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Abstract

Depression and domestic abuse are serious problems for women throughout the
world. There is some evidence that skills in economic independence may
empower women in developing countries. There is a need to determine if such
skill-building may help women to improve mental health and decrease
victimization by domestic violence. A 3-arm randomized controlled trial tested the
differential effectiveness of an 8-week community-derived intervention of
Economic Skill Building (ESB), developed through community based participatory
methods, and an empirically tested 8- week counseling model. Cluster random
assignment was used to assign urban economically disadvantaged women in
Pakistan to ESB, counseling, and control groups. Outcome measures included
depression, measured by the Beck II, self-reports of abuse, self efficacy as
measured on the General Self-Efficacy Scale, and self-reported employment
status. Twenty four women completed signed informed consent and completed
outcome measures. Women in ESB (n=9) reported statistically significantly
higher (p<.05) self efficacy scores, as compared to counseling (n=7) and control
group women (n=8) and more employment. Depression and abuse was also
lowest among women who received the ESB intervention, though differences
were not statistically significant. The results indicate ESB is a potentially effective
intervention to improve mental health and decrease violence among urban poor
women.
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Background and Purpose
The World Health Organization’s proposition of “No health without mental health”
has recognized mental health as a significant component of overall health.1 The
epidemic burden of mental illness is drawing the attention of health care
providers worldwide for evidence-based interventions to promote mental health.
The global health burden of mental disorders is enormous with women twice as
likely to experience depression as men.2 Depression is the most frequently
encountered women’s mental health problem, and ranks as the most important
women’s health problem worldwide.3,4 Statistics from Pakistan confirm the
presence of depression among Pakistani women and indicate the need for
effective interventions to reduce the incidence and prevalence.5-7
Depression and partner violence coexist for many women. 8-11 Depression and
partner violence not only affect women but also have negative intra-generational
effects. Children of depressed mothers have been observed with a variety of
developmental, behavioral, and mental health problems when compared with
children whose mothers are not depressed.12,13 Similarly, children who witness

partner violence or whose mothers are victimized by violence have major
problems with social skills, learning, depression, and aggression.14,15
A strong inverse relationship also exists between social position and mental
health outcomes. Adverse health outcomes are two to two and one-half times
higher among persons in the most disadvantaged social position compared to
persons in the highest social strata.16 The link between mental health and low
income among urban women in developing countries is well documented.17,18
Further, women from low socioeconomic strata, who have little or no formal
education depend almost exclusively on their male family members. This
financial dependence is frequently associated with helplessness, fear and
insecurity, and position the women at more vulnerable for poor mental health.
Several reports from the United Nations, World Health Organization, and World
Bank note that worldwide 70% of women live in poverty and earn only 10% of the
world’s total income.19 The Millennium Development Goals (MDGs) set for 2015
clearly connect women’s empowerment with the achievement of global health for
all. The key to women’s autonomy is considered education and employment. 20
The most recent world health report, Make Every Mother and Child Count,
stresses an urgent need for community outreach programs that deal effectively
with the changing spectrum of problems that determine health. 21 To derive
community-based programs for better health, community-based participatory
research (CBPR) is posited as a collaborative approach effective to enhance
community empowerment.22 The process of CBPR actively engages community
residents, utilizes their understanding of health problems to bring a sustainable
social change to positively impacting the health problems. 23 Despite the many
advantages of CBPR we identified no prior research that applied CBPR to
address MDGs, especially the empowerment of women for better mental health
and improved child functioning in Pakistan.
The purpose of this research is to provide an evidence based intervention to
address the primary health problems confronting women in Pakistan and
worldwide: depression and violence. Specifically, we tested the differential
effectiveness of a community-derived intervention of Economic Skill Building
(ESB), developed through community based participatory methods 24,25 against
an evidence-based empirically tested counseling model.26
Null Hypothesis
The null hypothesis for the study was, “There is no difference in the level of
depression, domestic violence, self-efficacy, and employment among women in
adult literacy programs who receive a Community Health Worker (CHW)
delivered 8-week counseling program compared to women who receive a CHW
delivered 8-week economic skill building program, compared to women who do
not receive an intervention.”

Methods
The study was conducted in an inner-city slum area of Karachi, Pakistan, a
sprawling metropolis of 18 million residents located on the Arabian Sea. The
community was selected for economic skill-building intervention testing due to
the availability of nearby factories and employment opportunities for women
following the economic skill-building.
The community was eager to participate in the intervention testing, and three
Adult Literacy Centres (ALCs) were established in each of the randomly selected
cluster areas. Maintaining the principles of CBPR and community partnerships
with shared responsibilities,27 the community participated in the decision making
process regarding placement of ALCs as well as days and time when the
interventions were offered. The participant women were recruited from the three
ALCs with one centre devoted to the counseling intervention, one to economic
skill-building, and one to the control group.
With a large diverse population, a three-arm randomized controlled trial with
cluster randomization sampling was followed, whereby blocks of similar ethnic,
language, and cultural affiliated families were randomized to an intervention. The
cluster randomized control trial is increasingly acknowledged in the area of public
health research.28 A large number of studies support the premise that for
behavioral interventions, though the outcome will be measured at the individual
level, individual randomization may lead to high rates of contamination. However,
cluster randomized trials can often prevent contamination between intervention
and control groups.29-31 Since our study was conducted in a densely populated
urban community, randomization at the individual level could result in women
randomly assigned to different intervention groups living next door. Therefore,
intra-class sampling was followed to maximize homogeneity and decrease the
variance in the data. For intra-class sampling, the community was divided into
eighteen clusters. Each cluster was defined according to residents with a similar
socio-economic status, ethnicity, education, and income level. Three sets of two
adjacent similar clusters were randomly assigned to the interventions of
economic skill-building, counseling and control group. Each cluster had several
hundred adult women. The randomization took place maintaining the community
based participatory approach and the internal validity of the research remained
strong.
Interventions
The interventions of economic skill-building and counseling were delivered
through the trained community health workers for 8 weeks, one session per week
at the adult literacy centres randomly selected for these interventions. The
economic skill-building intervention was developed with the help of key
informants from the community and a thorough literature review. The economic
skill-building intervention included skills for employment attainment and retention

such as, effective communication, balancing personal and work life and time
management, conflict resolution, dealing with abuse and harassment, enhancing
self efficacy, effective parenting, and personal hygiene and grooming. 25
Group counseling comprised the second intervention. The empirically tested
counseling module was delivered weekly for eight weeks.26 The key components
of the module included stress and anger management, effective communication,
active listening and supportive problem-solving.
For both the interventions, the training of the community health workers was
conducted by the research team for a period of twenty one hours which included
skill-building on components of the intervention as well as research ethics of
privacy and confidentiality. The control group received no intervention.
Instruments
A demographic survey32 included the woman’s age, educational and employment
status, number of household members and monthly income.
Depression was measured with the Beck Depression Inventory, II (BDI-II),33
which is a 21 item self-report measure of depressive symptomatology within the
last 14 days. Total score can range from 0 to 63; higher scores indicate a greater
number of depressive symptoms. When the recommended cut score for
depression of 14 is used, a sensitivity of 83 and specificity of 88 34 results in a
U.S. population and an equally high sensitivity and specificity with a non-US
population.35
Partner violence was measured with an instrument developed by World Health
Organization guidelines and modified based on the Pakistani national gender
indicators list for violence again women. 32 The questionnaire addresses the
frequency of verbal, physical, and sexual violence within the last six months.
Partner violence is reported as the percentages of positive responses for any
type of violence by each group.
Self-efficacy was measured with the General Self-Efficacy Scale (GSE).36 This
10-item instrument assesses a general sense of perceived self-efficacy with the
aim to predict coping and adaptation after stressful life events. The possible
range of scores is 10 to 40. Criterion-related validity is documented in numerous
correlation studies and in samples from 23 countries, Cronbach’s alphas ranged
from .76 to .90, with the majority in the high .80s. 36
Procedures
Following Institutional Review Board approval, women in adult literacy programs
in each of the randomly chosen clusters were recruited into the study. Following
the signing of informed consent, women received 8 weeks of counseling or

economic skill-building. Women received the outcome instruments two weeks
following the final intervention class. Analysis consisted of one-way Analysis of
variance (ANOVA) to test the differences between means scores on the Beck I
and General Self-Efficacy Scale. A chi square tested the difference between the
number of women in each group reporting partner violence.
Results
Twenty four women began and completed the first 8-week intervention sessions
and outcome measures, specifically 7 women received counseling, 9 women
received economic skill- building, and 8 women were in the control group. No
significant differences existed in demographic characteristics between the
groups. Most of the women were between 25 and 35 years of age. Most women
reported less than 4 years of formal education and most women were not
employed. Household size was between 6 and 10 persons for most women and
monthly household income averaged $55.00 dollars US.
Table 1 presents the employment data before and after the interventions and
Table 2 presents the depression and self efficacy mean scores and standard
deviations by group as well as percentage of women reporting any type of
partner violence. Among the first 24 women who completed the intervention,
women who received economic skill-building reported lower depression scores
and less partner violence, although the differences were not statistically
significant. Women in the economic skill-building group reported significantly
higher (p<.05) self efficacy and more employment following the intervention as
compared to the counseling and the control group women.
Conclusion
This study documents improved self efficacy and employment for women
enrolled in economic skill-building compared to general counseling. Though less
depression and abuse were recorded among women in economic skill-building
compared to counseling, the differences were not statistically significant.
Although preliminary results are based on a small sample and presented with
caution, findings are encouraging. Women who received economic skill-building
reported a 22% gain in employment and significantly higher (p< .05) self-efficacy.
To promote global women’s mental health and interrupt violence, culturally
sensitive community derived evidence based interventions are required. The
community based participatory approach used in this study facilitated the
community’s involvement in establishing ALCs and developing the intervention of
economic skill-building. The methodology of cluster randomization maintained
the internal validity of the research by preventing the contamination of
interventions among the study groups.
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Table 1. Employment Before and After an 8-Week Intervention
Employment Status Economic Counseling Control
Skills-

(n=7)

(n=8)

n (%)

n (%)

Before Intervention 1 (11%)

3 (33%)

1

After Intervention

2 (22%)

(12%)

Building
(n=9)
n (%)

3 (33%)

1
(12%)
Table 2. Statistics for Depression, Self-Efficacy, and Partner Violence
following an 8-Week Intervention

Outcomes

Economic Counseling Control
Skills-

(n=7)

(n=8)

Mean (SD)

Mean

F

Building
(n=9)
Mean
(SD)

(SD)

Depression Score 20.1(11.3) 24.71(10.9) 27.63(9.1) 1.087
Self efficacy Score 28.7(6.2) 19.00(9.3) 21.63(3.8) 4.65*

%

%

%

Chi Square

Percent Reporting 33.33%
any Violence

57.1%

66.66%

1.643

