, and severe levels
of depression, anxiety, and perceived stress were estimated. Further investigation was done
to see how the characteristics of women relate to the level of stress, anxiety, or depression
they experienced. The associations were examined using the chi-square test or the Fischer's

exact test.

2.9 ETHICAL CONSIDERATIONS

The Institutional Ethics Committee of Sree Chitra Tirunal Institute for Medical Sciences
and Technology, Thiruvananthapuram, Kerala had reviewed the study and gave clearance

to conduct the study (SCT/IEC/2011/MARCH/2023).

Before moving to each ward, permission was obtained from respective Grama panchayath
or Municipal corporation authorities. Participation in the study was completely voluntary.
The interview was conducted only after obtaining informed consent from the participants.

The participant’s identity and personal information were kept confidential.
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CHAPTER 3

RESULTS

The actual sample size was 274, with the addition of a non-response rate of 10 percent, the
sample size became 302 which was rounded off to 310, and however, the sample size

acquired was 282. Given below are the details of survey participation.

Table 3.1: Survey participation

Survey participation N
Number of households visited* 310
Women who were willing to participate 282
Women who were not willing to participate 8

Women who were willing to participate during the first visit 279

Women who were willing to participate during the second 3
visit
Women who weren’t available at home during the visit 20

Background details of the participants, details on their menstrual history, details on the
menopausal symptoms, the level of depression, anxiety, and stress among the study
participants, the association of depression, anxiety, and stress with several characteristics
of the women in the survey and the management of menopausal symptoms or psychological

or emotional problems faced by the participants are described through different sections in

the results chapter.

3.1 BACKGROUND DETAILS OF STUDY PARTICIPANTS

Socio-demographic and economic details of participants, marital and reproductive history

and details on present illness as reported by participants are described in Tables 3.2-3.4.
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Table 3.2 Socio-demographic and economic background of participants

Socio-demographic Characteristics Count Percent
Age

40 - 45 67 23.8
46 — 50 73 25.9
51-55 87 30.9
56 — 60 55 19.5
Education

[lliterate 11 3.9
Literate but no formal education 1 0.4
Primary school level (1-7th STD) 39 13.8
High school level (8-10th STD) 125 443
Higher secondary level (11-12th STD) 55 19.5
Graduate level 35 12.4
Post-graduate level and above 16 5.7
Religion

Hindu 219 77.7
Muslim 50 17.7
Christian 13 4.6
Working status

Home maker 169 59.9
Working in Government sector 18 6.4
Working in private sector 19 6.7
Self-employed 27 9.6
Retired 7 2.5
MGNREA 26 9.2
Coolie 8 2.8
Others 8 2.8
Colour of ration card

Yellow 18 6.4
Pink 126 44.7
Blue 76 27.0
White 62 22.0
Monthly income

Below 5000 92 32.6
5001 - 10000 109 38.7
10001 - 20000 43 15.2
20001 - 30000 13 4.6
Above 30000 25 8.9
Able to meet the monthly household expenditure easily

Yes 211 74.8
No 71 25.2

*MGNREA- Mahatma Gandhi National Rural Employment Guarantee Act



The mean age of the participants was 50.2 years with a standard deviation of 5.7. More than
eighty percent of the participants had an education level of high school or above. The
majority of study participants were homemakers and only less than thirty percent belonged
to any kind of working class. The APL ration card holders were 49 percent and the
remaining 51 percent were BPL card holders. Among the participants, the most reported
average monthly income of the family was between ten thousand and twenty thousand. And
one-fourth of the participants said they had difficulty in meeting the monthly expenditures
easily. 84 percent of the participants lived in a house with or more than three members,
14.2 percent lived in a house with two members and only 1.8 percent of participants lived
alone. Most participants had at least one child, had a normal delivery, and had undergone
sterilization. 10.6 percent of the women had undergone hysterectomy (surgical removal of

uterus). (Table 3.3)

Table 3.3 Marital status and reproductive history

Characteristics: Count Percent

Marital status

Married 229 81.2
Single 1 0.4
Widowed 43 15.2
Separated/Divorced 9 3.2
Have child

Yes 270 96.1
No 1. 3.9
Type of delivery

Normal 201 74.4
Cesarean section 57 21.1
Both 12 4.4
Undergone sterilization

Yes 226 83.7
No 44 16.3
Undergone hysterectomy

Yes 30 10.6
No 252 89.4
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The most reported illness among the participants in the study was hypertension, followed
by hyperlipidaemia, thyroid dysfunction, and diabetes mellitus. Diseases complained of

most other than these four were asthma, joint pain, and varicose vein.

Table 3.4 Details on present illness and their treatment

Present illness and treatment Count Percent

Present illness

Nil 107 37.9
Hyperlipidemia 82 29.1
Hypertension 93 33.0
Diabetes 67 23.8
Thyroid dysfunction 77 27.3
Others 38 13.5
Morbidities

No morbidity 107 37.9
Single morbidity 66 23.4
Multiple morbidities 109 38.7
Take medicine for the disease

Nil 120 42.6
Hyperlipidemia 68 24.1
Hypertension 89 31.6
Diabetes 65 23.0
Thyroid dysfunction 73 25.9
Others 28 9.9

3.2 MENSTRUAL HISTORY

The mean age of menarche in the study participants was 13.7 years with a standard
deviation of 1.5 years. 69.1 percent of women in the study attained menarche between 11-
14 years of age, 28.4 percent between 15-18 years, and 2.5 percent before the age of 10

years. Further details on their menstrual cycle is mentioned in Table 3.5.
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Table 3.5 Menstrual history

Menstrual details Yes[N(%0)] No[N(%0)] Sometimes[N(%)]
Regular periods 81(60.9) 34(25.6) 18(13.5)

Heavy periods 17(12.8) 96(72.2) 20(15)

Painful periods 21(15.8) 99(74.4) 13(9.8)
Prolonged periods 07(5.3) 120(90.2) 06(4.5)

Bleed in between periods  06(4.5) 104(78.2) 23(17.3)
Premenstrual symptoms  66(49.6) 60(45.1) 07(5.3)

More than 35 percent of the menstruating women complained of irregularity in periods
with more than 25 percent complaining of heavy periods and painful periods. One in two
women experiences some kind of premenstrual symptoms like bloating, cramping, mood
swings, and irritability.

3.3 MENOPAUSAL SYMPTOMS

The menopausal rating scale has been used to identify menopausal symptoms among the
women in the study. There are 11 menopausal symptoms that have been scored as none,
mild, moderate, severe, and extremely severe. The 11 menopausal symptoms come under
three main domains-Physical, Psychological and Uro-genital. The proportion of women
reporting different symptoms based on the severity has been given in the tables listed below
(Tables 3.6-3.8)

Among the physical symptoms of menopause, the most complained was joint and muscular
discomfort followed by hot flashes and sweating, heart discomfort, and sleep problems. In

case of hot flashes and sweating, most women experienced severe level of the symptom.
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Most women experienced mild discomfort of the heart, while in case of sleep problems and
joint and muscular discomfort, the majority experienced severe levels of the symptoms.

Table 3.6 Physical symptoms of menopause

Physical Symptoms None Mild Moderate  Severe Extremely
(N=282) N(%) N(%) N(%) N(%) severe N(%)

Hot flashes, sweating 135(47.9) 47(16.7) 40(14.2) 57(20.2) 03(1.1)

Heart discomfort 144(51.1)  59(29.9) 55(19.5) 24(8.5)  00(00)

Sleep problems 162(57.4)  28(9.9) 30(10.6) 40(14.2) 22(7.8)

Joint and muscular 71(25.4) 39(13.9) 69(24.6) 84(30.0) 17(6.1)
discomfort

Out of the four major psychological symptoms, Irritability was most complained of,
followed by anxiety, depressive mood, and physical and mental exhaustion. Moderate level
of depressive mood as well as physical and mental exhaustion was experienced by most of

the participants, when in Irritability and anxiety most of them experienced only mild level.

Table 3.7 Psychological symptoms of menopause

Psychological None Mild Moderate Severe Extremely
Symptoms N(%0) N(%0) N(%0) N(%0) severe N(%)
(N=282)

Deprsssivémood 117(41.5) 58(20.6)) 67(23.8) 31(11) 9(3.2)

Irritability 93(33)  91(32.3) 68(24.1) 27(9.6)  03(L.1)

Anxiety 110(39) 81(28.7)  65(23) 23(8.2) 03(1.1)

Physical and mental 136(48.2) 51(18.1) 64(22.7) 29(10.3) 02(0.7)
exhaustion
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Uro- genital symptoms were the least complained symptoms compared to physical and
psychological symptoms. Bladder problems were reported highest by participants followed
by dryness of vagina and sexual problems. The majority of women complained of
experiencing mild as well as extremely severe sexual problems, whereas in the case of
dryness of vagina, most women complained only mild presentation of the symptom, and

among bladder problems, a moderate level of the symptom was reported mostly.

Table 3.8 Uro-genital symptoms of menopause

Uro-genital Symptoms: None Mild Moderate Severe Extremely
(N=282) N(%) N(%) N(%) N(%) severe N(%)

Sexual problems 272(96.5) 04(1.4) 02(0.7)  00(00) 04(1.4)

Bladder problems 185(65.6) 20(7.1) 37(13.1) 29(10.3) 11(3.9)

Dryness of vagina 240(85.7)  24(8.6) 07(25)  08(2.9)  01(0.4)

The most reported symptom with moderate to extreme severity among the study
participants was joint and muscular discomfort (N = 170, 60%). Subsequently, depressive
mood (N=107, 40%), hot flashes and sweating (N=100,35.4%), irritability (N=98,34.7%),
physical and mental exhaustion (N=95,33.6%), sleep problems(N=92,32.6%), anxiety
(N=91,32.2%), heart discomfort (N=79,28%), bladder problems (N=77,27.3%), dryness of
the vagina (N=16,5.6%), and sexual problems(N=6,2.1%). Only very few women reported
extremely severe symptoms.

The percentage of women reporting moderate to severe menopausal symptoms is given in

the figure 3.1 below.
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Figure 3.1 : Menopausal symptoms
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3.4 LEVEL OF DEPRESSION, ANXIETY, AND STRESS

Only nine out of 282 women were found to have severe depression. 13.8 percent of women

in the sample were found to have moderate to severe level of depression.

Table 3.9 Level of depression

Level of Depression: Count Percent
Minimal depression(0-4) 178 63.1
Mild depression(5-9) 65 23
Moderate depression(10-14) 20 7.1
Moderately severe depression 10 3.5
(15-20)

Severe depression(20-27) 09 3.2
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Only eight women in the sample had severe anxiety and 8.8 percent of total women were

found to have moderate to severe level of anxiety.

Table 3.10 Level of anxiety

Level of Anxiety: Count Percent
Minimal anxiety(0-4) 197 69.9
Mild anxiety(5-9) 60 21.3
Moderate anxiety(10-14) 17 6.0
Severe anxiety(15-21) 08 2.8

Twelve women reported having high stress. Stress was found more prevalent than
depression and anxiety, on the basis of moderate to high level comprising 28.8 percent of

the total sample size.

Table 3.11 Level of stress

Level of Stress: Count Percent
Low stress(0-13) 201 71.3
Moderate stress(14-26) 69 24.5
High perceived stress(27-40) 12 4.3

The figure 3.2 depicts percentage of women with moderate to severe depression, anxiety

and stress.
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Figure 3.2 : Level of Depression, Anxiety and Stress
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Only a very few thought their mental health status was bad (n=18, 6.3%) and most of them
responded to having neither good nor bad overall mental health (n=162, 57.4%). However,

102 participants (36%) responded to having a self-perception of good mental health.

Table 3.12 Self-perception of overall mental health status

Overall mental health status: Count Percent
Very bad 5 1.8

Bad 13 4.6
Neither 162 57.4
Good 70 24.8
Very good 32 11.3

3.5 MANAGEMENT OF PSYCHOLOGICAL OR EMOTIONAL PROBLEMS AND

MENOPAUSAL SYMPTOMS

Only 16 participants (5.7%) among the total participantshad a history of treatment for any
psychological or emotional problems, out of which seven people did only counselling and

nine people underwent both counselling and treatment with medicines. At present, only two
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participants were under treatment for psychological or emotional problems and their

treatment involves both counselling as well as taking medicine.

14 participants (5%) in total said to have felt the need for medical aid regarding the
psychological or emotional problem they were encountering. As when asked to describe
their problem, most of them said financial difficulties and issues with family were the
reasons behind the psychological or emotional problems they were having. Out of these 14
participants, only five said that the emotional or psychological problem they had were in
some way affecting their daily routine. And when asked about adopting any self-care
strategies to manage emotional or psychological problems, most of the participants said
communicating the problems and discussing solutions with family and friends as their

strategy to overcome any such situations.

Nearly 33 percent of women sought professional medical care for at least one of the
menopausal symptoms. Joint and muscular discomfort was the symptom for which most of
the women sought care. Knee joint pain was a highly frequent complaint within the joint
and muscular discomfort. Three out of four people who sought professional medical care

for any menopausal symptom responded to having relief with the treatment.

28.7 percent of women resorted to home remedies for at least one of the menopausal
symptoms and Similar to seeking professional medical care, the problem for which home
remedy was mostly done was joint and muscular discomfort, especially knee joint pain.
92.6 percent of women who did any kind of home remedies for menopausal symptoms
responded to having relief from it. Home remedies done for the symptoms were mostly
application of ayurvedic medicated oil for joint pain, however this was not under

prescription from a professional ayurvedic practitioner.
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3.6 DEPRESSION AND ASSOCIATED FACTORS

3.6.1 Association of socio-demographic and economic variables with depression:

Among the socio-demographic variables, colour of the ration card, ability to meet
household expenditures easily, and monthly income were found to be associated with the

level of depression at a statistically significant level of 5%.

People who are BPL card holders had 18.1 percent of moderate to severely depressed
women and nearly half of that proportion had moderate to severe depression among APL
card holders (9.4%). Those who had difficulty in meeting monthly household expenditure
easily had the highest proportion of moderate to severely depressed women as compared to
those who could meet monthly household expenditures easily. And 6.2 percent of women
with a monthly family income above 10,000 had moderate to severe depression while 16.9

percent of women with family income less than 10,000 had moderate to severe depression.

Those who had up to primary education had a higher proportion of women with moderate
to severe depression. And the least proportion of women with moderate to severe

depression was seen among those with education level at higher secondary or above.

16.6 percent of home makers were found to be moderate to severely depressed. Whereas
only 4.4percent of women working in government or private sector was found to be
moderate to severely depressed. Among others, including MGNREGA, coolie workers,
self-employed and retired, 13.2percent were found to be moderate to severely depressed.
Age of women were not found to be associated with level of depression, however 56-60
years aged had highest proportion of moderate to severely depressed women and 40-45
years aged had the least number of women with moderate to severe depression. Further
results of bivariate analysis of socio-demographic and economic variables with depression

is given in table 3.13
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Table 3.13 Association of socio-demographic and economic variables with depression.

) ) Minimal/Mild Moderate/severe
Socio-demographic and depression depression 2 p
Economic characteristics: X
Count  Percent Count Percent
40 - 45 60 89.6 7 10.4
46 - 50 61 83.6 12 16.4
Age 51-55 77 885 10 15 23 0.506
56 - 60 45 81.8 10 18.2
Up to
Primary 40 78.4 11 21.6
school level
. High school
Education level 106 84.8 19 15.2 5.3 0.071
Higher
secondary 97 91.5 9 8.5
and above
Homemaker 141 83.4 28 16.6
. Working in
Working
status Govt./PVT 43 95.6 2 4.4 4.41 011
sector
Others 59 86.8 9 13.2
BPL 118 81.9 26 18.1
Colour of 4.41 0.036*
ration card  APL 125 90.6 13 9.4
Able to
meet the Yes 188 89.1 23 10.9
monthly K,
household 6.03 0.014
expenditure No 55 77.5 16 22.5
easily
Monthly <10,000 167 83 34 16.9 Fisher’s 0.018*
income >10,000 76 93.8 5 6.2 exact )

*significant at 0.05 level

3.6.2 Association of marital status and reproductive history with depression:

No factors like marital status or reproductive history were found to be associated with

depression. However, it was found that women who are single, separated, or divorced had

highest proportion of women with moderate to severe depression as compared to women

living with their spouse. Details of the association between marital status, having children

and surgery for removal of uterus with depression has been listed in table 3.14 below.
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Table 3.14 Association of marital status and reproductive history with depression.

. Minimal/Mild Moderate/severe
ReﬁTOdUCF'Ve depression depression 7 p
Istory: Count Percent  Count Percent
Marital Married 201 87.8 28 12.2 »63 0.105
status  Others 42 79.2 11 20.8 ' '
Have  YeS 233 86.3 37 13.7  Fisher’s 0.654
child  No 9 81.8 2 18.2  exact '
Surgery  ves 27 90 3 10
for Fisher’s
removal exact 0.779
of No 216 85.7 36 14.3
uterus

3.6.3 Association of presence of morbidities with depression

While 24 out of 109 women with multiple morbidities had moderate to severe depression,
only 7 out of 66 women with single morbidity and 8 out of 107 women with no morbidity
had moderate to severe depression. This association between presence of morbidities and

level of depression was found to be statistically significant at 0.01 level.

Table 3.15 Association of presence of morbidities with depression

Minimal/Mild Moderate/severe
Present illness depression depression x> p
Count Percent Count Percent
No
morbidity 99 92.5 8 7.5
Morbidities Sn9le 59 89.4 7 106 1033  0.006**
morbidity
Multiple
morbidities 85 id 24 22

**significant at 0.01 level

3.6.4 Association of menstrual history with depression

Factors like heavy periods, prolonged periods and bleeding in between periods were found

to be associated with level of depression at a statistically significant level.
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Table 3.16 Association of menstrual history with depression

Minimal/Mild Moderate/severe
Menstrual History depression depression 2 p
Count Percent Count Percent
Regular Yes 87 87.9 12 121 Fisher’s
) 0.258
periods  No 27 79.4 7 206  exact
Yes 28 75.7 9 24.3
Heavy 4219  0.04*
periods  No 86 89.6 10 10.4
Painful Yes 31 91.2 3 8.8 Fisher’s
. 0.399
periods No 83 83.8 16 16.2 exact
Prolonged Yes 8 61.5 > 38.5  Fisher’s 0.021*
periods ~ No 106 88.3 14 117  exact '
Bleed in jies 20 69 9 31 Fisher’s o
0.007
between No 94 90.4 10 96 exact
Pre- Yes 59 80.8 14 19.2 Fisher’s
menstrual exdiet 0.075
symptoms No 55 91.7 5 8.3
e 95 88.8 12 11.2
months
_ 3
LaSt_tIme months - 19 73.1 7 26.9 4.22 0.122
periods 2 years
More
than 2 102 85.7 17 14.3
years

**significant at 0.01 level, *significant at 0.05 level.

3.6.5 Association of menopausal symptoms with depression

Every symptoms of menopause under physical, psychological and uro-genital symptoms

except for sexual problems were found to be statistically associated with the level of

depression. Women with moderate to severe menopausal symptoms had a higher

proportion of moderate to severe depression. Details on the association of menopausal

symptoms with depression is given in the table 3.17.
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Table 3.17 Association of menopausal symptoms with depression

Minimal/Mild Moderate/severe

Menopau5a| symptoms depression depression XZ p
Count Percent Count Percent
Joint & None/Mild 107 97.3 3 2.7 p<0.01
muscular Moderate/ 1896 L,
discomfort  Severe 134 788 36 21.2
Sleep I;A%réee/pl\a/lt{cl/d 183 96.3 7 3.7 s 0<0.01
Physical problems g g 60 65.2 32 34.8 ' **
symptoms 11:14%1:12/3:{[2;1 189 93.1 14 6.9 rops P<00L
discomfort e | 54 68.4 25 31.6 ' *x
Hot flashes, None/Mild 164 90.1 18 9.9 6 68 0.01
sweating  ploderatel 79 79 21 21 U0
Physical &  None/Mild 180 96.3 7 3.7 0.001
mental Moderate/ 47.39
exhaustion ~ Severe &3 66.3 32 B3 **
Depressive EA%%EZXE? o %4 8 a6 3317 p<0.01
Psychologi Mood Severe 76 71 31 29 "
cal Irritability ~ None/Mild 176 95.7 8 4.3 0<0.01
symptoms [
% Yoderatel g7 684 31 316 9
Anxiety None/Mild 180 94.2 11 5.8 B oo 0<0.01
Yoderatel g3 9.2 28 30.8 .
. 189 92.2 16 7.8
Bladder None/Mild 29 87 p<0.01
problems Moderate/ 54 70.1 23 29.9 ' *%
Uro Severe
None/Mild 231 875 33 12.5 Fisher
genital Dry_ness of M%rclli:ratle y ' 0.013
symptoms vagina Severe 10 62.5 6 375 exact
Sexul None/Mild 238 86.2 38 13.8 Fisher
Moderate/ ’s 0.594
problems Severe 5 83.3 1 16.7 exact

**significant at 0.01 level, *significant at 0.05 level.

3.7 ANXIETY AND ASSOCIATED FACTORS

3.7.1 Association of socio-demographic and economic factors with anxiety

Factors that were found statistically associated with anxiety were colour of ration card,
ability to meet monthly household expenditure easily and monthly income.

Though not statistically significant, a pattern observed in case of association
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between education and working status with depression exist in case of anxiety as well.

Unlike as seen in depression, the age group 46-50 years had the highest proportion of

women with moderate to severe anxiety and 51-55 years had the least.

Table 3.18 Association of socio-demographic and economic factors with anxiety

) . Minimal/Mild Moderate/severe
Socio-demographic and _ Anxiety Anxiety % D
Economic characteristics:
Count Percent Count  Percent
40 - 45 60 89.6 7 10.4
A 46 - 50 65 89 8 11 165 0.647
ge 51 - 55 82 943 5 5.7 : :
56 - 60 50 90.9 5 9.1
Upto
Primary 43 84.3 8 15.7
school level
: High school
Education level 114 91.2 11 8.8 4.29 0.117
Higher
secondary 100 94.3 6 5.7
and above
Home maker 154 91.1 15 8.9
_ Working in
W‘:rf'ng Govt./PVT 43 95.6 2 44 18 0.407
Stagus sector
Others 60 88.2 8 11.8
BPL 125 86.8 19 13.2
Colour of 6.83  0.009%
ration card  APL 132 95.7 6 4.3
Ableto g 197 934 14 6.6
meet the
h@ggﬁc‘){ ; 516  0.023*
. No 60 84.5 11 15.5
expenditure
easily
Monthly <10,000 177 88.1 24 11.9  Fisher’s 0.004%*
income >10,000 80 98.8 1 1.2 exact )

**significant at 0.01 level, *significant at 0.05 level

3.7.2 Association of marital status and reproductive history with anxiety

Marital status and reproductive history was not found to be associated with anxiety. The

women who were separated, divorced or widowed were found to have highest proportion
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of women with moderate to severe anxiety and about only half its proportion had

moderate to severe anxiety among women living with their spouse.

Table 3.19 Association of marital status and reproductive history with anxiety

Minimal/Mild Moderate/severe

Reproductive history: Anxiety Anxiety X p

Count Percent Count Percent

) Married 212 92.6 17 7.4
Marital status 3.13 0.077
Others 45 84.9 8 15.1
) Yes 246 91.1 24 8.9
Have child 0 0.982
No 10 90.9 1 9.1
Surgery for Yes 29 96.7 1 3.3
removal of 1.27 0.259
uterus No 228 90.5 24 9.5

3.7.3 Association of presence of morbidities with anxiety

Presence of morbidity was not found to be associated with the level of anxiety. However,
the women with multiple morbidities had highest proportion of women with moderate to

severe anxiety.

Table 3.20 Association of presence of morbidities with anxiety

Minimal/Mild Moderate/severe
Present illness Anxiety Anxiety x? p
Count  Percent Count Percent

No

morBea 99 92,5 8 75
Morbidities "9€ 62 93.9 4 61 216  0.339
morbidity
Multiple 96 88.1 13 11.9
mobidities
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3.7.4 Association of menstrual history with anxiety

Factors like regular periods and prolonged periods among menstrual history were found to

be associated with the level of anxiety at a statistically significant level of 5percent.

Table 3.21 Association of menstrual history with anxiety

Minimal/Mild Moderate/severe
Menstrual History Anxiety Anxiety x? p
Count Percent Count Percent
Regu|ar Yes 92 92.9 7 7.1 Fisher’s 0a7*
periods  No 27 79.4 7 20.6 exact '
Yes 31 83.8 6 16.2 isher’
Hegvy Fisher’s 212
periods  No 88 91.7 8 8.3  exact
Painful Yes 32 94.1 2 5.9 Fisher’s 517
periods  No 87 87.9 12 12.1  exact '
Prolonged Yes 9 69.2 4 30.8 Fisher’s 0.032*
periods  No 110 91.7 10 8.3 exact '
Bleedin  Yes 23 79.3 6 20.7  Fisher’s
.079
between  No 96 92.3 8 7.7  exact
Pre- Yes 62 84.9 11 15.1 Fisher’s
menstrual T .060
symptoms No 57 95.0 3 5.0
>=2 97 90.7 10 9.3
months
3
Last time months - 22 84.6 4 15.4 1.21 0.545
periods 2 years
More
than 2 109 91.6 10 8.4
years

*significant at 0.05 level.

3.7.5 Association of menopausal symptoms with anxiety

Every menopausal symptom except hot flashes and sweating among the physical symptoms
of menopause was found to be associated with the level of anxiety. As similar to as in
depression, women with moderate to severe menopausal symptoms had higher proportion

of moderate to severe anxiety as compared to women with mild menopausal symptoms.
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Table 3.22 Association of menopausal symptoms with anxiety

Minimal/Mild Moderate/severe
Anxiety Anxiety 2

Menopausal symptoms x p
Count Percent Count Percent
None/Mild 197 97 6 3 -
Heart Moderate/ 3132 P<001
discomfort S 60 75.9 19 24.1
evere
None/Mild 184 96.8 6 3.2 *
S:?)f)?ems Moderate/ 25 793 19 207 2348 peo ot
Physical P Severe . '
symptoms  Joint & None/Mild 108 98.2 2 1.8 0<0.01*
muscular Moderate/ 147 86.5 23 135 11.26
discomfort  Severe
Hot flashes None/Mild 170 93.4 12 6.6
sweating g/le 32$£ate/ 87 87 13 13 3.28 0.07
None/Mild 182 98.9 2 1.1 <001*
Irritability ~ Moderate/ o 265 P4 sa5 3965 <o
Severe ' ;
. None/Mild 174 99.4 1 0.6
Depressive Moderate/ 39 27 p<0.01*
Psychologi  mood Severe 83 77.6 24 22.4 ) W]
cal . .
Anxiet None/Mild 186 97.4 5 2.6
SYITIPLOmS g Moderate/ 28.59 p<gai*
71 78 20 22 ) &
Severe
Physical &  None/Mild 180 96.3 7 3.7 0<0.01*
mental : Moderate/ 77 811 18 18.9 18.02
exhaustion  Severe
None/Mild 254 92 22 8
Sexual p<0.01*
problems SMe ?lifgate/ 3 50 3 50 1284
Uro Drvness of None/Mild 244 92.4 20 7.6
. Y Moderate/ 5.84 0.016*
genital vagina Severe 12 75 4 25
symptoms None/Mild 193  94.1 12 5.9
Bladder Moderate/ "
problems Severe 64 83.1 13 16.9 8.48 004

**significant at 0.01 level, *significant at 0.05 level.

3.8 STRESS AND ASSOCIATED FACTORS

3.8.1 Association of socio-demographic and economic factors with stress

The socio-demographic and economic factors found associated with the level of stress was
level of education, colour of ration card, ability to meet monthly household expenditure
easily and monthly income. 34.5percent of women in the age group of 56-60 years had

moderate to severe stress which was the highest and the age group of 40-45 had the least
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proportion (22.4). Age and working status was not associated with stress at a statistically

significant level.

Table 3.23 Association of socio-demographic and economic factors with stress

Minimal/Mild
Socio-demogrphic and Perceived Igloderated/sivere )
erceived stress
Economic characteristics: stress X P
Count Percent Count  Percent
40 - 45 52 77.6 15 22.4
46 - 50 54 74 19 26
Age 51-55 59 67.8 28 322 29 03%
56 - 60 36 65.5 19 34,5
Upto
Primary 28 54.9 23 45.1
school level
Education ::if’erl‘ school g 67.2 41 328 1603 p<0.01**
Higher
secondary 89 84 17 16
and above
Home maker 4, 71 49 29
; Working in
Working
Govt./PVT 5.96 0.051
status setioE 38 84.4 7 15.6
Others 43 63.2 25 36.8
Colour of BPL 88 61.1 56 38.9
. 14.85 <0.01**
rationcard  APL 113 81.9 25 18.1 P
Able to
meet the Yes 158 74.9 53 25.1
monthly o
household 5.16 0.023
expenditure No 43 60.6 28 39.4
easily
Monthly <10,000 130 64.7 71 35.3  Fisher’ <0.01%*
income >10,000 71 87.7 10 12.3 sexact P

**significant at 0.01 level, *significant at 0.05 level.
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3.8.2 Association of marital status and reproductive history with stress

About half (49.1percent) of women who were separated, widowed or divorced had
moderate to severe stress. And the association between marital status and level of stress

was found to be statistically significant.

Table 3.24 Association of marital status and reproductive history with stress

) Minimal/Mild Moderate/severe
ReETOd“CF'Ve Perceived stress Perceived stress X p
Istory: Count Percent  Count Percent
i Married 174 76 55 24
Marital 1318 p<0.0L**
status Others 27 50.9 26 49.1
Yes 192 71.1 78 28.9
Have 0.01 0.908
child  No 8 72.7 3 27.3
Surgery  Yes 26 86.7 4 13.3
for
removal 3.88 0.049*
of No 175 69.4 77 306
uterus

**significant at 0.01 level, *significant at 0.05 level.

3.8.3 Association of presence of morbidities with stress

Presence of illness and stress was not found to be associated. 33percent of women with
single morbidity had moderate to severe stress which was higher than the proportion of

women with moderate to severe depression among women with multiple morbidities.

Table 3.25 Association of presence of morbidities with stress

Minimal/Mild Moderate/severe

Present illness stress stress 22 p
Count Percent Count Percent

No

morbidity 82 76.6 25 23.4
Morbidities SN9le 44 66.7 22 333 251  0.285
morbidity
Multiple 75 68.8 34 31.2
morbidities

47



3.8.4 Association of menstrual history with stress

Only premenstrual symptoms among the factors listed in menstrual history was found to be

associated with the level of stress at a statistically significant level.

Table 3.26 Association of menstrual history with stress

Minimal/Mild Moderate/severe
Menstrual History stress stress x° p
Count Percent Count Percent
Yes 75 75.8 24 24.4
Regular 355 551
periods  No 24 70.6 10 29.4
Yes 25 67.6 12 324
Heavy 1271 .260
periods  No 74 77.1 22 22.9
i Yes 25 73.5 9 26.5
Painful 020 888
periods  No 74 74.7 25 25.3
Prolonged Yes 8 61.5 5 38.5  Fisher’s 316
periods  No 91 75.8 29 242  exact '
i Yes 18 62.1 11 37.9
Sleethin 2.981 084
between  No 81 77.9 23 22.1
Pre- Yes 47 64.4 26 35.6
menstrual 8.593 .003**
symptoms No 52 86.7 8 13.3
>=2
months 81 75.7 26 24.3
_ 3
LaSt_tlme months - 18 69.2 8 30.8 3.720 156
periods 2 years
More
than 2 76 63.9 43 36.1
years

**significant at 0.01 level.

3.8.5 Association of menopausal symptoms with stress

Menopausal symptoms excluding hot flashes, sweating and dryness of vagina were found

to be associated with level of perceived stress at a highly statistically significant level. Table

3.27 illustrates the association of every menopausal symptoms with stress.
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Table 3.27 Association of menopausal symptoms with stress

Minimal/Mild Moderate/severe
Menopausal symptoms stress stress x? p
Count Percent Count Percent
None/Mil
Heart d 156 76.8 47 23.2 L0.08 p<0.01*
. . *
discomfort l;i(\)ziiate/ 45 57 34 43
None/Mil
Sleep p 148 77.9 42 221 Lpas <001
problems Moderate/ 53 576 39 424 ' *
Physical Severe ' '
Symptoms 50t & I(fone/M‘l 91 82.7 19 17.3 001"
muscular Moderate/ 11.97 E )
discomfort Se‘;efea © 108 63.5 62 36.5
None/Mil
Hot flashes, d 135 74.2 47 25.8 N, 0147
sweating Moderate/ : '
Severe 66 66 34 34
None/Mil
Anxiety d 154 80.6 37 19.4 o 0<0.01*
. *
gg‘ifgate/ 47 51.6 44 48.4
RoneMIL 49 81 35 19 L o bh
Initability L 2434 P
Psychologi Severe 52 53.1 46 46.9
cal .
symptoms I;O“e/ Ml 80.6 34 19.4 N
: 1946 P00
ﬁf)f(’)rdess“’e gi‘;‘i‘r’gate/ 60 56.1 47 43.9
Physical & I;"ne/ Ml s 775 42 225
mental Moderate/ 10.64 0.001**
exhaustion Severe 56 58.9 39 411
Soxtal I;"ne/ Ml 900 725 76 275
8.93 0.003**
problems g/g\)iiate/ 1 16.7 5 833
Uro Sladder I;"ne/ Mil g5y 75.1 51 24.9
genital 5.42 0.02*
symptoms problems g/i?iiate/ 47 61 30 39
None/Mil 194 72 74 28
Drynessof d 0.66 0.416
yagina ggifgate/ 10 62.5 6 375

**significant at 0.01 level, *significant at 0.05 level.
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CHAPTER 4

DISCUSSION

The study was aimed at understanding depression, anxiety and stress among 40-60 year old
women and its correlates. The key findings of our study is that on a cut-off score at 10 for
depression and anxiety with 95percent CI, the prevalence of depression and anxiety was
13.8percent [9.8, 18] and 8.9percent [5.6, 12] respectively. And with a cut off score at 14
for stress with 95percent Cl, the prevalence of stress was found to be 28.7percent [23, 34].
Socio-economic status and certain menopausal symptoms were found consistently

associated with all three outcomes.

A community based study conducted in Ambalappuzha, Kerala reported a prevalence of
26.09 percent (Archana et al., 2017). This was almost twice as the result obtained in the
current study. One main difference that was observed was a complete rural participation in
the latter as compared to the former study where rural and urban participation has been
ensured. And the difference could also be attributed to the socio- cultural background, a
difference in the distribution of women based on educational level. While the present study
had majority of women with highest attained education level at highschool and above, the

other study had majority participants with education with or less than primary school level.

A community based study in Tamilnadu among adult women aged 18-59 years, showed
that 15 percent of their study participants had depression, 10.6 percent had anxiety and 5
percent had stress (Srinivasan et al., 2020). A similar proportion of women in our study
reported of having depression (13.8) and anxiety (8.9). However, stress (28.7) estimated in
the current study was way higher than in this study. This could have been because of

difference in the social, regional and cultural differences or the use of a different scale for
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same measure. This study used DASS-21 while in the current study we have used three

different tools to identify depression ( PHQ-9), anxiety (GAD-7) and stress (PSS).

In our study, most of the participants had an education level at high school level or above,
only 51 women had education level at primary school level or below but it is interesting to
note that out of this 51 women, 11 reported moderate to severe depression, 8 reported to
have moderate to severe anxiety and 23 reported to have stress. Though an association with
education was only statistically significant in case of stress, women with different education
level showed differences in the proportion of women with moderate or severe level of all
three outcomes. A study done among women in rural western India had found that with
increasing level of education, the probability for screening positive for any mental disorder
was considerably decreased especially in women with high level of self reported stress

(Fahey et al., 2016).

Working status of our participants was not evenly distributed, most of them being home
makers. Women who were coolie workers, MGNREGA workers, self-employed or retired
together comprised 24 percent of the total sample. And it was observed that these two
groups ( home makers, others) had a comparatively more proportion of women with
moderate to severe depression, anxiety and stress. Among them, home makers had the
highest proportion in case of depression whereas anxiety and stress was more among the
group comprising coolie workers, MGNREGA workers, self-employed or retired. The
proportion of women working in government or private sector were considerably low in
this study. Interestingly this group had less proportion of women with moderate to severe
depression, anxiety and stress. However, an association with working status was not

statistically significant across any outcomes.
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About one-fifth of women who were divorced, widowed or separated had moderate to
severe depression, which as compared to those living with their spouse was high. Similarly
the proportion with moderate to severe anxiety was high among divorced, widowed or
separated. The same can be observed in case of stress, where about 50 percent of them are
under moderate to severe stress. The association between marital status and stress was a
statistically significant one in this study. This observation has been a consistent one in

similar such studies (Archana et al., 2017; Bansal et al., 2015).

The association of depression with presence of morbidities was found statistically signifant
in this study, The percentage of women with moderate to severe depression was more
among women with multiple morbidities than women with single morbidities or no
morbidities at all. Though not statistically significant, a high proportion of women with

morbidities had moderate to severe anxiety and stress.

Certain menstrual characteristics like having irregular periods, heavy and prolonged
periods, bleeding in between periods and pre-menstrual symptoms along with menopausal
symptoms were also found significantly associated with depression, anxiety and stress
among the participants of our study. This is another important finding that coincides with
a study done in our context with similar nature. Archana et al reported 40.28 percent of
women with peri-menopausal symptoms had depression, which twice more than women

who did not exhibit peri-menopausal symptoms (Archana et al., 2017).

Overall the most important factor to emphasise is on the socio-economic and cultural
background of women that is impacting their mental wellbeing. The variables used to
capture economic status of the participants in our study were type of ration card, average
monthly income and ability to meet monthly expenditures. However, the educational level

and working status also directs at the vulnerable position women is at socio-culturally.
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Widowed or divorced or separated women having stress, depression, and anxiety at a bigger
proportion than those living with their spouses could mean a number of things like having
a supportive family atmosphere, being financially stable or being able to depend on a

permanent source for financial needs which will definitively impact on one’s mental health.

Therefore the higher stress level in our study could be attributed to the financial toll from

a low socio-economic background.

4.1 STRENGTHS AND LIMITATIONS

Few strengths of the present study is that this was a community based study done in an
urban and rural setting. The study were able to assess three different mental health
conditions in the target population which has not been very much done in our context. And
the age distribution of the study population was almost even which limited the skewness of

any findings that are age dependent.

This study has few limitations though. There were very less working class women and most
of them were home makers and even among working class, government or private
employees with clerical or office based jobs were very less, so the generalizability owing
to this fact is limited in our study. The study could not capture the actual burden of the
mental disorders as it would require a more in depth approach through a qualitative

perspective.

4.2 CONCLUSION

Women in middle age have serious concerns regarding their family, children and financial
stability. They are at a vulnerable position due to physiological (menopausal transition)
and pathological changes (life style disorders) happening with age. This could make them
susceptible to common mental disorders like depression, anxiety and stress. A thorough

understanding of the scenario through a gendered lens is required to implement effective
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interventions. In the age group of 40-60 years, more than one in ten women is depressed
and more than one in four women is stressed, which calls for an initiative targeting

vulnerable groups.
4.3 RECOMMENDATIONS

A community based intervention involving self help groups like ‘kudumbasree’ to create
awareness on mental wellbeing and where to look for help in time of distress can be
employed as a way of mental health promotion among socio-economically backward
women. Also there should be adequate screening programs through outreach systems in
primary care settings where once they’re identified at risk or being diagnosed with a mental

disorder, could be supported with counselling and other appropriate measures.
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ANNEXURE I Participant Information Sheet (English)

Achutha Menon Centre for Health Science Studies (AMCHSS)
Sree Chitra Tirunal Institute for Medical Sciences & Technology (SCTIMST)
Trivandrum -11

Participant Information Sheet

Perceived Stress, Anxiety and Depression among 40-60 year old women, a cross
sectional study in Thiruvananthapuram

I, Dr Haritha C S, final year MPH Student at AMCHSS as part of my thesis topic ‘“Perceived
Stress, Anxiety and Depression among 40-60 year old women, a cross sectional study in
Thiruvananthapuram” needs to interview women aged 40-60 years. | would be asking the
women regarding their experience of certain psychological or emotional problems
pertaining to depression, anxiety and perceived stress along with details on their medical
history. It can take around 20-30 minutes time for the interview.

In this study your participation is purely voluntary. You are free to take your own time to
answer the questions and if you are not willing to answer any of the questions you can ask
me to skip the question. You have the complete right to withdraw your participation from
the study at any time during the interview. Though there might not be any direct benefit for
you from this study, the information you share will be useful to understand the level of
depression ,anxiety and perceived stress among women in the age group of 40-60 years.
And it may help to suggest policy recommendations on medical care for the same.

| assure that all information you share with me will be highly confidential and only a
summary of the information will be used for research and publication purposes. For any
clarification regarding the study, you can contact me and for any queries on the
authentication of this study you can contact the Member Secretary, Institutional Review
Board (IRB) of SCTIMST.

Principal Investigator:

Dr Haritha C S

MPH Student AMCHSS, SCTIMST,
Medical college (PO),
Thiruvananthapuram-11

E mail: harithacs860.kalharam@gmail.com
Phone: 8281792860

IRB Member Secretary:

Dr. Srinivas G

Member Secretary

Institutional Review Board, SCTIMST, Trivandrum
Contact Number: 04712524689(office)

Email id: iec.mem.sec@sctimst.ac.in
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ANNEXURE Il Consent Form (English)

AchuthaMenon Centre for Health Science Studies (AMCHSS)
SreeChitraTirunal Institute for Medical Sciences & Technology (SCTIMST)
Trivandrum -11

Consent Form

I have read/heard and understood all the
information provided in the Participant information sheet. By signing/putting thumb
impression | confirm my voluntary participation in this study. | understand that I can
withdraw my participation at any time during the data collection process without any
explanation and also, | understand that my identity and personal information will be kept
confidential. | have been informed who should be contacted for further clarifications

Signature /Thump impression of the
participant:

Signature of witness (For verbal
consent):

Place:

Date:
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ANNEXURE 111 Interview Questionnaire (English)

1. INTERVIEW DETAILS:

PARTICIPANT ID:
NAME OF THE PARTICIPANT:
BELONGS TO:

LOPANCHAYATH

LICORPORATION
NAME OF PANCHAYATH / CORPORATION:
WARD NO:
DATE OF INTERVIEW:

2. SOCIO-DEMOGRAPHIC AND ECONOMIC DETAILS OF PARTICIPANTS:

1. What is your age at your last birthday?---------------

2. What is the highest level of education you have?
a. Ollliterate

ClLiterate but no formal education

OPrimary school level (1-7th STD)

CIHigh school level (8-10th STD)

CIHigher secondary level (11-12th STD)

OGraduate level

CJPost graduate level and above

COthers (Specify)

S@e o oo o

3. What is your religion?
a. OHindu
b. OMuslim
c. OChristian
d. OOthers (Specify)

4. What is your working status at present?



COJHome maker

OWorking in Government sector
OWorking in private sector
OSelf-employed

CRetired

LIMNREGA

OCoolie

CIOthers(specify)

S@ o oo o P

5. What is the colour of your ration card?
a. O Yellow
b. O Pink
c. O Blue
d. O White

6. What is the approximate monthly income of your family?
a. [ Below 5000

O 5001- 10000

0 10001-20000

0 20001 — 30000

b
C.
d.
e. [ Above 30000

7. Are you able to meet the monthly household expenditure easily?

a. O Yes
b. O No

8. Marital status
a. [ Married
b. O Single
c. O Widowed
d. O Separated/Divorced

9. How many of the family members are presently staying at your house?

a. O Alone
b. O Two members
¢c. O Three or more members

10. Do you have child /children?



a. O Yes

b. OO No
If Yes,
11. What type of delivery did you have?
a. OONormal
b. [Cesarean-section
c. [Both

12. Have you undergone sterilization?
a. O Yes
b. O No

3. PRESENT ILLNESS:

This section has questions related to some illness you may have , you may choose
multiple options while answering these questions.

13. Have you been diagnosed (by a medical practitioner) with any or some of these
diseases?

a. [Hyperlipidemia
b. OHypertension

c. [ODiabetes
d. OThyroid dysfunction
e. [ Others

If others, Specify---------------

14. Do you currently take medicine for any or some of these diseases?
a. OHyperlipidemia
b. OHypertension

c. [ODiabetes
d. OThyroid dysfunction
e. [OOthers

If others, Specify---------------
4. MENSTRUAL HISTORY:

15. What was your age at menarche? ---------------
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16.

17.

18.

19.

20.

21.

22.

23.

Have you undergone surgery for removal of uterus?
a. LYes
b. OONo

Do you usually get regular periods(regular intervals of 21-35 days)?
a. OYes
b. OONo
c. [ Sometimes

Would you say that you have heavy periods?
a. OYes
b. ONo

c. [ Sometimes

Would you say that you have painful periods?
a. OYes
b. ONo

c. [ Sometimes

Would you say that you have prolonged periods?(more than 7 days)
a. OYes
b. ONo

c. [ Sometimes
Do you bleed in between periods?
a. UYes
b. ONo
c. [ Sometimes
Have you noticed any premenstrual symptoms?(bloating, cramping, moodswings,
irritability)
a. LYes
b. ONo
c. [ Sometimes
When was the last time you had periods?
a. [ Within one month
b. O 1-2 months
c. [ 3-6 months
d. O 6-12 months
e. [11-2years
f. [ More than two years
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5. MENOPAUSAL SYMPTOMS- MENOPAUSAL RATING SCALE (MRS)

This section is to assess menopausal symptoms in women.
Instructions: Circle the number that best describes your experience of symptoms.

Which of the following symptoms apply to you at this time (from last few months to
few weeks)?

Score =01 2 3 4 (none, mild, moderate, severe, extremely severe)

Symptoms:
24. Hot flashes, sweating (episodes of sweating)

25. Heart discomfort (unusual awareness of heartbeat, heart skipping, heart racing,
tightness)

26. Sleep problems (difficulty in falling asleep, difficulty in sleeping through the
night, waking up early)

27. Depressive mood (feeling down, sad, on the verge of tears, lack of drive, mood
swings

28. Irritability (feeling nervous, inner tension, feeling aggressive)
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29. Anxiety (inner restlessness, feeling panicky)

30. Physical and mental exhaustion (general decrease in performance, impaired
memory, decrease in concentration, forgetfulness)

32. Bladder problems (difficulty in urinating, increased need to urinate, bladder
incontinence)

33. Dryness of vagina (sensation of dryness or burning in the vagina, difficulty with
sexual
intercourse)
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35. Have you ever sought professional medical care for any of these symptoms?
a. OYes

b. ONo
If Yes,

36. What are the symptoms that you sought professional medical care for?--------------

37. Have you had any relief with the treatment?
a. OYes
b. ONo

38. Do you manage any of these symptoms with home remedies?
a. OYes

b. ONo
If Yes,

39. What are the symptoms that you manage with home remedies?---------------
40. What are the home remedies sought for these symptoms?---------------
41. Have you had any relief with the home remedies?

a. OYes
b. ONo

6. DEPRESSION: PHO-9

This section will have guestions regarding your recent experience of certain
problems that will be helpful in understanding level of depression you may or may
not have.

Instructions:

In the last two weeks, how often have you been bothered by any of the following
problems?

Not at all = 0; Several days = 1;More than half the days = 2; Nearly every day = 3

42. Little interest or pleasure in doing things

43. Feeling down, depressed, or hopeless
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44. Trouble falling or staying asleep, or sleeping too much

45. Feeling tired or having little energy -

46. Poor appetite or overeating -

47. Feeling bad about yourself or that you are a failure or have let yourself or your

family down -

48. Trouble concentrating on things, such as reading the newspaper or watching

television -

49. Moving or speaking so slowly that other people could have noticed. Or the
opposite being so figety or restless that you have been moving around a lot more

than usual -

50. Thoughts that you would be better off dead, or of hurting yourself -

51. If you checked off any problems, how difficult have these problems made it for
you to do your work, take care of things at home, or get along with other people?

CNot difficult at all
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OSomewhat difficult
OVery difficult
OExtremely difficult
Scoring: add up all checked boxes on PHQ-9

For every tick mark, Not at all = 0; Several days = 1;More than half the days = 2; Nearly
every day = 3

Interpretation of Total Score: Total Score of depression severity
1-4 Minimal depression

5-9 Mild depression

10-14 Moderate depression

15-19 Moderately severe depression

20-27 Severe depression

7. ANXIETY: GADY

This section will have guestions regarding your recent experience of certain
problems that will be helpful in understanding level of anxiety you may or may not
have.

Instructions:

In the last two weeks, how often have you been bothered by any of the following
problems?

Not at all = 0; Several days = 1; More than half the days = 2; Nearly every day = 3

52. Feeling nervous, anxious, or on edge

53. Not being able to stop or control worrying

54. Worrying too much about different things
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55. Trouble relaxing

56. Being so restless that it is hard to sit still

57. Becoming easily annoyed or irritable

58. Feeling afraid, as if something awful might happen

59. If you checked any problems, how difficult have they made it for you to do your
work, take care of things at home, or get along with other people?

ONot difficult at all
OSomewhat difficult
OVery difficult

OExtremely difficult

Scoring GAD-7 Anxiety Severity
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This is calculated by assigning scores of 0, 1, 2, and 3 to the response categories,
respectively, of “not at all,” “several days,” “more than half the days,” and “nearly every
day.” GAD-7 total score for the seven items ranges from 0 to 21.

0—4: minimal anxiety
5-9: mild anxiety
10-14: moderate anxiety
15-21: severe anxiety

8. PERCIEVED STRESS: PSS

This section will have questions regarding your recent experience of certain
problems that will be helpful in understanding level of stress you may or may not
have.

Instructions:

For each question choose from the following alternatives that best describes your
experience of problems

0 - never 1 - almost never 2 - sometimes 3 - fairly often 4 - very often

60. In the last month, how often have you been upset because of something that
happened unexpectedly?

61. In the last month, how often have you felt that you were unable to control the
important things in your life?

62. In the last month, how often have you felt nervous and stressed?

63. In the last month, how often have you felt confident about your ability to handle
your personal problems?

64. In the last month, how often have you felt that things were going your way?
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65. In the last month, how often have you found that you could not cope with all the
things that you had to do?

66. In the last month, how often have you been able to control irritations in your life?

0 4
67. In the last month, how often have you felt that you were on top of things?
0 4
68. In the last month, how often have you been angered because of things that
happened that were outside of your control?
0 4

69. In the last month, how often have you felt difficulties were piling up so high that

you could not overcome them?

Figuring PSS Score: You can determine PSS score by following these directions:

First, reverse the scores for questions 4, 5, 7, and 8. On these 4 questions, change the
scores like this: 0=4,1=3,2=2,3=1and 4 =0.

Now add up the scores for each item to get a total. Total score is

Individual scores on the PSS can range from 0 to 40 with higher scores indicating higher

perceived stress.

0-13: low stress.

14-26: moderate stress.

27-40: high perceived stress.
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9. MANAGEMENT OF PSYCHOLOGICAL/EMOTIONAL PROBLEMS:

70. Have you ever undergone treatment for mental/psychological disorders that you
were diagnosed with in the past?(may be post partum depression?,with/without
medication)

a. OYes

b. ONo

71. What kind of treatment did you pursue then:
a. OCounseling
b. OCounseling and medicines

72. Are you currently under treatment for any mental/psychological disorder?
a. OYes
b. ONo

If Yes,

73. What kind of treatment are you currently pursuing:
a. [OCounseling
b. OCounseling and medicines

74. Do you have any psychological or emotional problems that you think requires
medical attention?

a. OYes
b. ONo
If Yes,

75. Could you describe the problem you are facing?---------------

76. Do you think the problem is too severe that it affects your daily routine?
(1) Strongly disagree; (2) Disagree; (3) Neither agree nor disagree;
(4) Agree; (5) Strongly agree.

77. Do you try managing these psychological or emotional problems you have with
self-care?

a. OYes
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b. ONo
78. What are the self-care strategies that you resort to for these problems?

79. How much effective do you think these strategies are?
a. [ Very effective
b. O Somewhat effective
c. [ Less effective

80. How would you rate your overall mental health status?
(Very bad-0,bad-1,neither-2,good-3,very good-4)

THAT’S ALL THAT I NEED,
THANKYOU FOR YOUR CO-OPERATION.
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ANNEXURE 1V Participant Information Sheet (Malayalam)

@2l YOMCACMING dTVMOB CaNI@ aN@IOD® M@MBMI QUMY (AMCHSS)
(L2 @EYMIU OMBVINNNS CaNIB@ OHAMW]LOBE M@MBIVM) &
01SHHEMI8e| (SCTIMST)
@ 1@)UMOMal}@o -11

alom aflaieo
MA@ al@®) BB @ONAlM) UM AUOE 988 MM 1HE1ael aIMMUlde:
MUo22IBaHNI)0, DM HNM)0, NilaHIBN)o, M 1BIAUM MDAl NSOMIM B3]
alOMo

@al® GAGMING OMVMNG@ GaNI@ HaN@IOM VMY qRAIMI- 6)el
@OOUMIM AUBY af)o afl af)al QNBPBMNNWIW, GWI aNEI® MU o)y agf)(m
af)MH),“MIDl@) MA@ @ONJI®) UMY UOE 988 MO HS1ORl  MMMYb:
(MUoRIBaHNIY0,  OMBBN@0, NilaMIBN0, M 1IUMOMAREOBT) MSOMMM 63@) alOMo”
o) @1V ANHR O IMBOO BINAIQ ] MITBal@) DIBNTI @Ol UMY (6D OSE
MO 1HBBIS  @OOUMIAS (O 1800 1SI88NNIMERE0 @GNS MoNIMWAIW)
(aUgeBRslo  MOMMUNd  (MUofRIBaHo, OMBHEY, Ofla¥IBo @NSEEEIW MMM 1HHEMI
6)6) B0 150600 BDHW® (11REROB0 1o @PEIMEIOM1ENES G206 12J01WEMRBMIW]
96N, @RE1MEUO IMNIW] 20 M@ 30 A 1M Y UED af)SIGOBENI0.

0D A JOMMM 13 MEBRRIAS al8083 1Mo a}@EMAMIWIo MVIGAWWI OSSMI6EN).
G2l0BLEERUBHE OO0 MEINNd M1EBRSIESMIV MVAWEASIBNIUIMI0, AR R0
G2l0BL6BRUBHE DOMMOO MD@IDHINUING MILIRI0 MDOLIB: T3 @) G2ldBio 6% 1NUILINIIM
a)BMIS @YUUDLRAISINIOM0 MEBRUBHE MV S0 O6NS.. MEBREBYAS lhH08 1O aRO)
MAOM0 afl03NIANHNNIIMEBE MIIDMMINIo MEBRUBHNENS. 0D alOMDM @3 (oM
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ANNEXURE V Consent Form (Malayalam)
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ANNEXURE VII IEC Approval Letter

sft R fremer smgfdsma sitv st wwems, PasE
?@,' frea=aq®a - §yoqa, e, e

& ‘\,‘?‘N SREE CHITRA TIRUNAL INSTITUTE FOR MEDICAL SCIENCES AND TECHNOLOGY, TRIVANDRUM

¢/ &
I\éé( g %5 ‘ Thiruvananthapuram - 695 011, Kerala, India :
\\‘;%méu (An Institute of National Importance under Govt. of India)

Grams : Chitramet, Phone : +91-471-2443152, Fax : +91-471-2550728 / 2446433, E-mail : sct@sctimst.ac.in, Website : www.sctimst.ac.in

Institutional Ethics Committee
(IEC Regn No. ECR/189/Inst/KL/2013/RR-21)

SCT/IEC/2011/MARCH/2023 18.04.2023

Dr. Haritha CS
MPH Student, AMCHSS

SCTIMST, Thiruvananthapuram

Dear Dr. Haritha,

The Institutional Ethics Committee held on 18" March, 2023, reviewed and discussed your application

to conduct the study titled “PERCEIVED STRESS, ANXIETY AND DEPRESSION AMONG 40-60 YEAR OLD
WOMEN, A CROSS-SECTIONAL STUDY IN THIRUVANANTHAPURAM (IEC/2011)".
The following members of the Ethics Committee were present at the meeting held on 18" March,
2023.
SL. | Member Name Highest Degree Gender | Scientific /Non Affiliation
No. Scientific with
Institution(s)
1 Smt. Sathi Nair MA (English Female | Lay Person No
Literature)
2, Dr. Pradeep S MBBS, MD Male Basic Medical No
Scientist
3 Dr. Christina George MD Psychiatry Female | Clinician No
4. Dr. P. Manickam BSMS, MSc Male Health Science No
(Epid).,PhD Expert/ Social
Scientist
5. Adv. Priya Kaimal LLM, MBL Female | Legal Expert No
6. Dr. Biju Soman MBBS,MD, DPH, Male Basic Medical Yes
MSc, DLSHTM Scientist
% Dr. Syam K MBBS, MD, DM Male Clinician Yes
8. Dr. Srinivas G PhD Male Basic Medical Yes
Scientist
(Member
= Secretary) N
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SCT/IEC/2011/MARCH-2023

The following documents were reviewed:

Original submission
1. Checklist Form
2. Covering letter addressed to the Chairman, IEC, SCTIMST dated 03.03.2023
3. Responses/Amendments made based on the Reviewer's comments

4. |EC Application Form

5. Declaration Form

6. Research Proposal

7. Tool in English and Malayalam

8. Participant Information Sheet and Consent Form in English and Malayalam
9. CV of Principal Investigator and Guide

10. SRC Recommendation letter

Revised submission

1. Covering letter addressed to the Chairman, |IEC, SCTIMST dated 04.04.2023
2. Responses/Amendments made based on the Reviewer's comments

3. Copy of IEC Recommendation letter dated 03.04.2023

4. Checklist Form

5. IEC Application Form

6. Declaration Form

7. Research Proposal

8. Tool in English and Malayalam

9. Participant Information Sheet and Consent Form in English and Malayalam
10. CV of Principal Investigator and Guide

IEC Decision

The IEC approved the conduct of the study in the present form.

Remarks:

The Institutional Ethics Committee expects to be informed about the progress of the study, any SAE
occurring in the course of the study, any changes in the protocol and patient information/informed
consent and asks to be provided a copy of the final report.

There was no member of the study team / Guide who participated in voting / decision making
process. The ethics committee is organized and operated according to the requirements of Good
Clinical Practice and the requirements of the Indian Council of Medical Research (ICMR).

Sincerely,

S

Dr. G. Srinivas
Member Secretary, IEC

INSTITUTIONAL ETHICS
COMMITTEE (IEC)
SCTIST
THIRUVANANTHAPURAM
MEMBER SECRETARY
INSTITUTIONAL ETHICS COMMITTEE (IEC)
SCTIMST, THIRUVANANTHAPURAM
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ANNEXURE VIII Permission letters from Local self-governing bodies

hjj%{@»‘

(30.!0(6!())(1’3(8«3;05“; LU')C)oJGTQ).IC)@(GWﬁ @)O(DéOEIQ))o
BaloOMMEHH0S all.s3, @E}NIMaAMal00 695584
GandeMd: 0471-439238 m-on®lad: pothencodugp@gmail.com

Mo. A4/2681/23 @l 20.04.2023

BlaloHI B
OV 50]
BaloOMMBEHHIS

av@:AEMmO0,
Biju Soman
Professor and Head
Achutha Menon Centre for
Health Science Studies
~ Sree Chithra Tirunal o
Institute of Medical Science Studies
Thiruvananthapuram

avad,

oNeH®o: G lDOMMEDHIS (NN I IO - BRYGRINY ONBINO—-alOMo MSEMYANG)
avoenITWlaj

@V)alm: (1) 05.04.2023 HEI MID:BYOS HO0)
(2) OTV(SHZOIWOS  13.04.2023 HL1 MIBE3U00

GOE3 qLJaIM (aldhd00 MOEHUd aALAdafla] HOBIOG GRSITLNOMOHIG 40-60
A 090 (oo 988 @legear aomavle: avoceldatio, D@ @O, aflsroso
ap)amlao@algl 80} aloMo  ®MSEMM@IA) (WA aodl®m @il agavial  @rM)eC
M@HOANM@MT 0N AV)2IM  (2) (aldH000 RIaD). GolOOMAZEBIS  (NINAIERIOWDND)
oaUL®gal  MIdeEWlaflgims. @ROMIMOEE Sl alOMOMIMOCINIRIW  TVAOIW
VO OMEBBUDHHIWS Slwoud s G l0OMDEHRS L0RAIEIRIOW O 0@
0ilzgonanmOW MINL|SOORM@OET af)aM 0flalve ERGIWVVHYaM).

alUoIN MMEWISHS

fu My
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@RENER)BCHNIEMNO (NININRIOWANBIanlay

@emloan@o. all.s3, ®0JQUINIO0a N3, 695301, GanIM3. (0471) 2750251
Email : adrkmgp@gmail.com

@l :26/04/2023

Blalaf 1@ 0B
MBSO
@RENEYBEHI6MO (NIDAIEBUOWDIT)

mAsBomont,
an@1®.0Vagoms

e,

Ao ®o:-ToNBIBEHHI6Mo (NID AlEBUIDD) 40 @IM@T 60 UM UOE@IBE! (RIHS]ael
20MOV 1@ MIcMBIGaHNIYo , OM M@)o, NaHIBMYo - UIBS 10,15,11,08 &&1@8
MSOmIM B0 nlOMo.
MVY2lmM:- 1. 05.04.2023 GIB! MOIWHBYAS - (OT0).
2. Al6AIOMD M BSNTW6S MBeRUoo

GOM3 (Mol (oo I Modeflay &omlend  @oeslouoomeomd
©REMNE)BEHONI6Mo (NIA nlEEUIW BT 40 MO 60 UWAY UeEes (W leElerl aommule
MoreIBaMYo , OO HM®o, NaHUIBMAe afM ANeHOOD alff] aloMo MsamM@INT
w2 an@1®.M ey oF @RME®] MO@BHOOMMMIGEMM) (MYalM 2 (aldh00o (N7
Al M0l mldequwwlaflgiens. @p@@IMITE Sl aloM@BIMINIURIDI®
MANIWMIANdHEMEBBUBHOHO] slo@1ee 0N O30 aflleonnpaowl
NIMBYSOUIMDOEN ag)(m 1o @ROI@1L3M].

— \
y 9"’@?&:%\;; ; ()J']M%Q&éﬂ
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®I0)0INIMal)@o MHOIVE
alo8Wo, afldoay caim.all.e, Ph: 0471-2320821,
E-mail: tvpmcorpn@gmail.com

H17/MS/1433/23 olooml: 24.04.23

0G0 30001V
@1)0IMAMa 0 MDNOAVE

GO, milzR) GavONm

OalanaVB & HEOMS @RAINMGAGCMOM  HIVAFE-
Gan0® ©a0GO  ALEMM AT
®}0IMAN 0 N-11

ava,
oflav@o: @E)AINMMMaR00  MNOIVE-  @RYCOIWNYAIBINo- 40 BT 60
0IOM)  0IHEWBS a@lagloel  m0mavle:  TLoeLIGaHOl)o,
2D HMOW)0,0flaudBaRo o)A  aflai@o  qLoeIMWla] alomo
MSEMAN@INT  BRMIA@]- TVoENINUa]
V) 21m: 1. 05.04.2023-60L1 GIBHBIOS DO,
2, NIa0).  HAVGIOIMOS 10.04.22 oI MIGEGU00

GOM3 aQVal®  (ald»000  @RAIMEACNOM  OAVMA Gandd Han@3o

mo@dad  gpavlad-eer  @ealom  aidert MPH  aflagodmcioiioom  eawo.
a0a@l@. @Vl a)@S -a) 40 QIO MN®@ 60 AUV COEMSS ASGIdgloel
20V MoCLI@aHAlo, QM dMOW)0,0ilaH0B0N0 ag)am allavowlal
@RAMANaROOD  0loMo  MSETMN@AIW]  MUIMWEY|S MNOAVERY aldlwlwlae
®EOMmS)e0Na|s 8 AdWGEIE 9Woalg 40 Q]  M®EI 60 QIO
ApEW8S 20 A@1HO8 ®agdoly  MsooaM@Ial  GRMAG]  MEBREMOAAT
@RGaIDH2 M), GRS  (ald000 S OfloaHOOWI@  (al@)® 8 0dW)eaEI03
(03, 09, 16, 28, 31, 44, 30, 97) 0loMo MSEMADMIAT  MIeO). OAVFOl AV}l
(2) (ald000  @MA®] M@HIVIFMNE  ahan  afloiee  @ROIWleaM). Sl
aloMORMOW]  MITWeG]S  GAWI.  a0@l®. UL o)AV -0  GRYOIVIBIQ  of)fo
aVANOW MVAOBEMMEIBWIGN} HaOTIET  ONlRIVANAIV  MINWEHQ|GSNB®ENT.
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ANNEXURE IX List of selected Grama Panchayats and Municipality with

respective wards

SI No. Ward Number Ward Name
Pothencode Grama Panchayath
1 13 Panimoola
2 10 Kattayikonam
3 08 Ayiroopara
4 07 Plamoodu
Andoorkonam Grama Panchayath
5 15 Pallipuram
6 11 Kaniyapuram
7 08 Paichira
8 10 Kunninakam
Thiruvananthapuram Municipal Corporation

9 16 Medical college
10 03 Kattayikonam
11 30 Kanjirampara
12 28 Thycaud
13 31 Peroorkada
14 97 Kulathoor
15 44 Jagathy
16 09 Chempazhanthy
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