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Abstract

Women in low and middle income countries (LMICs) facing poverty, challenging living
conditions and gender inequality often express their emotional difficulties through physical health
concerns and seek care at primary health facilities. However, primary care providers in LMICs
only treat the physical health symptoms and lack appropriate services to address women's mental
health problems. This paper, presents data from the counseling component of a multilevel,
research and intervention project in a low income community in Mumbai, India whose objective
was to improve sexual health and reduce HIV/STI risk among married women. Qualitative data
from counselor notes shows that poor mental health, associated with negative and challenging life
situations, is most often expressed by women as gynecological concerns through the culturally-
based syndrome of tenshun. A path analysis was conducted on baseline quantitative data that
confirmed the relationships between sources of tenshum, emotional status and symptoms of
common mental disorders (CMDs). Based on these findings, the authors propose a need for
culturally appropriate primary care services for LMICs that would integrate mental and physical
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health. This approach would reduce mental health morbidity among women through early
intervention and prevention of the development of CMDs.
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The continuum of mental health and illness ranges from the stress and anxiety produced by
life challenges to severe and chronic illnesses. Like mental health problems, mental health
services also constitute a continuum from availability of a supportive person with whom to
discuss situational problems to more formal psychological and psychiatric input involving
therapy, psychotropic medication and institutionalization. Few, if any, countries in the world
provide sufficient services to address the burden of mental illness. Low and middle income
countries (LMICs) are particularly under-resourced and differential access within these
countries means that subpopulations characterized by minority or low socioeconomic status
face an even greater inadequacy of services than the mean indicators for countries as a
whole.

“Common mental disorders” (CMDs) are commonly occurring but no less serious group of
mental disorders and include depression, anxiety and somatoform disorders [1-2]. CMDs
usually do not entail personality disorganization and bizarre behaviours, but do interfere
with daily routine and overall functioning. Because they do not present with marked levels
of disturbed behavior, they often go unnoticed and untreated. CMDs are most frequently
associated with social problems, such as poverty, limited education, poor financial status,
and violence [3-5]. In economically marginalized communities in LMICs individuals with
life stressors most frequently express their problems in terms of physical concerns for which
they seek treatment in primary care settings [6-10]. However, treating only these physical
symptoms neither ameliorates the underlying life stressors, nor the CMDs that frequently
contribute to many physical health symptoms.

The World Health Organization (WHO) and leading mental health professionals support the
integration of mental health care into primary and community health care settings to reduce
the burden of mental health problems that would allow for a more holistic approach, and
reduce stigma associated with seeking mental health care in LMICs [11-13]. Integration of
mental health services into primary care settings offers a number of additional advantages
that include greater consistency with common cultural beliefs that do not make a clear
distinction between physical and mental illness; focusing on the situational factors that are
associated with mental distress; ensuring greater cost effectiveness than establishing
separate outpatient mental health services; and maximizing the effectiveness of the few
mental health professionals present in LMIC's [14-17].

At the same time, most primary care centers in LMICs have a heavy patient load with very
short and cursory patient life stressors. In addition, primary care budgets provide little
flexibility for the integration of trained counselors or counseling services [14, 18-20].
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This paper describes the implementation of individual counseling in a Women's Health
Clinic (WHC) in a municipal urban health center serving a low income community in
Mumbai. This intervention was part of a larger project focused on the improvement of
sexual health and reduction of sexual risk among married women, using the Narrative
Intervention Model (N1M) [21] that recognizes the social and psychological factors that play
a role in sexual and reproductive health. In the course of developing and implementing this
intervention, we learned about the importance of women-focused health services, cultural
concepts of health and mental health, life issues associated with gynecological symptoms,
limitations of the biomedical model and effective ways of integrating counseling services
within the urban health center in the context of the WHC.

The Indian Context

Reliable epidemiological data regarding psychosocial disabilities in India is limited. A rough
estimate of the costs of addressing mental health issues in India places it at approximately
234 billion INR (US$3.5 billion) per year [22]. The Mental Health Atlas of the WHO reports
that there are only 0.301 psychiatrists, 0.166 psychiatric nurses, 0.047 psychologists and
0.033 social workers per 100,000 population in India [23]. This shortage creates an
estimated treatment gap in which an estimated 90% of those in need are not getting access to
services [24].

The dominant etiological and treatment paradigm is biomedical with psychiatrists providing
the primary leadership and interventions focused on psychotropic medication. This paradigm
contrasts sharply with explanatory models held by a significant proportion of people in India
who attribute their psychological suffering to difficult life circumstances, supernatural
causes, fate, or witchcraft [25-26] and express their symptoms through somatic complaints.

Indian women from poor rural and urban areas represent a particularly vulnerable population
from the perspective of mental distress. Davar [27] contends that women's over-
representation in diagnostic categories such as depression, anxiety and somatoform disorders
can be attributed to difficult and traumatic life experiences stemming from their struggles to
cope with a patriarchal society. Gender-based discrimination and disadvantage, violence in
the natal and marital families, and role expectations and role burden for women has led to
high levels of distress [28-34]. In the private sphere, the natal family is the first unit to
socialize women from childhood to become good wives and mothers. Many women are
denied choices regarding the transition from daughter to wife to mother. This lack of control
over a woman's own life frequently translates into limited or no participation in household
decision-making, an inability to say no to husband's unwanted sexual demands, and lack of
control over fertility decisions [35].

In recent years, Indian women have used the term tenshun (derived from the English,
tension) [13] as an umbrella term that covers a range of stress and distress that are associated
with economic, political and/or social-interpersonal difficulties and challenges. Karasz et al.
describe tenshun as a common illness term in South Asia, including India, referring to a
constellation of emotional and physical symptoms like sadness, worry, fatigue, weakness
and pain [36]. Tenshun is often associated with a range of symptoms, which can be
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categorized into aches and pains (e.g. joint and body pain); autonomic symptoms (e.g.
palpitations, tremors); feelings of weakness and fatigue (associated with the cultural term,
kamjori); behavioral symptoms (e.g. sleeplessness, irritability); gynecological symptoms
(e.g. vaginal discharge known as safed pani, menstrual cramps) and psychological
symptoms (e.g. poor concentration, forgetfulness, sadness) [34]. An ethnographic study with
married adolescent women in an urban slum in Bangladesh [37] describes the popular
understanding of vaginal discharge being caused by durbalota (weakness) and chinta rog
(worry illness). This study also refers to chinta rog as a “master illness” leading to many
additional mental and physical illnesses.

Safed pani is the leading symptom for which women seek medical care in South Asia. A
significant body of research has shown that women express tenshun in the form of
gynecological symptoms, with special emphasis on safed pani as an “idiom of distress” [19,
38-41]. Research conducted from 2004-2008 by the authors in the study area has shown a
strong interrelationship between the circumstances of women's lives, tenshun and safed
pani. The results of binary logistic regression with a random community sample
demonstrated that women who reported higher levels of tenshun were two and a half times
more likely to report safed pani [42].

These results, supported by the literature, led an NIH-funded Indo-US team, to base a
component of their multilevel intervention project on sexual health in the WHC in the
municipal urban health center (UHC) serving a low income community of 600,000 in
northeastern Mumbai. The rationale for this component can be described as follows. Women
are difficult to reach in a low income community. Earlier research with a random sample of
260 women showed that 37% of married women with safed pani in the last three months had
sought medical care for safed pani, making women identified at the point-of-service an
effective recruitment strategy and a marker for circumstances in a women's life that
contribute to sexual risk. Since safed pani is an underlying cause of tenshun and no one
seeks care for tenshun itself, safed pani serves as a marker for mental health issues. We
hypothesized that introducing women to an intervention focused on counseling as a
compliment to medical care could address the tenshun in their lives contributing to safed
pani. Reducing tenshun, we further hypothesized would reduce the risk of CMDs. Thus, in
addition to impacting sexual health and well-being, this intervention approach could provide
a model for mental health services in a public urban health center in India.

The data and mental health interventions described in this paper were drawn from the NIMH
project, “The Prevention of HIV/STI among Married Women in Urban India (2007-2013;
RO1 MHO075678; S. Schensul, PI).” This married women's project was part of the program,
Research and Intervention in Sexual Health: Theory to Action (RISHTA, meaning
“relationship” in Hindi and Urdu) an ongoing program of intervention research initiated in
2001, involving Indo-US collaboration among the University of Connecticut School of
Medicine (US), the International Center for Research on Women (Delhi), the Tata Institute
of Social Sciences (Mumbai), the Population Council (Delhi), Tulane University (US) and
the Institute for Community Research (US).
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The project was located in a low-income, slum community in the northeastern part of
Mumbai. The population of approximately 600,000 residents consisted primarily of Muslims
(80%) and Hindus (16%). Most were migrants from rural parts of Uttar Pradesh and Bihar in
the North, Tamil Nadu in the South and Maharashtra in the west of India. A majority of men
were engaged in daily wage work such as driving auto rickshaws and trucks, masonry and
carpentry work, working in the local zari (golden embroidery) industries and selling items
such as fruits and vegetables on community streets. A few men travelled a significant
distance from home to work in other parts of Mumbai. Some owned shops selling produce
or tobacco products. Less than a third of women (28%) worked for cash income both in and
outside the home. The average monthly family income was INR 5900 (approximately US
$100/month). Most lived in nuclear families with an average family size of 6, including
children, with 90% residing in a single room.

The RISHTA married women's project was multilevel, involving community interventions
focused on gender equity, the organization of the WHC at the community's municipal urban
health center (UHC) and the implementation of a randomized controlled trial (RCT). The
WHC was established to provide specialized gynecological examinations (including an
internal pelvic exam with a female physician) and STI/RTI testing as an alternative to the
standard female outpatient department (OPD), which did not provide these services.

Women coming with health problems registered at the UHC and were then triaged by a
medical intern who would ask if they had one of six gynecological symptoms (vaginal
discharge, genital itching, burning micturition, lower abdominal pain, genital ulcers and
inguinal swelling). Those women who qualified were guided to the WHC, where they were
evaluated to determine if they met inclusion criteria for the RCT: married, not pregnant, not
having delivered a baby within the past three months, between the ages of 18-40, living in
the community, having a husband who was not away from the house for more than six days
a week for work, and presenting with at least one of the six gynecological health symptoms
described above. Pregnant women and women who had delivered within the past three
months were ineligible due to the need for an internal exam and RTI/STI testing. Women
who were not eligible for the study or who did not consent to participation nonetheless
received standard care at the WHC.

Those women who were eligible and consented to be in the study signed the consent form or
provided a thumbprint impression to indicate consent. They were assigned a study ID and
received medical care from the WHC. After receiving care, a member of the research team
would randomly assign the women to one of four arms: individual counseling (IC), group
couples' intervention (Cl), both IC + CI and a control group receiving only medical
treatment.

Overall, 11,715 women were served by the WHC during the project intervention period
from 2009-2013. Of these women, 5,770 were assessed for eligibility of which 2,080 met
the eligibility criteria for participation in the study and 1125 (54%) consented to participate
in the study. Of the baseline of 1125 women, 556 were assigned to receive individual
counseling or the combination of individual counseling and group couples' intervention. Of
this total, 418 women (81%) received from 1-5 individual counseling sessions (depending
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on need). Of the total number of women receiving counseling, 314 case notes were deemed
to be sufficiently detailed to be entered into Atlas.ti [43] primary documents for coding and
analysis.

Each counselor took to assess the counseling process and the problems that women
described to the counselor. The codes were derived from life stressors known from previous
research in the study area [44]. Coding was conducted by multiple coders and reviewed for
consistency.

As a part of the initial session, the counselors conducted a detailed assessment in the areas of
marital relationship, health, children, extended family and other domains. The qualitative
description of the problems identified by the study participants to the counselors forms a
significant component of the results in this paper.

A “Women's Structured Survey” (WSS) instrument was administered at baseline, with
follow-up at 6 months (post-intervention) and one year after recruitment. This instrument
consisted of demographic data and scales that provided a quantitative assessment of the
qualitative constructs inventoried by the counselors. This paper presents results from the
baseline WSS. The instruments in the WSS were developed through in-depth interviews
conducted in the study area. The WSS was translated into Hindi and back translated. The
WSS, piloted with 40 women living in the study area allowed researchers to eliminate
poorly worded or understood items and those with insufficient variation. Internal validity
(alpha) and construct validity (correlation with other variables) was also calculated.

The quantitative analysis focuses on the interrelationships of three constructs: sources of
tenshun, emotional well-being and CMD-like symptoms. Sources of tenshun was a scale
developed and implemented in an earlier survey with women. The emotional well-being
scale is a component of the Subjective Well-Being Inventory (SUBI), which has been used
extensively in India [44] and in our prior surveys. We selected items from a “consequences
of tenshun” component of the WSS that were consistent with the characterization of CMD in
the absence of a specific mental health scale. The three constructs are:

1. Sources of tenshun: This scale consisted of items related to communication with
husband, household finances, violence, and health problems consistent with the
sources of tenshun listed in Table 2 below (Cronbach's alpha = .77).

2. Emotional Well-being: This scale used the “emotional status” subscale of the
Subjective Well-Being Inventory (SUBI) [45] consisting of a series of statements
assessing the emotional status of individual women with a four-point Likert- scale.
Items included ease of upset, degree of feeling sad, ease of irritation, degree of
anxiety and tension, feeling that life is meaningless, and negative response to
criticism (Cronbach's alpha = .88).

3. CMD: Questions used to measure CMD-like symptoms asked women whether they
felt that their situation was hopeless, they felt like surrendering, and had considered
suicide, retaliation or escape (Cronback's alpha = .76). See appendix 1 for the items
in the CMD scale.
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Structural Equation Modeling (SEM) was conducted using Mplus [46] for path analysis
among these three constructs.

The consent form was translated and back translated into Hindi, the common language for
women in the sample and was used to explain the purpose of the study, methods
(randomization and assignment to one of the study arms), RTI/STI testing, and participation
in the WSS at three time intervals. Implications of participation in terms of time, costs,
benefits, risks and safeguards were reviewed. Most of the women in the study had basic
literacy (30.6% were illiterate). Because the study involved several components, the
RISHTA staff member, after explaining each component, ensured that women understood
the information provided and answered any questions the women posed. The RISHTA team
saw informed consent not as a one-time, single event activity, but as a process and assured
women that they were free to ask questions and seek clarifications at any point during the
study. Women's right to unconditional exit or withdrawal from the study without any
implications on the nature and quality of services provided in the WHC was also explained
to each study participant.

Women were informed that all efforts would be made to ensure confidentiality of their
identity and the information they provided. The demographic sheet that contained personal
data of the woman was detached from the survey instruments/records and kept under
separate lock and key. Results of RTI/STI testing were communicated to women by WHC
physicians at follow-up visits, and treatment was provided as needed. IRB approval was
received from all participating institutions and the Indian Council for Medical Research.

The staff that consented women, collected WSS data and managed the RCT had Masters
degrees in the social sciences, while the staff involved in individual counseling and couples
intervention had Masters degrees in social work and psychology. All team members
received certification for human subjects training. The intervention team underwent
extensive and ongoing training on gender issues, mental health and recognition of early
signs of distress, counselling, use of self in counselling, seeking sensitive information,
addressing difficult issues related to sex, sexuality, violence and socio-economic difficulties,
referrals and networking. On and off-site supervision was conducted by the authors through
weekly meetings, discussion of cases and skype calls. Mental health experts and counsellors
who practiced in and around the study area provided an orientation to counseling issues and
served as referrals for women who needed specialized counselling.

The mean age of the women in the RCT was 28.6 years old, with a mean age at marriage of
17.7 years. The sample consisted mostly of Muslim women (91.6%), with 8.1% Hindu and
0.4% Buddhist. The mean level of education was 5 years. Nearly 57% of participants had
migrated to Mumbai, and 43% were born in Mumbai. Over 80% of the women live in single
room houses, and 29.8% live in joint or extended families. The average occupancy is 6.05
people, with an average number of living children of 2.63. The health problems women
presented to the WHC and reported in the WSS are shown in Table 1.
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As can be seen in Table 1 and as expected, the greatest percentage of women reported safed
pani, while pains in various parts of the body, itching, and menstrual problems made up the
bulk of the additional presenting problems.

Based on the qualitative data gathered from the individual counseling sessions, health
problems and treatment seeking are major concerns for many women, and are the reason
why they initially attend the WHC.

*“....other than finance, | am also tensed about my health. When | fall ill, there is
lots of money spent without any reason and during that period (of illness) | cannot
do any work. Also frequent illness is making me weak and irritated”. (38 year old
Muslim woman married for 20 years with 4 children)

“Whenever | was tensed, my safed pani used to increase...” (28 year old Muslim
woman married for 13 years with 4 children)

For women who were assigned to individual counseling, the protocol called for assessing an
inventory of life problems. Table 2 shows life problems that women discussed in their
counseling sessions and the percentages of women who reported that they had such
problems. The marital relationship, followed by health issues were the leading problems
discussed by the women. Each of the problems in Table 2 is a source of tenshun, and may
also be made worse by tenshun.

Women in the IC arm of the RCT also talked about their experiences with tenshun in terms
of the duration and the way it made them feel, both physically and emotionally. For some
women, the tenshun is acute, only lasting the same amount of time as the particular trigger,
such as an argument with her spouse or family member. For other women, the tenshun is
almost constant (chronic), and they feel that, although it may fluctuate in amount, it never
really goes away.

Woman — (laughing) How will I know this? Because tenshun is part of [my] life;
just like your own shadow, it does not leave you. If one issue is over, then the next
is there. (38-year-old Muslim woman married for 18 years with 1 child).

Some women experienced tenshun in terms of physical problems, such as headaches,
weakness, sleeplessness, palpitations, and loss of appetite. Women also mentioned that
tenshun creates additional psychological symptoms, including “mayoosi” [depression] or
feelings of “helplessness”. Some woman attributed their failing health to the constant
tenshun they experienced as in this example:

“Because of this tenshun | used to have sleepless nights and thus my health kept
getting bad”. (27-year-old Muslim woman married for 12-13 years with 4 children)

“It is a prolonged tenshun, it feels as if | am carrying a heavy baggage on my
shoulder since a long, long time...” (24-year-old Muslim woman married for 7
years with no children).

Women who experienced tenshun also described ways in which life problems both created
tenshun and are impacted by tenshun. Health problems, problems in the marital relationship,
financial problems, and problems with familial relationships, were often a major source of
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From the counselors' notes, references to tenshun, stress, self-esteem, depression, loss of
appetite and sleep were selected for counseling focus and linkages between these and other
domains such as marital relationship and domestic violence, finances, support networks,
health and health perceptions and sexual health were identified. These patterns illustrate the
interrelationship of women's tenshun with multiple areas of their lives tied to their role as a

wife, mother and daughter-in-law.

Tenshun and Finances

A primary source of tenshun for many women in the study is the financial situation of their
family. The family's financial situation also has ramifications for women's work both inside
and outside the house. Financial problems create tenshun, and through this tenshun, may

also impact other areas of a woman's life.

*“I have tenshun about my health and household finance. My husband is not
earning well and because of his attitude, running the house becomes difficult now.
Recently he got a job but they were not paying well so after a month he stopped
going to work. It is really becoming hard to manage everything.”” (30-year-old
Muslim woman married for 15 years with 5 children)

“We don't have enough to manage our own household expenses. Where and how
can we send any money to my in-laws? Every month we have to take loan for some
emergency expenses like health, education. Every morning | wake up and my
tenshun starts with worries about the day: what to cook, how to manage in the
limited amount? My tension will never decrease, it is just increasing day by day”.
(28-year-old Muslim woman married for 12 years with 3 children)

Tenshun and the marital relationship

The marital relationship is often a significant source of tenshun for women, and is also
frequently worsened by tenshun related to other problems, such as finance. Women's
narratives indicated that tenshun in the marital relationship is produced by inadequate
marital communication, poor sexual relationship and/or husband's extra-marital
relationship/s, alcohol use, and/or abuse/harassment from the husband. Most women in
community marry below the age of 18, and become disillusioned early in the marital
relationship. The quotations below reflect women's emotional vulnerability and
disillusionment with marriage.

“The reason | don't communicate much with him is because of his rude behavior
and he does not listen to me whatever | talk. So I talk limited things like if there is
any need at home or there is anything important to talk with, then | discuss™. (36-
year-old Muslim woman married for 12 years with 1 child)

Int J Ment Health. Author manuscript; available in PMC 2016 August 07.
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“My husband, he needs alcohol daily, and also sex! I will say this to you, madam
that my only tenshun is because of the way he behaves. If he does not leave alcohol,
I will leave him”. (25-year-old Muslim woman married for 10 years with 2
children)

“We have sex with consent, my husband never forces me, if | say no, he is okay
with that. Then I came to know that he is involved with someone. Maybe because of
that he does not force me. He gets enough of it outside! But when | heard about this
(relationship), I lost all hope, trust and interest in him. (20-year-old Muslim
woman married for 6 years with 2 children)

Tenshun and Children

Children's issues were a major source of tenshun for women. Concerns about children can be
subdivided into three key areas: how to ensure a good education, health and healthcare, and
timing and money required to arrange an appropriate marriage for their daughters.

I am tensed about our financial condition. My husband does not earn enough. |
worry about my daughter's marriage; we don't even have any savings for her
marriage...” (30-year-old Muslim woman married for 15 years with 4 children)

“My daughter, she is 12 years old, and studying in 6t grade. She had polio since
childhood, she cannot walk properly. Her (polio affected) leg does not support her
completely, I often worry, what will happen to her when | am no more, who will
take care of her? When all these thoughts come | don't even want to eat™ (32-year-
old Muslim woman married for 16 years with 4 children)

| want to give proper education to my children. | know we can't afford too much,
we have no money, but | do want them to have proper education. | will see what |
can do, I will explore all options...” (23-year-old Muslim woman married for 5
years with 2 children)

Tenshun and in-laws

Women experienced much distress with their relationships with their in-laws. The dynamics
of the “in-law relationship’ are often played out due to the low status of the newly married
woman. Further, the husband's inability to support the wife in family disputes negatively
influences not only the marital relationship, but also the relationship with in-laws.

“My mother-in-law still expects me to do all household work though she has three
daughters in law now. My mother in law taunts me if | take rest from work. She has
the habit of using abusive words for me, which hurts me emotionally”. (30-year-old
Muslim woman married for 10 years with 4 children)

“Actually 1 got married less than three years ago. At that time | was just 18 years
old. After my marriage | came to my in-laws house, but they started harassing me
on each and everything. So | ran away from my in-laws house as my husband never
took my side; he always abused me, siding with his mother. (22-year-old Hindu
woman married for 8 months with no children)
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“l am happy with my life and with my relationship with my husband and the
understanding we share. My tenshun is with my mother-in-law (who doesn't stay
with us and stays in the village) who bad-mouths me. | don't know how to deal with
this kind of behavior, she has not left me alone even after we moved to Mumbai™.
(22-year-old Muslim woman married unknown amount of time with 2 children)

Tension as a Pathway to CMDs

Based on the qualitative data, there is a close association between the problems that low
income women face in their lives and their feelings of tenshun. However, this state of
tenshun may or may not constitute a pathway to CMD symptoms. To determine the
significance of tenshun, we examined the relationship between tenshun (operationalized as a
count of life problems that produced tenshun), emotional status (as measured by the adapted
SUBI subscale) and symptoms of CMDs (as drawn from our consequences of tenshun
component). We hypothesized that those women who had greater tenshun would have
poorer emotional status leading to greater levels of CMD symptoms. Support for this
hypothesized pathway would show the contribution of tenshun to CMD symptoms and
provide some support for the argument that addressing tenshun would serve to prevent
CMDs. A path analysis model was run to test for the direct effects of tenshun on emotional
status and with CMD symptoms respectively and of emotional status on CMD symptoms, as
well as the indirect effects of tenshun on CMD symptoms via emotional status.

The results showed that all three direct effects were significant: tenshun concerns with
emotional status (unstandardized b = 0.877, p = .541, r2 = .293); tenshun with CMD
symptoms (unstandardized b = 1.286, p = .223, r2 = .050); emotional status with CMD
symptoms (unstandardized b = 1.622, p = .456, r2 = .208). In addition, the indirect effect of
tenshun on CMD symptoms via emotional status was also significant (unstandardized b =
1.422, B = .247, r? = .061). The resulting path model is represented in Figure 1.

As can be seen, the original raw correlation (r = .541) between tenshun and emotional status
cannot change because there is no intervening variable. The raw correlation between
emotional status and CMD symptoms, r = .577, however, is reduced to a direct effect of r = .
456, as is the raw correlation between tenshun and CMD symptoms, r = .470, is reduced to r
=.223. The reason that these two paths have a reduced estimate of their respective direct
effects is that the two original raw correlations were, in fact, partly due to the indirect effect
of tenshun on CMD-like indicators via emotional status, r = .247.

Discussion

Our formative research showed a clear association between women's negative life
circumstances, tenshun and safed pani [41]. In the individual counseling component of the
RISHTA women's intervention, when women discussed their health problems, the perceived
causal factors centered for the most part on tenshun, derived from such life circumstances as
poor marital communication, economic deprivation, domestic violence and concerns about
the future of their children. The counselor's ability to focus on tenshun provided the basis for
the counseling process and the co-construction of approaches to problem solutions [21].
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The path analysis showed two significant pathways: the first, a direct relationship from
tenshun to CMD symptoms; the second a path from tenshun through emotional status to
CMD symptoms. This path analysis provides support for the view that addressing the
tenshun associated with presenting reproductive health problems can prevent CMDs as well
as having a positive effect on the emotional status of women. Addressing these issues in a
primary care context becomes an upstream approach to women at risk.

For a significant subset of women, early marriage and childbirth, limited attention to their
own health needs, difficulties in the marital relationship that includes poor communication,
coercive sex, violence, and lower status, set in the context of an unstable economic situation,
present the dynamics for tenshun and poor emotional status. In terms of mental health,
women may be a first priority for addressing service needs. This relationship between
difficult life circumstances and mental health has been observed elsewhere in India and
South Asia [31, 37, 48-49].

The study was based in a women's oriented-clinic where services were provided by two
female physicians able to provide an internal exam, STI/RTI testing and health education.
Most urban and rural primary care centers in India do not have such services and safed pani
and related gynecological problems are usually seen in general outpatient departments. In
the absence of gynecological services, the key to effective treatment for tenshun and
prevention of its consequences is the training of primary care providers to recognize that
safed pani is a marker of tenshun and related negative life circumstances and needs to be
addressed not just with biomedical care but also with appropriate individual counseling.
Programs incorporating mental health into primary care are rare in South Asia. However,
one study [50] details an intervention where counseling is integrated into women's health
services and finds that women are not only receptive to the counseling, but that the
counseling is effective in reducing emotional distress.

This study has a few limitations. First, the sample was drawn from a localized population
attending an urban health center. Only those women seeking treatment at the urban health
center were enrolled in this study, so factors impacting women who were unable to access
the center may be missing. Mental health emerged as a focus after the initiation of a study
focused on sexual health and sexual risk leading the researchers to adapt measures that
expressed psychosocial issues from available survey items and data. The key to this study
and its results however, is that it raises questions about mental and physical health that
provide the basis for new approaches to treatment.

The integration of mental health services into primary care has received almost unanimous
support but is difficult to achieve in practice. Two alternatives are available to achieve this
integration; training existing primary care medical, nursing and outreach staff to take on
mental health counseling or adding a new cadre of staff able to provide counseling services.
Each of these approaches present significant barriers. Adding mental health counseling to an
already overburdened primary care staff facing new and continuing health challenges would
require extensive training and restructuring of primary care. Adding personnel trained in
mental health, potentially the most effective option, requires significant costs that call for
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expansion of an already limited public health budget. However, added salary costs of
counseling need to be examined in light of the social and economic burden of CMDs.

A longer-term approach involves locating mental health concerns at the intersection of the
biomedical model and the structural realities for primary care in LMICs. Both for women
and men [51], physical symptoms brought to primary care have strong cultural, social and
psychological components that are missed and remain unaddressed in traditional biomedical
care. While tenshun is overlooked as a mental health concern, safed pani, clearly a
manifestation of negative life situation and its expression in tenshun, is treated as a an STI
infection, for which antibiotics are prescribed almost always unnecessary. The unwarranted
and repeated use of antibiotics for a syndrome that has been shown to be almost always
unassociated with infection, while not taking into account the underlying psychosocial
factors that produce the problem, results in poor treatment practice [42].

The call for the integration of mental health into primary care continues the standard
paradigm that these are distinct services that address uniquely different realms. Yet, this
paper has demonstrated an intimate relationship that precludes the mental versus physical
health paradigm characteristic of Western treatment systems. Rather than expand primary
care in LMICs to include mental health services, it may now be time to consider training
future health care providers in an integrated paradigm that more effectively meets patient
needs and is consistent with LMIC pre-colonial healing traditions. At the same time, we
must also recognize that effective services for women's distress requires intervention and
change in the structural and social consequences of poverty, marginalization, gender
inequity and resource limitations, within the context of highly patriarchal societies. This
approach may not only be the answer to expansion of mental health service capability in
LMICs but a more appropriate model of health care for LMIC citizens.
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Figure 1.
Hypothesized path tested in path analysis.
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Women's Presenting Problems. Note: There were two cases missing data for these questions, so all

percentages are out of N= 1123 instead of 1125.

Table 1

Problem Frequency | Percentage
White discharge 1005 89.49
Pains in body 967 86.11
Backache 947 84.33
Headache 937 83.44
Fatigue 923 82.19
Giddiness 854 76.05
Body weakness 846 75.33
Lethargy 846 75.33
Pain in lower abdomen 772 68.74
Palpitations 672 59.84
Loss of appetite 552 49.15
Constipation 551 49.07
Chest pains 475 42.30
Pain or cramps during menses 469 41.76
Pain during intercourse 436 38.82
Itching in and around vagina 435 38.74
Loss of sexual desire 435 38.74
Burning urination 398 35.44
Irregular menses 365 32.50
Sleeplessness 356 31.70
Sexual dissatisfaction 300 26.71
Swelling of glands in groin 256 22.80
Excessive bleeding from vagina 243 21.64
Swelling in ankles 222 19.77
Pain while urinating 187 16.65
Obstructed urine flow 158 14.07
Increased frequency of micturation | 137 12.20
Ulcers in and around vagina 133 11.84
Infertility 85 7.57
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Table 2
Frequencies of problemswomen presented as needing attention in individual counseling
sessions
Problem Problem Definition Per centage (Frequency)
Marital relationship Women's perceptions of problems in the marital relationship, including domestic 65.3% (205/314)
violence, male sexual risk behavior, marital sexual relationship, unwanted pregnancies,
abortion and contraceptive use
Health and Healthcare | General or gynecological health problems as well as treatment-seeking behaviors 54.5% (171/314)
Financial Problems with economic condition of the household 26.4% (83/314)
Children Problems with the relationships, education, health or other issues/concerns related to 16.9% (53/314)
children
In-laws Problems regarding family relationships 13.1% (41/314)
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