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Introduction

Depression is an extremely common illness affecting people of  all 
ages, genders, socioeconomic groups, and religions in India and 
all over the world. Globally, an estimated 322 million people were 
affected by depression in 2015.[1] Previous studies on prevalence 
of  depression in India reported incidence ranging from 
1.8% (severe) to 39.6% (mild to moderately severe) with higher 
rates among females.[2‑4] The transition to menopause is a period 
of  increased risk of  depression among women.[5,6] The study 
conducted by Bromberger et al. showed that women were two to 
four times more likely to experience major depression episodes 

when they were perimenopausal or early postmenopausal;[7] 
another study conducted by Afshari et al. showed that 59.8% of  
the 1280 samples were depressed; in particular, 39.8% had mild 
depression, 16% moderate depression, and 4% severe depression 
among menopausal women.[8]

The prevalence of  anxiety symptoms in menopausal women is 
substantial, with estimates of  as high as 51% women reporting 
tension/nervousness or irritability in the past 2 weeks or at 
the time of  reporting and 25% reporting frequent irritability 
or nervousness.[9] The study conducted by Yazdanpanhi et al. 
showed that there is a higher risk of  stress, anxiety, and depression 
among women who are experiencing menopausal symptoms.[10] 
An Indian cross‑sectional study reported level of  syndromal 
depression and anxiety to be 86.7% and 88.9%, respectively, 
among women aged 40–60 years. Most patients had the moderate 
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type of  depression (49.5%) followed by mild (29.4%) and severe 
depression (7.8%).[11]

Depression adversely affects an individual’s social relationship, 
capacity to work and learn, and is an indicator of  the risk of  
self‑harm and suicide.[12] Depression is also potentially harmful 
to physical health in addition to negatively impacting women’s 
psychosocial wellbeing.[13] Considering physical and psychological 
problems that threaten women during this period, it seems 
that therapies that can help women cope with these problems, 
especially psychological ones, will be useful. One of  the effective 
ways is cognitive behavioral therapy (CBT). The general physician 
or community mental health nurse is usually the first health 
professional whom women rely on to relieve their menopause 
symptoms. It is essential for the primary health care person to 
know how to properly approach women at this stage of  their life 
and how to provide them the best and safe treatment.[14] Because 
only limited studies have been done among menopausal women 
in India, the present study focused on reducing depression of  
menopausal women by using group CBT delivered by nurses at 
primary health care center.

Aim
To examine the efficacy of  group CBT for depression among 
menopausal woman.

Subjects and Methods

A randomized, controlled trial design was adopted with 
longitudinal measurement of  outcomes for 6 months. This 
study was conducted from January 2017 to November 2017 
at a selected PHC area, urban Bengaluru. Based on the 
findings of  a pilot study, power analysis was carried out by 
using G*Power 3.1.9.2 software program by keeping the 
power of  study at 80% (P < 0.05; two‑tailed). The power 
analysis revealed that 30 participants in each group would be 
sufficient to achieve statistical significance, and hence, a total 
80 participants were included in the study. The researcher 
initially screened menopausal women for depression symptoms 
using standardized tools, and those who meeting the inclusion 
criteria and agreeing to attend the study were selected after 
giving them further explanations about the study, assuring them 
about the confidentiality of  their information, and obtaining 
a written consent from them. Subsequently, the participants 
were assigned to experimental and control groups through 
computer‑generated random numbers. The experimental 
group received six weekly group CBT sessions lasting for 
50–60 min; the sessions included psycho‑education, relaxation 
exercises, and cognitive and behavioral strategies to overcome 
depression. In total, 316 women were approached, of  whom 
10 were not willing to participate. Out of  306 women, 102 
scored positive for depression and met the inclusion criteria 
of  being 40–60 years of  age, menopausal, having ability to 
read and write Kannada or English; the study excluded women 
with chronic disorders and those undergoing any type of  
treatment [Figure 1].

Data collection
After obtaining formal permission from the concerned 
authority, recruitment of  participants took place at a selected 
PHC area. The author initially screened for depression. Each 
woman was contacted and a baseline assessment was done. 
They were informed that they would be randomly assigned to 
either the experimental or control group, as well as about the 
kind of  participation required by them. Following the baseline 
assessment, all participants were randomly assigned by the author 
to either the experimental or control group. Six sessions of  CBT 
were administered in the experimental group by one session 
per week for 6 weeks. Each session lasted for 50–60 min. Post 
assessment was carried out for both groups at 1 month and at 
6 months.

Ethical consideration
The study protocol was approved by the institutional ethical 
committee. Formal permission was obtained from concerned 
area Medical Officer, and informed consent was taken from 
all participants. The purpose, nature, duration of  the study, the 
researchers contact information, confidentiality, their right not 
to participate, or to withdraw at any time, and risks and benefits 
of  the study were explained.

Assessment
Women who fulfilled the inclusion criteria were administered the 
Sociodemographic Performa and Center for Epidemiological 
Studies Depression Scale.

316 women were
approached

Excluded (n = 10)
Declined to participate

306 women were
screened

Excluded (n = 204)
Did not meet inclusion criteria

102 women were scored
positive for depression

scale

Allocated to experimental group = 51
Number with complete data at
baseline = 51

Allocated to control group = 51
Number with complete data
at baseline = 51

Attended six sessions of group CBT (48)
Discontinued intervention (n = 3)
Reasons: Suffered from minor illness

Number with complete data at
6 months follow-up = 43
Lost to follow-up (n = 5)
Reasons: Change of address 

Number with complete data at
months follow-up = 44
Lost to follow-up (n = 7)
Reasons: Change of address  

Data analysis = 40 Data analysis = 40

Figure 1: Flow chart showing distribution of women in experimental 
and control group



Reddy and Omkarappa: Cognitive-behavioral therapy for depression among menopausal woman

Journal of Family Medicine and Primary Care 1004 Volume 8 : Issue 3 : March 2019

1. Sociodemographic Proforma: It includes questions on age, 
religion, marital status, educational qualification, occupation, 
monthly family income, type of  family, number of  children, 
and duration of  menopause

2. Center for Epidemiological Studies Depression Scale (CES‑D): 
This scale was developed initially by Laurie Radloff  (1977) 
and is a 20‑item self‑report depression inventory with 
possible scores ranging from 0 to 60. Each response to an 
item is scored as follows: 0 = “Not At All;” 1 = “A Little;” 
2 = “Some;” and 3 = “A Lot.” However, items 4, 8, 12, and 
16 are phrased positively, and thus are scored in an opposite 
order: 3 = “Not At All;” 2 = “A Little;” 1 = “Some;” and 0 = 
“A Lot.” Higher CES‑D scores indicate increasing levels of  
depression. A cut‑off  score of  16 or above was suggestive 
of  depressive symptoms with good sensitivity and specificity 
and high internal consistency.[15]

Statistical analysis
Data were analyzed using Statistical Package for the Social 
Sciences software package (version 23, International Business 
Machines Corporation, US), and results were presented in a 
tabular form. Baseline characteristics of  the experimental and 
control groups were compared using Chi‑square or independent 
t‑tests for categorical or continuous variables, respectively. The 
changes in the outcome variables from baseline to the 6‑month 
follow‑up were compared using repeated measures analysis of  
variance (ANOVA).

Results

Sample characteristics
Mean age of  the sample was 48.89 years (SD 0.63); 65% 
were Hindu; 87.5% were married; and 47.5% of  the reported 
no formal education whereas 60% of  respondents were 
housewives. Median monthly family income of  the sample 
was INR 7500 (Mean = 9383, SD = 3402). Sixty‑eight percent 
were from joint family, 51.25% were having two children, 
and 80% of  the respondents’ duration of  menopause 
was less than 2 years. Both the groups (experimental 
and control) were comparable in terms of  their baseline 
characteristics [Table 1].

There was no statistically significant difference between the two 
groups on depression score at baseline, however at 6 months, 
depression scores decreased among the experimental group 
compare to the control group.

Intervention effect
Repeated‑measures ANOVA was conducted to determine the 
changes in the outcome variables from the baseline to 6‑month 
follow‑up. There were significant CBT intervention effects on 
depression among menopausal women. Compared with the 
control group, the CBT group showed statistically significant 
decrease in depression scores (F = 25.26, P = 0.000) over the 
6‑month period [Table 2].

Discussion

The present study suggests that group CBT intervention was 
effective in reducing depression among menopausal women 
in the experimental group. The intervention included an 
explanation regarding the nature of  problems, techniques 
for managing somatic reactions with relaxation training, 
and cognitive restructuring by identifying and challenging 
automatic thoughts; practicing problem‑solving for coping 
with anticipated challenges; and to cope with hormonal 
changes. As depressed patients exaggerate the risk of  danger, 
these techniques make these patients think logically in such 
situations. On the other hand, when these techniques are 
employed in group sessions, they help the patients understand 
that they are not alone and other patients have similar 
problem. This results in reducing the feelings of  loneliness, 
blame, and shyness. This also enables them to exchange 
constructive communication regarding solutions or coping 
strategies. Our findings echo previous research which shows 
that CBT intervention combining behavioral, cognitive, and 
educational strategies such as identifying and restructuring any 
unhelpful thoughts, behavioral strategies and psychological 
techniques to cope with psychological distress was effective 
in improving insomnia problems and quality of  life among 
depressed women.[16] The study conducted by Stefanopoulou 
et al. found that Telephone‑guided Self‑Help forms of  CBT are 
effective for women with problematic menopausal hot flushes 
and night sweats.[17] Norton et al. found that group CBT was 
effective for problematic menopause.[18] The study conducted 
by Nowakowski et al. found that among midlife women 
experiencing insomnia and nocturnal hot flashes, a four‑session 
CBT intervention targeting both insomnia and hot flashes led 
to clinically meaningful improvements in sleep and depressive 
symptoms;[19] Cheng et al. also found that depression severity 
symptoms has been decreased among women who underwent 
CBT compared to the control condition.[20]

We found that there is no statistically significant difference 
between the two groups on depression score at baseline, but at 
6 months, depression scores decreased among the experimental 
group compared to the control group. Our findings echo previous 
research which shows that menopausal women who underwent 
CBT exhibited significantly lower rates of  clinically significant 
depression at posttreatment (8.2%) compared to the control 
group (19%).[20]

The general physician or primary care providers are the first 
health professionals whom women rely on to relieve their 
menopausal symptoms. The study conducted by Al‑Eassa et al. 
shows that there is a lack of  primary care physicians’ knowledge 
and confidence in recognizing the signs and symptoms of  
menopause and prescribing appropriate management.[21] General 
physicians are in a strategic position for identifying women at 
risk and choosing the appropriate prevention and therapeutic 
strategies.[22] Physicians are prescribing nondrug options which 
is becoming increasingly popular for managing menopausal 
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complications;[23] hence, our study enlightens the knowledge of  
primary care providers.

Limitations
There are a few limitations of  the present study. First, due to a 
modest sample size, the study’s generalization is limited. Second, 
we had follow‑up assessment till 6 months and did not evaluate 
whether intervention effects were long lasting. Finally, the Center 
for Epidemiological Studies Depression Scale is used to measure 
depression. This scale cannot diagnose conditions as ICD or 
DSM can do. On the other hand, group CBT cannot address 
each condition in detail. Therefore, it is advised that in future 
studies where group therapies are done, individual problems be 
addressed as well.

Conclusion

The study showed the feasibility of  group cognitive behavioral 
therapy delivered by nurses for reducing depression among 
menopausal women. There is a need to create nationwide 
public awareness campaign through media, newspapers, radio 

programs, involvement of  nongovernmental organizations, 
schools and colleges, and integrating distribution of  public 
education materials with multipurpose workers so that early 
detection of  depression among menopausal women is possible 
at the grassroots level. Routine screening of  all women visiting 
antenatal, postnatal, and geriatric clinics; primary health centers 
in addition to general outpatient psychiatric clinics for depression 
is recommended.
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