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Background
One in four people may experience a mental health problem in their lifetime as suggested by NHS (2020). Mental health increase risk in transmissible and non-transmissible diseases and can contribute in injury intentionally or unintentionally as described by (Prince et al, 2007). Health professionals must be more aware on these health conditions and this affects 1 in every 10 women giving birth each year. 
According to the NHS (2020) states that postnatal depression can happen at anytime from the first year after giving birth. Women feel low, tearful, or anxious in the first days of giving birth, this then leads to more drastic emotionally deterrents within oneself excluding one from the outside world. 
Also, the National Institute of Clinical Excellance, (2015) describes that depression is the most common mental health occurring during and after childbirth, and this affects 15-20% of women in the first year of childbirth. This is one of the main reasons as to why this subject has been picked. If these mental health problems are left untouched, women can have these symptoms for ongoing years which can lead to affecting their children and family members and maybe be passed on to them. This area consists of mainly in the ethnic/Asian minority as these symptoms tend to be kept quiet during these times.   
Postnatal depression is one mental condition proposed to be specifically high in the ethnic minority, this includes migrant women, black and south Asian. Bearing a child during pregnancy and after birth show similar results of those for depression, this estimates around 10-20%. This can therefore affect and have immediate long-term results in the mother and baby. (Leigh and Milgrom, 2008) explained that postnatal depression can result in the less self-care, insufficient nutrition, drug and alcohol abuse and poor attendance to the antenatal clinic. Studies have revealed that women who undergo postnatal depression have a record of depression and psychological difficulties (Asten et al, 2004). There are certain factors in the Asian community whereby cultural and custom norms are different to those in the western communities and that these aspects are more aggravated in the postnatal period. Furthermore, research displays that suicide among south Asian women is higher than any other ethnic group, all these relate to certain cultural customs in the Asian community (Bhugra and Desai, 2010). 
Upon this, the aim is to find research of the causes and origins of postnatal depression amongst the ethnic in Asian women, so that health visitors can deliver current assessments and interventions.  
Highlighting studies from past decades on research looking into the occurrence of the amounts of depression has shown that there is little evidence in South Asians. Relating to this an example is the low hospital admission rates in south Asian women especially Pakistani women, evidence based in a study between 1971-1981 (Cochrane and Bal, 1989).
Aim:
The aim is to present literature review currently examined in concern to the reasons of postnatal depression in ethnic women. Through examining this information and reviewing the research it can broaden our knowledge in postnatal depression in ethnic women. Plus, finding ways to improve key areas for health visitors in their interventions, which can be applicable into addressing postnatal depression sooner in ethnic women. 
Methods/Methodology:
I wanted to discuss something in the area of postnatal depression as it is an area in where I feel I personally went through especially being in the Asian ethnicity. The results that I found were based around thirty plus studies ranging from articles to Journal literature, which all the outcome specified to be in relation to postnatal depression in ethnic women. Key search websites to help me with my literature was ‘Google scholar’ and the University online library, typing in key words such as ‘Postnatal Depression in ethnic/Asian women’ was used originally to gather information resulting around 32,000 literature. All literature had to be Journal based and not reports and the years ranging from 2000, unfortunately I did find one or two journals that was published before this, and this information was vital so was added in. From reading the literatures I came upon other researches that they had related regarding my topic area of discussion. These literatures would be shown at the bottom as references, so I would then delve into those and find more information. Reading these titles of Journals I started to add other words, such as ‘risks’, ‘factors’, ‘cultures’ and ‘ethnicity’ adding the results of literature to 43,000 with ‘risks factors’.  As soon other words were included like ‘effects’ or ‘impact’ the results were less limited. Data was aimed to be solely based in the United Kingdom but upon researching there was only a limit, from what was found. Therefore, some studies were conducted out of the UK asking the question if it was general findings being applied within the ethnic women living in the UK. I then changed my mind with using research using studies concluded outside the UK. Upon reading the data it was clear there were certain areas that unfolded into outlining the key subheadings for the review. It was then decided to include studies within the south Asian women as it would give an insight of the heritages of mental illness within this communal.  
Literature Review 
This section will examine the key areas impacting to postnatal depression in Asian/ethnic women.
Cultural Beliefs:
Cultural expectations is a system of certain attitudes, beliefs and behaviours that establish the characteristic way of life in people. An example of this is living with certain cultural traditions and living with extended family. 
From the thirty plus articles, seven of the studies in its findings had issues with extended families, and abiding traditions. Abdollahi et al (2011) did a study using a literature review done in ‘MEDLINE’ from 1991 to 2008 and ‘Magiran’ from 1991 to 2009, finding the associated factors that causes postpartum issues. One outcome was that the main influences in Asian societies was women didn’t have the empowerment to say no to these traditional rituals or cultures, which resulted in tension, stress and emotional problems. Also, the pre-existing relationship between the mothers and caregivers made the experience even more difficult during the quarantine period after birth. The frequency in Postnatal depression in Malaysia and Pakistan had a range of 3.5% - 63.3% of lowest and highest. All the factors affecting postnatal depression were put in five groups, one of which was the cultural factors. However, it was stated due to cultural magnitudes the diverse scale of postnatal depression could be directing from biological or psychological factors (Hoefliger, 2003). I disagree with this notion as the researcher has not supplied enough evidence to support this statement. Some suggest that cultural beliefs or rituals which are believed by the older members of the household have a positive outcome in assisting and protecting women against depression. Again, this is stating what the elders believe in, but not realising the effects it is having upon the mother whether she agrees with it or not. 
Oates et al, (2004) did a qualitative study across 11 diverse countries one of which was the UK, as they wanted to identify if there were any common attributes within different cultures across the countries. Compared to the first study described, the dates conducted were older than this study. The groups were small within the countries, but it was thought that it was necessary data once all the data from countries were collected. ‘Postnatal depression’ was one issue used in UK Asians to describe their condition, this was due to lack of social support, or family conflict. It was also well defined that UK Asians did not feel that professional or medical help was required. This was mainly due to them feeling isolated or not having the courage to communicate. Again, this clearly suggests low levels of depression, having not wanting the need to approach or get professional help due to the stigma the mother will get from extended family. All this surrounds the cultural beliefs. This study was ethical as a medical anthropologist was used to cultivate the interview guide throughout all the countries and based in local health care settings. There were three focus groups initially used for the enquiry asking participants to come forward. Care was given so that informants did not feel isolated or trapped in anyway. 
Similarly, Hicks and Bhugra (2003) did a study of 180 ethnic south Asian women in the London area, trying to establish the reasons for suicide attempts. Questionnaires was sent initially to the participants at GP practices and discussed in focus groups.  90% resulted of the most frequent answers was being unhappy with family situations, this then progressed into experiencing depression. Ethically when this study was performed, only English-speaking women were enlisted, however if they had a mixture of women who didn’t speak English having a translator involved would have validated the findings more. 
The reason for these above results could be that grandparents that have been brought up in their countries instead of the western countries tending to have more traditions in place. This then complicates them trying to understand the western society, as new generations are evolving and being exposed to new cultures.
Bashiri and Spielvogel (1999) did a study using the Edinburgh screening tool which is which is a scale that measures Postnatal depression via a questionnaire, of which 8% had symptoms of postnatal depression in Dubai, from a study of 195 women. This resulted from having stressful life events and marriage difficulties. This all ties in with cultural expectations within the families. 
The above studies were led on different cultural groups around the world and different ages of women, which then explains the difference in findings. Some of the research was done in the 90s which could impose of the validity of its findings. Different countries have different cultures more so believed in the eastern countries than the west. Nonetheless, the effects of this in relation to health visitors and their assessments in ethnic/Asian women is that living with extended family could be perceived as a positive outcome. Sometimes women could be living in a supportive environment which can help reduce the effects of postnatal depression. (Fan and Northcott, 2015) also identifies that living with extended family protects them from being lonely and the quality of family relationships reduces postnatal depression, but this is only subjected to an area in Canada. 
In supporting this Klainin and Arthur (2009) conducted a literature review finding studies using electronic databases using terms such as postnatal depression, Asian women, factors etc. The studies all had to be included in Asian countries published between 1998-2008 also including qualitative and quantitative studies. From 173 articles came down to 64 articles studies in 17 countries. Postnatal depression results were categorized in 5 major groups, one of which was cultural factors. Some cultures believe that after the child is born a rest of 30 – 40days from the mother would benefit her mentally, while the extended family would cook, clean and adhere to baby needs. This is recognised as an honour and moral support.
Gender of Baby:
The gender of a baby has also been emphasized to add towards Depression in ethnic women. Overall the studies specified that there was a preferred choice of wanting a male child. Having female children was reflected as a load to the family. 
Klainin and Arthur (2009) concluded a study aiming to find the risk factors of postnatal depression, as mentioned earlier this study also found cultural aspects linked. The results found that seven studies were related to gender association which were Indian. If a baby girl was born this stood as a significant threat to the mother’s mental health increasing the factors of postnatal depression. New mothers were being blamed for having a girl showing criticism, anger, and opposition from their husbands and mother in law. All this pressure then collides with symptoms of postnatal depression. 
The idea of the need of boys is a cultural preference and this has been deeply imbedded in some societies such as Arab and Indian cultures. Indian and Asian cultures believe that having a male in the household will donate economically in the family, help the parents when they are at old age, instead of giving them to care homes ideally done in the western society and achieving a daughter in law to help with the family. 
Dhillon and MacArthur (2010) did a questionnaire-based study in a clinic based in the UK trying to identify the need of wanting a male child in Asian women and what were occurrence of depression. 300 Asian participants were conducted a questionnaire when visiting their antenatal clinic in Birmingham Hospital, upon that the Edinburgh postnatal scale was conducted too. The Asian ethnicity included Pakistani, Bangladeshi or Indian background regardless of their place of birth. Other ethnicities were not included as they did not make up the majority of Birmingham population, but all informants did have written consent. All participants had to speak English, read as well as translators could not be available and ethical approval was established from the south Birmingham ethics committee. 
This scale indicated that probable depression was capable. It was determined from the findings that maternal male preference was not associated with antenatal depression, but the family male preference was indicated, thus leading to depression. However, antenatal depression is related to postnatal depression with a response rate of 88.8%. 23 women from the 300 refused to take part and 15 women did not return their questionnaire. One of the main reasons in their findings during antenatal depression was that male gender preference was 93%, thus leading to postnatal depression. 
A study preformed away from the UK in a developing country, Chandran et al (2002) tried to determine the risk factors on postnatal depression studied a group of women living in rural south India. From a rural development block 359 women were assessed in the last trimester and after delivery at their antenatal clinics. The interviews were on a one to one basis with as much privacy as possible. The interviews focused on risk factors ranging from different areas from family mental health to relationships and general wellbeing. The study based in Birmingham; UK used the Edinburgh postnatal Scale with their own questionnaire. This study used the Tamil version of CIS-R which is a general health questionnaire used to indicate mental health disorders. Some characteristics were majority of the women (86%) lived with extended family and 30% did not have a male child in the household. Postnatal depression rose from 16% to 19.8% after given birth. Out of 33 women who had depression 10 women wanted a male child but had a female delivered which they were not happy with. Overall this determined that 91% of the women had established depression after delivery, symptoms from a range, one of being the gender of baby. This resulted in how the pressure on women to conceive sons leads to the development of postnatal depression. 
Similarly, Patel et al (2002) did a study in Goa, India with the outcome of gender being the risk factor of mental disorder. This study was proceeded in a low-income country where 252 mothers were interviewed at 6-8 weeks and 6 months after birth. There was no structure mentioned in how the interviews were set and the questions involved leading to think if the study was reliable or ethical. As it did not mention how many mothers were interviewed the results concluded that depressive disorder was detected in 59 of the mothers, and important risk factors found was that the gender of the infant was a trigger for postnatal depression along with other factors. It was also significant that the influence in postnatal depression was caused more with violence if the gender was female born, but significantly lower if a boy was born. 
The conclusions also prove that in the cultural location of the study, there was a substantial risk related with gender-based issues, facilitated by the liking for male children and the presence of marital violence. Also, the studies being based in a developing country will the data and analysis be of quality. 
A possible reason for the variance in these results are that 3 of the studies which have revealed gender issues to the factor of postnatal depression, were conducted in the eastern countries, this is showing more cultural traditions and beliefs in place. Whereas, one study based in the UK was conducted in the western society therefore being exposed to more western beliefs. Regarding the preparation effects of these studies shows that if gender of the baby is a factor, then the antenatal visits maybe should question if there is a liking for a male and whether there are any potentials for stresses placed to them by extended family.
Fear of Communication:
Karasz et al (2007) did a study relating to depressive symptoms from two cultural groups. 37 European Americans and 36 south Asian immigrants did a semi structure interview. It was concluded that there was a major difference in the signs of depression. South Asian women depression outlined that a failure of relationships in the family occurred, mainly the relationships with husbands and extended family resulting to failure of communication. However, the European Americans showed characteristics was in relation to their hormonal imbalances within the body. This showed that even if symptoms were predominant, the understanding and behaviour of postnatal depression was different in cultures. 
Gausia et al (2009) examined the symptoms of postnatal depression in south Asian women with the district of Bangladesh. 346 women were examined from late pregnancy to after child was born. The risk factors recognised were conducted by a questionnaire and were then followed up by the Edinburgh postnatal depression scale, all in their reading function (Bangla). It was concluded that one factor was the relationship and communication with family and husband. However, this study did not mention how they validated their information or if any consent was given. The difference between these two studies is that one was based in a European setting and another in an eastern setting.  
Gardener et al (2014) did a semi structure interview among west African mothers in the UK. Ethical approval was granted by the local research committee. However only 6 participants were involved in this study which can lead to believe was this enough evidence overall. Having more participants involved would have broaden the scale of evidence and outcome. Overall the validity was good as regular supervision was conducted with participants. It was mentioned that the causes of postnatal depression was the lack of support with the community, hence no communication. They felt isolated so not having no one to talk too and feeling lonely. 
It is obvious from the literature mentioned above that there are substantial differences in the way postnatal depression is conveyed in cultures especially communication. For postnatal depression to be diagnosed it is beneficial to have the correct communication, cultural beliefs and language as it seems that these ethics play a big role in the approach of the sufferer. Additionally, as discussed it highlights why depression rates are reported are low in south Asian women because of these specific factors within the community, which is ‘Communication’. Another reason as to why there is low depression rates in Asian women could be the problem of shame attached to illness. It is a culture belief to think that postnatal depression is incurable. As discussed above (Karasz et al, 2007) highlighted that the stigma was related to postnatal depression in Asian women. 
Discussion/Findings and Recommendations
This research document was solely to find and establish the impacts on postnatal depression. Overall the main findings found is that culture, gender of baby and communication is a very important value when evaluating for postnatal depression. Health practitioners should establish some form of interview while women are pregnant to identify if there are symptoms of depression through cultural factors.  This is important when working through women who cannot speak English or their country language. The health visitor/midwife should be aware and make note of how the relationship is between husband and extended family from the key visits at the clinics, seeing if they do seem supportive as this indicates how communication is between the family. Having a translator their present at clinics instead of having family to translate could help boost the women confidence. Translation by family members can reduce the women’s ease with communicating distress or concern with the family. Having that one to one communication without family could determine the factors above mentioned and get resolved earlier. These studies were mentioned in the above literature findings. Also, Healthcare professionals should be mindful that the occurrence of postnatal depression is as widespread in Asian cultures as in European cultures.
Klainin and Arthur (2009) found in one part of the findings was cultural factors, whereby new mothers are considered to have emotional and practical support off family members such as mother in law, relatives and husband, instead of professional health workers. As they are vulnerable after giving birth some cultures believe herbal medicines help the relief of postnatal depression, as speaking up about this subject can be classed as a downpour or shame on the family. It is said that Postpartum rituals in Asian cultures help support new mothers and baby, but there is a lack of research conducted to validate this statement. Also, there is mixed evidence regarding the impact of these rituals on postnatal depression. If these factors are not fixed at early stages, then it will influence the mother causing postnatal depression. 
All trials above were given consent in writing before any interviews were taken place, but some did refuse, and some did not turn up. They were examined at different times throughout the years this suggests that the efficacy could vary. Having trials completed in the western society compared to the developing countries have major differences such as more cultural awareness, and shame to the family if communication was to establish (Gausia et al, 2009). Another factor that could alter findings was the years the studies took place, which shows how information and research is improving daily. More quality data and research could be investigated in recent years compared to later years. 
[bookmark: _GoBack]Bashiri and Spielvogel (1999) and Abdollahi et al (2011) also discuss how the similarities are between cultural factors and that more studies need to be investigated picking up from the western society and developing. 
In summary then, the practitioner should be aware of the following: 
· Anxiety symptoms, changes in eye contact as this can be symptoms of depression.
· Aware of cultural beliefs in religions and be more open with the patient about it. 
· Women should be interviewed separately without the family being present. Women will feel more open and confident in speaking. 
· In communities where there are most ethic women the health visitor should be aware of cultures and give extra help. Immigrant women could be of high risk due to the absence of extended family. Having programs with their own culture around could benefit them.
Having the above points analysed at each antenatal visit with the practitioner will help alleviate the number of Asian/ethnic women being diagnosed in early intervention.  
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