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Abstract 

Mental health issues are alarmingly prevalent in Pakistan and there is a need for attention to cultural nuances of mental 
disorders like depression and anxiety. This study explored the conceptualization, perception understanding, causes, 
solutions and consequences of youth, and medical and mental health practitioners regarding depression and anxiety in 
local Pakistani context. Data was collected through four focus group discussions (N=26). Results were grouped into five 
major themes: (1) conceptualization, (2) signs and symptoms, (3) risk factors (4) protective factors, and (5) awareness. The 
complex role of cultural, religious, environmental, social, educational, occupational, and familial factors was unveiled. 
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Introduction: 

Youth act as a catalyst of evolution and are paramount to changing the dynamics of the world (Erskine et al., 2014; 
Sawyer et al., 2012). Increasing burden of mental health conditions like depression and anxiety among youth is debilitating 
their growth and performance (Sawyer et al., 2012). According to an estimation 16% disability adjusted life years could be 
attributed to mental health concerns globally in year 2019 (Arias et al., 2022). Depression is the second and anxiety is the  
sixth leading cause of Years Lost to Disability (YLD) (Ferrari et al., 2024; GBD 2021 Disease and Injuries collaboration, 
2024). Around 70% of individuals exhibit mental health issues before they reach the age of 25 years (Kutcher & Venn, 
2008; Kessler et al., 2005). Despite mental health concerns being evident in youth their voices are hardly ever been 
considered in conceptualization of mental health concerns and treatment (Lukoseviciute-Barauskiene et al., 2023; 
Meherali et al., 2021). There is need to include young person’s voices in order to empower them to manage their needs, 
care, and treatment of mental health concerns (Lukoseviciute-Barauskiene et al., 2023; Bentley et al., 2014). 

 

According to United Nations (2011), 91% of children and young people live in LMICs where they constitute 47% of their 
population as compared to 30% in developed countries (United Nations, 2011) Pakistan is one such developing country 
where the burden of mental health concerns is high among youth with very little research done. Pakistan being a 
developing country having limited resources carries more than 4% burden of mental health issues of the total disease 
burden of the country (WHO, 2024). Last few decades have witnessed a significant rise in mental health problems in 
Pakistani society due to frequent disruptions in social structures and the prevailing violence in the society (Gadit, 2005). 
Research indicates high levels of depression and anxiety experienced by general population in Pakistan. According to a 
study, around 27.4% individuals reported depression out of 2867 (Farooq et al., 2019). There are many sociocultural 
factors associated with depression and anxiety in Pakistan. These include illiteracy, female gender, the greater number of 
children, the practice of visiting faith healers, low level of education, financial issues, middle age of participants, relational 
conflicts, lack of social support and being a homemaker. Whereas, social support emerged as a protective factor against 
such disorders (Mirza & Jenkins, 2004). Further, exposure to traumatic events was found to be associated with severe 
mental health issues (Galea et al., 2003). Continuous exposure to violence and life-threatening experiences damaged the 
psychological health of individuals in general and influenced the Pakistani population in particular (Khalily, 2011). 
Pakistani youth are at an increased risk of experiencing mental health issues due to exposure to unique social and 
economic stressors and lack of adequate coping skills (Purgato et al., 2016). 

 

Pakistan is among the top countries with a high ratio of young population (World Bank, 2021). Around 36 million people 
in Pakistan are in the age group of 20-24 years which forms 20% of the total population (Federal Bureau of Statistics 
Government of Pakistan, 2010; Islamabad Policy Research Institute, 2018). This age group is typically viewed as valuable  
human resource but due to growing insecurity, economic problems, disruption in social fabric and demographic transition 
this segment of the population is experiencing high levels of stress and anxiety and has become a highly vulnerable 
population group. For instance, 45.5% Pakistani medical students 45.5% (19 - 22 years age) experienced depression and 
anxiety symptom, which adversely affected their wellbeing and performance of youth (Hashim et al., 2014; Cheng & 
McCarthy, 2018). This has an appalling effect on the performance and increases suicide rates among youth; thus resulting 
in loss of the most productive human resource of Pakistan (Ahmed, et al., 2016; Khalily, 2011). 
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Youth have to face different challenges while going through several social roles on their way to growth and transition into  
an independent individual. (Malla et al., 2018 & Arnett, 2000). It has considerable impact on the mental health of youth 
(Weigle & Shafi, 2023). Recent changes in lifestyle and choices have made young adulthood an importance transitional 
phase with increased stressors. These include longer education, finding financial independence as early as possible and 
formation of stable romantic relationships (Gustavson et al., 2018; Arnett et al., 2014; Arnett, 2000). Mental health 
conditions such as depression and anxiety have been frequently associated with such life choices (Velten et al., 2018) thus 
making youth more prone to experiencing mental health problems. 

 

As stated earlier, depression and anxiety are key concerns regarding mental health because of their long-lasting and 
influential impact (de Castro et al., 2023). Quantitative measures of the symptoms of depression and anxiety are highly 
comorbid and simultaneously co-occurring (Garber et al., 2016; Cole et al., 1998). Depression and anxiety also add 
significantly to the burden of general practice in medical and psychological settings (Kadam et al., 2001). These 
presentations are qualitative in nature when presented in a clinical setting and transformed into quantifiable terms for 
diagnostic and treatment purposes. In addition to this, despite the availability of many evidence based pharmacological 
and psychological therapies help seeking is low for depression and anxiety (Roness et al., 2004). Around 50% of the cases 
do not seek help (Heinig et al., 2021). On average there is 6 years delay between onset of anxiety and first contact with the  
professional help available (Heinig et al., 2021). This indicates that relevant treatment barriers have not been sufficiently 
understood and addressed. In this respect, research has frequently included the perspectives of professional service 
providers (Kadam et al., 2001). 

 

The practitioner and research perspectives are primarily generated from the Western conceptualization of mental health 
conditions. Thus, ignoring the cultural nuances of how depression and anxiety are experienced in an indigenous context. 
Since help seeking is intertwined with sociodemographic (age, gender), need (severity and impairment) and enabling 
(knowledge and accessibility) factors of the sufferer, an indigenous conceptualization is imperative (Heinig et al., 2021). 
There is need to understand the perspectives, conceptualization and expectations of young adults that are end users of 
any service. 
In conceptualization of any condition, cultural aspects play an important role. For instance, in collectivist cultures self is 
conceptualized as an extended self of family and kinship. This extended self is also reflected in presentation and attributed 
causes of depression (Benning, 2013). Similarly, research stresses the importance of including community and cultural 
protocols for conceptualization of mental health conditions (Nasir et al., 2021). Apart from cultural context, 
socioeconomic conditions play an important role in conceptualization of depression and anxiety (Freeman et al., 2016). 
As stated earlier, evidence has indicated that mental health concerns are a serious issue in developing countries (Leon & 
Walt, 2000). Despite this large amount of evidence, contextualization of this divide in accordance with indigenous 
circumstances is yet to be understood in depth. This is especially true for Pakistani youth considering their unique 
sociocultural profile (Khalily, 2011). 
Thus, this study explored in depth the perspectives of youth as well as medical and mental health practitioners regarding 
conceptualization, perception understanding, causes, solutions and consequences of depression and anxiety among 
Pakistani youth. The study also explored role of family, religion, culture, gender and age. 

 

Methodology 

This qualitative study was conducted as part of a bigger study on development of indigenous guided self-help manual for 
reducing depression and anxiety as well as enhancing performance of Pakistani Youth. Focus group discussions (FGDs) 
were conducted to collect perspectives of youth (end users) and service providers (medical and mental health 
practitioners). The Institutional Ethics Review Committee (IREC) of Capital University of Science and Technology 
approved this study. Written informed consent was taken from all the participants. All FGDs were audio recorded and 
verbatim was transcribed by four team members. Each FDG lasted from 1 to 1.5 hours. 

 

Sample 

Participants were recruited through convenient sampling. The participants were invited to participate in the study through 
social media messages, through word of the mouth and invitations were sent to various universities, hospitals, research 
institutes and private clinics through email. Those who consented to be included in the focus groups were invited to 
participate, and all the FGDs took place within the university premises. Each FGD consisted of 8 to 10 individuals. The 
first FGD included seven young university students (above 17 years of age), the second FGD had eight working young 
individuals (above 17 years of age), the third FGD consisted of five medical practitioners (currently practicing), and the 
forth included six psychologists (currently practicing). 

 

Data Collection: 

A focus group guide containing open-ended questions was developed to maintain uniformity and comparability across 
FGDs. In each FDG, the discussions were moderated by a facilitator and a person taking notes. Three other team 
members were also present as observers throughout the FGDs. Before initiating FGD, written informed consents along 
with socio-demographic information were taken from the participants. Moreover, prior to commencing FGD, 
confidentiality regarding their information and data was assured. Participants encouraged to participate actively and were 
told that there were no right or wrong answers. 



999 Dr. Sabahat Haqqani 

www.KurdishStudies.net 

 

 

 

In the focus group guide, the initial few questions were about conceptualization and understanding of depression and 
anxiety. To inquire more, the symptoms of depression and anxiety were discussed. These discussions were followed by 
probing questions to elicit the responses from the participants. In addition to that, religious and cultural aspects were also 
considered and explored regarding depression and anxiety. Lastly, the participants were asked to suggest solutions and 
discuss consequences of depression and anxiety. 
A team member and a facilitator also clarified the inconsistent, unclear and ambiguous responses of the participants, 
during and at the end of each FDGs session. Following each FGD immediate debriefing sessions were conducted with 
the team that allowed for early identification of potential issues and exploration of emerging outcomes and themes, which  
allowed for overlapping and new connections to specific aspect (e.g., demographic characteristics). 

 

Analysis 

FGDs audio recordings were transcribed and analysed using inductive thematic analysis. The audio recordings were 
played multiple times to obtain a sense of identification or familiarization with the data by three researchers. The verbatim 
transcription included all the speech in the audio exactly as spoken along with all pauses, and fillers (e.g., Umm, Uh, like) . 
As all the discussions of focus groups were conducted in bilingual format hence, they were transcribed in bilingual format 
(Urdu and English). All transcriptions were proofread. The process of coding was initiated after thoroughly reading and 
reviewing the data. Line by line coding was done. Line by line coding of the transcriptions resulted in of 8312 codes. 

 

For extracting themes researchers familiarized themselves with the data, broke the information into meaningful units for 
coding, identified similar patterns, common and recurring concepts in the data followed by clear and concise descriptions.  
Ultimately, the themes were reviewed, refined and merged for coherence and logical connection of the data. A thematic 
framework was developed in the form of a flow chart. The data of each focus group was shaded with a different colour, 
which aided in identification of the data relevant to a specific focus group. The main themes were identified in addition to 
subthemes and categories were also generated based on the transcribed data of the focus groups. 

 

To facilitate extraction and remove redundant repetitions excel sheet was used. Similar codes in a focus group were 
merged within the focus group. For example, the repetition of the code “anxious” was repeated seven times, all of these 
similar codes were summed up into one code and the number of repetitions of each code in each focus group was written 
in front  of the code by using  parentheses.  Later on,  similar/ same codes were merged  between the focus groups. For 
example, the number of repetitions of the code “anxious” in all the focus groups were added and total repetitions were 
mentioned in one code as “anxious (23)”. The number 23 represented that the word anxious is repeated 23 times in the 
focus groups. These codes were shaded with blue colour to make them different from others to indicate that it is a 
summation of all codes from four FGDs. In the end, codes that were similar in nature or represented the same 
information in different words were also merged. 

 

Results 

This section presents an overview of the demographic characteristics of participants of four FGDs. This also presents the 
major themes emerged from FGDs. 
Twenty-six participants were recruited for four FGDs. There were a total of seven females and eight males in FGDs 
conducted with young adults. Their age range was between 21 to 24 years. In FGDs conducted with medical and mental 
health practitioners there were nine females and two males. The detailed demographic information of each participant of 
FGDs is given in Table 1.1 – 1.4. Pseudonyms are used for the sake of maintaining confidentiality. 

 

Table 1.1 Demographic Characteristics of FGD’s young adult university student participants (N=7). 

Name Gender Age in years Education 
Family 

System 

Institute / 

Organization 
Mental illness History 

SA F 22 BS English Nuclear Foundation University Yes- No Details 
SR F 22 BS English Nuclear Foundation University Yes- No details 
AL M 22 BS Psychology Joint NUML University - 

 

 
AI 

 

 
F 

 

 
21 

 

 
BS 

 

 
Nuclear 

 

Riphah International 
University 

Yes- my maternal cousin was 
suffering from some mental 
health issues. She is not going 
for treatment due to 
unsatisfactory 
responses/services. 

MA F 23 BS Psychology - NUML University 
Yes- Grandfather had a memory 
loss issue. 

HU F 21 BS English Nuclear Foundation University - 

 

MR 

 

F 

 

21 

 

BS Media 

 

Nuclear 

 
Riphah International 
University 

Yes- paternal grandmother and 
her daughter (aunt) are suffering 
from depression. Grandmother 
is taking medication for 
depression. 

   F= Female, M= Male      

http://www.kurdishstudies.net/


Kurdish Studies 

1000 Indigenous Conceptualization of Depression and Anxiety: FGDs with Pakistani Youth and Health Practitioners 
 

 

 

Table 1.2 Demographic Characteristics of FGD 2 consisting of Working youth (N=8). 
Name Gender Age in years Education Family System Profession Mental illness History 

AD M 20 - - Call Centre - 

MA M 23 BS Electronics - Real Solution Pvt Yes- No details 

HA M 21 BS - CS Joint CSR No 

AR F 25 MS Physics Nuclear Operation Lead No 
SH M 21 BS - CS Joint CSR No 

RA M 22 BBA Nuclear Private Builder 
Younger brother suffering 
from epilepsy 

AD M 24 BBA Nuclear 
Digital Marketing 
and VA 

- 

AH M 23 BS Joint Part-Time Job - 

F= Female, M= Male     

 

Table 1.3. Demographic characteristics of participants in FGD 3 consisting of Medical Practitioners (N=5). 
Name Gender Age in years Profession Experience Family system Specialization Mental illness history 

 
HI 

 
F 

 
28 

 
Doctor 

 
3 years 

 
Joint 

 
Neurosurgeon 

Yes, multiple relatives experienced 
depression financial stress, and 
heart issues (chronic disease), the 
most common reasons. 

 

RA 
 

M 
 

66 
 

Acupuncture 

 

29 years 
 

Joint 

Pain relief and 
psychological 
issues 

 

No 

 

SA 
 

F 
 

63.5 
 

Doctor 
 

31 years 
 

Nuclear 
MBBS, Retire 
PWMO Gynae 
at DHQ 

 

No 

SO F 25 Doctor 1 year Nuclear 
General 
Practitioner 

- 

HA M 32 Doctor 8 years Joint 
Medical 
specialist 

- 

F= Female, M= Male      

 

Table 1.4. Demographic characteristics of participants in FGD 4 consisting of Mental Health Practitioners (N65). 
Name Gender Age in 

Years 
Family 
system 

Profession Specialization  Experience 
in years 

Mental illness 
history 

AN F 30 Nuclear Psychologist Counselling  6 -7 No 
AM F 33 Nuclear Clinical Psychologist Counselling  12 - 15 No 
SA F 27 Nuclear Psychologist Behavioral analyst  6 Maternal 

        grandfather has 
        dementia 

NA F 29 Joint Psychologist Teaching  2 No 
AB F 32 Joint Clinical Psychologist Speech, language & behavioral - Depression & 

    /Psychotherapist therapy, assessment & treatment  anxiety 
     for special children    

AQ F 35 Nuclear School psychologist Counselling  8 - 9 One relative has 
        substance induced 

 

F= fema 
 

le, M=male 
      psychosis 

 

All of the FGDs participants were educated and belonged to middle and upper socioeconomic class. Table 2 presents the 
major themes and subthemes emerged from FGDs. 

 

Table 2. High order themes and subthemes the emerged from four FGDs 
Major Themes Subthemes level 1 Subthemes level 2 

1. Conceptualization of Depression and Anxiety _ _ 
2. Signs and Symptoms of Depression and Anxiety _ _ 

3. Risk Factors/ Causes of Depression and Anxiety 3.1 Educational & Occupational 
Factors 

3.2 Social and Cultural Factors 

3.3 Biological Factors 

3.1 Educational & Occupational Factors 
 

3.1.1 Stress or Pressure due to Studies 
3.1.2 Stress of Job & Earning 
3.1.3 Part-time Job (or Call Center Job) & studies 
3.1.4 Management Issues 
3.1.5 Over burden 
3.1.6 Financial Issues 
3.2 Social and Cultural Factors 

3.2.1 Social Interaction 
3.2.2 Psychological and Physical Abuse 
3.2.3 Criticism 
3.2.4 Adjustment Issues 
3.2.5 Role of Family (Parenting & Parenthood) 
3.2.6 Relationship Issues 
3.2.7 Comparison 
3.2.8 Age 
3.2.9 Use of mobile phone 
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Major Themes Subthemes level 1 Subthemes level 2 

  3.2.10 Gender 

4 Protective Factors of Depression and Anxiety 4.1 Education with part-time Job 
4.2 Religion as a Protective Factor 
4.3 Coping 
4.4 Sharing and Expressing Emotions 
4.5 Role of Family 
4.6 Guidance and Support 
4.7 Therapeutic Interventions 
4.8 Medications 
4.9 Solutions 

_ 

5 Awareness & Knowledge about Depression and 
Anxiety 

5.1 Role of Government 
5.2 Educated and Uneducated People 

                                                                                           5.3 Consequences  

_ 

 

The major themes the emerged from FGDs are described in the preceding table 2 along with the main subthemes. 
Following is the brief description of themes and subthemes. Respondents’ quotes are included in Roman Urdu. There 
was an overall difference in the way youth and practitioners expressed their concepts, and perceptions related to 
depression and anxiety. Youth were more focused on narrating stories and anecdotes or real life examples to explain their  
point of views. Practitioners were more focused on using professional terminology to express their understanding. 
However, their point of views were similar in many respects. Thus, an overall summary of themes is presented here. 

 

Wherever there was difference in opinion of youth and practitioners, it is highlighted. 
1. Conceptualization of Depression & Anxiety 

Respondents’ conceptualized depression in terms of holding on to past experiences and events that are painful and 
traumatic. According to their perspective, people often experience feelings of sadness or daily distress, which they identify  
as depression. 
Respondents defined anxiety as a feeling of worry about their future, overwhelming automatic thoughts (uncontrollable) 
and excessive worries. It was understood that some level of anxiety is a normal response to stress. In addition to 
definition, respondents’ mentioned about positive and negative anxiety. Respondents associated depression and anxiety as  
grow conflict between familial, relationships and cultural expectations and their modern view of the world and their life 
aspirations. The terms used for conceptualization of depression and anxiety by the youth were different from 
practitioners. Youth focused more on observable symptoms and situation based; such as, ‘shut themselves in the house’ 
or ‘meet friends less often’. Whereas more textbook terms were used by practitioners. 

 

2. Signs & Symptoms of Depression & Anxiety 

The mentioned symptoms of depression were hopelessness, helplessness, restlessness, worthlessness, negative thoughts, 
negative feelings, lack of interest, insomnia, irritability, low energy, low mood, social withdrawal, disturbance in daily li fe 
functioning, suicide and self-harm. Others included lethargy, fatigue, joint pain, sadness, disturbed eating patterns, 
disturbed mental state, suicidal thoughts, denial, and decline in performance and motor activities, The reported symptoms 
of anxiety include nervousness, sweating, shivering, suffocation, panicking, panic attacks, feelings of anxiousness, stomach 
aches and body pain, decline in performance, joint pain, stomach pain, suicidal thoughts, mania & hypomania, psychotic 
symptoms like hallucinations, delusions and schizophrenia. 
Again, here textbook terms were used by mental health practitioners. Medical practitioners used terminology for different 
mental disorders as symptoms for depression and anxiety. Youth used many of the technical terms for symptoms as 
layman terms to express their opinion. For instance, “panic”, “nervousness’, and “worry” were used interchangeably. 
“Daily distress” was used interchangeably with “being depressed”. 

 

3. Risk Factors/ Causes of Depression & Anxiety 

For risk factors, youth were of the view that external factors primarily parents and societal standards are major 
contributors of depression and anxiety. Practitioners recognized that generation gap, communication gap and conflict in 
thinking and choices of youth is important. They focused more on biological factors, age and gender as risk factors 
whereas youth did not consider their factors. 

 

3.1. Educational & Occupational Factors 

3.1.1. Stress or Pressure due to studies 
Respondents believed that many young students suffer from depression and anxiety due to their studies. Students’ 
interest, academics (e.g., exams), professional choices, and career decisions significantly affect their mental health. 
Competition for high grades and GPAs lead towards depression and anxiety. They stated that in this competitive race, 
everyone is running for the “Battle of Best'' for grades, job, degree, financial stability, etc. Respondents reported that, 
educational failure is the most common cause of depression and anxiety. 

 

3.1.2. Stress of Job/ Earning 
Young graduates face challenges for employment as they navigate the job market after degree and their struggle and 
continuous failure to get a job may lead to depression. Limited job opportunities with low income cause feeling of 
inadequacy, self-doubt and lack of confidence. People in jobs are predisposed to depression and anxiety if they switch 
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their jobs more often and due to workload. For instance participant’s reported that:“Job k sath tension hoti hai main ny 
parhna hai, udr job walon ka b kam karna hai, or jin k pass job nahi hai unko b tension hai ke mery pass job nahi ha humein job kesy mily 
gi, hum kia krin gy?both are suffering”. (English: With job its stressful that I have to study and on the other hand do work for 
employer. And those do not have job are also stressed that they do not have job. How will we get a job? What will be do? 
Both suffer). Participants also reported that in job setting inability to complete assigned tasks and targets resulted in 
depression and anxiety. 

 

3.1.3. Part-time Job (or Call Centre Job) & Studies 
University students are increasingly working at jobs like call centres, considering as last option to get part-time job. Call 
centre jobs are difficult and stressful, especially their hectic and demanding time schedule. Management of part-time job 
alongside studies becomes a challenge for students, as it may affect their academic performance. 

 
3.1.4. Management Issues 
Unable to manage duties and responsibilities is exhausting, such as studies, job, daily life activities, and relationships. 
Participants viewed that males are more stress as males face more challenges while managing, because they have to carry  
burden of responsibilities due to assigned role of male gender in the society. 

 
3.1.5. Overburden 
Overburdened due to study and job negatively impact students’ physical and mental health (disturbed eating and sleeping 
patterns). 

 

3.1.6. Financial Issues 
People struggle for needs and desires as a consequence of financial crises. Individuals with strong financial family 
background face fewer obstacles in their career building as compared to those with weak financial family background. 

 

3.2. Social & Cultural Factors 

Many social and cultural factors were identified as causal factors including chronic illness, lack of motivation, adverse life 
events, parents separation, financial responsibilities, stressful working environment, adjustment issues, expectation from 
society, social status, controlled environment and socio-economic status. Others identified reasons included domestic 
violence, violence, trauma, vulnerability of specific gender roles, age, and biological factors, genetics and biochemical 
reasons. Some of these are explained in detail in the following subthemes. 

 

3.2.1. Social Interaction 
Respondents described, how social interaction influence people positively and negatively such as experiencing bullying, 
criticizing, negative judgment, and excessive jealousy from peers and friends which in turn leads to mental health 
concerns. The continuous efforts to be socially acceptable and fear of being judged and left out in their rapidly evolving 
social world are perceived as most prominent factors of stress. It becomes even more stressful if their families not 
approve of their adopted social trends which results in depression and anxiety. 

 

3.2.2. Psychological Abuse and Physical Abuse 
Respondents indicated that humiliation, criticism, bullying, leg pulling, back biting, body shaming, and labelling adversely 
impact mental health, leading to isolation, low self-esteem, anxiety, depression, and other serious emotional challenges. 
Stigmatizing and labelling of individual suffering from mental health concerns as “Pagal hai” (mental case) also negatively 
impact youth. Many respondents reported that abuse, child neglect, child abuse and sexual abuse are important to be 
known for identifying the reasons of depression and anxiety. 

 

3.2.3. Criticism 
Criticism in personal and professional life builds numerous hurdles in the way to achieve targeted goals. When an 
individual fails to achieve a goal, the failure leads to stress and depression. Parents and teachers should strive to 
understand children instead of criticizing them (e.g., a child facing difficulty in academics faces criticism from family and 
teachers). Academic difficulties were labelled as “low IQ” by the participants. 

 

3.2.4. Adjustment Issues 
It was reported that while changing to a new environment people face adjustment challenges, prompting comparisons 
with stable individuals and developing self-doubt about achieving stability like others. In such cases, they develop 
psychological issues like lack of self-confidence, boundary issues, communication gaps and feeling of isolation that 
constitute their depression and anxiety. 

 

3.2.5. Role of family (Parenting & Parenthood) 
Respondents reported that lack of appreciation and affection from surroundings has a negative impact on an individual’s 
mental health. Individuals experience depression and anxiety when parents have high expectations and impose their 
decision without considering their children’s opinions. In addition to these lack of understanding and acknowledgement, 
controlling or abusive parenting style, and separation and abusive relationship among parents also contributes to 
individuals mental health. 
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3.2.6. Relationship Issues 
Information extracted from the respondents’ showed that family issues and love stories (romantic relationships) are a 
common concern among youth that causes depression. 

 

3.2.7. Comparison 
Comparison among children is a major risk factor for depression and anxiety that comes from parents and society. 
Respondents also reported that comparison results from peer pressure and societal pressure that certainly cause mental 
health challenges that can lead to depression and anxiety. 

 

3.2.8. Age 
In the FGDs, it was identified that age is an important factor contributing to depression and anxiety. Individuals at the age 
of 18-25 years are more vulnerable to stress, anxiety and depression. According to practitioners, people are more affected 
by depression and anxiety at the age of late teens and mid-twenties. It was also notified that people can be affected by 
depression at any age. Practitioners recognized anxiety to be very common in teenagers. It was also discussed that at the 
age of 16-25 years their learning and social interaction increase and they strive to become stable in their life. 

 

3.2.9 Use of Mobile Phone 
Respondents also stated that youth are suffering more from anxiety due to excessive use of mobile phones. Its use is 
consuming most of their time and also leads them to unreal expectations and social comparisons. 

 

3.2.10 Gender 
Practitioners reported that the vulnerability of both genders is due to different type of factors associated with their gender 
roles. Majority of practitioners reported that males are considered to be more vulnerable because they have to earn money 
and support their families, whereas females do not have such responsibilities. Few practitioners said that both genders are  
equally vulnerable to depression and anxiety. Practitioners reported that biases in terms of gender roles and stigmas 
related to genders like men do not cry and associated taboos results in depression and anxiety. 

 

3.3. Biological factors 

Genetics and biochemical factors are one of the major factors reported as cause of depression and anxiety. Others include 
chronic illness and medical diseases (malignancy and carcinoma disease). This was only discussed by practitioners. 

 

4. Protective Factors of Depression and Anxiety: 

4.1. Education with Part-Time Job 

Where at one point part time job was considered as risk factor its beneficial role was also recognized. According to the 
participants of FGDs part-time job with studies is beneficial for students as it will provide opportunities for both 
professional and personal development and also provide financial support. All of these serve as protection against mental 
health concerns. Thus, an ambivalent perspective about part-time jobs with education was presented. 

 

4.2. Religion as a Protective Factor 

According to respondents, religion is one of the strongest protective factors as it gives multiple ways to deal with negative 
thoughts and hopelessness. Participants reported that religion is very effective in preventing suicidal thoughts and 
behaviour as these are prohibited in Islam. One of the respondents believed that “Religion serves as a protective factor 
only for those who practice it wholeheartedly.” 

 

4.3. Coping 

Common coping strategies identified by the respondents included crying alone, talking to friends, watching movies, book 
reading, journaling, and diverting the mind into other daily life activities. 

 

4.4. Sharing & Expressing Emotions 

This subtheme outlines the importance of sharing with parents, spouse and friends. It was also reported that sharing with 
strangers also helps individuals. The respondents also emphasized the importance of expression of emotions. They 
reported that the ways of expression may vary from person to person but they are helpful in preventing mental 
disturbances. 

 

4.5. Role of Family 

Family plays an important role in the indication and protection of depression or anxiety. Respondents mentioned that 
parents should keep their eye on their children, and they should give them confidence to resolve their issues e.g., body 
shaming, bullying etc.. Similarly, they reported that, when a spouse is supportive, the life of the working individual 
becomes easy. 

 

4.6. Guidance & Support 

Social gathering defines and builds a person’s character. A good friend circle will be supportive and helpful in coping with  
many issues. Guidance and support empower an individual to navigate through hardships and alleviate themselves 
through effectively managing difficult mental situation. 

http://www.kurdishstudies.net/


1004 Indigenous Conceptualization of Depression and Anxiety: FGDs with Pakistani Youth and Health Practitioners 

Kurdish Studies 

 

 

 

4.7. Therapeutic Interventions 

This subtheme focused on role of seeking professional help if the issues are not resolved at initial steps of sharing and 
expressing. Along with that an individual’s willingness and determination for treatment play a significant role. 
Respondents also mentioned counselling as more effective than medication but in severe cases both are required. 
Furthermore, FGDs revealed high demand of counselling services at basic level for parents and students at educational 
institutes. They reported that the dilemma is dissatisfaction regarding treatment with therapy; their preference is for 
medication and injections. Additionally, it is reported that they are not getting quality services from mental health 
professionals (judgemental, novice & unprofessional). Respondents stressed these factors should be considered prior to 
delivering therapeutic treatment. Practitioner may pay heed to incorporating cultural, family and social dynamics. 

 

4.8. Medication 

It was revealed from the discussion that people use self-medication e.g., sleeping pills to reduce stress and tension. 
Participants believed that medications are helpful when prescribed accurately. Furthermore, they clarified that long-term 
use of medication leads to addiction. It was reported that people ask for medication for their mental health issues when 
they visit psychologist, they prefer pills over talk therapy. 

 

4.9. Solution 

The main solution reported in FGDs were avoiding overthinking, engaging in different activities, treatment of chronic 
physical conditions, using coping like music, adopting healthy life style, increasing social interaction. It was recommended 
to avoid overthinking. However, no specific targeted actions or activities were recommended for avoiding over thinking. 

 

5. Awareness and Knowledge about Depression & Anxiety: 

5.1. Role of Government 

It was suggested that the government should facilitate and support to promote awareness about mental health issues. 
Thus, a state level action was recommended to bring an effective change. This was primarily stressed by the practitioners. 

 

5.2. Educated and Uneducated People 

FGDs illustrated the influence of education on people’s thinking, perception and behaviour. It is believed that an 
educated person has more awareness about mental illness, most of the time they seek help once they identify that they are 
suffering from any mental health issue. Apparently, educated people report more about mental health problems as 
compared to uneducated one. However, respondents believed that the rate of suicide is higher in educated people than in 
uneducated people. 

 

5.3. Consequences: 

Participants of FGDs reported that people suffering from depression are unable to perform effectively in their daily life 
activities, education, and occupation. Depression and anxiety affect in many ways like behavioural dysfunctions, issues in 
personal and professional life; and cause low confidence, aggression, low interest, and poor decision-making. Suicide 
and/or self-harm are the result of severe depression. They also elaborated that suicidal ideation or self-harm is the last 
stage of depression. 

 

Discussion 

The aim of this study was to explore definitions, perceptions, understanding, causes, solutions and consequences of 
depression and anxiety among Pakistani population. Other vital factors explored in this study included role of family, 
religion, culture, gender and age. 
The obtained data of FGDs was structured into five major themes: conceptualization, signs and symptoms, risk factors, 
protective factors, and awareness about depression and anxiety. The results of this research study provided valuable 
information from respondents’ insights and show complex underlying role of cultural, religious, environmental, social, 
educational, occupational, and familial factors that contribute to the development and exacerbation of depression and 
anxiety. 

Different regions and cultural backgrounds influence how people perceive and understand symptoms. Culture plays a 
significant role in formulating the conceptualization of CMDs (Selim, 2010). Similarly, FGDs conducted in Pakistani 
context reflected the cultural evolution and its effect on experiencing depression and anxiety. 
In FGDs, commonly reported psychological symptoms of depression included sadness, lack of social interaction, negative 
feelings, hopelessness, helplessness, worthlessness, social withdrawal or isolation, irritability, disturbed daily functioning, 
decline in performance and lethargy. Somatic symptoms were decline in motor activities, fatigue, body pains, joint pain, 
stomach pain, insomnia, while specified intense depressive conditions or symptoms were suicidal thoughts, mania and 
hypomania. Psychotic symptoms like hallucinations and delusions were mentioned as schizophrenia. Beginning of early 
stage of depression was recognized as people continuously report that they are sad. Most of the symptoms mentioned 
here constituted universal elements of depression and anxiety and thus are reported in existing literature as well. (e.g., 
Mirza & Jenkins, 2004; Galea et al., 2003). 
The symptoms reported in FGDs are similar to those reported in other studies. For example, a qualitative research study 
was conducted to explore the understanding of depression and anxiety, the identified common symptoms of depression 
were low mood, lack of interest, negative thinking, isolation, social withdrawal, lethargy, worthlessness, disturbed sleeping 
patterns, low self-esteem, low motivation, disturbed eating patterns, suicidal thoughts and disturbed daily functioning 
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(e.g., difficulty in attending university). The additional symptoms that were not conversed in FGDs of the present study 
are dysphoria, poor self-care and difficulty in leaving home (Bear et al., 2021). 
The symptoms of anxiety extracted from FGDs were nervousness, panic attack, shivering, sweating, anxiousness, aches, 
phobias, nausea, and palpitation. Similarly, Bear and colleagues (2021) reported that common anxiety symptoms 
comprised of irrational thoughts, overthinking, sweating, shivering, nausea, palpitation, difficulty in breathing, low-self, 
and isolation, self-harm, loneliness, and other. 
In FGDs, multidimensional causation of depression and anxiety was attributed to educational, occupational, social, 

cultural, and biological factors. Our study also identified that the current issues of Pakistani youth are related to academics 
particularly exams, competition, high grades, criticism, labelling, bullying, back biting, leg pulling, body shaming, 
comparison, neglect, abuse, sexual abuse, child abuse, These results are similar to Chew-Abdullah and colleagues’ 
qualitative study (2023) conducted on the impact of culture and religion on anxiety. Childhood trauma, adverse life 
events, stress, parental neglect, and poor parenting were the environmental factors that increased the probability of 
depression and anxiety (Kalin, 2021). Similar to Georgakakou-Koutsonikou and Williams (2017) in the present study 
youth was aware of causal factors leading towards depression and anxiety. 
It must also be noted here that the medical practitioners lacked an understanding of depression and anxiety and were not 
successful in distinguishing it from other more severe mental health conditions. Thus, they used names of different 
disorders to explain symptoms of depression. Thus, a requirement for training of medical professionals to recognize 
referral needs for mental health treatment is called for by the results of this study. 
A systematic review and narrative meta synthesis on conceptualization of depression among children and youth based on 
thirty-six quantitative and qualitative research studies depicted that 50% youth are able to identify depression. It was also  
found that the recognition of depression increased due to manifestation of severe symptoms (e.g. suicide) (Georgakakou- 
Koutsonikou & Williams, 2017). In the present study, results of FGDs with youth showed that young people were able to 
recognize depression and anxiety accurately. However, the expression of these symptoms through storytelling and using 
anecdotes is a cultural specificity. Thus, it is concluded here that the symptoms of depression and anxiety are identifiable 
by youth however, their expression vary in accordance with Pakistani cultural context. 
Protective factors for depression and anxiety including religion, coping, sharing and expressing emotions with family and  
peers, therapeutic interventions, and solutions were identified. Role of religion was stressed in the discussions. Existing 
research indicates that religious practices help in building strength, resilience, and motivation, hence they act as protective 
factor and coping mechanism for depression and anxiety (Chew-Abdullah, et al., 2023; Kasi et al., 2012). 

 

Limitations 

There are several limitations of the study. Firstly, as mental health is a stigmatized in Pakistan the responses of 
participants might be affected by social desirability bias. An effort was made to neutralize this by adopting a neutral 
approach (tone and words) by the facilitator. Secondly, selection bias may have operated in gauging the opinions of the 
participants as convenient sampling was employed in participant recruitment. Those participants who were more aware or  
more concerned about mental health issues were more likely to participate. Hence, the results of the study are not 
generalizable to general public. Nevertheless, the information obtained was coinciding with existing literature; that is 
indicative of minimal selection bias. Thirdly, the sample was homogenic in terms of participant socioeconomic 
background. All of the participants were educated and belonged to middle or upper class. Future research endeavours 
may include more heterogenic sample. 

 

Conclusion 

This study highlighted indigenous as well as universal components of conceptualization and determinants of depression 
and anxiety. A total of five themes with 14 main subthemes emerged. Findings from this study suggest that 
psychoeducation programs and awareness among public is useful for timely identification of mental health issues and act 
as an encouragement to seek professional help. Such endeavours also help in increasing knowledge among general public 
(Matsubayashi et al., 2014; Iglhaut et al., 2024; Beldie et al., (2012). In accordance with the results of this study, there is 
dire need for psychoeducation programs not only for youth but also for medical practitioners. Many of the young adult 
participants used technical terms to discussion depression and anxiety. Thus, it is emphasized to consider cultural 
conceptualization of depression and anxiety for avoiding false positive and false negative cases. Considering the awareness  
level of youth and their ability to recognise symptoms of depression and anxiety as well an effort to suggest coping 
strategies, self-help interventions can be utilized for improved and easy access to mental healthcare. Thus, based on the 
codes and themes generated through FGDs in this study an intervention is designed for reducing depression and anxiety 
as well as enhancing performance and wellbeing of youth. The process of development of this intervention and its 
effectiveness are presented in other articles. Lastly, a need for a sound training program for mental health practitioners 
and licensure is also identified for quality service provision and reduction in barrier to accessing mental health services. 
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