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Abstract
BACKGROUND 
Behavioral activation therapy (BA) is as effective as cognitive behavior therapy 
(CBT) in treating depression and can be delivered by practitioners with much less 
psychological training, making it particularly suitable for low resource settings. 
BA that is culturally adapted for Muslims (BA-M) is a culturally adapted form of 
BA that has been found acceptable and feasible for Muslims with depression in 
the United Kingdom and Turkey; however, this is the first time that its efficacy 
has been determined through a definitive randomized controlled trial.

AIM 
To compare the effectiveness of BA-M with CBT for Muslim patients with 
depression in Pakistan.

METHODS 
One hundred and eight patients were randomized 1:1 to treatment arms in a 
parallel-group randomized controlled trial in hospital or community sites in 
Lahore, Pakistan. Recruitment followed self-referral or referrals from clinicians, 
consultants or relevant professionals at each site. Four measures were recorded by 
blinded assessors: The patient health questionnaire-9 (PHQ-9); the BA for 
depression scale short form (BADS-SF); symptom checklist-revised and the World 
Health Organization Quality-of-Life Brief Scale. All measures were recorded at 
baseline and post treatment; PHQ-9 and BADS-SF were also recorded at each 
session and at three month follow up. The primary analysis was to regress the 
PHQ-9 score after therapy upon the PHQ-9 score before therapy (baseline) and 
the type of therapy given, that is, analysis of covariance. In addition, analysis 
using PHQ-9 scores collected at each therapy session was employed in a 2-level 
regression model.

https://www.f6publishing.com
https://dx.doi.org/10.5498/wjp.v13.i8.551
mailto:g.mir@leeds.ac.uk
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RESULTS 
Patients in the BA-M arm experienced greater improvement in PHQ-9 score of 1.95 units compared to the CBT arm 
after adjusting for baseline values (P = 0.006) The key reason behind this improvement was that patients were 
retained in therapy longer under BA-M, in which patients were retained for an average 0.75 sessions more than 
CBT patients (P = 0.013). Patients also showed significant differences on physical (P < 0.001), psychological (P = 
0.004) and social (P = 0.047) domains of Quality of Life (QoL) at post treatment level, indicating an increased QoL 
in the BA-M group as compared to the treatment as usual group. Some baseline differences were noted in both 
groups for BA scores and two domains of QoL scale: Physical and environment, which might have influenced the 
results, though the BA-M group showed more improvement at completion of therapy.

CONCLUSION 
Results proved the efficacy of BA-M in reducing symptoms for depressed patients in Pakistan, indicating BA-M is a 
promising treatment modality for depression in future, particularly in low resource settings.

Key Words: Culturally adapted therapy; Behavioral activation; Depression; Pakistan; Muslim; Randomized control trial

©The Author(s) 2023. Published by Baishideng Publishing Group Inc. All rights reserved.

Core Tip: Behavioral activation therapy that is culturally adapted for Muslims (BA-M) is a more effective treatment for 
depression in comparison to cognitive behavior therapy (CBT) for Muslim populations within the Pakistani cultural context. 
Increased engagement with the therapy appears to be the key reason for the significantly lower depression scores of patients 
receiving BA-M. As this treatment can be delivered by practitioners with much less psychological training than CBT, it is 
particularly suitable for Muslim patients in low resource settings.

Citation: Dawood S, Mir G, West RM. Randomized control trial of a culturally adapted behavioral activation therapy for Muslim 
patients with depression in Pakistan. World J Psychiatry 2023; 13(8): 551-562
URL: https://www.wjgnet.com/2220-3206/full/v13/i8/551.htm
DOI: https://dx.doi.org/10.5498/wjp.v13.i8.551

INTRODUCTION
Depression is a mood disorder with widespread occurrence throughout the world[1,2], affecting more than 300 million 
people around the globe according to World Health Organization (WHO) estimates. It is ranked as the largest cause of 
disability worldwide, with more than 4% global prevalence and an upward trend in developing countries, with almost 
half of cases occurring in South-East Asia[3]. In Pakistan, the risk of developing depression is 10%-25% higher for women 
than for men and this can be further increased by infertility[4], having a disabled child, emotional setbacks or family 
issues and disputes[5]. Depression can have a strong impact on family members as well as on the individual with 
depression[6]. Recorded rates of prevalence for maternal depression in Pakistan are among the highest globally at 
28%–36%[7,8] and children of depressed mothers in this context are at an increased risk of being underweight, having 
poor health with more frequent episodes of diarrhea compared to the children of non-depressed mothers[8,9]. A strong 
relationship between infertility and psychological comorbidities has also been found[10] and evidence suggests that 
poverty is strongly linked with depression with almost 50% of low income mothers likely to be depressed[11]. This 
evidence highlights the need for a cost-effective treatment for depression in Pakistan. Interventions are needed to increase 
access to treatment and reduce the personal as well as social costs of depression, including impact on daily life, 
upbringing of children and loss in productivity, such as time taken off from work[12].

Despite the availability of a number of evidence-based therapies for depression, such as cognitive behavioral therapy 
(CBT), behavioral activation (BA), acceptance and commitment therapy (ACT) and exposure-based therapy[13-15], there 
is a growing body of empirical evidence about the need for, and effectiveness of, culturally adapted and religion-sensitive 
therapies[16]. Literature in this area shows that interventions that focus on culture and faith can effectively reduce 
depression and improve quality of life (QoL)[17,18]. Sensitivity to religious beliefs as a resource for health has been 
integrated into therapies such as CBT[17,19,20]; counseling[21,22]; ACT[23]; and trauma related therapies[24]. Integrating 
religious coping in adapted versions of such therapies has proved as effective as existing treatments and faith-adapted 
therapies have shown more positive results in the management of depressive symptoms in Muslim clients[25,26].

BA that is culturally adapted for Muslims (BA-M), developed for United Kingdom-based Muslim communities, is a 
successful faith-sensitive adaptation of an existing psychological treatment[27,28]. BA-M therapy is based on BA, an 
existing evidence-based psychosocial treatment for depression that focuses on clients’ values and links these with 
behavioral goals[29-31]. Piloting of this adapted version has shown that BA-M was feasible within a United Kingdom 
healthcare setting and was very positively received by Muslim clients[28]. The inclusion of ‘client values’ in therapy 
makes BA a particularly suitable treatment for adaptation to diverse cultural needs and it has been successfully adapted 
and tailored to multiple cultural contexts across the globe[32-34]. The present research is the first study globally to assess 

https://www.wjgnet.com/2220-3206/full/v13/i8/551.htm
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the efficacy of BA-M through a randomized controlled trial with adult depressed patients. The trial was conducted in 
Pakistan, a low income setting in which the approach was considered relevant for the majority of the population.

MATERIALS AND METHODS
A three-center two-arm parallel block-randomized controlled trial was conducted to estimate the effectiveness of BA-M to 
treat depression in Pakistan compared to treatment as usual (TAU) using a 1:1 allocation ratio. Patients were allocated at 
each center in blocks of two with one being randomized to TAU and the other allocated to treatment by BA-M (BA 
culturally adapted to Muslim faith). There were no changes to the recruitment procedure or methods during the trial. The 
trial was registered with ISRCTN. Ethical approval was granted by the Faculty of Medicine and Health Ethics Committee 
at the University of Leeds and the National Bioethics Committee, Pakistan.

Participants
Patients with depression were recruited from outpatient departments of three targeted data sites in Lahore, Pakistan: 
Mayo Hospital (Mayo), Punjab Institute of Mental Health (PIMH) and the Centre for Clinical Psychology, University of 
the Punjab, Lahore (CCP). Recruitment followed self-referral or referrals from clinicians, consultants or relevant profes-
sionals at each site. All patients were over 18 years of age.

Assessment measures
An Urdu version of the patient health questionnaire (PHQ-9) was used to screen for depression[35] alongside the 
symptom checklist-revised (SCL-R) - an indigenous screening tool for which psychometric properties are well established
[36]. Patients were invited to take part in the trial if their depression score on PHQ-9 was at least 10 and if they had no 
comorbid psychological disorders, such as bipolar disorder or schizophrenia, could understand the study measures and 
could give informed consent.

Intervention
Patients were randomized to receive either TAU, which was CBT at each site, or BA, adapted to meet the needs of 
Muslims patients (BA-M). TAU comprised of 8 sessions of CBT.

BA-M is a culturally tailored version of BA, an existing evidence-based psychosocial treatment for depression, which is 
as effective as CBT but requires less practitioner training[37]. BA-M comprises 6–12 sessions of treatment involving a 
values assessment. Muslim clients who select religion as a personal value during this assessment are offered the choice of 
using a self-help booklet designed to help their recovery[27]. The booklet draws on Islamic religious teachings to promote 
therapeutic goals and ‘positive religious coping’ that supports resilience, hopefulness and self-esteem[38]. Patients were 
treated in outpatient clinics at the three sites following referrals to clinical psychologists involved in delivering the 
intervention for the trial.

Outcomes
A demographic information sheet with details of age, gender, education, birth order, family income and type, psycho-
logical illness, physical illness, current diagnosis and history of treatment related to psychological issues was 
administered to each recruited patient. The primary outcome, on which the trial was powered, was the change in PHQ-9 
score following therapy, that is, the difference between the PHQ-9 score after therapy and that recorded before therapy 
commenced. The PHQ-9 measure was used to assess depression and determined the extent to which patients had 
experienced depressive symptoms over the previous two weeks. The nine items were rated on a 0-3 scale ranging from 
‘not at all’ to ‘nearly every day’. The PHQ-9 has adequate construct validity and sensitivity to change[39]. In the present 
study, the Urdu translated version of PHQ-9 was used[7].

There were several secondary outcomes collected to provide greater understanding of the performance of BA-M as a 
therapy. PHQ-9 was collected not just at baseline and at the end of treatment but at the start of every therapy session. 
Two other measures were collected before and after therapy. The 9-item BA for depression scale short form (BADS-SF) 
was used to track activation, including when and how clients became activated during the course of treatment. This 
measure was developed to improve the original BADS measure and has stronger psychometric properties[40]. The SCL-R
[36] is an indigenous checklist which assesses six psychopathologies: Depression, anxiety, obsessive compulsive disorder, 
somatization, schizophrenia and low frustration tolerance. In the present study, the subscale of depression with 24 items 
was used to assess the degree of depression in depressed patients. The items are rated on a 4-point Likert scale and 
psychometric properties are well established for all subscales of SCL-R. A fourth measure, the WHO QoL Brief Scale 
(WHOQOL-BREF)[41], developed by the WHO with 26 items, was used to assess QoL in depressed patients. This covers 4 
major domains: physical health, psychological health, social relationships and environment. One item from each of the 24 
facets contained in the WHOQOL-100 was included along with two items from the overall QoL and the general health 
facets. A further outcome measure was the number of sessions attended by each patient to assess patient engagement 
with therapy.

Sample size
Power calculations for the sample were based on change in PHQ-9 from baseline (PHQ-9-0) to 3 mo after therapy (PHQ-
9-3). Drawing on earlier research, we anticipated that PHQ-9 would have a standard deviation of 5 units and that the 
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Figure 1 Flow diagram representing process of the study. TAU: Treatment as usual.

correlation between before and after measurements would be 0.75. Consequently, we anticipated that the difference 
between PHQ-9-3 and PHQ-9-0 would have a standard deviation of 3.54 units[42]. A minimal clinically important 
difference in PHQ scores was considered to be 2 units on PHQ-9. Using a two-sample t-test to assess the difference 
between the groups, with 5% significance level, the number required to achieve 80% power is 50 patients per group. It 
was anticipated that around 15% patients would drop out of the trial before the completion of therapy. Adjusting for 
drop out thus yielded a sample size of 59 patients per group.

Randomization
At each site, patients were recruited in pairs by a blind assessor who screened for depression and assigned individuals 
from each pair at random (using a Microsoft Excel random number generator value below 0.5) to TAU or BA-M. This 
ensured a random sample balanced for each site and for therapy. It was not possible to conceal the randomization from 
either the patient or those delivering therapy.

Statistical methods
The primary analysis was to regress the PHQ-9 score after therapy upon the PHQ-9 score before therapy (baseline) and 
the type of therapy given. This analysis of covariance approach was considered to be the optimum statistical method for 
the analysis of continuous outcomes of randomized control trials (RCTs) where baseline measurements are available[43].

Analysis was undertaken on a complete case basis and the implication for bias due to drop out was considered through 
analysis of the secondary outcomes. It was not appropriate to assume that data was missing at random since patients may 
have withdrawn from the trial or from therapy because they were either dissatisfied with their progress through therapy 
or improved so much that they considered that therapy was no longer required. Hence imputation methods which are 
valid under the assumption of missing at random were not appropriate here.

As a secondary analysis of PHQ-9, all of the measurements made were considered in a two- level regression analysis 
with measurements nested within patients by the inclusion of a random intercept for patient. This provided the average 
change in score per session for each of the two therapies. A Wald test for the interaction term made it possible to formally 
test if there was a difference in therapy per session.

The average number of sessions attended for each arm was compared with a two-sample t-test to explore the duration 
of the therapy in each arm. Other secondary outcomes, namely BADS-SF, the total SCL-R score, and the four domains of 
WHOQOL-BREF were compared with analysis of covariance, as for the primary analysis of PHQ-9.

RESULTS
Participant flow
For each group, TAU and BA-M, the numbers of participants who were randomly assigned, received intended treatment 
and were analyzed for the primary outcome, namely change in PHQ-9 after treatment, is shown in Figure 1.
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Table 1 Baseline characteristics of patients stratified by therapy arm

BA-M TAU
Characteristics

Mean or count SD or % Mean or count SD or %
P value

Age 32.3 9.6 33.8 11.5 0.437

Gender Men 17 30% 24 42% 0.242

Women 40 70% 33 58%

Data site CCP 18 34% 22 39% 0.880

PIMH 21 40% 21 37%

Mayo 14 26% 14 25%

Education Below primary 6 11% 6 11% 0.300

Matric 11 20% 14 25%

FA/A Level 9 16% 12 21%

Other 24 43% 14 25%

Middle/secondary 6 11% 11 19%

Marital status Married 27 47% 19 33% 0.039

Sep/divorced/widowed 5 9% 15 26%

Unmarried 25 44% 23 40%

Family system Nuclear 32 56% 31 54% 0.999

Joint 25 44% 26 46%

Working status Yes 25 45% 21 37% 0.514

No 31 55% 36 63%

SES Lower class 14 25% 21 37% 0.247

Middle or upper class 42 75% 36 63%

PHQ (Pre) 19.5 4.9 20.1 4.1 0.487

BADS (Pre) 20.2 8.4 15.6 6.3 0.001

SCL-R (Dep) 41.9 9.9 43.1 8.2 0.506

D1 (Pre) Physical health 17.9 4.9 14.7 4.8 0.001

D2 (Pre) Psychological health 12.3 3.3 11.7 3.3 0.333

D3 (Pre) Social relationships 8.4 2.6 7.9 2.6 0.298

D4 (Pre) Environment 22.4 5.2 20.0 5.1 0.014

BA-M: Behavioral activation therapy that is culturally adapted for Muslims; TAU: Treatment as usual; CCP: Centre for Clinical Psychology, Lahore; PIMH: 
Punjab Institute of Mental Health, Lahore; FA/A: Upper secondary level education; PHQ: Patient health questionnaire; BADS: Behavioral activation for 
depression scale short form; SCL-R: Symptom checklist-revised; D: Domain; Dep: Depression.

Recruitment
The first patient was recruited in March 2020 and recruitment continued until at least 59 patients completed their therapy 
in each arm. Recruitment was then closed in August 2021, having established that at least 50 patients had been recruited 
and retained until the end of therapy.

Baseline data
Characteristics between the two groups were similar (Table 1) apart from the initial BADS-SF score and the initial values 
of the D2 (psychological health) and D4 (environment) domains of WHOQOL-BREF. Analysis methods were designed to 
adjust for these baseline imbalances.

Drop out
Seven of 57 patients assigned to TAU and 4 of 57 patients assigned to BA-M withdrew from the trial. Data after baseline 
collection was not available for analysis for these patients. Table 2 shows the characteristics of patients who were lost to 
follow up compared to those who were retained.
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Table 2 Characteristics of lost and retained patients

Characteristics Lost to follow up (n = 11) Retained (n = 103) P value

Age, mean (SD) 35.27 (13.94) 32.83 (10.19) 0.469

Gender Men 9 (82%) 32 (31%) 0.003

Women 2 (18%) 71 (69%)

Education Below primary 1 (10%) 11 (11%)

Matric 3 (30%) 22 (21%)

FA/A Level 1 (10%) 20 (19%) 0.915

Other 3 (30%) 35 (34%)

Middle/secondary 2 (20%) 15 (15%)

Marital status Married 3 (27%) 43 (42%) 0.617

Sep/divorced/widowed 2 (18%) 18 (18%)

Unmarried 6 (55%) 42 (41%)

Family system Nuclear 10 (91%) 53 (52%) 0.029

Joint 1 (9%) 50 (49%)

Working status Yes 5 (46%) 41 (40%) 0.989

No 6 (55%) 61 (60%)

SES Lower class 6 (55%) 29 (28%) 0.151

Middle or upper class 5 (46%) 73 (72%)

PHQ Pre 20.18 (2.82) 19.79 (4.71) 0.786

BADS Pre 14.09 (4.11) 18.34 (7.90) 0.082

SCL-R (Dep) 36.91 (9.61) 43.14 (8.88) 0.030

D1 (Pre) Physical health 16.64 (2.94) 16.33 (5.26) 0.850

D2 (Pre) Psychological health 12.18 (3.06) 11.94 (3.31) 0.818

D3 (Pre) Social relationships 8.00 (1.41) 8.17 (2.70) 0.842

D4 (Pre) Environment 20.18 (3.06) 21.31 (5.44) 0.501

SES: Socioeconomic status; FA/A: Upper secondary level education; PHQ: Patient health questionnaire; BADS: Behavioral activation for depression scale 
short form; SCL-R: Symptom checklist-revised; D: Domain; Dep: Depression

Male patients and those in nuclear families were seen to be more susceptible to drop out. Feedback from therapists 
indicated that therapy sessions during working hours were more likely to adversely affect attendance by men and the 
average baseline SCL-R value was also lower among drop outs, indicating less severe depressive symptoms in this group. 
Data for 50 TAU patients and 53 BA-M patients was available for analysis.

Outcomes and estimation
A summary of the outcome variables after therapy is provided in Table 3. This provides unadjusted t-test comparisons of 
the outcomes between groups. Significant post treatment differences in depression (P = 0.006) and QoL scores were found 
in the BA group compared to TAU following completion of treatment.

The primary outcome (PHQ-9) was also regressed upon baseline values and therapy arm and the table of regression 
coefficients is given in Table 4.

From the coefficients in Table 4, it is seen that generally those in the TAU arm have higher PHQ-9 scores after therapy 
and that an adjustment for baseline values of PHQ-9 is important since the coefficient is statistically significant at the 5% 
level. Plots of residuals (not shown due to space limitations) were seen as satisfactory. The interpretation for this trial 
based on the primary analysis is that BA-M is associated with a greater reduction in depression symptoms as measured 
by PHQ-9 after completion of therapy.

Further analyses
The analysis of secondary outcomes BADS-SF and SCL-R are summarized in Table 5.
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Table 3 Summary of outcome after therapy

Characteristics BA-M TAU P value
n 57 57

Drop Out 4 (7%) 7 (12%) 0.526

Retained 53 (93%) 50 (88%)

PHQ (Post), mean (SD) 4.19 (3.42) 6.18 (3.85) 0.006

BADS (Post) 34.34 (7.32) 27.90 (8.53) < 0.001

SCL-R (Dep) 16.00 (8.08) 19.96 (7.74) 0.013

D1 Physical Health (Post) 25.85 (2.91) 22.84 (3.35) < 0.001

D2 Psychological Health (Post) 19.74 (3.08) 17.88 (3.26) 0.004

D3 Social Relationships (Post) 10.45 (1.96) 9.64 (2.15) 0.047

D4 Environment (Post) 27.83 (4.91) 26.48 (4.44) 0.147

Number of Sessions 9.00 (1.77) 8.25 (1.39) 0.013

BA: Behavioral activation therapy; BA-M: Behavioral activation therapy that is culturally adapted for Muslims; TAU: Treatment as usual; PHQ: Patient 
health questionnaire; BADS: Behavioral activation for depression scale short form; SCL-R: Symptom checklist-revised; D: Domain; Dep: Depression.

Table 4 Coefficients for the regression of the patient health questionnaire-9 post-therapy measurement on baseline and therapy arm

Characteristics Estimate 95%CI P value

Intercept 1.205 (-1.887, 4.298) 0.441

TAU Arm 1.946 (0.545, 3.347) 0.007

Baseline PHQ 0.152 (0.002, 0.301) 0.046

TAU: Treatment as usual; PHQ: Patient health questionnaire.

As the PHQ-9 tool was used at every therapy session, more detailed longitudinal data was available. Values are plotted 
in Figure 2.

Figure 2 shows that the PHQ-9 trajectories might be simply modeled with a linear decrease by session. This was 
undertaken with a linear mixed effects model with a random intercept for patient. The coefficients are shown in Table 6.

The results revealed that the interpretation of the coefficients in Table 6 showed a decline in PHQ-9 of 2.26 points on 
average for every session attended and there is little evidence of BA-M being superior to TAU on this basis. The reason 
behind the statistically significant improvement due to BA-M therapy rather than TAU, as seen in the analysis of primary 
outcome, is that patients under BA-M are retained in therapy longer. Table 3 also shows that the mean number of sessions 
attended increases from 8.25 under TAU to 9.00 under BA-M (P = 0.013).

DISCUSSION
This is the first trial evaluation of the BA-M culturally adapted therapy for depression globally. Previous evaluations have 
shown feasibility and acceptability to therapists and patients in both United Kingdom[27] and Turkish settings[44]. 
Findings confirm the importance of culturally adapted approaches when delivering mental health therapies developed in 
Western contexts to non-Western populations[16] and the benefits of faith-sensitive approaches in general[25]. The results 
of the current study support the efficacy of BA-M therapy in line with the wider literature on BA as a cost-effective and 
efficacious alternative to CBT[45]. Patients in the BA-M group showed lower levels of depression (PHQ-9 and SCL-R) and 
higher scores of BA (BADS-SF) post treatment, indicating the effectiveness of BA-M therapy in reducing depression and 
increasing helpful activity in patients. Patients also showed significant differences on physical (P < 0.001), psychological (
P = 0.004) and social (P = 0.047) domains of QoL at post treatment level, indicating an increased QoL in the BA-M group 
as compared to the TAU group.

Retention in BA-M therapy
Fewer patients dropped out of the BA-M group than from the TAU group and this was seen to lead to greater benefit 
since the improvement in symptoms per session was consistent throughout the usual therapy period of 8 wk. Patients 
who dropped out tended to have low scores on the depression scale as compared to those who were retained. The results 
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Table 5 Coefficients from the regression for secondary outcomes from analysis of covariance models

Characteristics Estimate 95%CI P value

BADS

Intercept 36.332 (31.629, 41.035) < 0.001

Arm TAU -6.854 (-10.076, -3.631) < 0.001

Baseline BADS -0.098 (-0.302, 0.107) 0.346

SCL-R (Dep)

Intercept 0.455 (-6.723, 7.633) 0.900

Arm TAU 3.802 (0.960, 6.644) 0.009

Baseline SCL-R (Dep) -0.098 (-0.302, 0.107) 0.346

WHOQOL (D1: Physical)

Intercept 22.948 (20.662, 25.235) < 0.001

Arm TAU -2.489 (-3.737, -1.241) < 0.001

Baseline (D1: Physical) 0.162 (0.043, 0.281) 0.008

WHOQOL (D2: Psychological)

Intercept 16.097 (13.71, 25.235) < 0.001

Arm TAU -1.614 (-2.809, -0.420) 0.009

Baseline (D2: Psychological) 0.295 (0.133, 0.476) 0.002

WHOQOL (D3: Social)

Intercept 7.836 (6.583, 9.089) < 0.001

Arm TAU -0.688 (-1.424, 0.048) 0.066

Baseline (D3: Social) 0.313 (0.176, 0.450) < 0.001

WHOQOL (D4: Environment)

Intercept 18.072 (14.496, 21.648) < 0.001

Arm TAU -0.328 (-1.967, 1.312) 0.693

Baseline (D4: Environment) 0.435 (0.283, 0.586) < 0.001

BADS: Behavioral activation for depression scale short form; SCL-R: Symptom checklist-revised; WHOQOL: World Health Organization quality of life; D: 
Domain; Dep: Depression; TAU: Treatment as usual; PHQ: Patient health questionnaire.

Table 6 Coefficients for the fixed effects of the longitudinal model for patient health questionnaire-9

Characteristics Estimate 95%CI P value

Overall Intercept 21.536 (20.549, 22.524) < 0.001

TAU Arm 0.396 (-1.010, 1.800) 0.582

Session -2.260 (-2.363, -2.156) < 0.001

TAU-session interaction 0.10203 (-0.058, 0.261) 0.210

TAU: Treatment as usual.

also showed that men and those who were living in nuclear families were found to be more susceptible to drop out.
The particular benefits of BA-M appear to have been achieved as a result of patient retention in therapy and this is an 

important factor in recovery from depression. As in the United Kingdom study for BA-M[27], the faith-sensitive approach 
appears to have a motivating influence on patients. Qualitative findings from the United Kingdom study indicated that 
most patients were enthusiastic about and motivated by the engagement with religious identity in this approach. This 
was designed to support ‘positive religious coping’ that increased resilience, hope and self-esteem[38]. The findings 
confirm previous research, both on value-based practice that takes account of cultural context and on BA, which partic-
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Figure 2 Plot of patient health questionnaire-9 values observed at every therapy session. BA: Behavioral activation therapy; TAU: Treatment as 
usual; PHQ: Patient health questionnaire.

ularly focuses on increasing activities that are linked to an individual’s values and reward systems, consequently 
enhancing their behavioral patterns and reducing depressive symptoms[46,47].

We note there were important baseline differences in both groups for BA scores and two domains of QoL scale: 
Physical and Environment. The BA-M group showed more BA and QoL related to physical health and environment as 
compared to the TAU group. These may have influenced findings although it is clear that there was greater improvement 
in physical, psychological and social QoL domains for the BA-M group at completion of treatment.

There were also gender differences in retained and dropped out patients as 82% of dropped out patients were men. 
Differences in the family system of patients were also apparent as 91% of dropped out patients were from nuclear 
families.

CONCLUSION
In conclusion, this RCT demonstrated the benefit of BA-M, a culturally adapted form of BA, over usual treatment (CBT) at 
the end of therapy. It is clear that both CBT and BA-M are successful therapies for reducing depression, however, 
findings suggest that the additional benefit of BA-M is due to greater retention of participants in therapy that is likely to 
be due to the cultural adaptation. The trial confirms existing evidence on the benefits of therapy that supports activation 
of religious behaviors as a resource for health and fulfills the need for rigorous research in a population sample that has 
hitherto been underrepresented and for whom such behaviors may be critical to treatment outcomes[48].

ARTICLE HIGHLIGHTS
Research background
Depression is the largest cause of disability worldwide and can strongly impact on families and society as well as 
individuals. Culturally appropriate, accessible and cost-effective treatments are needed in low resource settings such as 
Pakistan. This study is the first randomized control trial globally of behavioral activation (BA) therapy that is culturally 
adapted for Muslim patients (BA-M).

Research motivation
The main focus was to explore whether BA-M, as a culturally adapted therapy, would achieve better results than 
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cognitive behavior therapy (CBT), a standard treatment developed in a Western context. BA can be delivered by practi-
tioners with much less psychological training than CBT, making it particularly suitable for low resource settings. This 
research has great significance for future studies on how to reduce depression and increase access to treatment for 
Muslim communities worldwide.

Research objectives
The purpose of the study was to compare the effectiveness of BA-M with CBT for Muslim patients in Pakistan.

Research methods
Clinical data were analyzed for 108 patients in a parallel-group randomized controlled trial in hospital or community 
sites in Lahore, Pakistan. Four measures were recorded by blinded assessors: The patient health questionnaire-9 (PHQ-9); 
the BA for depression scale short form (BADS-SF); symptom checklist-revised and the WHOQOL-BREF quality of life 
(QoL) scale. All measures were recorded at baseline and post treatment; PHQ-9 and BADS-SF were also recorded at each 
session and at three month follow up. The primary analysis was to regress the PHQ-9 score after therapy upon the PHQ-9 
score before therapy (baseline) and the type of therapy given. In addition, analysis using PHQ-9 scores collected at each 
therapy session was employed in a 2-level regression model.

Research results
Patients in the BA-M arm experienced greater improvement in PHQ-9 score compared to the CBT arm and were retained 
in therapy longer than those receiving CBT after adjusting for baseline values. BA-M patients also showed significant 
differences on physical, psychological and social domains of QoL at post treatment level, indicating an increased QoL in 
the BA-M group as compared to the CBT group.

Research conclusions
BA-M is a culturally appropriate treatment for depression that achieves better results than CBT, which is current standard 
treatment in Pakistan. BA-M can be delivered by practitioners with much less psychological training than CBT and is a 
promising treatment modality for depression in Muslim communities, particularly in low resource settings.

Research perspectives
Future research should evaluate acceptability and effectiveness of BA-M in other Muslim populations, including where 
these constitute minorities, and issues related to implementation and scale-up.
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