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Abstract 

Psychological support for patients with a mental health condition is a relatively 

new addition in Bangladesh. There is an immense need for contextually sensitive 

instruments for screening and measuring psychological problems. The Depression Scale 

developed two decades ago has been in productive use by professionals, but there is an 

emerging need for an updated scale. The present study was therefore designed to revise the 

Depression Scale. A ground up approach was taken for the revision to ensure the new 

version became a contextually sensitive modern tool for assessing depression.  

Multi phased mixed method design was used for the present research. Two 

exploratory studies using a qualitative approach were carried out at the first phase which 

was followed by a quantitative study. A phenomenological study was done in the first 

phase to understand the essence of depression in the specific Bangladesh context, where a 

series of in-depth interviews and focus group discussions were conducted with patients, 

caregivers, and professionals across four divisions of Bangladesh. Rich descriptions on the 

symptoms of depression generated from the phenomenological exploration contributed in 

the development of contextually relevant items in the later part of this research. 

Additionally, a small qualitative exploration was carried out to understand the expectations 

of the stakeholders about scale for assessing depression. Psychiatric patients and mental 

health professionals were interviewed and some of their suggestions were later 

incorporated into devising the items and designing the scale.  

A pool of 282 items was developed, items generated from the phenomenological 

study of depression, clinical notes from mental health professionals, the existing 

Depression Scale developed by the current researcher and a review of the literature on 

depression. Items for the experimental tryout of the revised scale were selected through 

four stages of evaluation and revision by mental health experts. The 24 items identified in 
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this rigorous evaluation went through some minor linguistic revision in the field testing. 

The final selection of items was made through item analysis of the 5
th

 draft of the scale. 

All the 24 initially selected items passed the stringent dual criterion, namely ability to 

discriminate depressed patients from healthy adult (F = 35.21 to 359.15, p < .01) and 

corrected item-total correlation (r = .37 to .81, p < .01).  

The finalized 24-item depression scale underwent a series of testing for validity 

and reliability. The findings demonstrated high reliability of the newly developed scale in 

terms of both internal consistency (Cronbach‟s alpha = .96) and stability (test-retest 

correlation over two weeks gap (r = .87 p < .01). Content validity of the scale was 

established though the process of its development. Criterion related validity of the newly 

developed depression scale was established with the Bengali version of the widely 

recognized BDI-II (r = .94, p < .01) and diagnosis of depression as an external criterion 

(the scale could differentiate between depressed and healthy respondents; F =182.63, p < 

.01). Convergent validity was estimated for the new depression scale by looking at 

correlations with related constructs (with hopelessness, r =.76, p < .01; on the Bengali 

version of the Beck Hopelessness Scale and r = .59, p < .01 on the subjective rating; with 

stress, r =.75, p < .01 on the Bengali version of Perceived Stress Scale and r =.78, p < .01 

on subjective rating; with well-being r = -.77, p < .01 on the Bengali version of WHO Five 

Well-Being Index; with intelligence r = -.37, p < .01 on the matrix reasoning sub-test of 

Wechsler Abbreviated Scale of Intelligence; with symptoms of depression like fatigue, r = 

.65, p < .01 on subjective rating; with desire to commit suicide, r = .64, p < .01 on 

subjective rating; with reduction of interest, r = .61, p < .01 on subjective rating; with low 

mood, r = .83, p < .01 on subjective rating; with level of confidence. r = -.60, p < .01 with 

subjective rating; and with impairment of functioning, r = .32, p < .05 and .42, p < .01 on 
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subjective ratings). The scale did not correlate with subjective rating of occupational 

functioning and family relationship.  

For the new depression scale, two types of norms were estimated: severity and 

screening norm. Four levels of severity namely mild, moderate, severe and profound, 

based on percentile points were considered for severity norm. Sensitivity and specificity 

were calculated for different cut off scores of the scale. The optimal cut off score with best 

combination of sensitivity (89%) and specificity (88%) was found to be at scale score of 

25. However, researchers can use a different cutoff value if they need to use the tool with 

higher sensitivity or specificity depending on their purpose. Based on the sensitivity and 

specificity calculation, the scale has good diagnostic performance as reflected in the 

Receiver Operator Characteristic (ROC) curve. The area under the ROC curve for the new 

depression scale was .96, which is considered an outstanding diagnostic performance for a 

psychological scale. The newly developed depression scale was constructed following 

proper steps of scale construction and it has good reliability and validity. The initial 

normative analysis demonstrated high sensitivity and specificity. The scale is now ready to 

use in clinical and research settings. 
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Introduction 
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Introduction 

Depression, or depressive illness, is a common psychiatric disorder. “Depression 

refers to a wide range of mental health problems characterized by the absence of positive 

affect (loss of interest and enjoyment in ordinary things and experiences), low mood and a 

range of associated emotional, cognitive, physical and behavioral symptoms” (Lewinsohn, 

Solomon, Seeley, & Zeiss, 2000). The fifth edition of the Diagnostic and Statistical 

Manual for Mental Disorder (American Psychiatric Association, 2013) includes several 

disorders under the category of „depressive disorders‟ including Disruptive Mood 

Dysregulation Disorder, Major Depressive Disorder, Persistent Depressive Disorder 

(Dysthymia), Premenstrual Dysphoric Disorder, Substance or Medication- Induced 

Depressive Disorder, Depressive Disorder Due to Another Medical Condition, Other 

Specified Depressive Disorder and Unspecified Depressive Disorder. 

Worldwide, depression is a common illness, with more than 264 million people 

affected (James et al., 2018). Using the disability-adjusted life-years (DALY), unipolar 

Major Depression (MD) was classed in 1990, as the fourth leading worldwide burden of 

disease or injury for both sexes (Murray & Lopez, 1997). By 2004 it had moved up to third 

place and World Health Organization projections estimate that it will be the leading cause 

of disease burden worldwide by 2030 (World Health Organization, 2008). 

Depressive illness is quite common in the adult population of Bangladesh (4.6%, 

Firoz et al., 2006; 12.7%, Hamid et al., 2016; 6.7%, National Institutre of Mental Health, 

DGHS Ministry of Health and Family Welafre, Non-communicable Disease Control 

Ministry of Health, & World Health Organization Bangladesh, 2019). Hospital based 

studies on depressive disorder revealed different rates of the disorder among outpatients 
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ranging from 11.19% to 22% (Algin, 2012; Chowdhury, Yasmeen, Chowdhury, & Hakim, 

2011; Hossain et al., 2008; Mohit et al., 2001).  

Depression is a common co-morbid condition to other mental disorders. Forty-nine 

point one percent in patients with substance use disorder (Ahmed et al., 2014); the lifetime 

prevalence being 12% to 67.5% among patients with obsessive-compulsive disorder 

(Rasmussen & Eisen, 1990; Weissman et al., 1994); 20% to 70% among social anxiety 

disorder (Dunner, 2001); 50% in panic disorder (Dunner, 2001); 48% in post-traumatic 

stress disorder (Kessler, Sonnega, Bromet, Hughes, & Nelson, 1995) and 43% in 

generalized anxiety disorder (Brawman-Mintzer et al., 1993). The comorbidity of 

somatoform disorders and anxiety/depressive disorders is 3.3 times more likely than 

expected by chance (de Waal, Arnold, Eekhof, & van Hemert, 2004). 

Patients with physical health conditions also present with symptoms of depression. 

For example, epilepsy (20%–55%; Tan, 2012); multiple sclerosis (40%–60%, Tan, 2012); 

stroke (14-19%, Tan, 2012), Parkinson‟s Disease (PD) (2.7% to more than 90%, Reijnders, 

Ehrt, Weber, Aarsland, & Leentjens, 2008) and diabetes mellitus (22.5%, Monzur, Taher, 

Roy, Karim, & Mollah, 2015). Depression is also reported in patients with a wide range of 

different types of medical conditions (20.32%, M Ali, Firoz, Qusar, Ahsan, & Mohsin, 

2007). 

Discussion on depression will be incomplete if we do not talk about suicide, a 

dangerous condition associated with this disorder (M. Ali et al., 2005; Latif, Nahar, Haque, 

& Jewel, 2007). Among psychiatric disorders, depression sometimes becomes fatal due to 

suicide and we need to take it seriously. In Bangladesh, the average suicide rate was found 

to be 39.6/100,000 population/year (S M Y Arafat, 2016). A case controlled study revealed 

that a total of 61% of cases (i.e., died by suicide) had a form of psychiatric disorder, 
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compared with 13% of controls (matched by age, gender and living area). About 57% of 

cases had at least one axis I disorder and 14% had a personality disorder. Among the axis I 

disorders, 44% had major depressive disorder (MDD). In comparison, 11% of controls had 

an axis I disorder and 2% had a personality disorder. In control, among axis I disorder, 6% 

had major depressive disorder (MDD) (S. M. Yasir Arafat, Mohit, Mullick, Kabir, & 

Khan, 2021). It seems if we could detect patients with psychiatric illness, especially with 

depression earlier, we could try to save lives.  

The high prevalence of depression among the general population, psychiatric 

patients, and patients suffering from physical illnesses suggest the importance of 

assessment and intervention for depression. The projected growth of depression‟s global 

disease burden (World Health Organization, 2008) urges imperative action towards 

strengthening resources for intervention in depression. This will require advancement in 

the treatment and assessment of depression. However, for effective intervention, the 

assessment instruments need to be psychometrically sound, robust and at the same time 

contextually sensitive for use with the intended population. The present study is therefore 

intended to develop a suitable instrument for assessing depression through a thorough 

phenomenological exploration of depression in the context of Bangladesh.  

1.1. Phenomenology of Depression 

A clear understanding of the construct „depression‟ is essential for generating items 

for instrument to assess depression. Thus, understanding the symptoms and 

phenomenology of depression in Bangladesh is crucial. Manifestation of depressive illness 

might differ from culture to culture. Expression of emotion has been reported to be 

influenced by socio-cultural factors (Iwata & Buka, 2002; Stompe et al., 2001). In many 
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cultures, low mood and depression is expressed through pain and distress (Draguns & 

Tanaka-Matsumi, 2003).  

The two most commonly used classification systems, DSM (American Psychiatric 

Association, 2013) and ICD (World Health Organization, 2019) mostly reflect the North 

American and European cultural context of psychiatric disorders (Halbreich et al., 2007). 

The assessment tools are essentially developed based on these two diagnostic systems and 

are, therefore, likely to reflect the Western context. Thus, the scales developed for 

assessing depression in the West may lack contextually relevant key concepts which might 

be relevant to an Eastern Bangladeshi culture.  

Phenomenological exploration of depression has been conducted in Western 

contexts (for a thorough review see, Hegeman, Kok, R C van der Mast, & Giltay, 2012). 

There are few initiatives to explore phenomenological understanding of depression in 

Bangladesh and neighboring countries. Researchers in India identified different synonyms 

associated with depression (Banerjee, Ghosh, & Chowdhury, 2016). The authors describe 

differences in the linguistic expression of Clinical Depression in Bengali in several ways, 

depending on where depressed patients live. The most common terms for depression are 

„Manashik Awboshaad‟ (hopelessness), „Duschinta‟ (bad thoughts and worry), „Mon 

kharap‟ (feeling sad), „Mon Mora‟ (dead mind), „Mono Byatha‟ (pain in the mind) etc. 

(Banerjee et al., 2016).  

A qualitative exploratory study indicated three dimensions in the manifestation of 

depression symptoms in Bangladesh which included physical, psychological and socio-

economic manifestation (Selim, 2010).  

As part of a regional initiative to develop a cross cultural depression identification 

instrument (IDI), under the support of WHO, a phenomenological exploration of 
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depression was undertaken in 2011. Several focus group discussions (FGD) were done 

with professionals, care givers and patients in Bangladesh, India, and Nepal. The study 

was not completed and hence is not yet published (Md. Faruk Alam, personal 

communication, 2017). In an unpublished survey on symptoms presentation, it was found 

that among individuals with Major Depressive Disorder, the most reported symptoms were 

feeling low/down, sleep disturbance, lack of interest or pleasure in activities, decreased 

appetite and headache/neck pain (Hamid et al., 2016). However, though there are a few 

data available, a purely phenomenological exploration to understand the construct of 

depression per se has not yet been done in Bangladesh. 

1.2. Symptomatology of depression 

Depression or Major Depressive Disorder is a psychiatric illness that includes low 

mood, lack of pleasure or interest, lack of concentration, hopelessness, suicidal thoughts, 

ideas or attempts and many somatic symptoms like symptoms related to sleep, appetite, 

fatigue or loss of energy. To be diagnosed as having Major Depressive Disorder, 

symptoms must be present for at least two weeks. Moreover, in DSM 5, there are criteria 

that the illness should impair functioning of the patient and there are exclusion criteria.  

DSM 5 (American Psychiatric Association, 2013) suggested four criteria for 

diagnosing major depressive disorder. Among these four, the first one indicates cluster of 9 

symptoms and the remaining three includes other diagnostic features. The following 

section indicates the symptoms presented under Criterion A of the DSM 5 (American 

Psychiatric Association, 2013). 

1. Depressed mood.  

2. Markedly diminished interest or lack of pleasure 

3. Significant weight loss or weight gain 
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4. Insomnia or hypersomnia. In ordinary sense, insomnia is indicating lack of 

sleep and hypersomnia is indicating excess amount of sleep. Both of them are 

sleep disorders and have separate diagnostic criteria.  

5. Psychomotor agitation or retardation. This is clearly observable to others. In 

psychomotor agitation, patient could not seat or do any work peacefully or with 

patience. He or she need to move. In psychomotor retardation phase, patient 

might become somehow very slow which usually clearly observable by others. 

During walking, patient might show robot like movement.  

6. Fatigue or loss of energy 

7. Feeling of worthlessness or excessive inappropriate guilt 

8. Diminished ability to think or concentrate or indecisiveness 

9. Recurrent thoughts of death, suicidal ideation, suicidal plan or suicidal attempt 

1.3. Assessment of Depression  

The goal of assessment is to gain a deeper understanding of the nature and severity 

of the disorder, possible maintaining factors, strengths and resources of the patients. 

Depression is generally assessed through history taking, mental state examination, record 

of thoughts, activities, rating scales (0-10 or in %), observation and psychological tests. 

Information regarding the disorder can be obtained from multiple sources such as the 

client, care givers, colleagues, and educational authority etc. Additionally, medical and 

academic reports and performance appraisals can also provide important data for the 

assessment. Assessment is a continuous process which can be done before, during and 

after ending the intervention. Assessment can dictate management and can explore 

effectiveness of intervention.  
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Psychological tests/scales ensure objectivity in the assessment process. Due to this 

advantage, they are highly valued by clinicians and the researchers. The following sections 

presents a brief summary on the principles and procedures of psychological testing and 

assessment.  

1.4. Psychological Test  

A psychological test can be defined as "an objective and standardized measure of a 

sample of behavior" (Susana & Anne, 1997). The terms test and scale are often used 

synonymously. There are many types of psychological tests including personality tests, 

intelligence scales, screening scales, etc. Psychological tests are developed based on 

theory of psychological measurement.  

1.4.1. Theory of psychological measurement.  There are two common 

theories that dominates with regard to the underlying principles of psychological 

measurements. These are classical test theory and item response theory.  

Classical test theory is the most widely known and influential of the two. 

In 1904, Charles Spearman figured out how to correct a correlation coefficient for 

attenuation due to measurement error and how to obtain the index of reliability needed in 

making the correction (Traub, 1997). According to this theory, there can be error in 

psychological measurement. It can be due to defect of psychological tests, the 

error of person applying the test, fatigue, hunger, inattention or lack of 

motivation of the test taker etc. Classical test theory takes the initiative in 

correcting these errors. The basic proposition is that the Observed Score ( x) 

equals the True Score (t) plus an Error (e), hence the expression x=t+e. This 

theory leads to an attempt to measure the reliability of the test keeping in mind 

all the possible errors in psychological measurement. Reliability tries to measure 
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what a person‟s actual score would be if the test had no errors. The Observed 

Score is a good estimation of the True Score if reliability is high (i.e. if the test 

was perfectly reliable the error term would be zero, so the Observed Score would 

equal the True Score, i.e. x=t+0, so x=t). 

Another theory of psychological measurement is called „Item Response 

Theory‟. In this theory, the important aspect is the relationship between the 

individuals' performances on a particular test item and the test takers' levels of 

performance on an overall measure of the construct that the item was designed to 

measure. This theory reflects items of the test and the characteristics of the test 

taker through various statistical models. This theory examines data through 

various mathematical models. It provides information on various latent variables 

and evaluates each item of a psychological test through a number of features of 

that item by creating models of statistics, i.e., the ability of the item to 

distinguish between test takers.  

 1.4.2. Steps in scale construction. There are many different approaches in the 

development of psychometrically sound assessment tool. Researchers from different 

theoretical and professional background proposed apparently distinct but intrinsically 

similar steps in scale development. The overall steps in scale construction has been 

outlined broadly by Furr (2011) in four-step as mentioned below,  

1. Articulation the Construct and Context, 

2. Choosing Response Format and Assembling Initial Item Pool, 

3. Collection of Data, 

4. Psychometric Analysis. 

A more detailed steps are presented by Crocker and Algina (1986) who reported  
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following steps of scale construction.  

1. Identification of the purpose of the test,  

2. Identification of behaviors that signify the construct,  

3. Creation of test specification, deciding the proportion of items that should 

cover on each type of behavior identified in second step, 

4. Construction of initial item pool, 

5. Evaluation and finalization of items, 

6. Pilot study of draft scale, 

7. Modification of scale using feedback of pilot study, 

8. Field test of the scale on a large representative sample of the population on 

which the scale will be used, 

9. Item analysis and finalization of test items based on pre-set criteria,  

10. Estimation of reliability and validity of the test, 

11. Establishing guideline for administration, scoring and interpretation of test 

scores (Matlock-Hetzel & Susan, 1997). 

1.4.3. Selection of items for scale. Items are the functional units of any scale. 

Selection of items is generally done through an item analysis process where a pool of items 

is tested for their suitability for the overall scale. During item analysis, the cohesion of 

items and the discriminative capacity of individual items in terms of the construct under 

consideration is tested. Suitable items are identified through several steps using statistical 

process. 

1.4.3.1. Cohesion of items. In item analysis, the total test score is considered as an 

approximation of the trait of interest. If items have a positive correlation with the total test 

score, then they are considered good items for the test. If items have negative or low 
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association with total test score, then those items are considered as defective items for that 

test. Usually, the product moment correlation is used for this purpose (Holland, 2008; 

Pearson, 1895; Traub, 1997). 

1.4.3.2. Discriminative capacity of items. For a test or scale that is aimed at 

screening for the presence or absence of a psychiatric illness, the test items must have the 

capacity to discriminate between respondents with or without the given disease. Say, if we 

want to develop a test of depression, then each item should have ability to discriminate 

between depressed and non-depressed individuals. To ensure this, we can administer the 

scale to a group of depressed and non-depressed individuals and then we can estimate the 

significance of the difference between them using F-test or appropriate statistics. We can 

keep only those items that can differentiate between these two groups of respondents.  

1.4.4. Psychometric properties of the scale. Whenever a scale is evaluated, two 

questions are raised. Does the scale assess the targeted construct consistently? Does it 

assess the construct which it supposed to assess? If we administer a test of intelligence of a 

person twice, we can expect similar results from the two administrations. There might be 

slight variation in the score. Similarly, we can also expect that IQ scale will assess only IQ, 

not some other construct, like personality etc. For these reasons, assessment of reliability 

and validity is crucial. Norms are another important parts of scale construction. Norms 

help to interpret test scores in the population in which the norm was developed.  

We will discuss reliability and validity as this is an important part in psychological 

test development. A scale or test should have a high level of reliability and validity. 

1.4.4.1. Reliability. Reliability refers to how consistently a scale or test can 

measure a construct. If we use a test on a sample in different time or if different assessor 

administers same test on same group of people, then we supposed to get almost same 
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result. High level of reliability indicates less errors in measurement. There are different 

types of reliability.  

1.4.4.1.1. Test-retest reliability. If we administer a test on a group of people at two 

different times, we will get two sets of scores. If these two sets of scores are found to be 

highly correlated, then our test has test-retest reliability. That is, our test is not influenced 

by random fluctuations due to lapse of time. It is assumed that our construct that we are 

assessing will remain same over time. Usually, such reliability decreases as the time gap 

increases. If we administer a depression scale twice within one, two, three and four weeks 

apart, it is likely that test reliability at one-week will be much higher than at four-weeks.  

1.4.4.1.2. Alternate and parallel-forms reliability. In alternate form reliability, test 

developers develop alternative form of one scale where both of the forms assess same 

underlying construct, but their items are different from each other. If we administer these 

two forms on same group of people in the same time or in different time and then if we get 

high level of correlation, then our test has high alternate from reliability. Such reliability is 

called the alternate-form reliability coefficient.  

Parallel forms of tests are similar to alternate form of tests, but in this form, scale 

or test items are constructed in such a way so that, two forms of the test contain items with 

similar difficulty and distribution. If one person is assessed on two parallel forms, it is 

expected that he or she will have the same true score on both forms and that his or her 

error variance will also be identical. In the process of test development, items are 

generated in pairs with similar content and similar difficulty level and they are assigned to 

two different forms. If we administer parallel forms to the same group of people and a high 

correlation is found between them, then this correlation is called the parallel-form 

reliability coefficient. Alternate or parallel form reliability is useful when we need to apply 
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any test multiple times to the same person or the same group of people. If we use such 

alternate or parallel forms, memory effect will not pollute our test data. But development 

of such forms of test are difficult and expensive.  

1.4.4.1.3. Measures of test homogeneity. If we split the test in two halves and 

estimate correlations of the scores of these two halves, then we will get measurement of 

test homogeneity. If we measure reliability in this way, it is called split-half reliability. 

Please notice that we do not need to administer the test in intervals, and it is not tedious as 

we are not administering two forms of a single test in same time. Split- half reliability can 

be very handy in this sense. There are many ways that a test can be split in half. We can 

sharply split the test in middle point, or we can make it half by dividing it by odd or even 

numbers of items. We can also calculate average of all possible split-half coefficients. If 

we calculate reliability in this way, then it is called the split-half correlation coefficient. 

The assumptions behind this reliability is that items or group of items are equivalent. If we 

get high level of split- half reliability, it means items are more homogenous, if we get poor 

split- half reliability, it indicates heterogeneity in the items.  

1.4.4.1.4. Inter-rater reliability. When objective methods of scoring Is not 

available, then inter-rater reliability become important. When subjective inconsistent 

assessment is made, then inter-rater reliability can assure internal consistency of the test. In 

this types of reliability, raters of test have vigorous training so that they can give consistent 

rating even when structure of scoring is subjective. When two or more raters rate same 

group of people and there is high level of correlation among the ratings, then our inter-

rater reliability is high. Such reliability can also be estimated by percentage of agreement 

of raters.  



 

14 
  

We need to consider test-retest, alternate/ parallel form and split-half reliability for 

any psychological test having an objective scoring system. Usually, the lowest acceptable 

reliability coefficient is 0.7 (Anastasi, 1988; Hulin, Netemeyer, & Cudeck, 2001). Sample 

size used for calculation of reliability should never be below 100 (Kline, 2000).  

1.4.4.2. Validity. In its simplest sense, the validity of a scale is whether the scale 

measures (or to what extent it measures) what it was designed to measure. If a scale of 

depression assesses depression and does not assess something else, then the scale is valid. 

The extent to which correct inference can be made from a test is also considered as 

validity. But validity is not a simple indicator. Validity is contextual. The test might be 

valid in one context, with certain populations, but not in other contexts or with other 

populations. The use of test scores from the appropriate population is important in validity 

estimation. So, validity is the scientific evidence underpinning correct interpretation of test 

scores. We need evidence as to whether we can draw inferences from test score in a 

particular population. We need to collect evidence as to whether we can use test score in a 

specific way. For a test, we need to collect many validity indices. There are three main 

categories of validity. 

1.4.4.2.1. Content-related validity. Content-related validity is related to test 

construction. Here we consider whether we used appropriate items that is relevant to 

construct we are measuring. If we want to develop a test of depression, then we need to 

understand what is depression. Then we should generate items that will cover all the parts 

of the construct – „depression‟. In that sense, content validity is a matter of judgment. For 

developing content validity, we need to take judgment from experts. Initially we should 

define the construct for which we are going to develop a test. Then we need to develop a 

pool of items to that construct. Then we should ask the relevant experts whether our items 

are really assessing the defined construct. Based on expert opinion, we might need to 
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revise our items more than once, perhaps several times. We can estimate content validity 

by content validity ratio. Content validity ratio is extent to which experts agreed with our 

test items. We should be aware that although content validity is easily understood and 

widely appreciated in the general population, estimating content validity is not at all 

enough for a test. We must assess other types of validity to make our test useful.  

1.4.4.2.2. Criterion-related validity. In this type of validity, we decide whether a 

test score can be used to predict something and/or make decisions about the people. For 

the estimation of criterion-related validity we estimate the correlation between test scores 

(the predictor) and various criteria (the criterion). For example, we can use a test to predict 

future academic success. We can also predict difference among criterion groups by using 

test scores. Say, we can use depression scale score to differentiate between individuals 

having depressive disorder and non-depressed individuals. Two types of validity fall under 

criterion-related; these are predictive validity and concurrent validity. In predictive 

validity, we use test scores to predict future behavior. Say, we can use Aggression scale 

score (the predictor) to predict one person‟s future possibility to engage in aggressive or 

violent behavior (the criterion). It therefore takes time to establish predictive validity; 

years might be needed for such estimation. That is why it is time consuming and 

expensive, but it is also true that such validity is valuable for practical utility. In concurrent 

validity, correlation is estimated with a currently existing criterion. We can expect that 

diagnosed cases of depression will get a higher score on any depression scale than non-

depressed healthy individuals. If we administer the depression scale to these two groups, 

and if we find that the scale scores indeed discriminate between these two groups and 

depressed group get higher score, then we can claim concurrent validity. Here, diagnosis is 

an external criterion. Similarly, if we estimate the correlation between subjective rating of 

depressed mood and scores on a depression scale, and it we find a positive high 
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correlation, we can say that the depression scale has concurrent validity. This validity 

correlation should be as high as possible. Correlations gained in the process of validity 

estimation are called validity coefficients.  

1.4.4.2.3. Construct-related validity. When we ask for validity, in reality, we are 

talking about construct validity. Construct validity includes all other forms of validity. 

Construct validity assesses to what extent the test estimates what it is made for. 

Psychological tests mainly assess constructs. Constructs are really several concepts 

assimilated together to yield a new meaning, like a personality dimension. It is not a 

natural phenomenon. It is created. So, measuring construct is difficult and we might need 

several ways to prove that our test of personality is really assessing personality. So, 

construct validity is not just a single correlation or a number or datum. It is series of 

scientific evidence that the test is really assessing what it was made for. For instance, a 

personality test is really assessing personality. In statistical terms, construct validity 

represents the extent to which a measure‟s variance is linked with the variance of its 

underlying construct (Barrett, Phillips, & Alexander, 1981; Guion & Cranny, 1982). We 

can measure other theoretically and practically strongly related construct and estimate 

correlations with current construct (that our scale supposed to assess). If we get expected 

positive correlations, then we can use those as prove construct validity of our test. In order 

to establish construct validity, we also need to accumulate data regarding other validities, 

like, content, criterion related and subordinate (convergent and discriminant validity) or 

linked forms of validity. So, establishing construct validity of any test is in reality a series 

of researches. It is an ongoing process.  

Convergent and divergent validity. A measure needs to correlate with others of the 

same thing (converge) but not with those measuring other dissimilar constructs (diverge) 

(Campbell & Fiske, 1959). These are called convergent and discriminant validity 
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respectively. For example, we might anticipate that the scale score of depression is related 

to the scale score of hopelessness, a related construct of depression. It is anticipated that 

score on depression scale should converge with hopelessness scale score. If in actuality we 

do obtain a strong correlation between the two, we can say that the depression test has 

convergent validity. Similarly, scores on depression and reading ability tests should not be 

related. If we get no correlation between any test of reading and scores on the depression 

scale, we can claim that the depression scale in this respect has divergent validity. We can 

establish construct validity by estimating a range of convergent and discriminant validity. 

The multi-trait multi-method Approach. Through this approach, we can estimate 

convergent-discriminant validity consistently and thoroughly. It can be used to establish 

the true construct validity of any psychological test (Campbell & Fiske, 1959). In this 

approach, a construct is measured by at least two methods. Multiple constructs can be 

measured. A correlation matrix is then created among the different constructs measured by 

different methods. We can consider a hypothetical example. We can assess low mood, 

guilt, fatigue and hopelessness by using patients‟ self-rating scale (0-100), by ratings from 

the significant care giver (0-100), or by checklist. Then we can estimate correlation of 

these variables with depression scale score and can get a correlation matrix. If we get 

significant positive correlations, we can claim convergent validity for the depression scale. 

Similarly, unrelated constructs can be measured in multiple methods and correlation can be 

calculated with depression scale score and we can create correlation matrix. If we find that 

correlation is not significant, then our depression scale has divergent validity. 

For details, these issues are dealt with in „An introduction to Psychological 

Assessment and Psychometrics‟ (Coaley, 2009), and indeed in most text books on 

psychometrics.  
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1.4.4.3. Norm. We can get a number or score by using psychological test. But what 

is meaning of that score? In order to interpret the score in scientific way, psychologists 

developed norms for psychological tests. Score of a psychological test need to be 

compared with a representative population for which the test was developed. Then we can 

have a meaning of that score.  

“When descriptive statistics is compiled in such a way to permit comparison of a 

particular score (or mean) with the scores (or means) earned by the members (or group of 

members) of same defined population, the data are referred to as norms” (Angoff, 1984). 

In order to compare the score of any individual with a defined population or standardized 

sample, the raw score on the psychological test is converted into some relative measure. 

This converted score serves two purposes: it determines the relative position of the 

individual in comparison with the normative sample, and it predicts scores on other tests. 

For example, the percentile rank distribution of a score indicates where a person‟s score 

lies in relation to a defined population, their relative position within a defined population. 

If a person‟s score falls at the 75
th

 percentile, it means that 75% of individuals of that 

population obtain lower scores and 25% get higher scores. Similarly, we can also have age 

and grade norms. If we administer a test to an individual of a particular age, we need to 

compare that score with the scores of a same aged population. Note that, if we administer a 

IQ test on a 14-year-old student of Bangladesh, we need to compare her or his score with 

average score of same aged representative sample of Bangladesh.  

There are mainly four types of norms, i.e., age norm, grade norm, percentile norm 

and standard score norm. Age norm and grade norm is readily understandable as the score 

of psychological testing is compared with age and grade or class respectively. In percentile 

norm, scores of tests are converted to percentile to know relative standing of the score. In 

standard score norm, test score is converted to standard score (z equals the difference 
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between the score and the mean score divided by the standard deviation of scores). It is 

also known as the z norm. Different types of norms have advantages and disadvantages. 

We need to use theme based on our requirement and context.  

In the field of clinical psychology, severity and screening norm plays an important 

role. Severity norm interprets scale scores of an individual in such a way that we can say 

his or her level of severity of a certain illness like depression. He or she might have a mild 

or moderate level of depression. Sensitivity and specificity is a related concept for 

screening norm. Screening norms indicate whether a person is a possible „case‟ or not. If 

somebody obtains a certain score or above (this certain score being the „cut-off‟ score or 

cut-off point) we can say that he or she has possibly got the illness in question (the illness 

for which the scale was developed). Sensitivity is the ability of a screening test to detect 

correctly the true positive, those who actually do have a condition. Similarly, specificity is 

the test‟s ability to identify correctly those individuals that do not have a condition. The 

„area under ROC curve‟ means the percentage of respondents correctly allocated by the 

sensitivity and specificity analysis. Now we will see sensitivity and specificity of some 

well-known depression scales.  

Table 1.1 

Sensitivity and specificity of some prominent scales  

Name of Scale Sensiti

vity 

Specifi

city 

Area under 

ROC curve 

Reference 

Beck Depression 

Inventory II (BDI-II)  

89% 82% 

 

0.90 (Ailey, 2009). 
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Name of Scale Sensiti

vity 

Specifi

city 

Area under 

ROC curve 

Reference 

Patient Health 

Questionnaire 9 (PHQ-9)  

89.5% 77.5% 0.88 (Richardson et al., 2010). 

Hamilton Depression 

Rating Scale (HAM-D)  

86.4% 92.2%  (Strik, Honig, Lousberg, & 

Denollet, 2001). 

1.5. Internationally Available Tools for Assessing Depression 

There are many psychological tests or scales available to assess depression. These 

scales are different in their suitability and popularity in terms of use. Some of these are 

more popular in clinical purpose, some are for research and some are for both purposes. 

The following section presents a summary of the prominent scales for assessing 

depression. 

The Beck Depression Inventory II (A T Beck, Steer, & Brown, 1996) is a 

prominent and globally used scale for the assessment of depression. It has been translated 

and psychometrically evaluated in different countries including Japan (Kojima et al., 

2002), Bangladesh, (Alim et al., 2020), Mexico (González, Reséndiz, & Reyes-Lagunes, 

2015), Greece (Giannakou et al., 2013), China (Z. Wang et al., 2011) and in many other 

countries. BDI -II can be used for individuals aged 13- 80 years.  

Hamilton Rating Scale for Depression (HAM-D or HRSD), (Hamilton, 1960), The 

Montgomery and Asberg Depression Rating Scale (MADRS) (Montgomery & Asberg, 

1979), The Zung Self-Rating Depression Scale, (Zung, 1965) and The Major Depression 

Inventory (MDI) (Bech, Rasmussen, Olsen, Noerholm, & Abildgaard, 2001) assess 
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depression among adults. Patient Health Questionnaire 9 (PHQ-9) is a 9-item 

questionnaire that screen and assess severity of depression among 12 years and older 

(Kroenke, Spitzer, & Williams, 2001).  

Hospital Anxiety and Depression Scale (HADS) (Zigmond & Snaith, 1983) is used 

to determine the levels of anxiety and depression of the adult patients. The Centre for 

Epidemiologic Studies Depression Scale (CES-D) measures depressive symptoms severity 

of adults in the general population (Radloff, 1977).  

The Edinburgh Postnatal Depression Scale (EPDS) is developed to identify women 

who have postpartum depression (Cox, Holden, & Sagovsky, 1987). The Geriatric 

Depression Scale (GDS) identifies depression in the elderly (J. A. Yesavage et al., 1982). 

The Kutcher Adolescent Depression Scale (KADS) measures depression in adolescents 

(Kutcher, 2003). Depression subscale of Beck Youth Inventories-Second Edition (BYI-2) 

can be used to assess depression among children and adolescents aged 7 -18 years (J. S. 

Beck, Beck, Jolly, & Steer, 2005).  

Depression Sub-Scale of Minnesota Multiphasic Personality Inventory Second 

Edition (MMPI-2) (Butcher, Dahlstrom, Graham, Tellegen, & Kaemmer, 1989) can be 

used for assessment of depression of adults (18-80 years). We can also assess depression 

of adolescents (14-18 years) by depression sub-scale of Minnesota Multiphasic Personality 

Inventory – Adolescent (MMPI- A) (Butcher et al., 1992).  

1.6. Available Depression Scales in Bangladesh. 

The Beck Depression Inventory–II (BDI-II) (A T Beck et al., 1996) is available in 

Bangladesh and is being used for clinical and research purposes. BDI–II has been adapted 

in Bengali by Alim and his colleagues (Alim et al., 2020).  
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Hospital Anxiety and Depression Scale (HADS) (Zigmond & Snaith, 1983) and 

Depression subscale of Beck Youth Inventories-Second Edition (BYI-2) (J. S. Beck et al., 

2005) is being used for assessment of depression in adult and children respectively. 

The first indigenous scale for assessing depression in Bangladesh was developed in 2000 

and was named as „Depression Scale‟ (DS) (M. Z. Uddin & Rahman, 2005). The DS has 

since been used for clinical and research purposes (Nahar, 2016; Pervin & Ferdowshi, 

2016; Pushpa, 2015) and has contributed significantly to the field of clinical assessment in 

Bangladesh. The process of development of the DS created an impetus and influenced the 

development of the Anxiety Scale (Deeba & Begum, 2004) and the Dhaka University 

Obsessive Compulsive Scale (Mozumder & Begum, 2005) both of which are widely used 

in clinical assessment in Bangladesh.  

1.7. Need for revision of the Depression Scale (DS) 

The Depression Scale (DS) (M. Z. Uddin & Rahman, 2005) was developed almost 

two decades back, and numerous clinicians have requested, through personal 

communication to the authors, further upgrading. The following section include a 

summary of the areas of concern:  

 Response options of the DS (M. Z. Uddin & Rahman, 2005) need to be 

improved. The items of the DS are presented with a five-point Likert type 

response options („not at all applicable‟, „not applicable‟, „moderately 

applicable‟, „somewhat applicable‟ and „fully applicable‟). Clinicians often 

reported that their patients have complained about their confusion regarding 

making response at „somewhat applicable‟ and „moderately applicable‟. In the 

Bangla language used in the scale, the option „somewhat applicable‟ is actually 

weaker than the option „moderately applicable‟, but was placed in a position 
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indicating higher strength. Some of the practitioner suggested that, anchored 

response options similar the Beck Depression Inventory–II (BDI-II) (A T Beck 

et al., 1996) are more convenient to the patients and are seeming more sensitive 

for assessing depression or other psychological construct.  

 The DS used only the discrimination capacity (discriminating value) of the 

items during the item analysis process that determined the final items for the 

DS. However, the internal cohesion of items was not used in selection of the 

items. Items should be a reflection of the construct; internal consistency of the 

items should play a central role in item selection.  

 Screening norm of Depression Scale (M. Z. Uddin & Rahman, 2005) need 

improvement. A basic manual approach was used to decide the cut-off point for 

the scale by juxtaposing two curves of the two samples (depressed and non-

depressed) one on top of the other. The intersecting point was selected as the 

cut-off value. However, sensitivity and specificity calculations can be more 

precise and modern process of finding cut-off values should be adopted. 

 The DS has repetitive items; there are potentially redundant items. The items on 

„sleep‟ as well as the item on „appetite‟ have been represented twice in the DS. 

The two items on sleep are presented in opposite direction, while they could be 

combined in the same item with an „or‟. This double presentation unduly 

increased the loading of the sleep and appetite components in the scale over 

other components. Conversely, „suicidality‟ is a well-known component of 

severe depression but there is no item on suicidality in the DS. All this raises 

some question about the suitability of items selected for DS. 
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 In the development of the DS, the participants were asked to respond to the 

items based on their state in the preceding one-month period. However, 

clinicians need to assess depression on a weekly basis. The one-month 

requirement of the DS made it difficult for the clinician to use it to evaluate 

regular improvement of depression. 

Despite these shortcomings the DS, the clinicians and researcher have been using 

the DS for over two decades due to absence of an alternative indigenous measure of 

depression in Bangladesh. The present study is therefore aimed at a revision of the 

Depression Scale (M. Z. Uddin & Rahman, 2005).  

 

1.8. Objectives of Present Study 

 The general objective of the present study is to develop a Revised version of 

Depression Scale (M. Z. Uddin & Rahman, 2005) through a phenomenological 

understanding of depression in the Bangladeshi population and a more thorough process of 

item selection. A set of specific objectives were formulated to achieve these overarching 

objectives. 

i. To understand the phenomenology of depression in Bangladesh 

ii. To devise items for the scale 

iii. To conduct item analysis of items of the scale 

iv. To assess psychometric properties (i.e., reliability, and validity) of the scale 

v.  To construct norms (i.e., screening norm, and severity norm)  
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General Method 

2.1. Research Design 

A mixed method design was used. An exploratory, qualitative study was 

undertaken in the first phase, followed by quantitative studies in the subsequent phases.  

 

Figure 2.1. Research method  

A qualitative, phenomenological approach was used in the first phase to understand 

the essence of depression in Bangladesh context. The second phase involved development 

of the proposed depression scale through division of items based on the data generated 

from the first phase of the research. In this phase, both quantitative and qualitative 
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approach was used. The third to fifth phase of the study used quantitative approaches to 

test the psychometric properties and to develop norms for the new depression scale.  

In-depth interview (IDI), focus group discussion (FGD) and panel discussion were 

used with patients, caregivers and professionals for data collection in the qualitative 

components of the study. Questionnaire surveys were used for quantitative components. 

The sequential system approach of scale development (Jackson, 1970; Wiggins, 1973) was 

used in this research. There were five distinct phases and several stages of this research, as 

explained in the following section.  

Phase I. Two quantitative study was done in the first phase of current research. A 

phenomenological study was done to understand depressive illness in Bangladesh. Another 

qualitative study was done to explore expectations of a depression scale.  

Phase II. Devising items. It is done in two stages.  

Stage I. Devising the item pool. Items were generated for the new depression scale. 

The source of the initial item pool was the phenomenological study done in the previous 

phase, the items of the original Depression Scale (M. Z. Uddin & Rahman, 2005), the 

clinical notes of practicing psychologists and finally a literature review on depression.  

Stage 2: Selection of items. Items of the draft depression Scale was evaluated by 

experts in layers (Layer 1–5) which included three judge evaluation, expert panel meeting 

and pilot study (see Figure 2.1). Layers are mentioned below and is described in relevant 

section.  

 Layer 1: First judge evaluation 

 Layer 2: Second judge evaluation 

 Layer 3. Third judge evaluation 
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 Layer 4. Final revision by experts (expert panel meeting).  

 Layer 5. Piloting. 

Phase III. Item analysis. In this phase of study, items of the draft of the new 

depression scale were analyzed. It was done in two stages. Items with internal consistency 

(stage I) and discriminatory capacity (stage II) were retained for the final version of the 

new depression scale.  

Phase IV. Estimation of psychometric properties of the Scale. In this phase, 

reliability and validity were estimated for new depression scale.  

Phase V. Development of norms for new depression scale. In this phase, a severity 

and a screening norm were developed.  

2.2. Study Population and Location 

Purposive sampling was used in current study. Sample size became different in 

different phase of the study, and will be discussed in those phases. But overall, two types 

of samples were used, a Clinical Sample and a Non-Clinical Sample. Respondents with a 

diagnosis of depression or a related diagnosis were taken as the Clinical Sample. 

Practicing psychiatrists used diagnosis based on DSM 5 criteria (American Psychiatric 

Association, 2013). Respondents who had no history of psychiatric consultation for a 

mental health condition comprised the non-clinical sample. For the phenomenological part 

of the study, the sample were collected from Dhaka, Chittagong, Sylhet and Rajshahi 

divisions. The rest of the study was conducted in Dhaka only. Altogether, the clinical 

sample was collected from the National Institute of Mental Health, three Government 

medical colleges, two private clinics and from the chambers of 13 psychiatrists and 2 

clinical psychologists. Non clinical samples were collected mainly from Dhaka city. But 
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for the phenomenological study, some relatives of the depressed patients were interviewed 

as part of non-clinical sample from the already mentioned four divisions. In some phases, 

the same sample was used for multiple types of analysis due to unavailability of depressed 

patients, scarcity of time and fund. Please see Appendix 1 for list of data collection 

centers. 

Inclusion and exclusion criteria. These criteria varied in different phases of 

present study and will be discussed in each phase. Inclusion criteria for respondents of the 

present study were (I) Adult age (18 years and more age), (II) Bangla speaking and (III) 

Communicable.  

Exclusion criteria. Child and non-communicable respondents were excluded from the 

study.  

2.3. Ethical Standard  

The present study in all of its components complied with the universal principle of 

human research ethics which include autonomy, justice, beneficence and non-maleficence. 

Approval from relevant ethical committees were sought before embarking into data 

collection. Approval was received from the ethics committee of the Department of Clinical 

Psychology, University of Dhaka (project number: PH180401, date of approval 11 April 

2018) (see Appendix 2 for ethical approval given by the department). Permission was also 

taken from the respected authorities from where data were collected. The following ethical 

aspects were specifically relevant to the current research.  

Understood consent. Different phases of the study used different participants and 

procedures. Understood consent was ensured in every case. In most of the cases written 

consent was used. Verbal consent was used where telephone interview was done or where 
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judges were involved. All the subjects got clear idea about the study and their role and 

rights in the study. Please see Appendix 3 for consent form and Appendix 4 for 

explanatory statement used in this study.  

Reimbursement. Some subjects who had to come to the interview location solely 

for research purposes were paid with small amount of money to reimburse the cost of 

transport paid by them. These was done only in the phenomenological phase of the study.  

Rights to withdraw. All participants were informed both in verbal and written 

form that they have the right to refuse participation in the study and they are allowed to 

withdraw from the study if they wish to without needing to explain or justify. They were 

also ensured that their participation or non-participation will not affect the quality of 

service they are receiving or are going to receive in the future from the service provider.  

Confidentiality and privacy. Confidentiality of data of the study was strictly 

maintained. All the filled questionnaires were kept in a secured place by current 

researcher. Audio recorded data were kept in laptop of the researcher who maintained 

security of the data. Data collectors and transcribers took written oath of maintaining 

confidentiality of all data (please see Appendix 5). Interview of the respondents were taken 

in suitable place to ensure privacy. Few interviews were taken virtually. Privacy and 

confidentiality of these virtual data were also kept strictly.  

Participants right to know the findings. Mobile phone numbers and emails of 

researcher was provided to all the participants informing that they can contact the 

researcher if they are interested to learn about the outcome of present study.  

Research Team‟s safety. During phenomenological study of depression, all the 

data were collected by current researcher. He maintained his own safety and was supported 

by local assistants. Moreover, collaboration with hospital authority, practicing psychiatrists 
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and psychologists and staffs of the clinics and hospitals helped to enhance safety of 

researcher and research assistants. During period of current study, COVID 19 Pandemic 

started and maximum data of current study were collected in the pandemic situation. 

Research assistants (RA) collected data from phase III to end of the study (please see list 

of research assistants in Appendix 6). Research assistants were trained on cautionary 

measures to stay protected from the COVID-19 virus. Researcher supplied adequate 

amount of hand sanitizers, surgical and KN 95 mask, and face shields for research 

assistants. Researcher regularly followed up with RAs regarding adherence of COVID-19 

safety protocol (please see Appendix 7 for safety protocol).  
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Understanding the Phenomenology of Depression 

Any psychiatric illness has functional components which could be influenced by 

social variables such as language, culture, religious faiths etc. Depressive illness is not free 

from such influences. Research findings suggested that depressive symptoms vary across 

culture. In individualistic societies (in the West) intra-psychic symptoms of depression are 

found to be common whereas these symptoms are expressed more through somatic 

disturbance in some Asian cultures (Kleinman, 1982).  

It has been suggested that culture influences the manifestation of symptoms (Douki 

& Tabbane, 1996). As the goal of current study was to develop a revised version of 

Depression Scale (M. Z. Uddin & Rahman, 2005) for Bangladesh, it was necessary to 

understand depressive illness specifically in the Bangladesh context, to generate 

indigenous and culturally sensitive items for the proposed Depression Scale. The first 

phase of the study was therefore aimed at an understanding of depressive illness from the 

phenomenological perspective. 

3.1. Objectives 

To understand the symptoms and phenomenology of depression in Bangladesh. 

Different perspectives on the nature of depression were explored in three groups: 

i. The patients suffering from depression, 

ii. The caregivers of depressive patients, and 

iii. The mental health experts (psychiatrists and psychologists). 

 

 



 

34 
  

3.2 Method 

3.2.1. Study design. Qualitative exploration using Phenomenological approach 

was used in this phase. In-depth interview (IDI) and Focus group discussion (FGD) was 

used for data collection.  

3.2.2. Study Site. Data was collected from four divisional headquarters of 

Bangladesh, namely Dhaka (National Institute of Mental Health), Chittagong (private 

chamber of a psychiatrist and clinical psychologist), Sylhet (Department of Psychiatry, 

Sylhet MAG Osmani Medical College and private chamber of a psychiatrist) and Rajshahi 

(Psychiatry Department of Rajshahi Medical College and private chamber of a psychiatrist 

and clinical psychologist).  

3.2.3. Participants. Data were collected from three categories of participants 

namely, patients, caregivers and professionals. All the participants were adult Bangladeshi 

aged between 19 years to 83 years. Purposive sampling was used in selecting participants. 

The number of participants and interview conducted depended on the saturation of data 

i.e., taking new respondents stopped when no new information was coming from the later 

interviews.  

Details of the participants are presented in the following section as well as in Table 3.1.  

3.2.3.1. Patients. Twenty-four in-depth interview (IDI) and two focused group 

discussions (FGD) were conducted with the patients suffering from Depression. Among 

IDIs, 9 respondents were male and 15 were female with diagnosis of depressive illness. 

Two FGDs were done with respondents with diagnosis of depressive illness. Among them, 

six were female and four were male patients. Diagnosis of depression was done by 

practicing psychiatrists based on DSM 5 criteria. 
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3.2.3.2. Caregiver. Two FGDs were done with care givers of persons with 

diagnosis of depressive illness. Among the respondents, five were female and one was 

male. 

3.2.3.3. Professionals. Two focus group discussions were done with mental health 

professionals where 12 professionals (eight males and four female) participated. Among 

these mental health professionals 8 were psychiatrist and 4 were clinical psychologists.  

Table 3.1  

Division wise number of IDIs and FGDs and gender of participants 

 

No. of IDI  No. of FGD (participants) 

Patient  Patient Caregiver Professionals 

Location       

Dhaka 5  1 (4) 1 (3) 1 (8) 

Chottogram 5  1 (6) - - 

Sylhet 7   - - - 

Rajshahi 7   - 1 (3) 1 (4) 

Gender      

Male 9   - - - 

Female 15   - 1  - 

Gender Mixed (in 

FGD) 

-  2 1 2 
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Note. Age range of participants of Focus Group Discussions (FGD) were 18-58 year. Age 

range of IDIs were 18-83 year.  

3.2.3.4. Inclusion and Exclusion Criteria. Inclusion criteria. (I) Adult respondents 

(18 years and above), (II) Bangla speaking individuals and (III) Respondents with 

reasonable communication ability were taken as respondents of present study. 

Exclusion criteria. Child client and individuals with communication problem were 

excluded from current study.  

3.2.4. Tools. Several analytic and data collection tools were used in this 

phenomenological study; these are described below.  

3.2.4.1. Mind map. A mind map was developed by the researcher of the current 

study to understand the phenomenon of depression. It helped to identify the areas of 

exploration necessary for the phenomenological study. Concepts and tasks of current study 

that was essential for phenomenological exploration was organized in this mind map 

through brainstorming. The mind map exercise contributed in the development of topic 

guides and in visualizing the research process (please see Appendix 8 for mind map).  

3.2.4.2. Topic Guide. A topic guide was prepared to guide the researcher on the 

exploration during the interviews. It helped the interviewer to stay focused and keep track 

of the discussion points. It included areas of explorations such as local terminology used to 

describe depressive disorder or depression, nature of symptoms, and state and impairment 

of functioning. Probe questions were used liberally as required in the process of interview. 

Please see Appendix 9 for topic guides of this study.  

3.2.4.3. In-depth interview (IDI). In-depth interview was done on one to one and 

face to face basis with the respondents having depression diagnosis. All interviews were 

done by current researcher and was audio recorded. Written notes were also taken during 
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such interviews. Topic guide was used in all interviews but the interviews were mostly 

guided by the flow of response of the respondents. IDIs provided rich understanding of 

depressive illness in Bangladesh context. 

3.2.4.4. Focus group discussion (FGD). Focus Group Discussion (FGD) was done 

by current researcher with the help of topic guide. A research assistant assisted the 

interviewer by taking additional notes along with audio recording of the session. FGD was 

done with respondents having depression diagnosis, relative of patients and with 

professionals that included psychiatrists and psychologists. Information from FGDs were 

used to triangulate data from the IDIs.  

3.2.5. Data collection procedure. Research assistants were selected and trained. 

Permission was taken from relevant authority. Psychiatrists/ psychologists referred the 

patients with depression diagnosis. Diagnosis was done by psychiatrists based on DMS 5 

criteria. Few relatives of these patients were also approached for the study. Respondents 

were approached with help of the research assistants. Before data collection, all the 

respondents of current study were informed about the study and their role. Purpose and 

procedure of the study was explained to them verbally along with a printed note explaining 

these in detail. Inclusion and exclusion criteria were applied on respondents who showed 

interest to participate in the study. Written understood consent for participation was taken 

from all the respondents who were included in the study. Rapport was established with the 

respondents prior to data collection. Interview was taken in a suitable place to ensure ease 

of the participants and maintenance of confidentiality. IDIs and FGDs were carried out 

using topic guides developed through mind map exercise. All interviews were taken by the 

researcher. Research assistants (three undergraduate students) aided the process. All 

interviews were audio recorded using smart phone (Samsung J7). Transcripts were done by 



 

38 
  

research assistants (one undergraduate and two post graduate psychology students) and 

researcher of current study. Data collection flow chart is presented in the following.  

 

Figure 3.1. Data collection flow chart. 

3.2.6. Ethical considerations. Ethical approval of current study was taken prior to 

data collection. Please see Section 2.3 for details on the approval and the general ethical 

considerations in this study.  

Understood written consent was taken from all the respondents. For FGDs with 

caregivers of depressed patients, consent was taken from both caregivers and patients. 

Verbal and written permission was taken before audio recording. Reimbursement for travel 

cost was paid to the respondents in cases where they were invited to come for the 

interview at the hospital or clinic. Minimal refreshment was arranged during FGDs with 
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patients. All names and information about respondents‟ identity were removed from data. 

Participants were assured that their data will remain anonymous.  

3.2.7. Time frame. Data were collected within around 13-month period (April 14, 

2018 to May 09, 2019).  

3.2.8. Analysis of data. Verbatim transcribed data from the in-depth interviews 

and focus group discussions were analyzed using NVivo 10 program. Observation notes 

regarding the cases were also kept in the transcribed data file and were used as memo 

during analysis. Thematic content analysis was used and several levels of coding was 

generated. Coded data were then analyzed by comparison within and between interviews.  

3.3. Findings  

Through phenomenological study on depression, what respondents understood by 

the term depression was explored. Respondents provided lists of symptoms of depression 

in the process. They were categorized under somatic, affective, cognitive and behavioral 

symptoms. Local synonyms of depressive disorder were also found. Several quotations are 

used in this section of the study. Due to translation, they might have lost essence of 

original statement in few cases. Please see Appendix 10 for quotations in original language 

(Bangla).  

3.3.1. Depression is difficult to describe. Although the common use of the word 

depression is widely understood, „depressive illness‟ being a professional terminology is 

difficult for the people to describe in common language. Two different themes were 

observed in the difficulty. Firstly, the patients and caregivers could not explain what 

depression is. The following quotation reflects this aspect.  
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“It feels as if someone is shaking my brain like this [she demonstrates shaking]. 

Yes, everything feels messy, everything is constantly moving, there are pangs of 

pain, it is hard to describe! I don‟t know, it is inexpressible. And my head hurts.” 

- Patient, Female, Dhaka  

Secondly, they used a wide array of other (often not relevant) names of disease to 

explain depressive illness which included gastric, schizophrenia, insanity, problem of 

urination, asthma related problem and physical illness. 

The interview with experts further confirmed the difficulties of understanding and 

naming depressive illness by the patients and caregiver. This is reflected in the following 

quotation from one expert.  

“My experience is, maximum patient, up to now, could not tell „depression‟ or it‟s 

synonyms, pain in mind or lack of peace in mind etc. . . . . . . . . . ”. 

 - Psychiatrist, Male, Rajshahi  

3.3.2. Understanding of depression by patient. Although the patients find it difficult 

to present their experience of depression using terminology, they were able to reflect their 

feelings and experiences using emotional, somatic and behavioral response. Patients 

described depression based on their inner experience. Following quotation reflect this 

essence.  

“This feels like extremely upset. I frequently feel guilty regarding various events. I 

feel like I do not have any feelings; people speak; it feels [as if their] joys or 

sorrows do not affect me. As if I can‟t feel anything to the slightest. This is 

depression as far as I understand”. 

-Patient, Female, Dhaka.  
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  Caregivers of depressed patients mostly described symptoms of depression when 

asked about illness of their patient.  

Exposure to professional help might influence respondents‟ expression of 

depression. Especially it seemed that experience of psychotherapy might influence 

symptom description. Respondents who sought psychotherapy gave detailed description of 

symptoms of depression. Five of the six respondents of the FGD done in Chottogram could 

describe depression using psychological concepts. All of them were getting psychotherapy. 

We can consider following quotation.  

“Whole thing [depression] is a psychic game. If you think you are having 

depression, then you are suffering from it. It‟s all about your brain [thought]”.  

-Patient, Female, FGD, Chottogram  

3.3.3. Synonyms of Depression. To ensure discussion and deeper exploration, the 

researcher explored synonyms of depression in Bangladeshi culture. Both patients, their 

care givers and experts were asked about Bangla term of depression. Experts provided 

synonyms of depression that they heard from their patients. It was found that Bangla term 

reflecting depression varies. Table 3.2 present some of the most common synonyms 

mentioned by the three categories of participants. The core essence of the synonyms 

presented in the table might have had lost in some cases due to translation. The original 

Bangla synonyms are presented at the Appendix 11.  

Table 3.2  

Synonyms of depression  

In-depth interview 

 

Focused group Discussion 

Patients Care-givers Experts 
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In-depth interview 

 

Focused group Discussion 

Patients Care-givers Experts 

Depression  

Mental problem  

Mental illness  

Low mood  

Sufferings  

Insanity, abnormality  

Tension 

Feeling sick 

 Irritable  

Inability to consume 

meal 

Inability to have sleep 

Depression 

Over thinking 

Tension 

Mental illness 

Sorrow 

 

Schizophrenia 

Insane 

Tension 

Mental illness 

Crazy 

 

 

Unrest of mind 

Low mood 

Feeling trouble in mind 

Not feeling good 

Discomfort in the chest  

Restlessness 

Feeling discomfort 

Tension 

Anxiety 

Feeling out of breath 

Numbness 

Tightness in chest 

3.3.4. Visualization of depression. Visualization can be a powerful tool to reflect 

our inner experience and understanding of any phenomena. The patients were asked to 

visualize their illness and many of them could not. The data indicated complexities in the 

experience of depression.  

Some patients imagined shape of depression as circle/ circular, room without door, 

room with door, maze like room, emptiness (zero), air, like smoke, skeleton and face of an 

upset girl. Some patients described depression as dark, black, white, blurred. The 

following quotation reflected visualized impression of depression.  
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“If I imagine it (depression), I feel like, it is like a restlessness, it is like a black 

shadow inside my mind. Its black, Its terrible. It feels like, my mind, my body 

everything is collapsing”.  

-Patient, Female, Dhaka  

When they the respondents were explaining depression with visual description, 

they also demonstrated non-verbal reflection of distress and pain.  

3.3.5. Symptomatic manifestation of depressive disorder. Symptoms were found 

to be more or less similar across divisions of Bangladesh. Symptoms found in current 

study covered somatic, affective, motivational, cognitive, and behavioral domains. 

Moreover, there were functional impairments among the patients. These are presented in 

the following sections.  

3.3.5.1. Somatic Symptoms. Somatic symptoms were common among depressed 

patients of Bangladesh. They vividly described such symptoms when they were asked to 

elaborate their illness [depression]. It was very easy for them to answer. Participants 

described somatic symptoms of depression in all 24 in-depth interviews, in all focus group 

discussions. One of the patients reported. 

“My head hurts too much. It is burning irritation in the head – like 

disorganization. When this irritation arises, I feel like heated on the glowing fire. 

When this irritation comes to the face, to the eyelids, it feels like heated on the 

glowing fire. When dry, my irritation and pain increases – now the problem from 

head run to the chest causing burning sensation - tingling pain. Such a terrible 

feeling. I cannot drink water. I feel I became weak. Can‟t drink, hurts in the chest. 

The hands, eyes and face gets tightened. Heart die away, do not feel good, all I 
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want is to stay lying on the bed.”        

-Patient, Female, Sylhet  

Experts reported the commonness of somatic complains in depression as reflected 

in the following quotation.  

“In my experience, during a previous study, while conducting focused group 

discussions, we found chest-related symptoms more commonly. Patients reported 

discomfort on chest, chest cramps, feeling of emptiness in chest, stomach burns. 

Chest related symptoms were first - the most common. Then there were head 

related symptoms - headache, feeling unexplainable discomfort in head. Patients 

also reported agitation, feelings of discomfort, breathlessness and feeling of 

numbness. . . . Headache, burning sensation in the head, sensation of pain, feeling 

of cramp in (head), tightness in chest. . . . . . Sexual problem is a big issue due to 

our culture. It presents as a symptom [of depression]. Lack of sexual arousal is 

reported by the patients.”  

-Psychiatrist, Male, Dhaka  

Depressed respondents complained about many types of somatic symptoms. It 

seemed that reporting somatic symptoms was easy for them. They could disclose their 

somatic symptoms with minimum or without any probes from the researcher. A list of such 

symptoms are categorized and provided in the following table.  

Table 3.3 

Somatic symptoms 

Sub-category Somatic symptoms 
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Sub-category Somatic symptoms 

Sleep related  Sleep disturbance (reduced sleep); Increased sleep and feeling 

drowsy. 

Pain Related 

 

Pain; pain in vein; pain in muscle; pain in both legs; pain in 

body; pain in spinal cord; pain in waist; the legs are chewy; 

muscle cramp; the hands and feet hag out; pain in hands and 

legs; back pain; pain in neck; cannot swallow due to severe pain. 

Chest related Pain in chest; discomfort in chest; pain in heart; burning 

sensation in chest; pressure in the chest; heavy sensation in 

chest; palpitation/ heart racing and numbness. 

Head related  Slowdown in the head; headache; vertigo; feeling pressure in 

brain and heaviness in head. 

Weakness related Weakness of body/ fatigue; lack of energy; body shakes; 

inability to do activities like gym or difficulty in walking. 

Gastrointestinal Vomiting and burning sensation in stomach. 

Sex related Nocturnal emission; penis reduced in size; decreased libido; 

burning sensation during micturition; burning sensation in penis; 

loss of semen; loss of semen during micturition and sexual 

weakness. 

Weight and appetite lack of appetite; significant loss of weight; increased appetite 

and weight gain. 
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Sub-category Somatic symptoms 

Physical ability Slowing down of physical activities; lying down in bed for long 

time; withdrawn; and absent in workplace. 

Other symptoms 

 

Dizziness; nausea; restlessness; sweating; feverish feeling; 

frequent shallow breathing; burning sensation in whole body; 

feeling like the fire comes out from the palm, from the head, 

from the forehead, from the nose; numbness in one side of the 

body; Numbness in back; the pale face; high blood pressure; low 

blood pressure; feeling that bones are decaying; fit like attack/ 

loss of consciousness; itching; feeling like dying; feels that bed 

and furniture are moving/ shaking. 

 3.3.5.2. Affective symptoms. Low mood was common among depressed patients. It 

was reported in all in-depth interviews (24) and FGDs (6). We can consider comment of a 

patient to have an idea about her mood. 

 “My mind [heart/mood] is always low. I feel like I should through my mind [heart] 

away to some other places”  

-Patient, Female, Dhaka  

 Initially when asked directly about mood, many patients and caregivers find it 

difficult to respond. However, with probe and after explaining mood in common dialect, 

they were able to provide details. It seemed that some were using depression and anxiety 

interchangeably to indicate depressed mood. In Bangla, there is a word -`oshanti‟ which 

could be translated as either „no peace in mind‟ or „depressed mood‟. „Oshanti‟ the Bangla 

term could be used to indicate depression or anxiety, depending on context of its use. A list 
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of affective symptoms of the respondents is given in following box (see Appendix 12 for 

original Bangla).  

Box 3.1  

Affective symptoms  

Mind is low, 

Feeling bad, 

Low feeling, 

Sad, 

Depressed, 

Lack of pleasure in mind, 

Lack of peace in mind, 

Cannot enjoy life, 

Feeling pain, 

Frustration, 

Despair, 

Upset, 

Feeling lonely, 

Not feeling good, 

Pain, 

Mind is not feeling well, 

Unwell in mind, 

Sorrow in mind,  

Feeling of sorrow, 

Nothing feels good, 

Sorrow in heart, 

lack of focus in mind, 

Unmindful, 

Guilt, 

Silent inside, 

Guilty feeling, 

Numbness of feeling, 

Reduced sympathy, 

Feeling empty, 

Feeling of loss, 

Self-defeating feeling, 

Shy, 

Hopelessness, 

Unbearable, 

Impatience, 

Feeling hatred, 

Worthlessness, 

Jealousy, 

Tension, 

Restlessness, 

Irritability, 

Fear, 

Anger, 

Feel like life is over, 

Feeling like crying and  

*„Oviman‟ (a Bangla word). 
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*Note: Oviman could not be translated in single word. It is Offended state of mind; pique; 

sensitiveness; mental perturbation (M Ali, Manirujjaman, & Jahangir, 1994).  

3.3.5.3. Motivational symptoms. The respondents reported lack of interest in all 

types of activities such as, occupational activities, study, household activities, academic 

work, school attendance, social interaction, self-care, sexual activity etc. They felt like 

they would prefer to lie in bed for days without doing anything. Lack of interest and 

motivation was clear in following comments of the patients. 

“When I am home, I do not feel like going from one room to another. Cannot even 

pour a glass of water on my own. I am tired of my body and mind. Nothing feels 

good. I wish I could leave everything and go to some other places.” 

-Patient, Female, Dhaka.  

“When this sickness [depression] raises, I do not feel like doing anything. I wish I 

could lie [the whole day]. For last one month it [depression] is too much in 

intensity. [My] Mother-in-law does not understand my pain. If my own mother was 

here, she could understand. I am forced to do work [households], I do not want to. 

My body feels unwell. When [this] problem with head starts, I feel like wanting to 

lie down [whole day]. I must do my work to survive from mother-in-law, I need to 

feed my children. Mother-in-law is angered [with me]. I myself is not surviving, if I 

can‟t live how can I work?”      -Patient, 

female, Sylhet.  

Lack of interest depends on severity of symptoms. Whenever, depression become 

severe, interest diminishes in lowest point. Some respondents described that they could 

continue doing some less demanding activities such as, gossiping with friends or spending 

time in social media, gaming or internet browsing. However, more demanding tasks such 
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as household chores, social visits from or to relatives, study, leisure activities, and 

adherence to medical regime/advice seemed quite difficult for them. Some of them decided 

to quit their job. Some of them showed lack of interest in food.  

 3.3.5.4. Cognitive symptoms. Cognitive symptoms were reported by the patients in 

the current study. Patients mentioned a range of cognitive symptoms including 

forgetfulness (or memory problem), remorseful thoughts, indecision, over thinking, lack of 

concentration, lack of confidence, diminished ability to think, slowness in thinking, 

confusion (i.e., not sure what to do) etc. In this connection, we can consider one expert‟s 

comment. 

“One of my patients reported during his depression spell, that he was unable to 

think. His associates suggested - you start writing, you will feel good when you 

write. He replied – I cannot, I am not having the thoughts . . . . . . I cannot bring 

out any words, sentence within me, I am unable to think. When taking a book to 

read in the morning, I cannot read, keep that aside. Phone ringing numerous times, 

I do not receive. I thought I would write a couple of lines, but could not. All are in 

waiting list.”  

 -Psychiatrist, Male, Rajshahi  

Patients had negative thoughts about self, others and future. One respondent 

mentioned as below.  

“I feel bad about myself. I did not study much. I could not do anything for my mom, 

my dad. I could not even serve my husband, family. Only eating and being a burden 

on my husband‟s family. At those time I feel I am like a cat.”  

 -Patient, Female, Rajshahi  

These negative thoughts are sometime related to death wish and suicidal ideation. 
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One respondent statement reflected it.  

“I do not feel good in any activities. What is the point of living? I would achieve 

nothing. I am not getting the chance [to commit suicide] as I am from a 

conservative family. Even If I wish, no one will help me on that [to commit 

suicide]. What to do but wait? I can only utter - when shall I die? I have seen the 

life, now only that part [death] is left to be seen.” 

  -Patient, Female, Dhaka  

Similar to Beck‟s cognitive triad (A T Beck, Rush, Shaw, & Emery, 1987) 

depressed patients reported negative views about self, future and others. Such 

categorization of thoughts can be useful to understand depression and therefore, are 

presented in the following sections.  

3.3.5.4.1. Negative thoughts related to self. Respondents reported many negative 

thoughts about themselves. These thoughts were about their lack of worth, lack of quality, 

lack of luck etc. Respondents reported those thoughts quite easily, as if, words were ready 

in their tongue or as if they did rehearsal before giving interviews. Possibly those thoughts 

were strong and wide spread in their mind. A list of such thoughts is given in following 

box. 

Box 3.2. 

Negative thoughts related to self 

My memory is shrinking.  

I have nothing. I am penniless.  

My value is reduced. 

I always feel I am not essential. 

I will be insane. 

People say that I will go to hell. 

All the people of the world are happy, but I am 

not. 
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I feel I am not a good person. 

I am hopeless.  

I am useless. I am good for nothing.  

Possibly I could not do [any work].  

My end time, time of death, 

appeared.  

I have no hope, no pleasure.  

I will die. I will not survive anymore. 

I feel I am value less.  

I have bad luck. None of my desires were 

fulfilled. 

If I think [about something, that is anxiety 

provoking], I will fail to breath.  

I have chest pain. I feel I will die. I feel some 

serious damage [of mine] is happening. 

I cannot even read a simple content. I do not 

have capacity to understand. I cannot persist 

with anything. 

3.3.5.4.2. Negative thoughts related to future. Respondents reported negative 

thoughts about future. It seemed many of them had bleak ideas about future. A list of their 

thoughts is given below.  

Box 3.3 

Negative thoughts related to future 

- After my death, my children will be in danger. Who will take care of them? My 

husband might get married second time. Then my children will be deceived from care. 

My children‟s‟ study will be stopped. I will die in this illness. I have no hope for 

survival. My future is dark. I cannot hope for any good. My coming days will be bad.  

- My future is dark. I don‟t think that there is any good in future. 

- [My days will be] bad. I cannot expect anything good from my life. I feel I am good 

for nothing. I feel no good event is in my future  

- I will be mad. They will send me in sanatorium [Pabna mental hospital, A big 

psychiatric hospital of Bangladesh]. Everyone will remain in family. I would not stay 



 

52 
  

there anymore. I will be left alone. No one will care me. This is my fate. I would not 

survive much. I will die. 

- I cannot believe anybody easily. Others tell lies. They will cheat. I feel in this way 

- I do not want to see [ communicate with] others. It is pointless.  

- I have no future dream  

- My health is deteriorating. I could not afford treatment cost in future. My condition 

will deteriorate over time. Possibly I would not survive. My daughter is also sick. I 

have a shadowy future.  

- I will not marry in future. After finishing my study, I will make a home in hills and 

will live there alone.  

- Nothing will happen (in future). All my initiatives will be in vein. Nothing will happen 

in my life, in my career. I would not succeed.  

- I cannot tell you whether I used to think about future.  

- I am seeing negative in last 4/5 years. I didn‟t see any good. I always saw bad things. I 

some time got negative thought about God. I did nothing against people. Why such 

(negative) consequences for me? I some time got negative thought about even 

existence of God. I am focusing on my previous experiences. I could not expect any 

good from my life. I feel I cannot do anything. Nothing good will be with me in future. 

3.3.5.4.3. Negative thoughts related to world/others. Patients with depressive 

disorder reported negative thoughts about future. They could not keep trust on others. A 

list of such thoughts is given below.  

Box 3.4 

Negative thoughts related to world/ others 
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- My husband is a very bad [person]. 

- Life is so cruel!  

- Males are bad. 

- Nobody understands me.  

- I cannot believe anybody.  

- Others are hostile. They don‟t want my wellbeing. 

- People of the world is very bad. People around me are also bad.  

- People are selfish.  

- They are self-centered to such an extent that they cannot realize that they are harming 

others due to their vested interest.  

 3.3.5.5. Behavioral symptoms. Depressed patients mostly became withdrawn from 

various activities and crying was most common among the respondents that was found in 

IDIs and in FGDs (with patients, with care givers, with panel of experts). A list of 

behavioral symptoms explored through current study is given in following box.  

Box 3.5 

Behavioral symptoms 

- Inability or difficulties in performing routine daily activities.  

- Withdrawal from activities including household chores, self-care, socialization, 

talking, study and occupational activities.  

- Increased reactivity such as crying spell without apparent reason, anger outbursts.  

- Excessive shopping, increased smoking, substance abuse.  
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3.3.6. Deliberate self-harm and suicide. Death wish, deliberate self-harm and 

suicide is at the same time behavioral and cognitive symptom. Death wish and suicidal 

thoughts were more reported by depressed respondents in current study than suicide 

attempts. Plan to commit suicide was in between these two groups. Some of the respondent 

had thoughts which is subtle but related to it, like, it would be better if God takes me to 

him (thought of death). These groups of people usually were not worried about death, 

rather they welcome it. When severity of depression increase, suicidal thoughts also 

become frequent and persistent. Suicidal attempts were found to be associated with 

negative thoughts. Altogether, twenty-four in-depth interview was done and it was found 

that four of the respondents took attempt to commit suicide. Deliberate self-harm/ self-

mutilating behavior was slightly more common among the respondents than suicide 

attempts. Multiple suicide attempts were seen among the respondents. It seemed that once 

some body attempts suicide, he or she might continue the pursuit. We can go through 

comments of two patients to have idea about their thoughts related to suicide. 

“[I] was lacerating my hands. Waited the whole night planning on how to hang 

myself.”   

      -Patient, Female, Dhaka. 

  

“[I am] failing to fulfil my parents‟ dream. I cannot prove myself [my worth] to 

others. There is no point in living. My parents have done a lot [for me], there is the 

meaning in living if I cannot fulfil their wishes.”  

– Patient, Male, Dhaka  

At least two respondents reported thoughts of killing others. One of them was a 

lady who thought that in her absence, her children will be in great pain. So, she thought 

she might alleviate their pain by killing them before taking own life.  
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 3.3.7. Functional impact of depression. Impairment in significant areas of 

functioning is a common outcome of depression. The patients and the caregivers often 

identify depression or feel need for intervention by observing these impacts on 

functioning. Overall level of functioning in significant areas deteriorates after starting of 

depression. The following quotations reflects these in further detail. 

“Now I cannot do anything. I have to fry an egg - I can‟t even do that. Cannot talk 

in an organized manner. Cannot explain [communicate] to others. I was very 

organized. But now become very disorganized.”  

-Patient, Female, Dhaka 

  

“Whenever I want to take a bath, I do not feel like taking a bath. It is too much 

work – [I have to] use soap, dry my hair – too much many work to perform at a 

time.”  

-Patient, Female, Rajshahi  

 The following textbox represents some common areas of impairment found in 

depression.  

Box 3.6  

Impairment in significant areas of functioning 

- Stopped study. 

- Stopped attending in academic classes.  

- Stayed alone in his/her room.  

- Stopped self-care (beautification or wearing good dresses).  

- No more gossiping with friends.  
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- Staying away from any social contact.  

- Avoided receiving phone calls.  

- Refrained from performing prayer.  

- Avoided purchasing from markets.  

- Stopped sexual relationship with spouse. 

 3.3.8. Diagnostic consideration. During diagnosis of depression, especially in the 

primary health care facility, there is a risk of wrong diagnosis due to presence of somatic 

symptoms among depressed patients. Experts raised alarm of possible misdiagnosis as 

echoed in following statement. 

“Somatic symptoms were not covered extensively in the DSM system. But we 

observe lots of somatic symptoms among patients with depression.” 

-Psychiatrist, Male, Dhaka.  

3.4. Discussion 

Vocabulary for depression is limited among Bangladeshi population as reflected 

from interview with respondents. They seemingly tried their best, however, could not find 

appropriate words to describe internal feeling and understanding regarding the illness. A 

study done in India showed that subjects with depressive disorder had more difficulty in 

expressing feelings compared to somatoform disorder subjects. It was also found that 

Compared with normal subjects, those with somatoform and depressive disorder had 

greater difficulty in identifying bodily sensations and feelings (Duddu, Issac, & 

Chaturvedi, 2003). There might be other possible explanation for depressed patients‟ 

difficulty to describe their illness. It is generally observed that people of Bangladesh are 

usually hesitant to ask questions to the treating physicians about their illness. Additionally, 
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they often knew the broad names such as mental illness or problem of brain instead of the 

exact name of the disorder. It might be that doctors were not telling them the exact name 

of the disorder with a thought that they would not understand. Huge work load and limited 

time for each consultation might be deterring doctors to explain the disease to the patients.  

The respondents of current study were asked what was their own term for their 

illness (depression or in Bangla, „Bishonnota‟). They provided with many terms like 

depression (in Bangla „Bishonnota‟, or „Hotasha‟), lack of peace in mind (in Bangla, 

„Oshanti‟), low mood (in Bangla „Mon Kharap‟), over thinking (in Bangla, „Otirikto 

chinta), tension (in Bangla, „Dushchinta‟), sufferings (in Bangla, „Kosto‟), Breathlessness 

or feeling of suffocation (in Bangla, Fapor Lage), mental illness, abnormality or insanity 

(in Bangla, Pagoler rog), mental problem/ mental illness (in Bangla, „Manoshik 

Shomassha‟ or „Manoshik Rog‟). In a study done in Bangladesh It was found that among 

the participants, hardly anyone understood the term bishonnota (literal Bangla translation 

of depression). Rather they expressed depression as chinta rog (worry illness). They also 

suggested some other terms like „Chinta‟ (worry), Tension (anxiety), „tension rog‟ (anxiety 

illness), „brain stop‟ (brain stops functioning), „orthonoitik‟ (financial), 

„durbolota‟ (weakness), „mathaye tension‟ (tension in the head), „hridkampo/buk 

dhorfor‟ (palpitation), „hai hutash‟ (grievances), „manoshik rog‟ (mental disorder) to 

indicate depression (Selim, 2010).  

In current study, respondents reported vivid description of somatic symptoms. In 

all twenty-four in-depth interviews, respondents gave description of somatic symptoms 

which was also supported by focus group discussions with patients and care givers and 

FGDs with mental health experts. It is suggested that people may use somatic complains to 

ensure their support when service providers or the society as a whole do not understand 

cognitive and behavioural symptoms (Nichter, 2010). This scenario might be same in 
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Bangladesh as among people of Bangladesh, somatic complains are easily understandable 

and will get much attention without any stigma attached with it. Moreover, psychological 

service is extremely limited in health system in Bangladesh. So, it can be assumed that the 

health system does not readily understand cognitive or behavioural symptoms. Usually 

doctors from many disciplines (other than psychiatry) used to tell the patients that they 

have no problem if there is no clear somatic manifestation of the patients.  

One expert (psychiatrist) elaborated his depressed patients feeling of discomfort in 

chest (in Bangla: „Ge a Fapor Lage‟ or „Jan Kharap Lage‟). Translation will be like 

uneasiness or discomfort in soul. But there is no clear translation of this symptom. All 

three psychiatrists who were present there supported it as depressed patients‟ common 

complain. In an unpublished survey on symptoms presentation, it was found that among 

individuals with major depressive disorder, most reported symptoms were feeling 

low/down, sleep disturbance, lack of interest or pleasure in any activities, decreased 

appetite and Headache/Neck pain (Hamid et al., 2016). Somatic symptoms was found to be 

most common among Indian depressed patients (Chaturvedi, Rao, Mathai, Sarmukaddam, 

& Gopinath, 1985; Chaturvedi & Upadhyaya, 1989; Derasari & Shah, 1988; Poongothai, 

Pradeepa, Ganesan, & Mohan, 2009; Saxena, Nepal, & Mohan, 1988; Sharma & Shah, 

2006). In the literature, somatic complaints were found to be common among both western 

and non-western depressed patients (Draguns & Tanaka-Matsumi, 2003; Shidhaye, 

Mendenhall, Sumathipala, Sumathipala, & Patel, 2013).  

Current study showed that depressed patients gave rich description of somatic 

complains when they were asked about their problems. But when they were asked whether 

they had psychological symptoms like affective and cognitive symptoms, they also 

responded positively. It seemed that if the patients were reminded, they agreed with 

existence of those symptoms. Otherwise, they were mostly complaining about somatic 
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symptoms. Study showed subjects with depressive disorder had more difficulty in 

expressing feelings compared to somatoform disorder subjects (Duddu et al., 2003). A 

study showed that psychiatric patients of south India worry that if they disclose their 

psychiatric illness to others, they might be misunderstood and might lose their status 

(respect, job etc.). They were also worried that such disclosure might reduce their or even 

their family members chance to get married. Patients felt safe to disclose somatic 

symptoms of their illness only (Weiss, Jadhav, Raguram, Vounatsou, & Littlewood, 2000).  

Many anxiety symptoms were found among the respondents of the current study, 

though they have diagnosis of depression. Respondents reported restlessness, psychomotor 

agitation, headache, irritability and anger, tiredness, nausea, concentration difficulty, sleep 

disturbance, fear, decreolization etc. symptoms. Studies showed that depression and 

anxiety are often comorbid (Kessler et al., 2008), and they share same type of risk factors 

(Almeida et al., 2012). Both of the disorder responds to same treatments (Butler, 

Chapman, Forman, & Beck, 2006). It seems that there may be overlap and comorbidity 

between depression and anxiety (Abas & Broadhead, 1997; Bener, Ghuloum, & Abou-

Saleh M T, 2012; Das-Munshi et al., 2008; Kaaya et al., 2010).  

Current study showed that two respondents had a history of multiple suicide 

attempts. It might be that once someone took an attempt of suicide, his or her barrier to do 

the act had broken. Then taking another attempt was not much a problem for him or her. 

Personality factors might act as another explanation of repeated suicide attempts. There is 

biological explanation of suicide attempts of depressed patients. One respondent of current 

study reported that she tried to commit suicide by electrocution, but her mother saved her. 

Now she stopped the initiative as she felt her mother loved her. Religion was described as 

protective factor by maximum respondents. Common religious faiths of Bangladesh 

(Islam, Hinduism, Christianity and Buddhism) prohibit suicide and consider it as a great 
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unforgivable sin. People of Bangladesh are religious. It might have acted as a protective 

factor.  

It was found that all the symptoms mentioned in DSM-5 as criteria of major 

depressive disorder were found among the respondents of current study. All the depressed 

respondents of current study were included in the study after diagnosis of depressive 

disorder based on DSM 5 criteria. It might be reason for presence of all the DSM 

symptoms of depression among them.  

Some respondents showed some addictive type of behavior like one respondent 

was spending much time in social media and internet. Two started abusing substance 

which might be co-morbid problem or might be attempted coping with low mood. One 

housewife used to chat with a male friend to ensure passing of time. Another lady from 

Dhaka used to smoke during low mood, though smoking is unusual among Bangladeshi 

ladies. Some of them used to watch drama serials in television. These behaviors might be 

coping with symptoms of depression.  

Respondents of current study reported low mood, feeling sad and feeling sorrow. 

They also reported indifference, lonely, guilt, feeling empty and hopelessness, restlessness, 

anxiety, tension, irritability, fear, panic, anger, shy, jealous, disgust, and impatience. 

Anger, irritability and fear were strikingly common among the respondents. Studies 

showed that symptoms of anger, impoverished social relationships, emotional numbness, 

impulse control difficulties, irritability, aggression, substance use, and suicide symptoms 

were usually found among male depressed patients (Brownhill, Wilhelm, Barclay, & 

Schmied, 2005; Cochran & Rabinowitz, 2003; L. A. Martin, Neighbors, & Griffith, 2013; 

Oliffe & Phillips, 2008). Results of a review indicated that women around the world also 
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commonly report anger as a symptom of depression, which has been found in other studies 

(Rees et al., 2013; Williamson, O‟Hara, Stuart, Hart, & Watson, 2014).  

A scientific paper based on partial result of current phenomenological study on 

depression was presented in in 5
th

 Bangladesh Clinical Psychology Conference and 

Conference of International Council on Psychology Educators held in 22-25 March 2019 

at Dhaka, Bangladesh (Appendix 13). 

In conclusion, it can be said that depression is hard to describe specially from 

patient‟s end. Many of them could not tell the exact name of their illness. But they could 

give a detailed description of their problem which included many symptoms they were 

experiencing. In the latter part of this study, items were written from these symptoms for 

the new depression scale.  



 

62 
  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Chapter 4 

Exploring Expectations for the Depression Scale 



 

63 
  

Exploring Expectations for the Depression Scale 

A qualitative exploration was carried out to explore the expectations of the users on 

the proposed depression scale. Psychologists are the main users of the scale as they use 

such scales to assess severity of depression of their patients as required for treatment 

planning and evaluation by the treating mental health professionals. Additionally, 

researchers with varied background also use depression scale for measurement and 

screening of depression. However, whoever is using the scale the individual patients or 

respondents are the key stakeholders as they have to indicates their state of depression 

based on their understanding of the scale items.  

4.1. Methods and Procedures 

4.1.1. Study design. Generic qualitative exploration using In-depth interview (IDI) 

with the key stakeholders of the upcoming depression scale was carried out.  

4.1.2. Participants. Two categories of adult respondents including patients and 

professionals were purposively selected. Processionals included Clinical psychologists and 

psychiatrists. Ten individuals with psychiatric diagnosis (5 females and 5 males) were 

interviewed as patient respondents. There were 8 psychiatrists (1 female and 7 males) and 

12 clinical psychologists (8 females and 4 males) among professional respondents. 

Altogether, 30 respondents participated in this part of the study. For patient respondents, 

inclusion criterion was psychiatric diagnosis. Practicing psychiatrists undertook the 

depression diagnosis based on DSM 5 criteria. For professional respondents, inclusion 

criteria were having specialization on psychiatry or clinical psychology and engagement in 

clinical practice. The interviews were conducted by the researcher using customized topic 

guide (Appendix 14). Verbal consent was taken for participation in the interview and its 

recording. Audio records were transcribed for content analysis. 



 

64 
  

4.1.3. Study site. Respondents with psychiatric diagnosis were taken from Dhaka 

and professional respondents (psychologists and psychiatrists) were taken from two cities 

of Bangladesh namely, Dhaka and Rajshahi. Due to pandemic restrictions, all data were 

collected using online or over phone interview.  

4.1.4. Time frame. Data were collected from May 8, 2020 to May 29, 2020. 

4.2. Findings and Discussion  

Through in-depth interview, data on views regarding the Depression Scale (M. Z. 

Uddin & Rahman, 2005) and expected characteristics of any upcoming scale on depression 

were collected from the respondents. Professionals and respondents with psychiatric 

diagnosis expressed their expectations regarding suitable characteristics of any depression 

scale, which ranged from adding new items to having good psychometric properties. Nine 

themes were identified under expectations about depression scale are presented in the 

following sections. Some quotations are used to reflect the obtained themes. The 

quotations are translated from original language (Bangla) which might lost its essence in 

the process. Quotations are presented in Appendix 15 in original language (Bangla).  

4.2.1. Adherence to international diagnostic system. Respondents mentioned 

that any scale on depression should assess depression based on internationally accepted 

diagnostic criteria such as DSM and ICD. However, they also gave special emphasis on 

the cultural manifestation of items. They mentioned that there should be items for 

assessment of cultural manifestation of depressive symptoms such as somatic symptoms 

and items for assessment of suicide.  
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4.2.2. Inclusion of items. Respondents with psychiatric diagnosis suggested that 

we could add some items about family interaction. They suggested to include items on 

weight gain and sexual problems in depression scale.  

4.2.3. Brevity of scale. Majority of the psychiatrists and clinical psychologists 

stressed on the importance of brevity of depression scale to enhance utility in clinical and 

research settings. They suggested possible number of items of any scale on depression 

should fall between 10 to 35 items. Following comments reflects this notion. 

“[Depression scale items] if limited [in number], it will increase its use. It will be 

accepted to all. Researchers do not want to take [use] if it is long. Clinically we 

also do not want to give [use]. There is a perception that - it is too lengthy, it 

[answers] would not come. It [Items] should be less - around 20-25 or less.”  

-Psychiatrist, Male, Dhaka.  

4.2.4. Adequate psychometric properties of the scale. Professionals expressed 

the view that any new scale should have good psychometric qualities including high levels 

of reliability and validity. The need for construct validity was especially emphasized. 

There should be ways to detect random and socially desirable answers in the scale, one of 

the respondents suggested. Respondents suggested that the scale should be equivalent to 

internationally developed gold standard scales on depression. It should also have 

comparable factor structures with the gold standard scales. Respondents expressed the 

need for both severity and screening norm. Following quotation reflects some of these 

expectations.  

“Depression Scale should assess depression, nothing else. It should not measure 

anxiety. It should not be generalized. It should measure severity - mild, moderate, 

severe. It should have convergent and divergent validity. It should have a time 

frame [of responding] about how long the problem is going on. It should have 



 

66 
  

validation studies which will be consistent with validation studies of other scales. I 

would like to see how much this is consistent with other internationally known 

scales. The age range of the intended assessee should be mentioned. Guidelines on 

administration of the scale should be clearly mentioned. Minimum academic 

requirement of the examinee on whom the scale will be administered should be 

mentioned. Who will fill the scale? Can anybody fill it up? Or only clinicians, 

clinical psychologists will administer the scale - these should be mentioned. If the 

scale is self-rated, then language of the scale should be easy [to understand]. 

There should be ways to detect random answers. There should not be too many 

questions, it should not be boring.”  

-Psychiatrist, Male, Rajshahi.  

4.2.5. Availability of alternative versions. Professionals suggested that the scale 

should have multiple versions for different population groups. A common suggestion was 

to have an English version along with the original Bangla version. Suggestions were also 

made to develop age specific version (i.e., for children, adolescents and adults), 

computerized version, and versions in local dialects.  

4.2.6. Standardization of administration. Professionals suggested that any new 

Depression Scale should have a manual. They suggested that standardization should be 

considered around providing explanation on item, uniformity of instruction and record of 

notes regarding types of administration (e.g., self-administered, aided administration), 

recoding observations etc. They also expected that the scientific basis or strong logic need 

to be present on why the clients‟ need to report symptoms for certain period (i.e., for one 

month or for one-week period).  

4.2.7. Suitability and ease of understanding. Most of the professionals gave 

emphasis to the ease of understanding of the items. They expected that the language should 
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be comprehensible to the level of understanding of the clients. The professionals also 

suggested that the test items should be written in such way as to avoid any stigma. They 

asked to take special caution while generating items on suicide and sexual urge. 

Importance of language is reflected in following quote.  

“The scale should be culturally sensitive. The language of the scale is very 

important. It should be understandable to our clients, patients. The language 

should not be complex. We are working with standard language [but] not everyone 

in Bangladesh is using standard language. There are many dialects - in North 

Bengal, among indigenous ethnic groups - isn‟t it?. . . . . . . . . . Generally, we 

should search for a language that is clear and easy to understand for the greater 

Bangla speaking population as a whole. The language should be transformed in 

such a way that it can reflect the classical symptoms [of depression] such as 

psychological and somatic.” 

-Psychiatrist, Male, Rajshahi.  

4.2.8. Avoiding redundancy of items. Psychologists who were using the 

Depression Scale (M. Z. Uddin & Rahman, 2005) suggested that some item of it are 

repeated and are in opposite directions (see quotation below). Such items create confusion 

among the respondents of the scale which run the risk of resulting in inappropriate 

assessment. Such redundancy is expected to be avoided in any upcoming scale for 

assessing depression. Comment of one psychologist reflected this view.  

“Question should not be „either‟- „or‟ type. We should not ask same question 

positively and then negatively. These creates contradictions. These should not be 

there [in new depression scale]. As for example in one place [in old Depression 

Scale], it was mentioned that „I have excess sleep‟, while in another place, it says 
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„I have no sleep at all‟. Subjects become irritated with such items. [Ops] Sorry, it 

was about appetite [not sleep].”                  -Clinical Psychologist, Female, Dhaka.  

4.2.9. Use of sensitive response option. Psychologists suggested ways to improve 

response options of new Depression Scale. One respondent suggested use of number in 

response option. Some other suggested use of 3-point or 5-point Likert system. Most 

notable was the suggestion to use anchored response options similar to the BDI-II (A T 

Beck et al., 1996). It is reflected in following quote.  

“[If we use item specific language in response options instead of Likert type] It 

relates well [with respondents]. It will be easy to understand for the client. I 

support it. I liked the idea.”                     -Clinical Psychologist, Female, Dhaka.  

4.3. Conclusion  

Based on the exploration of expectations, it is clear that the upcoming scale for 

measuring depression should not only overcome the limitations of the existing Depression 

Scale (M. Z. Uddin & Rahman, 2005) but also need to include newer features suitable for 

its wide utility while maintaining standards of psychometric assessment. Assessment 

scales need to be developed based on the specific purpose and context in which they will 

be used. In the developed countries research and practice around mental health is a long 

tradition resulting in development of numerous instruments devised with specific 

objectives. Due to long practice, there are well formulated guidelines and data on 

standards, norms and practices created for specific use of the scales in the West. However, 

in our country, where mental health is a relatively new disciplines, there is a huge need for 

culturally sensitive indigenous assessment instruments, which cannot be addressed in 

single research. In other words, all the needs and expectations cannot be fulfilled with a 

single scale. However, present study tried to address these expectations as much as 

possible.  
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Devising Items 

To ensure contextual sensitivity and adequate psychometric properties, the 

development of a scale requires careful consideration when devising items. If items are 

poorly constructed or selected it will result in a subsequent analysis of poor quality. Self-

reported psychological scales are generally language dependent and therefore, the items 

are required to be understandable to the respondents. Terminology and wording used in the 

items should be acceptable in the host culture. Most of the psychological assessment tools 

used across the world are constructed in the developed part of the world. Despite 

translation and adaptation of these essentially alien tools, their representation of the 

constructs and their wording often become issues, because of linguistic and cultural 

variations evident between cultures. For example, a test measuring intelligence may 

include the interpretation of proverbs, but those proverbs may not exist in another culture. 

Such concern is equally applicable to the scale measuring depression. It is imperative that 

any depression scale be developed based on a conceptual understanding of the 

phenomenon „depression‟ in Bangladesh and upon its linguistic representation among the 

Bangladeshi population.  

Chapter 3 discussed findings from a phenomenological exploration of depression 

and its understanding among the Bangladeshi population. Additionally, Chapter 4 

presented expectations from the relevant stakeholders regarding a prospective depression 

scale. This chapter will focus on the development of items based on what is learned from 

the qualitative explorations of Chapter 3 and 4.  
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5.1. Method 

5.1.1. Design. Items were devised for revised depression scale in two stages and 

five layers (Figure 2.1, Chapter 2). 

5.1.2. Participants. Mental health experts, which included psychiatrists and 

clinical psychologists, were invited as experts in phase II (stage II and different layers) of 

items development and selection. Number of respondents were different in different layers 

of judge evaluation and is mentioned in that specific section.  

5.1.3. Procedure. The new items were drafted by the researcher mostly from 

findings of the phenomenological study of depression (see Chapter 3). Additional items 

were collected from existing items of the Depression Scale (M. Z. Uddin & Rahman, 

2005), clinical notes and research literature on depression. The procedure of items 

development is presented in Figure 5.1 and relevant sections.  

The items underwent a rigorous process of evaluation by mental health experts. A 

list of mental health experts was devised and were subsequently contacted and requested to 

judge the newly developed items of the depression scale. Verbal consent was taken for 

their participation. Different numbers of judges were recruited for four layers of 

evaluation. In each layer of evaluation, they had slightly different task to do. The detailed 

procedure on each judge evaluation is presented in Section 5.3.  

The overall process of item development and selection is presented in the following 

flow chart (Figure 5.1).  
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Figure 5.1. Flow chart on the process of items selection. 

5.1.4. Time frame. Evaluation by the experts were carried out between March 4, 

2020 to October 20, 2020.  

5.2. Stage I. Developing Item Pool 

Most of the items (148) in the pool were devised from findings of the 

phenomenological study of depression (see Chapter 3). Additionally, items were collected 

from clinical notes of practicing psychologists as well as from text and research on 

depression. Sixty-two items were added from clinical notes of 21 psychologists. Fifty-three 

items were generated from a literature review of depression. Finally, all 30 items of the 

Depression Scale (M. Z. Uddin & Rahman, 2005) were also added to this item pool. 

Depression being part of regular clinical practice and rigorous studies, a few repeated 

items (identical wording) were found in the item pool. In such cases, only one item was 

retained. However, where items with similar but not with identical wording were found, 
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they were both retained in the pool for evaluation by judges. A pool of 282 items was 

finally drafted and presented for evaluation by the judges (see Appendix 16). 

5.3. Stage II. Selection of Items  

Items for the Depression Scale were revised through several layers of evaluation by 

experts. It included three layers of judge evaluations and one expert panel discussion (layer 

IV) for final selection of items for measuring depression. The task for the judges slightly 

differed across different levels. A summary of the total evaluation process across the 

different layers is presented in Table 5.1. The detailed process is described in the 

subsequent sections. After evaluation of items by experts, a pilot study was conducted to 

finalize items, which will be discussed in section 5.3.5.  

Table 5.1  

Summary of the Judge evaluation process  

 Judges 

included* 

Criteria for evaluation Types of 

analysis 

No. of items 

kept  

Layer I: 

First 

judge 

evaluation 

6 Clinical 

psychologist & 8 

Psychiatrist 

If 20% of judges agreed 

that items do not assess 

depression or not clear, 

then those items were 

deleted from next pool 

of items. Repeated items 

removed. 

Qualitative 

and 

quantitative 

First Draft of 

new 

depression 

scale with 57 

items (from 

282 items) 

Layer II: 33 Clinical Items that got judges Quantitative Second Draft 
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 Judges 

included* 

Criteria for evaluation Types of 

analysis 

No. of items 

kept  

Second 

judge 

evaluation 

psychologist & 

32 Psychiatrist 

support (mean score 3.00 

or above, around 75% or 

more support by judges) 

were selected for next 

draft of depression scale. 

of depression 

scale with 34 

items. 

Layer III: 

Third 

judge 

evaluation 

6 Clinical 

psychologists 

Evaluation of anchored 

response options and 

appropriateness of the 

short titles. 

Qualitative Third Draft of 

depression 

scale with 26 

items. 

Layer IV: 

Review by 

Experts  

1 Clinical 

psychologist, 4 

Psychiatrists & 1 

Psychometrician 

Evaluation of items, 

short title, response 

options and any 

repetition 

Qualitative Fourth Draft of 

depression 

scale with 24 

items. 

* Altogether, 72 mental health experts contributed as judges. Among them, 35 were 

psychiatrists and 37 were psychologists (please see Appendix 17 for list of judges).  

5.3.1. Layer I. First Judge Evaluation. Fourteen mental health experts were 

involved in the first layer of judge evaluation. Among them, six were clinical 

psychologists (42.9%) and eight were psychiatrists (57.1%). The purpose of the judge 

evaluation was to review the initial item pool with 282 items. Judges were requested to 

carry out two tasks, firstly to assess the items‟ suitability for measuring depression on a 

four-point rating scale (“Assess depression accurately”, “assess depression moderately”, 
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“unclear item” and “do not assess depression”). Secondly, they were requested to provide 

additional items or to revise the wording of items. Removal of items from the pool were 

done when at least 20% of the judges agreed on either of the three decision, i) the item 

does not assess depression, or ii) the item is unclear, or iii) the item is a repetition of other 

items. In the case of repeated items, one of the items was kept with the seemingly clearest 

communication about the construct it represented.  

Through the process of first layer of judge evaluation, 20 items went through 

language revision, 67 items were deleted due to repetition, 156 items were deleted for not 

being suitable („does not assess depression‟ or „unclear item‟), 2 items were removed on 

special consideration (item 278 and 279). Item 278 was about the male sex organ and item 

279 was about male sexual performance, and hence are not applicable to both genders. 

Item specific decisions on this layer of judge evaluation is presented in the Appendix 18 

(a). Fifty-seven items survived judge evaluation in this layer and resulted in the first draft 

of the depression scale, see Appendix 18 (b).  

5.3.2. Layer II. Second Judge evaluation. This layer of judge evaluation was 

done to evaluate first draft of revised depression scale. Altogether sixty-five judges (thirty-

three with clinical psychology background and thirty-two psychiatrists) were respondents 

in this part and provided their judgment. Second phase of judge evaluation was done 

virtually by using google form due to outbreak of COVID 19 pandemic and Government 

imposed lock down. Current researcher communicated with the judges over the phone, by 

emails or face to face contact. He requested them to judge the items of the new depression 

scale. The first draft of the new depression scale was given to the judges virtually, through 

google form, for their judgment as to whether these items were worthy of use in the 

revised depression scale. Judge evaluation was completed between May 3, 2020 to May 

16, 2020. Items that got the judges support (mean score 3.00 or above, around 75% or 
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more support by judges) were selected for the next draft of the newly developed 

depression scale. 

Thirty-four items were selected through judge evaluation in this layer and the 

second draft of the new depression scale was created. Please find the results of this layer of 

judge evaluation in Appendix 19 (a) and item specific decisions of this layer of judge 

evaluation in Appendix 19 (b). Thus, through the second layer of judge evaluation, the 

second draft of the new depression scale was created. Please see Appendix 19 (c) for the 

second draft of the new depression scale with anchored response options. Anchored 

response options were created by the current researcher after this layer of judge evaluation.  

5.3.3. Layer III. Third Judge Evaluation. Six clinical psychologists were 

respondents and gave their judgment regarding the second draft of the new depression 

scale in order to finalize short title of items and response options. Four-point anchored 

responses were created for second draft of new depression scale by current researcher 

(Please see Appendix 19 c). Third layer of judge evaluation was done online through email 

and phone interview due to COVID 19 pandemic situations. Only one interview was taken 

face to face. Judge evaluation was done between 6 and 23 June 2020. Judges were 

requested to give their opinions regarding- (a) suitability of the short title that were 

produced against each thirty-four items, (b) suitability of responses (four-point anchored 

responses) to assess this item/concept and (c) equivalence of spacing between the four 

response options. Judges were requested to give any opinion about this draft of new 

depression scale. They could suggest new response options and could change language of 

response options. Judgement of experts was used qualitatively.  

After the third layer of judge evaluation, twenty-four items survived. Two items 

were created by merging 5 items. Five items were deleted due to repetition. 18 brief item 

names/short titles among survived items were changed based on judges‟ suggestions. 
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Language of nearly all anchored response options were changed as per suggestion by the 

judges. Please find the result of third layer of judge evaluation in Appendix 20 (a). Please 

find Appendix 20 (b) for item specific decisions of third layer of judge evaluation. Thus, 

based on judgement of the experts, the third draft of new depression scale with 26 items 

was created (please see Appendix 20 c). 

5.3.4. Layer IV. Final Revision by Experts. Panel discussion was used for the 

final revision of draft of new depression scale. Four psychiatrists, one clinical psychologist 

and one psychometrician were the respondents in the panel discussion. The purpose of the 

meeting was to select appropriate items from third draft of new depression scale. Current 

researcher communicated with the respondents and took verbal consent from them for their 

participation as experts of panel meeting. Experts gave their judgment on the third draft of 

the new depression scale regarding appropriateness of response options that were put in 

four-point Likert format (0- 3), with an anchored response format. The panel meeting was 

held via zoom meeting due to COVID pandemic situation. Current researcher moderated 

the meeting in the presence of the supervisor of the study. Experts gave opinions regarding 

response options for the items. They also suggested changes of language for a few items. 

The meeting was recorded and judgments of experts were used qualitatively.  

After panel discussion, twenty-three items survived, 1 new item was added and 3 

items were deleted. Among survived items, brief item names were changed for 3 items. 

Language was changed in anchored response options of fifteen items. Please find 

Appendix 21 (a) for item specific decisions of panel discussion. Through judgment of 

these panel of experts, the fourth draft of the new depression scale was prepared, 

consisting twenty-four items (please find Appendix 21 b).  
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5.3.5. Layer V. Pilot study. This part of the study was done to explore whether the 

fourth draft of the new depression scale was understandable to the population for which it 

was developed. Piloting of the fourth draft of Depression Scale was done with 29 

purposively selected respondents. Both patients and healthy respondents were used in this 

part of the study. Among the respondents, 58.6% (17) had psychiatric illness and 41.4 % 

(12) had no psychiatric illness. Among the respondents 24.1% (7) had major depressive 

disorder, 10.3% (3) had substance use disorder, 6.9% (2) had obsessive compulsive 

disorder, 3.4% (1) had substance related disorder, 3.4% (1) had got somatic symptoms and 

related disorder, and 10.3% (3) had got other psychiatric disorders. Among the 

respondents, 62.1% (18) studied/read in Bangla, 13.8% (4) in Arabic and 24.1% (7) in 

English Medium. Data were collected from National Institute of Mental Health, from two 

private psychiatric clinics of Dhaka, and from residence of few participants all of whom 

were from Dhaka city. All the interviews were done in face to face basis except two 

respondents who gave their interview in online due to COVID 2019 pandemic situation. 

All interviews were taken by the current researcher. After explaining the research, the 

researcher requested that the respondents take part in the current study. He took informed 

written consent from the participants who agreed to take part in current study. In pilot 

study, all respondents completed the fourth draft of the new depression scale to have an 

experience of the answering to the scale. Then they were asked about clarity of instructions 

and items of the draft of the new depression scale. They provided both quantitative (in 

Likert format) and qualitative feedback regarding (a) clarity of the instruction, (b) scale 

items and (c) response format.  

Based on their feedback, 21 items survived without any change. Language of three 

items was changed. Short title of one item was changed. Language of the anchored 

response of three items was changed. Thus, the fifth draft of the new depression scale was 
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prepared. Please see Appendix 22 (a) for demographic information of the respondents of 

the pilot study. Please see Appendix 22 (b) for item specific decisions made through pilot 

study. Please see Appendix 23 (a) for the fifth draft of the newly developed depression 

scale modified through pilot study.  

5.4. Final Draft of the new depression scale. 

The final version of new depression scale (5
th

 draft) comprised 9 affective items, 1 

behavioral item, 5 physical items, 6 cognitive items and 3 motivational items (Appendix 

23 a). Please see Appendix 23 (b) for the English version of the scale.  

5.5. Conclusion 

Judge evaluations, expert panel meeting and piloting all played a crucial role in the 

finalization of items for new depression scale. The whole initiative done under this section 

was comprehensive. Initial item pool was developed from phenomenological study done 

on depressed patients, clinical notes of practicing psychologists, theoretical ideas, and 

items of the existing Depression Scale (Uddin and Rahman, 2005). The process ensured 

indigenization of the items of the scale. Through three phase of judge evaluation and one 

expert panel meeting, the items of the scale was finalized. Altogether 72 judges 

participated as respondent in current study. Judges were mental health experts with 

psychiatry and clinical psychology background. In pilot study, respondents were patients 

with psychiatric diagnosis and healthy respondents. Different categories of psychiatric 

patients were taken as respondent in current study as it is expected that new depression 

scale will be used on not only patients with depression diagnosis but might also be used on 

other psychiatric patients for the assessment of comorbid depression among them. One 

purpose of the depression scale is to screen for depression among healthy population. So, 
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healthy respondents were also used along with patient respondents. Among healthy 

respondents, some read in Bangla, some in English and some in Arabic language. This step 

raised the hope that the new depression scale will be understandable to students passed 

from Madrasa (Arabic medium), English and Bangla Medium schools. It was done 

because these three mediums of schooling are available in Bangladesh. Through these 

revision processes, we arrived at the fifth and final draft of the newly developed depression 

scale with 24 items, which were later to be tested and finalized through item analysis.  
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Item Analysis 

Item analysis was done on the fifth draft of the new depression scale to ensure that 

appropriate items for the scale are selected for the final version of the scale. The item 

analysis process identified items that have cohesiveness in reflecting the construct of 

depression and have the ability to discriminate between depressed and non-depressed 

respondents.  

6.1. Participants 

There are many formulas and rule of thumbs available for deciding sample size. 

One of the most convenient and widely used rule of thumb for deciding required sample 

size is “N=50+8m” where, m is the number of items in the instrument (see Green, 1991). 

We had 24 items in the final draft of the new Depression Scale. Therefore, using this rule 

of thumb, N=50+8m, the appropriate sample size for item analysis was estimated to be 242 

(50+ 8X24). But during data collection, the researcher improved upon this sample size 

(which should be considered the minimum sample size that is appropriate) by purposively 

recruiting 350 respondents (175 respondents with depression diagnosis and 175 

respondents with no psychiatric diagnosis).  

Item analysis was done by administering the fifth draft of the new depression scale 

to 175 healthy (without any psychiatric diagnosis) and 175 respondents with depression 

diagnosis (altogether 350 respondents). The sample was matched by sex and age. 

Demographic characteristics of the sample are presented in table 6.1.  
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Table 6.1  

Demographic information of the sample used in item analysis 

Demographic 

variable 

Healthy (N = 175) 

n (%) 

Depressed (N = 175) 

n (%) 

Total (N = 350) 

n (%) 

Sex    

Male 59 (33.7) 59 (33.7) 118 (33.7) 

Female 116 (66.3) 116 (66.3) 232 (66.3) 

Religion    

Islam 160 (91.4) 157 (89.7) 317 (90.6) 

Hindu 14 (8.0) 16 (9.1) 30 (8.6) 

Christian 0 (0) 1 (0.6) 1 (.3) 

Others 1 (0.6) 1 (0.6) 2 (.6) 

Residence    

Rural 12 (6.9) 32 (18.3) 44 (12.6) 

Urban 152 (86.9) 126 (72.0) 278 (79.4) 

Semi Urban 11 (6.3) 17 (9.7) 28 (8.0) 

Occupation    

Service 64 (36.6) 36 (20.6) 100 (28.6) 

Business 15 (8.6) 15 (8.6) 30 (8.6) 

Farmer 0 (0) 1 (0.6) 1 (.3) 

Day laborer 1 (0.6) 0 (0) 1 (.3) 
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Demographic 

variable 

Healthy (N = 175) 

n (%) 

Depressed (N = 175) 

n (%) 

Total (N = 350) 

n (%) 

Home maker/ 

house wife 

48 (27.4) 70 (40) 118 (33.7) 

Student 41 (23.4) 39 (22.3) 80 (22.9) 

Unemployed 2 (1.1) 10 (5.7) 12 (3.4) 

Others 4 (2.3) 4 (2.3) 8 (2.3) 

Marital Status    

Unmarried 60 (34.3) 52 (29.7) 112 (32.0) 

Married 103 (58.9) 119 (68.0) 222 (63.4) 

Living separately 1 (0.6) 1 (0.6) 2 (.6) 

Divorced 2 (1.1) 1 (0.6) 3 (.9) 

Widow/ Widower 9 (5.1) 2 (1.1) 11 (3.1) 

Education    

Illiterate 9 (5.1) 8 (4.6) 17 (4.9) 

Up to primary 20 (11.4) 20 (11.4) 40 (11.4) 

Six to SSC 24 (13.7) 27 (15.4) 51 (14.6) 

HSC 42 (24) 43 (24.6) 85 (24.3) 

Graduation 40 (22.9) 38 (21.7) 78 (22.3) 

Post-Graduation 

and above 

40 (22.9) 39 (22.3) 79 (22.6) 
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Demographic 

variable 

Healthy (N = 175) 

n (%) 

Depressed (N = 175) 

n (%) 

Total (N = 350) 

n (%) 

Age  

 

M= 36.03,  

SD =12.9 

M= 36.63,  

SD =13.49 

M= 36.33,  

SD = 13.18 

Monthly family 

income (in Taka 

1000)  

M= 54.37  

SD = 41.88 

M= 12.36,  

SD =31.90 

M= 89.00,  

SD = 22.98 

6.2. Procedure 

Item analyses are statistical procedures, targeted to select the most suitable items 

for an assessment instrument. Two criteria namely, discriminative value and internal 

consistency of the items were used as criteria for selecting suitable items for the new 

depression scale. An item‟s ability to discriminate between depressed and healthy 

participants was used as the first criterion. Item-total correlation and inter-item correlation 

was estimated as part of internal consistency which was the second criterion. To be finally 

selected, the items were required to pass both criteria.  

6.3. Findings and Discussion 

Statistical procedure was used to select items that can discriminate between 

depressed and non-depressed individuals. At the same time, items that assess the construct 

depression were choose through process of item analysis. Result is discussed in following 

section.  

6.3.1. Discriminative value of items. As the depression scale will be used for 

diagnostic purpose, discriminative value of the items was used as the first criterion for item 

analysis. F-value was used to check ability of items to discriminate between depressed and 

non-depressed respondents and p < .01 was used to select suitable items. All of the 24 



 

86 
  

items passed this criterion and were assessed for the next criterion (see Table 6.2). It can 

be interpreted as that, the items can discriminate between depressed and non-depressed 

condition with 99 % confidence. 

Table 6.2 

Discrimination value and internal consistency of the items for assessing depression 

 
Items Discriminative value 

Internal Consistency 

(N=350) 

  

Depressed 

(n=175) 

M (SD) 

Healthy 

(n=175) 

M (SD) 

F (1, 

348) 

Corrected 

item-total 

correlation 

Cronbach's 

alpha if item 

deleted 

1 Low mood 

2.10 

(0.96) 

0.53 

(0.78) 

282.97* .80* .96 

2 Lack of pleasure 

2.16 

(0.96) 

0.62 

(0.77) 

271.88* .81* .96 

3 Feel like crying 

1.89 

(1.22) 

0.37 

(0.82) 

187.21* .64* .96 

4 Unrest 

2.10 

(0.90) 

0.61 

(0.74) 

287.33* .78* .96 

5 Lack of interest 

2.11 

(0.93) 

0.46 

(0.68) 

359.15* .84* .96 

6 

Perceiving self as 

trivial or worthless 

1.95 

(1.04) 

0.49 

(0.81) 

217.02* .75* .96 

7 Hopelessness 

1.94 

(1.07) 

0.46 

(0.81) 

214.84* .79* .96 

8 Death wish 1.14 0.15 113.35* .58* .96 
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Items Discriminative value 

Internal Consistency 

(N=350) 

  

Depressed 

(n=175) 

M (SD) 

Healthy 

(n=175) 

M (SD) 

F (1, 

348) 

Corrected 

item-total 

correlation 

Cronbach's 

alpha if item 

deleted 

(1.15) (0.46) 

9 Suicide plan 

0.47 

(0.93) 

0.03 

(0.32) 

35.21* .37* .96 

10 Feeling of loss 

1.85 

(1.01) 

0.43 

(0.80) 

214.80* .74* .96 

11 

Feeling of 

deprivation 

1.66 

(1.15) 

0.57 

(0.82) 

104.24* .62* .96 

12 

Incompetence and 

failure 

1.61 

(1.10) 

0.31 

(0.72) 

170.14* .70* .96 

13 Guilt 

1.55 

(1.13) 

0.52 

(0.72) 

102.92* .59* .96 

14 Lack of confidence 

1.93 

(1.04) 

0.35 

(0.67) 

287.98* .78* .96 

15 

Feeling of 

emptiness 

2.07 

(0.97) 

0.61 

(0.78) 

241.69* .76* .96 

16 Lack of attention 

2.04 

(0.95) 

0.58 

(0.69) 

272.15* .75* .96 

17 
Problems in 

thinking and 

1.88 

(0.89) 

0.45 

(0.67) 

287.72* .77* .96 
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Items Discriminative value 

Internal Consistency 

(N=350) 

  

Depressed 

(n=175) 

M (SD) 

Healthy 

(n=175) 

M (SD) 

F (1, 

348) 

Corrected 

item-total 

correlation 

Cronbach's 

alpha if item 

deleted 

decision making 

18 Pace of work 

1.67 

(0.96) 

0.45 

(0.68) 

188.15* .73* .96 

19 

Lack of interest in 

socializing 

1.56 

(1.05) 

0.21 

(0.51) 

234.94* .73* .96 

20 

Weakness and 

fatigue 

1.74 

(0.97) 

0.47 

(0.73) 

192.39* .72* .96 

21 

Changes in 

appetite 

1.34 

(1.03) 

0.39 

(0.63) 

108.43* .58* .96 

22 

Weight change 

(without trying to 

control weight) 

1.13 

(0.93) 

0.58 

(0.70) 

39.07* .40* .96 

23 Change in sleep 

1.83 

(1.07) 

0.63 

(0.75) 

148.28* .66* .96 

24 

Lack of sexual 

interest 

1.69 

(1.29) 

0.43 

(0.88) 

112.81* .58* .96 

Note. * Significant at p < .01; Cronbach‟s alpha for overall scale was found to be .96 
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6.3.2. Internal consistency among items. Two methods were used for assessing 

internal consistency which were, corrected item-total correlation and inter-item correlation.  

6.3.2.1. Corrected item-total correlation. Based on hypothesis that if all the items 

measure the same constructs (i.e., depression in this case) there would be significant 

correlations between the individual item-score and the total score of the remaining items. 

The items were found to have corrected item-total correlation ranging from .37 to .83 all 

significant at p < .01 (see Table 6.2.) 

6.3.2.2. Inter-item correlation. Correlations between individual items were 

calculated to see the cohesiveness of items. However, due to the size of the matrix for 

item-item correlations, meaningful interpretation is difficult, and therefore inter-item 

correlation was used to get an overall impression only. Ultimately, an item‟s contribution 

to the Cronbach‟s alpha was considered as a more conclusive indication of inter-item 

cohesion. Inter-items correlations of the items ranged from .15 to .77 (see Table 6.3.). All 

items were correlated with each other in moderate to high level except two items Item-9 

(suicide plan) and Item 22 (weight change). However, a further analysis of their 

contribution to internal consistency indicated that there would no significant increase of 

overall Cronbach‟s alpha if the items were deleted, meaning that these two items would 

not be a serious threat to the internal consistency of the final scale (see Table 6.2). 

Additionally, it should be noted that suicidality and weight change are important criteria 

for major depressive disorder and are listed in DSM 5 for diagnostic purpose (American 

Psychiatric Association, 2013). With these considerations, both Item 9 and Item 22 were 

kept for the scale.  
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Table 6.3. 

Inter-item correlation of new depression scale (N = 350) 

Item 

no.  
1 2 3 4 5 6 7 8 9 10 11 12 

1 1            

2 0.77 1           

3 0.56 0.56 1          

4 0.75 0.72 0.56 1         

5 0.68 0.74 0.54 0.69 1        

6 0.59 0.66 0.5 0.6 0.66 1       

7 0.61 0.66 0.51 0.66 0.73 0.68 1      

8 0.46 0.47 0.42 0.54 0.47 0.48 0.5 1     

9 0.3 0.3 0.27 0.33 0.25 0.24 0.25 0.64 1 
   

10 0.6 0.63 0.52 0.62 0.63 0.59 0.61 0.42 0.3 1   

11 0.43 0.54 0.42 0.48 0.54 0.55 0.5 0.34 0.22 0.59 1  

12 0.54 0.55 0.46 0.52 0.6 0.6 0.64 0.47 0.3 0.55 0.46 1 

13 0.41 0.47 0.38 0.4 0.51 0.56 0.51 0.4 0.23 0.48 0.44 0.56 

14 0.61 0.64 0.49 0.6 0.75 0.65 0.71 0.44 0.24 0.6 0.52 0.66 

15 0.66 0.66 0.56 0.64 0.66 0.61 0.59 0.39 0.26 0.66 0.5 0.55 

16 0.58 0.6 0.54 0.59 0.66 0.59 0.66 0.43 0.23 0.62 0.5 0.5 

17 0.62 0.62 0.48 0.59 0.67 0.59 0.6 0.43 0.27 0.56 0.52 0.64 

18 0.6 0.62 0.43 0.52 0.67 0.52 0.64 0.33 0.27 0.53 0.44 0.58 

19 0.64 0.61 0.47 0.6 0.67 0.54 0.58 0.43 0.36 0.53 0.38 0.52 

20 0.58 0.6 0.45 0.56 0.62 0.53 0.61 0.35 0.22 0.53 0.46 0.49 

21 0.54 0.48 0.41 0.49 0.47 0.4 0.41 0.44 0.25 0.39 0.38 0.36 

22 0.31 0.24 0.27 0.34 0.28 0.25 0.27 0.24 0.15 0.3 0.28 0.26 

23 0.64 0.56 0.43 0.54 0.56 0.45 0.46 0.32 0.23 0.44 0.45 0.41 

24 0.53 0.53 0.36 0.47 0.52 0.41 0.44 0.3 0.19 0.47 0.36 0.34 
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Table 6.3. (continued) 

Item 

no.  
13 14 15 16 17 18 19 20 21 22 23 24 

13 1            

14 0.53 1           

15 0.43 0.62 1          

16 0.49 0.62 0.65 1         

17 0.51 0.68 0.63 0.67 1        

18 0.42 0.64 0.57 0.59 0.63 1       

19 0.43 0.61 0.57 0.54 0.59 0.62 1      

20 0.45 0.57 0.53 0.57 0.58 0.6 0.51 1     

21 0.29 0.4 0.38 0.36 0.43 0.46 0.47 0.46 1    

22 0.31 0.29 0.27 0.29 0.32 0.32 0.28 0.37 0.5 1   

23 0.32 0.48 0.5 0.48 0.56 0.54 0.54 0.54 0.52 0.32 1  

24 0.27 0.41 0.44 0.41 0.47 0.49 0.51 0.59 0.41 0.21 0.52 1 

6.4. Conclusion 

All the items of the fifth draft of new depression scale survived through item 

analysis. It can be concluded that the items have cohesion and can clearly discriminate 

between depressed and healthy, non-depressed respondents. Therefore, the 5
th

 draft of the 

scale comprised of 24 items became the final version of the new depression scale. Please 

see Appendix 23 (a) for the Bangla version and 23 (b) for the English version of the scale. 

Subsequent analysis to ascertain its validity and reliability were carried out on new 

samples of healthy and depressed individuals and are presented in Chapter 7.  
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Psychometric Properties of the Scale 

Test-retest reliability and internal consistency were estimated so as to establish the 

reliability of the new depression scale. Content, convergent and criterion related validity 

were also estimated. Moreover, screening and severity norms were also developed for this 

scale.  

7.1. Method 

Several psychological scales and subjective ratings were used to establish 

reliability and validity.  

7.1.1. Study participant and location. Purposive sampling was used to recruit 

participants for the present phase. All the data for this phase was collected from Dhaka.  

One hundred and thirty-four respondents participated in this phase. Among them 

67 were diagnosed with depression while the remaining 67 were healthy participants (non-

depressed) from general population. Details of demographic information of the participants 

are presented in Table 7.1. Base on the purpose and hypotheses associated with validation, 

some analyses were carried out with the total sample (N=134) and some other analyses 

were carried out only on the depressed sample (n=67).  

The new depression scale was administered twice on a subsample of 93 

participants (42 depressed and 51 healthy/non depressed) for the estimation of test-retest 

reliability (please see Appendix 24 for details of the test-retest sample).  

The samples for the item analysis (N1=350) and the validation (N2=134) were both 

used to determine the norms for the new depression scale. Severity norms were calculated 

on 242 depressed respondents (see demographic information in Appendix 25) while 
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screening norms were developed from the analysis of 242 depressed and 242 healthy 

participants (see appendices 26 for demographic information). 

Table 7.1 

Demographic information of reliability and validity sample (N = 134) 

Demographic variable Healthy (N = 67) 

n (%) 

Depressed (N = 67) 

n (%) 

Total (N = 134) 

n (%) 

Sex    

Male 30 (44.8) 28 (41.8) 58 (43.3) 

Female 37 (55.2) 39 (58.2) 76 (56.7) 

Religion    

Islam 67 (100.0) 58 (86.6) 125 (93.3) 

Hindu 0 (0) 8 (11.9) 8 (6.0) 

Christian 0 (0) 1 (1.5) 1 (.7) 

Residence    

Rural 3 (4.5) 10 (14.9)  13 (9.7) 

Urban 62 (92.5) 52 (77.6) 114 (85.1) 

Semi Urban 2 (3.0) 5 (7.5) 7 (5.2) 

Occupation    

Service 13 (19.4) 19 (28.4) 32 (23.9) 

Business 7 (10.4) 5 (7.5) 12 (9.0) 

Farmer 0 (0) 2 (3.0) 2 (1.5) 
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Demographic variable Healthy (N = 67) 

n (%) 

Depressed (N = 67) 

n (%) 

Total (N = 134) 

n (%) 

Day laborer 4 (6.0)  4 (3.0) 

Home maker/ house 

wife 

10 (14.9) 10 (14.9) 20 (14.9) 

Student 25 (37.3) 20 (29.9) 45 (33.6) 

Unemployed 8 (11.9) 9 (13.4) 17 (12.7) 

Others 0 (0) 2 (3.0) 2 (1.5) 

Marital Status    

Unmarried 36 (53. 7) 22 (32.8) 58 (43.3) 

Married 31 (46.3)  37 (55.2) 68 (50.7) 

Living separately 0 (0) 3 (4.5) 3 (2.2) 

Divorced 0 (0) 3 (4.5) 3 (2.2) 

Widow/ Widower 0 (0) 2 (3.0) 2 (1.5) 

Education    

Illiterate 9 (13.4) 1 (1.5) 1 (.7) 

Up to primary 0 (0) 8 (11.9) 17 (12.7) 

Six to SSC 5 (7.5) 15 (22.4) 20 (14.9) 

HSC 24 (35.8) 16 (23.9) 40 (29.9) 

Graduation 17 (25.4) 17 (25.4)  

Post-Graduation and 

above 

12 (17.9) 10 (14.9) 22 (16.4) 
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Demographic variable Healthy (N = 67) 

n (%) 

Depressed (N = 67) 

n (%) 

Total (N = 134) 

n (%) 

Age 

 

M=30.58,  

SD = 9.03 

M=31.21,  

SD =9.83 

M=30.90,  

SD =9.41 

Monthly family income 

(in Taka 1000) 

M=53955.22 

SD = 56912.33 

M=53955.22, 

 SD = 56912.33  

M=48649.25, 

SD = 53104.13  

7.1.2. Instruments. Five psychological scales and 11 subjective ratings along with 

the newly developed depression scale were used in this part of the research in order to 

establish psychometric properties of the current scale. Moreover, a demographic 

questionnaire was also used. Please see Appendix 27 for data collection tools used in 

reliability and validity study.  

1. New depression scale. This scale was created through current study by 

following steps of scale construction. It is a 24-item scale with four-point 

anchored response format.  

2. Demographic Questionnaire. Demographic questionnaire was created by 

current researcher to obtain demographic information. 

3. Beck Depression Inventory – Second Edition (A T Beck et al., 1996). The BDI-

II is a worldwide recognized 21-item gold standard tool for assessing 

depression. The BDI-II has high reliability, improved concurrent, content, 

structural validity and capacity to discriminate between depressed and non-

depressed subjects (Y. P. Wang & Gorenstein, 2013). Bangla version of BDI- II 

(Alim et al., 2020) was used in current study. 

4. Beck Hopelessness Scale (BHS). BHS is a 20-item self-report inventory and 

was designed to measure hopelessness (A T Beck & Steer, 1988) for 17-80 

years old individuals. BHS is a well-constructed effective instrument with 
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adequate reliability and validity (Dowd, 1992). Bangla version of BHS (M. Z. 

Uddin, 2005) was used in current study.  

5. The Perceived Stress Scale (PSS). PSS is a well-established self-report measure 

that assess perceived stress (S. Cohen, Kamarck, & Mermelstein, 1983). 

Psychometric properties of PSS were found to be in acceptable range (Lee, 

2012). In current study, Bangla version of PSS (Mozumder, 2017) was used.  

6. WHO (Five) Well-Being Index: The WHO-5 well-being index (WHO, 1998) is 

a short questionnaire that assess subjective well-being and has adequate validity 

(Topp, Østergaard, Søndergaard, & Bech, 2015). Bangla version WHO-5 Well- 

Being Index (Faruk, Alam, Chowdhury, & Soron, 2021) was used in current 

study.  

7. Matrix Reasoning Sub-test of Wechsler Abbreviated Scale of Intelligence 

(WASI). WASI (Wechsler, 1999) is an individually administered scale and is 

designed to assess intelligence of individuals aged from 6 to 89 years. Matrix 

reasoning sub-test of WASI is a measure of non-verbal fluid reasoning and 

general intellectual ability (Wechsler, 1999). WASI has good psychometric 

properties (Wechsler, 1999).  

8. Single item custom built tools. A series of subjective reporting tool was used 

for assessing perceived rating of the participants on different construct related 

to depression. Participants were asked to rate the following 11 constructs on a 

scale of 0 to 100 (0 means absent; 100 means present in highest level).  

i. Low mood  

ii. Weakness in body or fatigue 

iii. Stress  

iv. Self esteem 
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v. Hopelessness 

vi. Suicidal desire or wish 

vii. Impairment in occupational functioning 

viii. Impairment in daily activity  

ix. Impairment in family relationship  

x. Impairment in social participation  

xi. Impairment in motivation  

7.2. Reliability of the Scale  

One of the two important psychometric quality for any psychological scale is 

reliability. If a sale is not reliable, it is of no use. Test-retest reliability and internal 

consistency were checked as part of establishing reliability for the new depression scale.  

7.2.1. Test-retest reliability. New depression scale was administered twice with a 

gap of approximately two weeks on a sub-sample of 93 respondents (from the original 

134) to assess test-retest reliability. Total scale scores from the two administrations were 

found to have a high positive correlation (r = .87; p < .01) (Hinkle, Wiersma, & Jurs, 2003) 

which can be considered an indication of very high stability (J. Cohen, 1960) of the scale.  

7.2.2. Internal consistency reliability. Cronbach‟s alpha was used to assess the 

internal consistency of the finalized scale (N = 134). High internal consistency reliability 

of the new depression scale was found in the current study (Cronbach‟s alpha = .96).  

7.3. Validity of The Scale 

Validity is the pivotal psychometric property for any scale. The depression scale 

should assess depression and no other construct. Three main types of validity, namely 

content, construct and criterion related validity of new depression scale was assessed.  
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7.3.1. Content validity. Content validity of the scale was established though the 

process of its development. Scholarly recognized process of tool development was 

followed in drafting and selection of items. Representation of items from internationally 

known literature on depression as well as from contextually relevant concepts of 

depression generated though phenomenological exploration ensured the representation of 

the construct depression in the initial items pool. Meticulous and repeated evaluation by 

mental health experts in revision and selection of items further ensured the appropriateness 

of items in terms of representing the content (depression). The experts who contributed as 

the judges were practicing professionals from psychiatry and clinical psychology 

discipline. Due to their extensive work experience with patients of depression and other 

mental health condition they were able assess items about their ability to identify 

depression as well as to distinguish from other mental health condition. Therefore, it can 

be claimed that the newly devised depression scale possesses strong content validity which 

was established though the detailed process of its development.  

7.3.2. Criterion related validity. Criterion related validity of the new depression 

scale was assessed using concurrent method. The Bengali version (Alim et al., 2020) of the 

widely recognized BDI -II (A T Beck et al., 1996) was used as the gold standard measure 

for depression. A high correlation with the total score of BDI- II and the newly developed 

depression scale was found (r = .94, p < .01, N = 134) which is indicative of strong 

criterion related validity of the new scale.  

Additionally, the diagnosis of depression was used as a second criteria for 

assessing the scale. Total scores on the new depression scale for the depressed and healthy 

respondents were compared and a significant difference was found (F =182.63, p < .01) 

(N= 134). This indicates the scale‟s ability to distinguish between depressed and non-

depressed individuals, which provided further evidence of the scale‟s criterion validity.  
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7.3.3. Construct validity. Construct validity of the newly developed depression 

scale was assessed using convergent validation method. The newly developed depression 

scale was administered with scales measuring several other related constructs. Patient‟s 

rating on different constructs were also used in this purpose. It was assumed that 

depression is related to hopelessness (Elmaci, 2006; Estramiana, Luque, & Gallo, 2010; 

Lincoln, Chatters, & Taylor, 2005; Monjica, Sáenz, & Rey-Anacona, 2009; Scheier & 

Carver, 1985), stress (Gold, 2015; Heim & Nemeroff, 2001; Nemeroff, 1999), well-being 

(Malone & Wachholtz, 2018), intelligence (Bahrami et al., 2021; Clark et al., 1985), desire 

to commit suicide (Basha, Mengistu, Engidaw, Wubetu, & Haile, 2021), impairment in 

functioning (Hammer-Helmich et al., 2018), lack of interest and confidence (Manna, 

Falgares, Ingoglia, Como, & Santis, 2016; Sowislo & Orth, 2013), mood and fatigue. 

Correlation between respondents self-rating (0-100) and scale score on those constructs 

and total scale score of new depression scale were estimated and used as evidence of 

construct validity. Based on the nature of validity, calculation was done either on the total 

validation sample (N=134) or on the depressed subsample (n=67). The following sections 

discussed the findings from testing for construct validity of the scale. A brief summary is 

also presented in the Table 7.2.  

Table 7.2  

Convergent validity 

 Construct Measure  Correlation Sample 

1. Hopelessness Beck Hopelessness Scale (A T 

Beck & Steer, 1988) Bengali 

version (M. Z. Uddin, 2005)  

.76* 134 (Depressed 67 & 

Healthy 67)  

   Subjective rating of .59* 134 (Depressed 67 & 
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 Construct Measure  Correlation Sample 

hopelessness (0-100) Non-Depressed 67) 

2. Stress Perceived Stress Scale (PSS) (S. 

Cohen et al., 1983), Bengali 

version (Mozumder, 2017) 

.75* 134 (Depressed 67 & 

Non-Depressed 67) 

    Rating of severity of stress (0-

100) 

.78* 134 (Depressed 67 & 

Non-Depressed 67) 

3. Well-being Bengali version (Faruk et al., 

2021) of WHO Five Well-Being 

Index (WHO 5) (1998 version) 

(WHO, 1998) 

-.77* 134 (Depressed 67 & 

Non-Depressed 67) 

4. Fatigue Rating of severity of fatigue (0-

100) 

.65* 134 (Depressed 67 & 

Non-Depressed 67) 

5. Desire to 

commit 

Suicide 

Rating of strength of desire to 

commit suicide (0-100) 

.64* 134 (Depressed 67 & 

Non-Depressed 67) 

6. Impairment 

of 

functioning 

Rating of impairment in study/ 

job/ business/ income due to 

depression (occupational 

functioning) (0-100) 

.17 67 Depressed 

respondents 

  Rating of impairment in daily 

activities due to depression (0-

100) 

.32* 67 Depressed 

respondents 

  Rating of impairment in family 

relation due to depression (0-

100) 

.24** 67 Depressed 

respondents 

  Rating of impairment in .42* 67 Depressed 
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 Construct Measure  Correlation Sample 

participation on social activities 

due to depression (0-100) 

respondents 

7. Lack of 

interest 

Rating of Reduction of interest 

due to depression (0-100) 

.61* 67 Depressed 

respondents 

8. Low mood Rating of low mood (0-100) .83* 134 (Depressed 67 & 

Non-Depressed 67) 

9. Confidence Rating of level of confidence 

(0-100) 

-.60* 134 (Depressed 67 & 

Non-Depressed 67) 

10. Intelligence Matrix Reasoning sub-test of 

Wechsler Abbreviated Scale of 

Intelligence (Wechsler, 1999) 

-.37* 134 (Depressed 67 & 

Non-Depressed 67) 

Note. * p < .01, **p < .05 

7.3.3.1. Convergence with hopelessness. Hopelessness was measured by the 

Bangla version (M. Z. Uddin, 2005) of the Beck Hopelessness Scale (A T Beck & Steer, 

1988), and subjective rating of hopelessness (scale of 0-100). High positive correlation of 

the score on the new depression scale was found with scores on the BHS (r=.76, p < .01) 

and moderate positive correlation on the subjective rating of hopelessness (r = .59, p < .01; 

Table 7.2) (see Hinkle et al., 2003 for strength of correlation value). This finding 

supported the claim for convergent validity of new scale. 

7.3.3.2. Convergence with stress. Stress was measured by Bengali version 

(Mozumder, 2017) of Perceived Stress Scale (PSS) (S. Cohen et al., 1983) and subjective 

rating of stress (scale of 0-100). High positive correlation of the score on the new 

depression scale was found with scores of PSS (r = .75, p < .01; Table 7.2) and with 
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subjective rating of stress (r = .78, p < .01; Table 7.2). This finding supported claim of 

convergent validity of new scale.  

7.3.3.3. Convergence with well-being. Well-being was assessed by Bengali version 

(Faruk et al., 2021) of WHO Five Well-Being Index (WHO 5) (1998 version) (WHO, 

1998). High negative correlation was found with the score of new depression scale and 

score on WHO Five Well-Being Index (r=-.77, p < .01; Table 7.2). Logically depression 

and mental well-being should be negatively correlated. So, this finding supported 

convergent validity of new depression scale. 

7.3.3.4. Convergent validity by estimating fatigue. Fatigue was assessed through 

subjective rating on fatigue (0-100) and moderate positive correlation was found between 

scores of new depression scale and rating on fatigue (r = .65, p < .01; Table 7.2). The 

positive correlation supported convergent validity of new scale.  

7.3.3.5. Convergent validity by estimating desire to commit suicide. Desire to 

commit suicide was assessed through subjective rating (0-100) and moderate positive 

correlation was found between scores of new depression scale and rating on desire to 

commit suicide (r = .641, p < .01; Table 7.2). The result supported convergent validity of 

new depression scale. 

7.3.3.6. Convergent validity by estimating impairment of functioning. Impairment 

of functioning was assessed through subjective rating (0-100). Different type of 

impairment of functioning was assessed (see table 7.2 for result). It was found that scores 

of new depression scale and impairment in daily activities due to depression (r = .32, p < 

.01; low positive correlation), and problem in participation in social activities due to 

depression (r = .42, p < .01; low positive correlation) were correlated and thus supported 

convergent validity of new scale. However, such correlation between new depression scale 
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and subjective rating of impairment in family relation due to depression (r = .24, p < .05;) 

and impairment in study/ job/ business/ income (occupational functioning) due to 

depression (r = .17, level of significance 168; Table 7.2) was negligible (Hinkle et al., 

2003). 

7.3.3.7. Convergent validity by estimating lack of interest. Reduction of interest 

due to depression was assessed by subjective rating (scale of 0-100). Moderate positive 

correlation of the score on the new depression scale was found with the subjective rating of 

reduction of interest (r = .61, p < .01; Table 7.2) (Hinkle et al., 2003). This finding 

supported claim for convergent validity of new scale. 

7.3.3.8. Convergent validity by estimating low mood. Low mood was assessed by 

subjective rating (0-100). It was found that low mood got high positive correlation with 

scale scores of new depression scale (r = .83, p < .01; Table 7.2). The strong positive 

correlation supported convergent validity of newly developed depression scale.  

7.3.3.9. Convergent validity by estimating level of confidence. Level of confidence 

was assessed by subjective rating (0-100) of the respondents. Moderate negative 

correlation was found between scale score of new depression scale and rating of level of 

confidence (r = -.60, p < .01; Table 7.2). This negative correlation did support convergent 

validity of new depression scale. It is logical that if depression increases, depressed 

individuals supposed to loss trust on themselves and so their personal rating on self-

confidence will decrease.  

7.3.3.10. Convergent validity by estimating intelligence. Intelligence was assessed 

by matrix reasoning sub-test of Wechsler Abbreviated Scale of Intelligence (WASI) 

(Wechsler, 1999) and it was found that scores of the matrix reasoning sub-test of WASI 

and scores of new depression scale got low negative correlation (r = -.369, p < .01; Table 
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7.2). It is understandable that when depression increases, intelligence might decrease as 

concentration and memory decreases during depression. So, this finding supported 

convergent validity of the new scale. 

7.4. Development of Norm for the new depression scale  

Norms are essential for any psychological scale as they make the scale useful by 

interpreting obtained scores. For the new depression scale, two types of norms were 

estimated: severity and screening norm. Generally, as a rule of thumb for norms, sample 

sizes smaller than 300 are considered “insufficient,” while a figure between 300 and 400 is 

“sufficient,” and a figure larger than 400 is considered “good” (Zachary & Gorsuch, 1985). 

Two types of norms were developed for new depression scale, (a) severity norm and (b) 

screening norm.  

7.4.1. Severity norm. The range of possible scale scores on the newly developed 

scale is between 0-72. The 242 depressed respondents on which severity norm was 

constructed, had a range of scale score between 4-70 with mean of 41.34 and standard 

deviation of 12.84. Four levels of severity namely mild, moderate, severe and profound 

based on percentile points were considered for severity norms. Table 7.3. presents the 

percentile points, level of severity and corresponding scores to be used as severity norm.  

Table 7.3 

Severity norm of new depression scale (N = 242 respondents with depression diagnosis) 

Percentiles Corresponding scores on 

Depression Scale 

Severity of 

Depression 

25 0-34 Mild 

50 35-43 Moderate 

75 44-50 Severe 
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Percentiles Corresponding scores on 

Depression Scale 

Severity of 

Depression 

100 51 and above Profound 

 

7.4.2. Screening norm. Sensitivity and specificity were calculated for different cut 

off scores of the new depression scale and they are presented in Table 7.4. The optimal cut 

off score with best combination of sensitivity (89%) and specificity (88%) was found to be 

at scale score of 25. However, the table can be useful for the researchers where they can 

use a different cutoff value if they need to use the tool with higher sensitivity or specificity 

depending on their purpose.  

Table 7.4 

Sensitivity and specificity (screening norm) of new depression scale (N = 484) 

Cut- off 

score 

Sensitivity 

(%) 

Specificity 

(%) 

 Cut- off 

score 

Sensitivity 

(%) 

Specificity 

(%) 

1 1.00 0.00  35 0.75 0.97 

2 1.00 0.07  36 0.72 0.97 

3 1.00 0.12  37 0.69 0.98 

4 1.00 0.17  38 0.66 0.98 

5 1.00 0.21  39 0.62 0.98 

6 1.00 0.28  40 0.59 0.98 

7 1.00 0.35  41 0.55 0.98 

8 1.00 0.39  42 0.53 0.99 

9 1.00 0.45  43 0.51 0.99 

10 1.00 0.47  44 0.48 0.99 

11 1.00 0.52  45 0.41 0.99 

12 0.99 0.56  46 0.40 0.99 
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Cut- off 

score 

Sensitivity 

(%) 

Specificity 

(%) 

 Cut- off 

score 

Sensitivity 

(%) 

Specificity 

(%) 

13 0.98 0.60  47 0.36 1.00 

14 0.98 0.65  48 0.31 1.00 

15 0.98 0.69  49 0.29 1.00 

16 0.98 0.71  50 0.27 1.00 

17 0.96 0.74  51 0.24 1.00 

18 0.96 0.76  52 0.24 1.00 

19 0.95 0.76  53 0.22 1.00 

20 0.94 0.78  54 0.19 1.00 

21 0.93 0.82  55 0.17 1.00 

22 0.92 0.83  56 0.15 1.00 

23 0.91 0.85  57 0.12 1.00 

24 0.90 0.86  58 0.09 1.00 

*25 0.89 0.88  59 0.08 1.00 

26 0.87 0.89  60 0.07 1.00 

27 0.86 0.89  61 0.04 1.00 

28 0.85 0.90  62 0.02 1.00 

29 0.83 0.91  63 0.02 1.00 

30 0.83 0.92  64 0.01 1.00 

31 0.81 0.95  65 0.01 1.00 

32 0.80 0.95  66 0.00 1.00 

33 0.78 0.96  67 0.00 1.00 

34 0.76 0.96     



 

108 
  

Based on the sensitivity and specificity calculation, the scale demonstrates a very 

good diagnostic performance as reflected in the Receiver Operator Characteristic (ROC) 

curve (see Figure 7.1). The area under ROC curve for the new depression scale was .96 

which may be considered as outstanding diagnostic performance for a psychological 

assessment scale (Hosme & Lemeshow, 2000). 

 

Figure 7.1. Receiver Operator Characteristic (ROC) curve of new depression scale (N = 

484).  

7.5. Conclusion 

In brief, it can be said that the new depression scale has excellent reliability and 

validity and its Dhaka based severity and screening norms are also satisfactory. The scale 

is now ready for use, but in the future norms could be re-established for a range of 

different representative samples.  
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Discussion 

With the aim of revising the Depression Scale developed by M. Z. Uddin and 

Rahman (2005) we explored the phenomenological understanding of depression in the 

Bangladeshi population as well as the expectations of the users of the depression scale. 

Findings from these exploratory studies argued for a depression scale which is structurally 

different from the existing Depression Scale. It gave way to the development of a new 

depression scale rather than revising the existing one. Although all 30 items from the 

Depression Scale (M. Z. Uddin & Rahman, 2005) were included in the original item pool 

for this study, only four items survived intact to be used in the new scale. Ten further items 

were to a degree reflected in the response options of the new scale.  

The phenomenological exploration of depression added major strength to the newly 

developed depression scale. Such qualitative exploration is a crucial component for 

developing culturally sensitive measure of psychological constructs. Through 

phenomenological study, individuals with depression diagnosis were asked about their life 

experience of the disease „depression‟. As a result, many of symptoms were identified and 

they were used to help generate the initial item pool for the current scale. This process 

facilitated the consideration of symptoms that might not be considered in the Western 

nosological system. Moreover, items were also generated from the clinical notes on 

depressed patients obtained from practicing psychologists. All these processes, facilitated 

the development of indigenous items for the current scale.  

A unique aspect in the process of developing the new depression scale is the 

exploration of expectations of the stakeholders, both users and respondents, regarding 

suitable characteristics of an instrument for measuring depression. Such a priory 

exploration helped the researcher align the upcoming scale to the needs of the stakeholders 



 

111 
  

which was necessary for ensuring future utility of the scale. Although this is an important 

step in the process of development of a user-friendly instrument, it is rarely carried out in 

Bangladesh context. In this exploration, many suggestions emerged regarding the 

development of a depression scale. One of the vital suggestions was to use an anchored 

response format in the scale. Following this suggestion, the anchored response format was 

used in current scale, which made the new scale structurally different from old scale. The 

new depression scale has 24 items and with 4 responses for each item. It has now become 

a scale with 96 responses. This new scale with new anchored response options hopefully 

will facilitate the respondents‟ understanding and might help ensure the scale is easy to 

complete.  

A large pool of 282 seemingly non-duplicate items was developed incorporating 

items and ideas generated from different sources including the Depression Scale (M. Z. 

Uddin & Rahman, 2005), phenomenology of depression, clinical notes and the published 

literature. The incorporation of items from different sources ensured the 

comprehensiveness of the pool of items reducing the possibility of missing important 

aspects in the assessment of depression.  

Thorough and multi-layered evaluation by mental health experts in the initial 

selection of items strengthened the content validity, i.e., the appropriateness of items in 

assessing the construct of depression. The items went through the judge evaluation process 

three times, and in addition to that, an expert panel was convened at the end to comment 

and revise the items to fine tune their presentation in the upcoming depression scale. 

Altogether, 72 mental health experts contributed as judges; among them, 35 were 

psychiatrists and 37 were psychologist. As all the judges were actively engaged in clinical 

practice, their inclusion ensured representation of field experience in the items of the 

upcoming scale.  
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The user-friendliness of the scale was put into test through the piloting process 

which is an important step for understanding and ensuring suitability and user friendliness 

of psychological instrument (Hambleton & Patsula, 2000). The piloting of the depression 

scale on prospective cases provided insight into their understanding of the scale and their 

comfort in responding to the items. This reflects the scale‟s usability in actual assessment 

situations (Crocker & Algina, 1986). Considering the prospective use of the depression 

scale in clinical and research context, a pool of patients with different diagnoses as well as 

healthy respondents from diverse background (gender, level of education, medium of 

instruction) were used as respondents in the pilot study. Slight revision of wording was 

carried out to some items and to the instructions based on the findings from piloting.  

Item analysis was carried out to test the suitability of the initially selected 24 items 

(from judge evaluation). A stringent criterion of significance at p < .01 was used for 

discriminative ability of items (F) and corrected item-total correlation (r). All the items 

were able to discriminate between depressed and healthy respondents and had high 

corrected item-total correlation (average r = .69). The items‟ ability to discriminate 

between presence and absence of the construct under assessment is a very important 

characteristic of any scale which has prospective use as a screening tool. Therefore, the 

items‟ ability to discriminate between depressed and healthy participants was of crucial 

importance. The rigorous process involved in item development, revision, and selection, 

utilizing multi-layered expert evaluation and piloting, played an important role in ensuring 

the appropriateness of items that were to make up the new scale and were subjected to item 

analysis. After item analysis, reliability and validity was estimated for new depression 

scale.  

The scale demonstrated adequate stability of result across different administration 

over time (test-retest r = .87, p < .01) which is at acceptable level for a scale (Nunnally, 
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1978). Other well accepted scales for assessing depression also demonstrate similar 

stability in test-retest reliability for example, the BDI-II (r = .73 to .96; Y. P. Wang & 

Gorenstein, 2013) and the PHQ-9 (r = .84 to .95; Kroenke et al., 2001; Pinto-Meza, 

Serrano-Blanco, Penarrubia, Blanco, & Haro, 2005). A high Cronbach‟s alpha (.96) 

indicated excellent internal consistency reliability for the newly developed depression 

scale as per established criteria (Cicchetti & Sparrow, 1990; Nunnally, 1978). Internal 

consistency of newly developed depression scale is comparable to other established 

depression scales (.82 to .90 for HADS-D, Bjelland, Dahl, Haut, & Neckelmann, 2002; .87 

for CES-D, Jiang et al., 2019; .86 - .89 for PHQ-9, Kroenke et al., 2001; .9 for BDI-II, Y. 

P. Wang & Gorenstein, 2013; .94 for GDS, J A Yesavage et al., 1983). High stability and 

internal consistency reliability which is at a comparable range with other established 

depression scales indicated suitability of the newly developed depression scale for reliable 

use in Bangladeshi population.  

Detailed background work on the phenomenological understanding of depression, 

the incorporation of clinical notes, the incorporation of all items of Depression Scale (M. 

Z. Uddin & Rahman, 2005) and the reviewing of research findings on depression laid the 

foundation for the content validity of this scale. All these steps also ensured development 

of indigenized items for new scale. Rigorous process of item construction and selection by 

utilizing a large number and range of clinically engaged professionals ensured that the 

items represented the content of depression. Content validity was at the core of planning 

and conduction for research which resulted in distribution of effort in the research process 

where the first two phases out of five phases were focused on process directly linked with 

content validity.  
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Criterion related validity was estimated in two methods. Firstly, the newly 

developed depression scale was administered along with the Beck Depression Inventory 

second edition (BDI-II) (A T Beck et al., 1996), Bengali version (Alim et al., 2020) and 

the Pearson Correlation of total scores was found to be very high (r=.94, p < .01). This 

result showed good concurrent validity. There is no strict rule of which level of correlation 

is acceptable, and which are not while assessing concurrent validity, but it is clear that 

correlation of .94 is very high. We can conclude that the newly developed depression scale 

is effectively equivalent to the BDI-II in assessing depression. BDI-II is a foreign scale and 

for researchers and clinicians in Bangladesh, it is expensive. The newly developed 

depression scale solves this problem as this scale is constructed in Bangladesh and could 

be made available at minimum or no cost. Criterion related validity of the new depression 

scale is comparable to other foreign scales (r = .71 for the BDI-II and HRSD, A. T. Beck, 

Steer, Ball, & Ranieri, 1996; r = .73 for the PHQ-9 and BDI in the general population, A. 

Martin, Rief, Klaiberg, & Braehler, 2006; r = .49 for the CES-D and clinical interview 

rating of depression, Orme, Reis, & Herz, 1986; r = .83 for the GDS and HRSD, J. A. 

Yesavage et al., 1982). 

Secondly, diagnosis of depression was used as an external criterion in order to 

estimate criterion related validity of the newly developed depression scale. Use of 

diagnosis for assessing criterion validity of other scales such as Geriatric Depression Scale 

(GDS) is to be found in the literature (Stiles & McGarrahan, 1998). Scores on the newly 

developed depression scale discriminated significantly between depressed and healthy 

respondents (F =182.63, p < .01). The mean of depressed respondents (x  =41.43, 

SD=10.69) was around four time higher than that of non-depressed (x =12.71, SD = 9.67) 

respondents. The result indicated the scale‟s ability to differentiate between individuals 

with depression diagnosis and healthy respondents.  
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Evidence for construct validity of the newly developed scale was demonstrated by 

its correlation with the related constructs of hopelessness (r = .76, p < .01 with the BHS, A 

T Beck & Steer, 1988 and r = .59, p < .01 with subjective rating); stress (r = .75, p < .01 

with the PSS-10, S. Cohen et al., 1983 and r = .78, p < .01 with subjective rating); well-

being (r = -.77, p < .01 with WHO Five Well-Being Index, WHO, 1998); score on 

intelligence scale (r = -.37, p < .01 with matrix reasoning sub-test of Wechsler Abbreviated 

Scale of Intelligence, Wechsler, 1999); fatigue (r = .65, p < .01 with subjective rating); 

suicidal intention (r = .64, p < .01 with subjective rating); lack of interest (r = .61, p < .01 

with subjective rating) and low mood (r = .83, p < .01 with subjective rating); and level of 

confidence (r = -.60, p < .01 with subjective rating).  

Hopelessness (score of BHS) has been used for validation for BDI-II (r = .68) (A. 

T. Beck et al., 1996). Current study showed positive correlation of newly developed 

depression scale and BHS (r = .76, p < .01) which proved new scale‟s convergent validity. 

Large correlation between stress and score of new depression scale is easily 

understandable as stress and depression is associated phenomena (Gold, 2015; Heim & 

Nemeroff, 2001; Nemeroff, 1999). Large positive correlation between scores of new 

depression scale and subjective rating on fatigue, desire to commit suicide, lack of interest 

and low mood are understandable as all these are symptoms of depression. Fatigue is a 

common symptom of depressive disorder (Tylee, 2000). Suicidal ideation and depressive 

symptoms are found to be moderately associated (Y.-H. Wang, Shi, & Luo, 2017). We can 

explain estimated large negative correlation between scores of new depression scale score 

and well-being. Logically, depression and mental well-being should be negatively 

correlated. Studies show that well-being and depression are significantly associated; level 

of depression was found to be inversely related to level of well-being in a mainland 
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Chinese sample (Malone & Wachholtz, 2018). A medium but significant negative 

correlation of scores on the new depression scale and scores on the matrix reasoning sub-

test of the Wechsler Abbreviated Scale of Intelligence (WASI) (Wechsler, 1999) is also 

explainable. It was found that depressed patients showed lower performance in intelligence 

tests compared to non-depressed patients (Clark et al., 1985; Harte, Lopez, & Hawkins, 

2009). In the current study, significant negative correlation was found among depression 

and level of confidence. It is logical as if one has high level of depression, his or her 

confidence and esteem should be logically low and visa vis. Self-confidence, self-concept, 

self-efficacy and self-esteem are somehow related constructs. Research showed that 

depression and self-efficacy (Bandura, Pastorelli, Barbaranelli, & Caprara, 1999), self-

concept (Fathi-Ashtiani, Ejei, Khodapanahi, & H Tarkhorani, 2007) and self-esteem 

(Fathi-Ashtiani et al., 2007; Sowislo & Orth, 2013) are negatively related.  

As per research evidence on the relationship between depression and functional 

abilities (Hammer-Helmich et al., 2018), correlation between scores on impairment in 

functioning and the depression scale was used as additional support for the construct 

validity of the scale. Scores on nearly all subjective ratings of impairment in different areas 

of functioning correlated with depression as measured by the newly developed depression 

scale, including, daily activities (r = .32, p < .01;) and social activities (r = .42, p < .01). 

The exceptions were impairment in family functioning (r = .24, p < .05) and occupational 

functioning (r = .17, p > .05) which might be considered negligible correlations (Hinkle et 

al., 2003). Negligible relation between occupational function and depression can be 

partially explained by the contextual reality that in Bangladesh, socio-economic conditions 

of most of the people do not allow them to stop or reduce occupational functioning. 
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Similarly it might be that in Bangladesh, family bonding and relation is very strong and 

might be somehow maintained to some extent even during depressive state of the patients.  

The findings on multiple tests of reliability and validity of the newly developed 

scale certify this as a suitable measure of depression for the Bangladeshi population. To 

support the use in practice of this highly reliable and valid scale it was necessary to 

develop a normative structure. As mentioned earlier, this scale will be used primarily in 

clinical practice for which normative analysis is required. However, due to the resource 

intensive nature of norm development and to the ongoing COVID 19 pandemic, it was not 

possible to develop countrywide norms for this scale. Therefore, the norming analysis was 

undertaken on the existing data base (i.e. the samples used for item analysis and 

validation). This enabled the preparation of initial screening and severity norms of the 

scale to serve immediate purposes until more extensive norms can be developed. It should 

be noted that, in the context of Bangladesh, using the item analysis and validation sample 

for developing initial norm is a common practice (Deeba & Begum, 2004; Mozumder & 

Begum, 2005; M. K. Uddin, Khatun, Ferdous, & Choudhury, 2020). Percentiles points 

divided the scale scores into four levels of severity namely mild (up to 25
th

 percentile; 

score of 0-34), moderate (up to 50
th

 percentile; 35-43), severe (up to 75
th

 percentile; 44-50) 

and profound (up to 100
th

 percentile; 51-72). For newly developed depression scale, a cut-

off score of 25 can be used to screen for depression, it having sensitivity of .89 and 

specificity of .88. A high diagnostic performance was also indicated by the area under the 

ROC curve (.96). Internationally available and used scales for assessing depression have 

been reported with sensitivity and specificity at similar ranges to that found for the present 

scale. The BDI-II has been reported to have sensitivity .89 and specificity .82 (Ailey, 

2009); the Patient Health Questionnaire - 9 has been reported to have sensitivity .90 and 
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specificity. 78 (Richardson et al., 2010); and the Hamilton Depression Rating Scale 

(HAM-D) has been reported to have sensitivity .86 and specificity.92 (Strik et al., 2001). 

With the proposed cutoff point (25), there would be an 11% possibility of missed 

diagnosis of depression (false negative cases) and a possibility of 12% of the misdiagnosis 

of depression (false positive cases). Considering the subjective nature of responding in 

psychological construct, this amount of missed- and misdiagnosis is acceptable and far 

better than the earlier version of the depression scale which had a higher error rate in 

screening (17% missed diagnosis and 21% miss-diagnosis). Additionally, it should be 

noted that scales for assessing depression are not diagnostic tools. Rather, the purpose is to 

screen people to aid later diagnosis which needs to be conducted by a clinician using 

diagnostic interview. Nonetheless, such screening is hugely important because they save 

time and resource needed for carrying out diagnostic interview by skilled professionals. 

Early detection of depression can reduce burden and save live as there are risk of suicide 

among depressed individuals. Moreover, early treatment can ensure good outcome and can 

safe personal sufferings along with national financial loss as without treatment, 

undiagnosed cases might be absent in workplace. 

The sample used for developing norms of newly developed depression scale was 

taken from one tertiary psychiatric hospital and seven private clinics of Dhaka City. 

However, as mental health service is more concentrated in Dhaka (World Health 

Organization. Regional Office for South-East, 2007), patients from all over the country 

seek service from these centers especially at the tertiary hospital (Alam et al., 2005). 

Therefore, the severity and screening norm reported in this study can be considered useful 

until a wider more representative norm is developed. The sample size used for norm (242 

for severity and 484 for screening norm) also provide confidence on utility of the norms 

(Zachary & Gorsuch, 1985). 
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Limitations and Recommendations 

All the data on the phenomenological study of depression was collected by the 

researcher who had a prior understanding of depression and its phenomenology. Despite 

every effort to avoid biased expectations, it is possible that his two decades of experience 

of working as a Clinical Psychologist with patients of depression and exposure to the DSM 

or ICD classification system might have influenced in some way the interview and 

subsequent data analysis. Also, all the respondents (depressed patients or their care givers) 

used in phenomenological study had prior experience of psychiatric help seeking which 

might have influenced their idea about the disease „depression‟; the respondents were not 

naive in regard to depression. Respondents without any or with minimum psychiatric 

treatment exposure might have yielded other facets of the phenomenology or experience of 

depression.  

In present study, the normative sample is not nationally representative. This 

constrains the applicability of the norms. Future research is needed to develop a range of 

norms for countrywide use, including all the potential subgroups.  

Further work is needed to test robustness of the scale i.e., its comparative usability 

on different population groups and contexts. Different versions of newly developed 

depression scale is also necessary especially an English version for adolescents and young 

people many of who have been studying in English medium schools. Future work on the 

scale may also focus on developing a shorter version for research and faster screening.  

Further validation studies using multi-trait multi-method matrix need to be carried 

out to test and acquire additional certification of validity of the scale. A generalizability 

study on the newly developed depression scale needs to be done. A complete and detailed 

manual for the new Depression Scale need to be developed for ensuring uniformity of 

administration and interpretation of the scale among the professionals. 
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Conclusion 

The Depression Scale (M. Z. Uddin & Rahman, 2005) was developed 20 years ago 

and its revision was important. To achieve this goal a general objective and some specific 

objectives were formulated. The general objective of the present study is to develop a 

Revised version of the Depression Scale through a phenomenological understanding of 

depression in the Bangladeshi population and a more thorough process of item selection. A 

set of specific objectives were formulated to achieve this overarching objective. These 

were, i). To understand the phenomenology of depression, ii). To devise items for the 

scale, iii). To conduct item analysis of items of the scale, iv). To assess psychometric 

properties (i.e., reliability, and validity) of the scale and v). To construct norms (i.e., 

screening norm, and severity norm). Multi staged mixed method design was used for the 

current research. Purposive sampling was used to collect samples for the current study. 

Sample size was different across the different phases. Overall, two types of samples were 

used, a Clinical Sample and a Non-Clinical Sample. Respondents with depression 

diagnosis and with some other types of psychiatric diagnosis were taken as the Clinical 

Sample. The non-clinical sample comprised healthy individuals without any psychiatric 

diagnosis. 

Ethical standards were strictly maintained during this research work. Approval 

from relevant ethical committees were sought before embarking into data collection. The 

first approval was received from the ethics committee of the Department of Clinical 

Psychology, University of Dhaka. Permission was taken from the respected authorities 

from where data were collected. The study is carried out in five phases as explained in the 

following section.  
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9.1. Phase I. Understanding Phenomenology of Depression and Exploring 

Expectation 

on Depression Scale 

A phenomenological study was done to understand depressive illness in 

Bangladesh. The key finding is that depression is difficult to describe. Patients do not use 

the word „depression‟. They do not have the word in themselves. An indigenously 

developed „depression scale‟ can help them to say things for themselves. Use of 

phenomenological study was quite helpful and made the scale construction study unique.  

Another qualitative study was also done in this phase to explore expectation of 

what type of depression scale was essential in Bangladesh. In this study, respondents were 

both professionals (psychologists and psychiatrists) and psychiatric patients themselves. 

This study helped to shape the dissertation by providing helpful directions of need in this 

field. Nine suggestions were obtained from the study, and one of them was particularly 

important, the use of an anchored response format for the new depression scale. Some of 

these suggestions were taken up in the current study like the use of easy language and the 

development of severity and screening norms. The „anchor response‟ format was used in 

the new depression scale following that study‟s recommendation, which was a major 

innovation compared to the old Depression Scale (M. Z. Uddin & Rahman, 2005). The old 

scale used Likert response format. In contrast, the anchored response format is easily 

understandable to people with minimum or no education. Respondents with minimum or 

no education would find choosing (weighing) numbers (i.e., 0,1,2,3) or responses such as 

„applicable‟, „slightly applicable‟, „not applicable‟ type answer difficult. In fact, many of 

them might not have proper idea on accurate weight of numbers like, 0,1,2 etc. If we 
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consider academic level of Bangladeshi people, use of „anchored response format‟ is a 

strength of the new depression scale.  

9.2. Phase II. Devising Items 

In phase two, items were generated for the new Depression Scale. It was done in 

two stages. In stage I, an item pool was devised. Sources of the initial item pool were the 

phenomenological study done in previous phase, items of the original Depression Scale 

(M. Z. Uddin & Rahman, 2005), clinical notes of practicing psychologists and literature 

review on depression. Thus, indigenous items were generated for the item pool of the draft 

depression scale which was evaluated by experts in stage II, in three layers of judge 

evaluation and in one expert panel discussion (layer IV). Then a pilot study (layer V) was 

done and through these process draft items of new depression scale was finalized. The 

intensive work of this phase enabled a satisfactory, reasoned choice of items for the new 

depression scale.  

9.3. Phase III. Developing Scale through Item Analysis  

In this phase of study, items of the draft of new depression scale were analyzed and 

items with internal consistency (stage I) and discriminatory capacity (items that can 

discriminate between depressed and healthy people) (stage II) were kept for the final form 

of the scale. Through item analysis, internal consistency and discrimination capacity of the 

items were explored. All the 24 items survived through item analysis and the scale items 

were selected for final version of new depression scale. It can be concluded that these 

items have cohesion and can clearly discriminate between depressed and healthy 

respondents. The survival of all 24 items is witness to the thoroughness of the preceding 

stages. Note that phases I and II of the research comprised construction and revision of 
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items (19 months for data collection). Phases III, IV and V were used to achieve 

completion of the rest of the work of scale construction (3 months for data collection). 

There is a saying that „good beginning is half done of the work‟. This seemed true for the 

current research. 

9.4. Phase IV. Estimation of Psychometric Properties of the Scale 

In this phase, reliability and validity was estimated for the new depression scale. 

High stability was found in terms of test-retest reliability (r = .87, p < .01, two-week gap). 

High internal consistency/reliability of the scale was also found (Cronbach‟s alpha = .96). 

Content validity of the scale was established though the process of its development. 

Criterion related validity of the new depression scale was assessed using concurrent 

method. The new depression scale has high concurrent validity with BDI –II (A T Beck et 

al., 1996) (r = .94, p < .01) and with diagnosis as an external criterion. The new depression 

scale discriminates between depressed and healthy respondents (F =182.63, p < .01). 

Construct validity of the newly developed depression scale was assessed using convergent 

validation in multi-method. The newly developed depression scale was administered with 

scales measuring several other related constructs. Patient‟s rating on different constructs 

were also used in this purpose. Convergent validity of new depression scale was 

established with ten different constructs (r = .24 to .83) in multiple methods. Scale users 

can have confidence in the convergent and construct validity of this new scale.  

9.5. Phase V. Development of norm for depression scale 

In this phase, a screening norm and a severity norm were developed for the new 

depression scale.  



 

125 
  

Severity norm. Four levels of severity namely mild, moderate, severe and 

profound based on percentile points were considered for severity norm.  

Screening norm. Sensitivity and septicity was calculated for different cut off 

scores of the scale. The optimal cut off score with best combination of sensitivity (89%) 

and specificity (88%) was found to be at scale score of 25. Based on the sensitivity and 

specificity calculation, the scale demonstrates a very good diagnostic performance as 

reflected in the Receiver Operator Characteristic (ROC) curve. The area under ROC curve 

for the newly developed depression scale was .96 which is an outstanding diagnostic 

performance for a psychological assessment scale (Hosme & Lemeshow, 2000). This 

screening norm will help to identify depressed patients with excellent accuracy. If we get 

accurate diagnosis of depression, we can save a lot of time and money. In Bangladesh, a 

lot of complaints of depressed patients are somatic. So doctors go up for investigations. It 

waste time, it wastes money, it wastes resources. The newly developed depression scale 

can identify depression earlier and accurately and thus it will be very cost effective and 

will save money of the whole health service. 

The general objective of current study was to develop a revised version of the 

existing Depression Scale (M. Z. Uddin & Rahman, 2005). However, in course of time, 

during the scale construction phase, a new scale was developed. It is better than the old 

depression scale in many aspects. It‟s item analysis, reliability and validity indices are 

better than old one. Even its Dhaka based tentative norms are far better than old one, 

because sensitivity and specificity were assessed for the new depression scale. The new 

scale has been found to be comparable to stablished foreign depression scales. The 

diagnostic accuracy of the screening norm is also outstanding. Therefore, in end, we have a 

better and new depression scale with good psychometric properties which is comparable 

and equivalent with well used and gold standard foreign depression scales. There is scope 
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for more work on this newly developed depression scale. In future, researchers should do 

more study on its psychometric properties, especially on construct validity. Norms could 

be reestablished with a range of representative samples. Actually, the process of scale 

construction cannot be done in a single research. Rather it is a continuous process and 

needs input from a range of experts and professional colleagues. The journey of this newly 

developed depression scale has been started. Hopefully it will evolve and will achieve 

additional clinical utility as others undertake research into the scale itself and into its use.  
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Appendix 1: List of data collection centers 

1. National Institute of Mental Health (NIMH), Sher-E-Bangla Nagar, Dhaka  

2. Psychiatry Department, Sylhet MAG Osmani Medical College, Sylhet (for 

phenomenological study on depression) 

3. Psychiatry Department, Rajshahi Medical College Hospital, Rajshahi, for 

phenomenological study on depression) 

4. Dr. Abdullah Al Mamun Hussain‟s Chamber, Rajshahi (for phenomenological study 

on depression) 

5. Chamber of Tanzir Ahmed Tusher, Clinical Psychologist at Rajshahi (for 

phenomenological study on depression) 

6. Dr R K S Royel‟s chamber, Sylhet (for phenomenological study on depression) 

7. Dr. Md. Shah Alam‟s Chamber, Chottogram (for phenomenological study on 

depression) 

8. Dr. Mahfujul Haq‟s Chamber, Chottogram (for phenomenological study on depression) 

9. Chamber of Tofa Hakim, Assistant Clinical Psychologist, Chottogram, (for 

phenomenological study on depression) 

10. Dr. Md. Shah Alam‟s Chamber, Labaid Specialized Hospital, Kalabagan branch, 

Dhaka 

11. Dr. M. A. Mohit Kamal‟s Chamber, Dhaka 

12. Dr. Helal Uddin Ahmed‟s Chamber, Green Life Medical College and Hospital, Dhaka 

13. Dr. Mekhala Sarkar‟s Chamber, Health and Hope Hospital, Dhaka 

14. Dr. Brig, Gen. (retd) Azizul Islam‟s Chamber, Square Hospital Ltd, Dhaka 

15. Dr. Md. Waziul Alam Chowdhury‟s Chamber, Square Hospital Ltd, Dhaka  

16. Dr. Md. Golam Rabbani‟s Chamber, Dhaka  

17. Dr. Mahmood Hasan‟s Chamber, IBN Sina Medical Imaging Center, Zigatola, Dhaka 

18. Monojogot Center, Dhaka 

19. Niramoy Mental Health Hospital, Dhaka 

20. Prottoy Medical Clinic, Dhaka 
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Appendix 2: Certificate of ethical approval obtained from Department of Clinical 

Psychology, University of Dhaka 
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Appendix 3: Consent form (in Bangla) 
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Appendix 4: Explanatory statement of the study (In Bangla) 

M‡elbv welqK e¨vL¨vg~jK wee„wZ 

 

M‡elYvi wk‡ivbvg: Phenomenology of depression and revision of Depression Scale in 

Bangladesh 

Avwg ‽gvt Rwni DwÏb, Gwmm‽U›U cÕ‽dmi Ae wK¬wbK¨vj mvB‽KvjwR, RvZxq gvbwmK ¯̂v¯’¨ 

Bbw÷wUDU, ‼k‽i evsjv bMi, XvKv, Avgvi wcGBPwW M‽elYv wnmv‽e Dc‽i DwjøwLZ M‽elYvq KvR 

KiwQ| eZ©gvb M‽elYvwU Wt gynv¤§` Kvgiæ¾vgvb gRyg`vi, mn‼hvMx Aa¨vcK, wK¬wbK¨vj mvB‽KvjwR 

wefvM, XvKv wek¦we`¨vj‽qi ZË¡veav‽b cwiPvwjZ n‽⁃Q| M‽elYvq ‼Kv-mycvifvBRi wnmv‽e Av‽Qb W. 

MÕvnvg B cvI‽qj, wfwRwUs cÕ‽dmi, wK¬wbK¨vj mvB‽KvjwR wefvM, XvKv wek̂we`¨vjq|  

 

M‡elYvi j‣¨ 

eZ©gvb M‽elYvi jÿ¨ n‽⁃Q wW‽cÕkb ev welbœZvi welqwU ‽evSv Ges ÔwW‽cÕkb ‼¯‹j× (DwÏb I ingvb, 

2005) Gi GKwU bZzb ms¯‹iY cÕYqY Kiv| D‽jøL¨ ÔwW‽cÕkb ‼¯‹j× welbœZvi ‼ivMx‽`i ‼ivM wbY©q I 

‼iv‽Mi ZxeªZv cwigvc Ki‽Z e¨eüZ nq|  

GB M‽elYv Kvh©µ‽gi ¯^v‽_© ÔwW‽cÕkb× ev ÔwelbœZv× Av‽Q Ggb ‼ivMx‽`i Ges ‼ÿÎwe‽k‽l ‼ivMxi 

hZœMÕnYKvix‽`i, Ab¨vb¨ gvbwmK ‼ivMx‽`i I gvbwmKfv‽e my¯’ gvbyl‽`i ¯^vÿvZKvi MÕnY Kivi 

cÕ‽qvRb n‽e| GB M‽elYvq Avcbvi ¯^vÿvZKvi M‽elYvK‽g© we‽klfv‽e mnvqK n‽e| 

 

M‡elYvq hv Kiv n‡e 

M‽elYvi ¯^v‽_© GKK mv‿vrKvi ev `jxq Av‽jvPbvi (8-10 Rb m`‽m¨i GKwU `j) gva¨‽g Avcbvi 

KvQ ‼_‽K Z_¨ AvniY Kiv n‽e Ges Zv AwWI K¨v‽mU I wjwLZfv‽e msi‿b Kiv n‽e| M‽elYvi 

‼Kvb ‼Kvb ch©v‽q AwWI K¨v‽m‽U Z_¨ ‼iKW© Kivi `iKvi bvI n‽Z cv‽i| mvÿvrKv‽ii mgq 

Avcbv‽K KvVv‽gve× cÕkœvejx ev ‼Kv‽ðwbqvi I g‽bv‰eÁvwbK ‼¯‹‽ji DËi w`‽Z n‽Z cv‽i| Avevi 

KL‽bv KL‽bv ïay ‼gØwLK mvÿvrKvi w`‽Z n‽Z cv‽i|  
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M‡elYvq AskMÖnb Ki‡j ‡h cwigvb mgq w`‡Z n‡e 

 M‽elYvi mgq KZUzKz jvM‽e Zv M‽elYvi G‽KK ch©v‽q G‽KK iKg n‽e| ‼hgb, cvBjwUs ch©v‽q 

GKK mvÿvrKv‽i wek ‼_‽K wÎk wgwbU mgq jvM‽Z cv‽i| ‼Kvb ‼Kvb mgq GB ai‽Yi GKK 

mv‿vrKv‽ii Rb¨ Avcbv‽K 60-90 wgwbU mgq w`‽Z n‽Z cv‽i| wKš̀ Avcbvi ‼`qv Z‽_¨i ¸iæZ¡ 

Abymv‽i cieZ©x‽Z AviI GK ev GKvwaK evi Avcbvi mv‿vrKvi ‼bqv cÕ‽qvRb n‽Z cv‽i| cÕ‽qvRb 

Abymv‽i Avwg Zvi mgq I ZvwiL Avcbvi mv‽_ Av‽jvPbv K‽i wVK K‽i ‼be| ‼Kvb ch©v‽q KZUzKz 

mgq jvM‽e Zv Z_¨ msMÕnKvix Avcbv‽K e‽j w`‽eb|  

 

m¤¢ve¨ myweav 

GB M‽elYv ÔwelYœœZv× ‽ivM Av‽Q Ggb gvbyl‽`i `ªæZ ‼ivM wbY©q Ki‽Z I Zv‽`i ‽iv‽Mi ZxeªZv 

cwigvc Ki‽Z we‽klfv‽e mnvqK n‽e hv Zv‽`i Dchy³ wPwKrmv MÕn‽Y mnvqK n‽e|  

 

M‡elYvq AskMÖn‡bi mv¤¢ve¨ Amyweav 

Avwg ‼h me welq¸‽jv wb‽q K_v eje Zvi A‽bK¸‽jvB Avcbvi eZ©gvb ev c~e©¯§⁂wZ I Av‽eM welqK 

n‽Z cv‽i Ges Gme Av‽jvPbvq Avcbvi gb Lvivc n‽q ‼h‽Z cv‽i ev GwU mvgwqKfv‽e Avcbvi 

g‽a¨ A¯̂w Í̄ ev K‽ói D‽`ªK Ki‽Z cv‽i, wKš̀ GwU Avcbvi g‽a¨ ‼Kvb `xN©¯’vqx ‿wZi Kvib n‽e e‽j 

g‽b nq bv| Z‽e Avcwb gvbwmK mnvqZvi cÕ‽qvRb Abyfe Ki‽j wbKU¯’ ‼gwWK¨vj K‽jR 

nvmcvZv‽ji gvbwmK wefv‽M ‽hvMv‽hvM Ki‽Z cv‽ib|  

 

M‡elYvq AskMÖnb cÖZ¨vnvi 

GB M‽elYvq AskMÕnb m¤ú~b© Avcbvi B⁃Qvaxb| AskMÕnb Ki‽Z n‽e Ggb ‼Kvb `vqe×Zv Avcbvi 

‼bB| GgbwK M‽elYvwU‽Z AskMÕnb Kivi wm×všÍ MÕn‽bi ciI Avcwb Avcbvi AskMÕnb cÕZ¨vnvi 

Ki‽Z cv‽ib| 
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†MvcbxqZv 

Avcbvi ‼MvcbxqZv i‿v Kivi welqwU m‽e©v⁃P we‽ePbvq ivLv n‽e| Avcbvi bvg, wVKvbv BZ¨vw` 

A_©vr hv ‼_‽K Avcbv‽K ‼Pbv hv‽e Ggb Z_¨ GKwU Avjv`v KvM‽R ‼jLv _vK‽e Ges ‼mwU Avcbvi 

‼`qv mv‿vrKv‽ii Z_¨ ‼_‽K Avjv`v _vK‽e| ‼KejgvÎ GKwU mvs‽KwZK wPý w`‽qB GB ỳ‽Uv‽K 

GKÎ Kiv m¤¢e n‽e Ges ‼mB mvs‽KwZK wPýwU M‽elKe⁂›` Qvov Avi ‼KD Rvb‽e bv| Ges Ggb 

‼Kvb Z_¨ Kv‽iv Kv‽Q ev ‼Kvb wi‽cv‽U© cÕKvk Kiv n‽e bv hv ‽_‽K Avcbv‽K wPwýZ Kiv m¤¢e| 

M‡elYvi djvdj 

GB M‽elbv m¤c‽K© Av‽iv wKQz Rvbvi, ‼Kvb cÕkœ wKsev ‼Kvb Awf‽hvM _vK‽j Ges M‽elYvi djvdj 

Rvb‽Z n‽j M‽elK ‽gvt Rwni DwÏb‽K B-‽gBj Ki‽Z cv‽ib (e-mail: 

zahirm_bd@yahoo.com) ev ‼dv‽bI Zvi mv‽_ K_v ej‽Z cv‽ib (b¤^it 01713007025)| 

Avcwb PvB‽j M‽elYvi ZZ¡veavqK Wt gynv¤§` Kvgiæ¾vgvb gRyg`v‼ii mv‽_ B-‽gBj 

(mozumder@du.ac.bd) A_ev ‼dvb (01713066423) Gi gva¨‽g ‼hvMv‽hvM Ki‽Z 

cv‽ib|  

 

Avcbvi mnvqZvi Rb¨ ab¨ev`| 

 

 

 

. . . . . . . . . . . 

mv¶vrKvi MÖnbKvixi ¯^v¶i 

 

. . . . . . . . . . . 

ZvwiL 
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Appendix 5: Oath of ethics for research assistant / data collector (in Bangla) 
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Appendix 6: List of Research Assistants 

 

1. Sharmin Akter (phenomenology) 

2. Md. Tanvirul Alam (Phenomenology) 

3. Md. Kawser Rahman (Phenomenology) 

4. Md. Hasan Al Fardous Khan Shanto 

5. Mehejabin Akter 

6. Asifur Rahman Bhuiyan 

7. Md. Jobayer 

8. Tasnuva Islam Renia 

9. Fauzia Kabir Chowdhury Lamia 

10. Ahmed Subhe Nishan 

11. Gitanjoly Roy 
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Appendix 7: COVID 19 Safety protocol for Research Assistants 

 

1. Do use mask in all time. Never take it off while out of home for data collection or 

in public.  

2. Do not take food or drink while out of home. Do not touch any body, do not do 

hand shakes, try to avoid using lifts, use stair case insted. Try to avoid Air 

Conditioned Room. 

3. Sanitize your hands with hand sanitizer or soap and water whenever possible. Do it 

frequently. 

4. Use face shield whenever possible. 

5. Ask your respondents whether she or he is having any symptoms of COVID. Do 

not take interview if she or he is having such symptoms. Do not do data collection 

if you (research assitant) have any symptoms of possible COVID 19 infection.  

6. Take interview by maintaining six feet distance with the respondents. 
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Appendix 8: Mind map 
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Appendix 9: Topic guides 

Topic Guide: In-depth Interview for patients with Depressive Disorder 

 

1. What is the term you use to describe „Depressive Disorder‟ or „Depression‟? 

2. Can you please describe what is depression? Probe: What it feels like, What is its 

shape? What is its color? Can you draw it? Where do you feel depression in your 

body? Does it fluctuates or is it static? 

3. When did it (last strongest episode of depression) happen? Can you describe it? 

Probe: Thoughts, feeling/mood, behavior, physical reaction and environmental 

effect. 

4. Do you have any loss of significant event (s)? Is it related to your depression? 

What is your theory about why you are having depression?  

5. Does your depression affect your functioning? Probe: Interpersonal functioning, 

family functioning, occupational functioning, social functioning, self- care.  

6. What depression tells about you? Probe: About self, about world/ others and about 

future. 

7. What support you got when you have depression? What helped you? What support 

now you can access?  

8. What can make your life easier? What is it not helping now? 

Note: Go with flow of the interview. No need to cover all the questions.  
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Topic Guide: Focus Group Discussion for Patients with Depressive Disorder 

1. What is the term you use to describe „Depressive Disorder‟ or „Depression‟? 

2. Can any of you please describe what is depression? Probe: Ask by turn to different 

participants. What it feels like, Does it fluctuates or is it static? 

3. When did it happened? Can you describe it?  

4. Did it affect your functioning? Probe: Interpersonal functioning, family 

functioning, occupational functioning, social functioning, self- care.  

5. Can any of you elaborate about your thinking pattern? Probe: About self, about 

world/ others and about future. 

6. Can you describe your last and strongest episode of depression? Probe: Thoughts, 

feeling/mood, behavior, physical reaction and effect in social interaction. 

7. How do or did you cope with depression? Probe: Adaptive and maladaptive coping 

for both past and present.  

8. What support did you have for depression? What worked? What support now you 

can access? Probe: Professional and informal support.  

9. What make your life easier? What is it not happening you? 

Note: Flow with discussion of the participants. Do not need to ask all the questions 

mentioned here. Ask same question to explore information from other participants. Ask for 

different opinions, new information.  
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Topic Guide: Focus Group Discussion with Care-Givers of Patients with Depressive 

Disorder 

1. What is the term you use to describe „Depressive Disorder‟ or „Depression‟? 

2. Can you please describe what is depression? Probe: What it feels like, what do your 

patient (family member) tell you about this? Does it fluctuate or is it static? 

3. When did your patient got depression? Can you describe it?  

4. Does your patient have any loss of significant event (s)? Is it related to her or his 

depression?  

5. Did it affect your patient‟s functioning? Probe: Interpersonal functioning, family 

functioning, occupational functioning, social functioning, self care.  

6. Can you describe his/ her (your patient‟s) thinking pattern? Probe: About self, 

about world/ others and about future. 

7. Can you describe his/her experience of last and strongest episode of depression? 

Probe: Thoughts, feeling/mood, behavior, physical symptoms and environmental 

effect. 

8. How did your patient cope or coped with depression? Probe: Adaptive and 

maladaptive coping.  

9. What helped her/him to manage depression? What support now she/he can access?  

10. What can make his/her life easier? What is it not helping her/him? 

Note: Flow with the conversation. Generate discussion and ask for difference, new 

information. Do not need to cover all the questions mentioned here. Follow lead of the 

respondents.  
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Topic Guide: FGD with experts 

1. What is the term your patients use to describe „Depressive Disorder‟ or 

„Depression‟?  

2. Can any of you please describe what symptoms you observe among your depressed 

patients? Probe: Ask by turn to different participants. Explore cultural 

manifestation or unique symptoms of depression along with classical symptoms.  

3. Is there significant impairment of functioning among your patients? Probe: 

Interpersonal functioning, family functioning, occupational functioning, Social 

functioning, self care, sexual functioning.  

4. What do your patients say about their own thoughts? Can you tell something about 

their thinking pattern? Probe: About self, about world/ others and about future. 

Note: Ask same question in turns.  

5. Can you describe severe episode of depression of any of your patients? Probe: 

Thoughts, feeling/mood, behavior, physical reaction and environmental effect. 

6. How do or did you patients cope or coped with depression? Probe: Adaptive and 

maladaptive coping.  

7. What support your patients can access? What helped? Note: ask about non-

professional and professional support, types of services receiving.  

8. From your experience of teatment (of depressed patients), can you please tell 

something about what is depression in our context? What it feels like? Is there any 

difference between western view of depression and depression in Bangladesh 

context? 

Note: Flow with lead of the experts. No need to cover all the questions mentioned here.   
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Appndix 10: Quotations of phenomenological study on depression in the original 

language (Bangla)  

  

Translated quotation  Original quotation 

Depression is difficult to describe:   

“It feels as if someone is shaking my 

brain like this [she desmonstrates 

shaking]. Yes, everything feels messy, 

everything is constantly moving, there are 

pangs of pain, It is hard to describe! I 

don‟t know, it is inexpressible. And my 

head hurts.” 

- Patient, Female, Dhaka 

 gv_vi wfZi g‽b nq ‼h, ‼Kgb ‽hb Ki‽Z‽Q| Avwg 

eywS‽q ej‽Z cvi‽evbv| g‽b n‽⁃Q Avgvi gv_vi 

wfZ‽i GB iKg GB iKg K‽i Avgvi gMRUv ‼KD 

bvi‽Z‽Q| nu¨v| g‽b nq ‼h G‽jv‽g‽j n‽q hv‽⁃Q| 

Lvejv Lvejv jvM‽Z‽Q| ‼Kgb ‼h Avwg Avcbv‽K 

fvlv w`‽q ‼evSv‽Z cvi‽evbv| gv_vi g‽a¨ ‼Kgb 

‼cBb n‽⁃Q|  

-‼ivMx, gwnjv, XvKv 

“My experience is, maximum patient, 

upto now, could not tell „depression‟ or 

it‟s synonyms, pain in mind or lack of 

peace in mind etc . . . . . . . . . ”. 

 - Psychiatrist, Male, Rajshahi 

 Avvgi G‾‽cwi‽qÝ n‽jv, g¨vw‾gvg ‼ivMx, GLb 

ch©šÍ welbœZv, ev Zvi wm‽bvwbg¨vm, g‽bi Kó ev 

g‽bi AkvwšÍ ewj, GLb BZ¨vw` G¸‽jv, GLb ch©šÍ 

g¨w‾gvgB ej‽Z cvi‽Qbv| 

-mvBwKqvwUªó, cyiæl, ivRkvnx 

Understanding of depression: 

 

  

“This feels like extremely upset. I 

frequently feel guilty regarding various 

events. I feel like I do not have any 

feelings; people speak, it feels [as if their] 

joys or sorrows do not affect me. As if I 

cant feel anything to the slightest. This is 

depression as far as I understand”. 

-Patient, Female, Dhaka.  

 

 Avgvi Kv‽Q GUv cÕP›W gbLviv‽ci g‽Zv| Avwg 

gv‽S gv‽S Lye wMjwU wdj Kwi A‽bK welq wb‽q| 

g‽b nq ‼h, Avgvi ‼Kvb wdwjsm ‼bB| ‼KD wKQz 

ej‽Q, Avb›`- `ytL wRwbm ¸‽jv Avgv‽K Qzu‽⁃Q bv| 

gv‽b Ggb welqUv ‼h, Avwg ‼Kvb wKQ zwdj Ki‽Z 

cviwQbv| GUvB n‽⁃Q Avgvi Kv‽Q g‽b n‽⁃Q ‼h 

welYèZv| 

-‽ivMx, gwnjv, XvKv 

 

“Whole thing [depression] is a psychic 

game. If you think you are having 

depression, then you are suffering from it. 

It‟s all about your brain [thought]”.  

 me¸‽jvB gv_vi ‼Ljv| Avcwb hw` g‽b K‽ib| 

Avcwb hw` g‽b K‽ib welbœZvq fzM‽Qb Zvn‽j 

fzM‽Qb| me¸‽jvB gv_vq ‼Ljv|  

- ‼ivMx, gwnjv, ‽dvKvm MÕæc wWmKvkb, 
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Translated quotation  Original quotation 

-Patient, Female, FGD, Chottogram 

 

PÆMÖvg 

Visualization of depression 
  

“If I imagine it (depression), I feel like, it 

is like a restlessness, It is like a black 

shadow inside my mind. Its black, Its 

terrible. It feels like, my mind, my body 

everything is collapsing”.  

-Patient, Female, Dhaka 

 Avwg hw` GUv‽K BgvwRb Kwi Zvn‽j Avgvi Kv‽Q 

g‽b nq ‼h, ‽Kgb ‼hb GKUv Aw¯’iZv, ‽Kgb ‼hb 

GKUv gv‽b g‽bi wfZ‽i GKUv Kv‽jv Qvqv GiKg| 

Gi iO Kv‽jv| GUv LyeB fqvbK| n¨vu| Avgvi g‽b 

nq ‼h, Avgvi kixi gb me ‼f‽½Pz‽o hv‽⁃Q|  

-‽ivMx, gwnjv, XvKv 

Somatic symptoms:   

“My head hurts too much. It is burning 

irritation in the head – like 

disorganization. When this irritation 

arises, I feel like heated on the glowing 

fire. When this irritation comes to the 

face, to the eyelids, it feels like heated on 

the glowing fire. When dry, my irritation 

and pain increases – now the problem 

from head run to the the chest causing 

burning sensation - tingling pain. Such a 

terrible feeling. I can not drink water. I 

feel I became weak. Can‟t drink, hurts in 

the chest. The hands, eyes and face gets 

tightened. Heart die ayaw, donot feel 

godd, all I want is to stay lying on the 

bed. 

-Patient, Female, Sylhet 

 gv_v Lye e¨v_v K‽i| gv_vq R¡vjv-hš¿Yv K‽i AviwK| 

wek⁂⁀Ljvi jvnvb R¡vjv hš¿Yv K‽i| hLb GB R¡vjv 

hš¿Yv D‽V AviwK AvMy‽Yi jvnvb Mig nBqv hvq| 

hLb GB R¡vjv hš¿Yv D‽V ‼Pv‽L gy‽L fi K‽i, AviwK 

Av¸‽bi jvnvb Mig nBqv hvq| ïKbv nBqv ‼M‽j 

R¡vjv hš¿Yv e⁂w× nq| GLb gv_vi ‼_‽K mgm¨v ey‽Ki 

g‽a¨ R¡vjv hš¿Yv K‽i| wPb wPbvBqv ‼e`bv K‽i| 

‼UKzi D‽V| DUwK D‽V| ‼h Ae¯’v Avi wK| cvwb 

cywb LvB‽Z cvwibv| Avgvi Ae¯’v Kvwnj nBqv 

‼M‽Q| cvwb cywb LvB‽Z cvwibv| eyK w`qv evwo 

gvBiv nBMv PBjv hvq| nvZUv Uv‽b| ‼Pv‽L gy‽L 

Uv‽b| ¸i`v gvBiv hvq| gb fvj jv‽Mbv | Lvwj 

ïBqv _vK‽Z B⁃Qv nq|. 

 ‼ivMx, gwnjv, wm‽jU 

“In my experience, during a previous 

study, while conducting focused group 

discussions, we found chest-related 

 Avgvi AwfÁZvq, c~‽e©i GKUv M‽elYvi Ask wnmve 

‼dvKvmW MÕæc wWmKvkb Kivi mgq, meLv‽b wKšÍy 

Avgiv ‼ekx ‼c‽qwQjvg ‼P÷ wi‽j‽UW jÿY¸‽jv| 
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Translated quotation  Original quotation 

symptoms more commonly. Patients 

reported discomfort on chest, chest 

cramps, feeling of emptiness in chest, 

stomach burns. Chest related symptoms 

were first - the most common. Then there 

were head related symptoms - headache, 

feeling unexplainable discomfort in head. 

Patients also reported agitation, feelings 

of discomfort, breathlessness and feeling 

of numbness. . . . . . . . Headache, burning 

sensation in the head, sensation of pain, 

feeling of cramp in (head), tightness in 

chest. . . . . . . . . Sexual problem is a big 

issue due to our culture. It presents as a 

symptom [of depression]. Lack of sexual 

arousal is reported by the patients.” -

Psychiatrist, Male, Dhaka 

dvco jv‽M, ey‽K AkvwšÍ jv‽M, ey‽Ki wfZi LvLv 

jv‽M| ‼cU cyovq| ‼P÷ wi‽j‽UW jÿY ¸‽jv wQj 

cÕ_g, me PvB‽Z ‼ekx| Zvic‽i wQj ‼nW wi‽j‽UW 

jÿY¸‽jv, gv_v e¨_v, gv_vi wfZ‽i ‼Kgb jv‽M GB 

ai‽Yi| GwR‽U‽UW G dvco jv‽M, `g AvU‽K 

Av‽m, Zvic‽i Av‽iKUv e‽j A‽eva jv‽M, A‽eva 

jv‽M| A‽eva jv‽M gv‽b n‽jv A‽evk A‽evk| 

bv¤^‽bm AviwK| gv_v e¨v_v, gv_v R¡vjv‽cvov, ‼cBb 

wi‽j‽UW IB¸‽jv Zv‽`i Rb¨ GKUz, Pvc w`‽q a‽i 

ivLv (gv_v) ….. .. ‼P÷ UvBU‽bmUv.. .. ..‼m‾yqvj 

welqUv Avgv‽`i KvjPv‽ii Kvi‽Y eo welq| jÿY 

wnmv‽e‽Zv Av‽mB| G‽ivRvj bv _vKvi welqUv 

‼ivMxiv e‽j|  

- cyiæl, mvBwKqvwUªó, XvKv 

Affective symptoms:   

“My mind [heart/mood] is always low. I 

feel like I should through my mind [heart] 

away to some other places”  

-Patient, Female, Dhaka 

 gb ‼Zv Avgvi memgqB Lvivc jv‽M| g‽b nq ‼h 

gbUv‽K evB‽i ‼d‽j w`‽q Avwm ‼Kv_vI| 

- gwnjv, ‼ivMx, XvKv 

Diminished interest/ Lack of 

motivation: 

  

“When I am home, I do not feel like going 

from one room to another. Cannot even 

pour a glass of water on my own. I am 

tired of my body and mind. Nothing feels 

good. I wish I could leave everything and 

go to some other places.” 

- Patient, Female, Dhaka.  

 evmvq _vK‽j Avgvi gv‽b GB iæg ‼_‽K IB iæ‽gI 

‼h‽Z B⁃Qv K‽ibv| g‽b nqbv ‼h GK Møvm cvwbI 

‼X‽j LvB| Avgvi A‽bK K¬vwšÍ kix‽i| gbUvI Lye 

K¬všÍ jv‽M| fvj jv‽Mbv wKQz| g‽b nq ‼h ‼Kv_vI 

P‽j ‼h‽Z cviZvg|  

‽ivMx, gwnjv, XvKv 
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Translated quotation  Original quotation 

“When this sickness [depression] raises, I 

do not feel like doing anything. I wish I 

could lie [the whole day]. For last one 

month it [depression] is too much in 

intensity. [My] Mother-in-law does not 

understand my pain. If my own mother 

was here, she could understand. I am 

forced to do work [households], I do not 

want to. My body feels unwell. When 

[this] problem with head starts, I feel like 

wanting to lie down [whole day]. I must 

do my work to survive from mother-in-

law, I need to feed my children. Mother-

in-law is angered [with me]. I myself is 

not surviveing, if I cant live how can I 

work?” 

-Patient, female, Sylhet.  

 GB e¨v‽g DV‽j KvR-Kg© wK⁃Qy gv‽bbv| ïBqv 

_vK‽Z BPQv K‽i| AvBR gvm Lv‽bK aBi¨v ‽ekx 

evBi¨v ‼M‽Q| k^vïwogv ‽Zv `ytL eyS‽Zvbv| wb‽Ri 

gv nB‽j eyS‽Zv| Kvg Ki‽Z nq| eva¨ nBq¨v 

Ki‽Z nq| KvR Kvg Ki‽Z B⁃Qv nqbv| kixjiUv 

SoSov nq| gv_vq mgm¨v nB‽j Lvwj ïBqv _vK‽Z 

B⁃Q’v nq| k¦vïwoi nvZ ‼_‽K euvP‽Z nB‽j ‼Zv 

KvR-Kvg Ki‽ZB nB‽ev| ev⁃Pv-KvPPv‽i‽Zv 

LvIqvB‽ZB nB‽ev| k¦vïwo ‼Mvm¨v| wb‽Ri Rvb 

euv‽Pbv| wb‽Ri Rvb euvP‽jvbv Kvg KBiv LvIqvgy|  

- ‼ivMx, gwnjv, wm‽jU 

 

Cognitive symptoms:   

“One of my patients reported during his 

depression spell, that he was unable to 

think. His associates suggested - you start 

writeing, you will feel good when yoiu 

write. He replied – I cannot, I am not 

having the thoughs . . . . . . . . . . . . . I 

cannot bringout any words, sentence 

within me, I am unable to think. When 

taking a book to read in the morning, I 

cannot read, keep that aside. Phone 

ringining neumerous times, I do not 

receive. I thought I would write a couple 

of lines, but could not. All are in waiting 

list.”  

 Avgvi GKRb ‼ivMx wW‽cÕkb ‼¯ú‽ji mgq ej‽Zb 

‼h Dwb wPšÍv Ki‽Z cvi‽Qbbv| Zvi mv‽_ hviv 

mn‽hvMx Zviv ej‽Zb, Avcwb wj‽Lb| wjL‽jB 

‼`L‽eb gb fvj n‽q hv‽e| Dwb ej‽Zb, Avwg ‼Zv 

cviwQbv| Avgvi‽Zv wPšÍv Avm‽Qbv| mvaviY gvbyl 

ej‽Zb ‼h Avcwb wj‽Lb| wjL‽jB gb fvj n‽q 

hv‽e| wZwb ej‽Zb, bv, Avcbvi eyS‽Qbbv| Avgvi 

Avm‽j wjLv Avm‽Qbv| wfZi ‼_‽K ‼Kvb kã, evK¨ 

Avb‽Z cviwQbv| Avwg‽Zv wPšÍv Ki‽Z cviwQbv| 

mKv‽j D‽V eBUv co‽Z cviwQbv| eBUv a‽i ‼d‽j 

ivLjvg| A‽bK ‼dvb Avm‽Q| ‼dvb aiwQbv| 

AvR‽K fvejvg ‼h, `y‽Uv jvBb wjL‽ev| wjL‽Z 

cviwQbv| me ‼d‽j ivLwQ| 
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Translated quotation  Original quotation 

 -Psychiatrist, Male, Rajshahi  - mvBwKqvwUªó, cyiæl, ivRkvnx  

“I feel bad about myself. I did not study 

much. I could not do anything for my 

mom, my dad. I could not even serve my 

husband, family. Only eating and being a 

burden on my husband‟s family. At those 

time I feel I am like a cat.”  

-Patient, Female, Rajshahi  

 wb‽Ri m¤̂‽Û ‼Zv Lvivc jv‽M ‼h Avwg ‼jLvcov ‼ewk 

Kijvgbv , gv‽qi Rb¨ wKQz Kijvgbv, evevi Rb¨ 

wKQz Kijvg bv, ¯^vgx msmvi‽KI wKQz w`‽Z cvijvg 

bv| ïay Lvw⁃Q ¯^vgxi msmv‽i Avi ‽evSv nw⁃Q ZLb 

wb‽R‽K weov‽ji g‽Zv g‽b nq| 

- ‼ivMx, gwnjv, ivRkvnx 

 

“I do not feel good in any activities. What 

is the point of living? I would achieve 

nothing. I am not getting the chance [to 

commit suicide] as I am from a 

conservative family. Even If I wish, no 

one will help me on that [to commit 

suicide]. What to do but wait? I can only 

utter - when shall I die? I have seen the 

life, now only that part [death] is left to 

be seen.” 

  -Patient, Female, Dhaka 

 wKQzB Ki‽Z fv‽jv jv‽M bv| Avwg ‼_‽KB ev wK 

Ki‽ev| Avgv‽K w`‽q ‼Zv wKQz n‽e bv| Avwg my‽hvM 

Uv cvw⁃Q bv| Avwg KbRvi‽fwUf d¨vwgwji ‼Zv| 

Kivi B⁃Qv _vK‽jI IiKg ‼ní ‼KD Ki‽e bv| ‼Zv 

g‽b nq ‼h, GLb Avi wK Kiv| GLb ïay I‽qU 

Kiv| GiKgB eje gv‽b gviv hv‽ev K‽e? jvB‽d 

‼`Lv n‽q ‼M‽Q GLb ïay IBUzKzB evwK Av‽Q| 

-‽ivMx, gwnjv, XvKv 

Deliberate self-harm and suicide 
  

“[I] was lacerating my hands. Waited the 

whole night planning on how to hang 

myself.”  

-Patient, Female, Dhaka. 

 nvZ KvUwQjvg| mvivivZ e‽m wQjvg wKfv‽e Mjvq 

`uwo ‼`Iqv hvq| 

‽ivMx, gwnjv, XvKv 

“[I am] failing to fulfil my parents‟ 

dream. I cannot prove myself [my worth] 

to others. There is no point in living. My 

parents have done a lot [for me], there is 

the meaniing in living if I cannot fulfil 

their wishes.”  

 ‼h ‼eu‽P ‼_‽K evev gvi Avkv cyib Ki‽Z cviwQ bv| 

mevi g‽a¨ wb‽R‽K Zz‽j ai‽Z cviwQ bv| wb‽R‽K 

cÕKvk Ki‽Z cviwQ bv| ‼e‽P ‼_‽K wK n‽e| evev gv 

G‽Zv wKQz Ki‽Q Avwg hw` Zv‽`i Avkv UzKz cyib 

Ki‽Z bv cvwi Zvn‽j ‼e‽P _vKvi ‼Kvb gv‽b nq 

bv| 
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Translated quotation  Original quotation 

– Patient, Male, Dhaka  

 

 -‽ivMx, cyiæl, XvKv 

Functional impact of depression   

“Now I cannot do anything. I have to fry 

an egg - I can‟teven do that. Cannot talk 

in an organized manner. Can not explain 

[communicate] to others. I was very 

organized. But now become very 

disorganized.”  

-Patient, Female, Dhaka 

 Avwg GLb wKQzB K‽i‽Z cvwi bv| bigvj wWgI 

GKUv fvR‽Z n‽e, GB wRwbmUvI Avwg cvwi bv| 

Avi ¸wQ‽q ‼Zv GK`g K_v ej‽Z cvwi bv| KvD‽K 

eySvB‽Z cvwi bv| Avwg Lye cwicvwU | ‼mLv‽bI 

Avwg Lye A‽MvQv‽jv n‽q ‼MwQ| 

-‽ivMx, gwnj, XvKv  

“Whenever I want to take a bath, I do not 

feel like taking a bath. It is too much work 

– [I have to] use soap, dry my hair – too 

much many work to perform at a time.”  

-Pateient, Female, Rajshahi 

 ‼Mvmj Ki‽Z ‼M‽j g‽b nq wK, ‼Mvmj Ki‽Z hvB‽Z 

B⁃Qv K‽i bv| g‽b nq A‽bK KvR ‼Mvmj Ki‽Z 

‼M‽j-mvevb gvL‽Z n‽e, Pzj gyQ‽Z n‽e A‽bK KvR 

GKmv‽_ Ki‽Z n‽e| 

-‼ivMx, gwnjv, ivRkvnx 

Diagnostic consideration 
  

“Somatic symptoms were not covered 

extensively in the DSM system. But we 

observe lots of somatic symptoms among 

patients with depression.” 

-Psychiatrist, Male, Dhaka. 

 

 wWGmGg-G ‼mvgvwUK wm¤úUg G‾‽Ubwmfwj Kfvi 

Kiv nqwb| wKš̀ Avgiv Avgv‽`i wW‽cÕk‽bi 

‼ivMx‽`i g‽a¨ cÕPzi ‽mvgvwUK wm¤úUg ‼`wL|  

-mvBwKqvwUªó, cyiæl, XvKv 
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Appendix 11. Synonyms of depression in the original language (Bangla) 

Indepth interview Focussed group Discussion Panel Discussion w ith 

experts 

Mental problem (gvbwmK 

mgm¨v),  

Mental illness (gvbwmK ‼ivM), 

Low mood (gb Lvivc) 

Depression (welbœZv, nZvkv) 

Sufferings (Kó), 

Insanity, abnormality (cvM‽ji 

‼ivM, A¯^vfvweKZv,) 

Tension (‼Ubkb) 

Feeling sick (Amy¯’ jvMv), 

 Irritable (weiw³ fve) 

Inability of consume meal 

(Lvevi ‼L‽Z bv cviv) 

Inability to have sleep (Nygv‽Z 

bv cviv) 

 

 

FGD with patients: 

Depression (welYœZv, nZvkv), 

Over thinking (‼ekx wPšÍv Kiv),  

Tension (`ywðšÍv),  

Mental illness (gvbwmK ‼ivM)  

FGD with Care Givers: 

Schizophrenia (wm‽Rvwdwbqv). 

Insane (cvMj).  

 

Unrest of mind (g‽bi AkvwšÍ) 

Low mood (gb Lvivc) 

Feeling trouble in mind (g‽b 

Kó jvM‽Q) 

Not feeling good (fvj jv‽Mbv) 

Feeling discomfort in the 

chest (ÔwR G dvci jv‽M×| wR G 

dvci jv‽M| Dwb GKUv K_v ej‽jb 

‼h, Rvb Lvivc jv‽M|) 

Restlessness (Aw¯’iZv) 

Feeling discomfort (dvco 

jv‽M)  

Tension (‼Ubkb) 

Anxiety (`ywðšÍv)  

Feeling out of breath (`g 

AvU‽K Av‽m)  

Numbness (A‽eva jv‽M, A‽eva 

jv‽M| A‽eva jv‽M gv‽b n‽jv A‽evk 

A‽evk| bv¤^‽bm)  

Pulling sensation in chest 

(ey‽Ki g‽a¨ Uvb jv‽M, wmbvq Uvb 

jv‽M, wmbvq `g jv‽M)  
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Appendix 12: Affective smtpoms in the original langugae (Bangla)  

 

„My mind is low (gbUv Lvivc, gb giv, g‽b `ytL)×... Feeling bad (Lvivc jv‽M) … Depressed (welYœ) 

... Lack of pleasure in mind (g‽b Avb›`-d~wZ© bvB|) … Lack of pleasure (Avb›` cvB bv) ... Can 

not enjoy life (RxebUv enjoy Ki‽Z cviwQ bv) ... Feeling pain (Kó) ... Lack of peace/ No peace 

in mind (AkvwšÍ) … „I am feeling bad (Lvivc jvMv)‟ … Low feeling … Frustration (nZvk) … 

Despair (nZvk) … Upset (wbivk jv‽M) ... Feeling lonely (GKvwKZ¡) ... Not feeling good (fv‽jv 

jv‽Mbv|) … Pain (Kó) ... „My mind is not feeling well (gb fvjv jv‽M bv)‟ … Unwell in mind. 

Sorrow in mind … „Nothing feels good (‼Kvb wKQzB fv‽jv jv‽M bv) ... Feeling bad …Feeling 

unwell (gb fvj jv‽Mbv, g‽b ỳtL jv‽M| fvjøv‽M bv|) ... Sorrow in heart (ey‽K `y:L cvB) ... Feeling 

of sorrow (ey‽K `y:L cvB) …  

Lack of focus in mind (gbUv D`vmxb) ... Unmindful (gbUv D`vm|) ...  

lack of pleasure (Avb›` cvB bv) ... 

Feeling guilt (wMjU wdj nB‽Z‽Q), 

I am silent inside (Avwg wfZi ‼_‽K Pzc‽m ‼MwQ|) 

Guilty feeling (Aciva‽eva) 

Oviman: A type of emotion that is mixed with sorrow, upset, love, anger and have no 

exact single word English translation (Awfgvb K‽i). 

Numbness: I feel like I don‟t have any feelings, People are talking around me. But 

pleasures and sorrws can not touch me. (g‽b nq ‼h, Avgvi ‼Kvb wdwjsm ‼bB| ‼KD wKQz ej‽Q, 

Avb›`- `ytL wRwbm ¸‽jv Avgv‽K Qzu‽⁃Q bv| )  

Sympathy for others reduced (gvqv K‽g ‼M‽Q) ...  

Feeling empty (Lvwj jv‽M) … Feeling of emptiness/ Feeling of loss (jv‽M ‼h Avwg wK nvivq 

‽d‽jwQ) ... Self-defeating feeling (wb‽R‽K ‼nq cÕwZcbœ nq|) ...  

Lack of interst (AvMÕn K‽g ‼M‽Q)  

Crying spell (Kvbœv Av‽m) 

Life is over (RxebUv AwZó n‽q ‼M‽Q|) 

I feel shy (Avwg mvB wdj Kwi) ...... Hopelessness (‼Kv‽bv wKQz AvkvI Kwi bv|) … Unbearable 

(Amn¨) … Impatience (ˆah©¨ kw³ bvB|) ... Feeling hatred ‼Nbœv nq, 

Feelings of worthlessness (wb‽R‽K g~j¨nxb g‽b nq) 

Feeling of loss (nviv‽bvi Abyf~wZ), 

Jealousy (Cl©v) 

Tension (`ywðšÍv, ‼Ubkb ) ... Restlessness (Aw¯niZv jvM‽Zv) … Irritability (‼gRvR wLUwL‽U) ... Fear (fq 

fq jv‽M, AvZ¼) Anger (ivM) 
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Appendix 13. Abstract of phenomenological study on depression presented in 5
th

 

Bangaldesh Clinical Psychology Conference and Conference of International Council on 

Psychology Educators held in 22-25 March 2019 at Dhaka, Bangladesh. 

 

Phenomenological Study of Depression in Bangladesh  

Md. Zahir Uddin, Muhammad Kamruzzaman Mozumder and Graham E Powell  

Abstract 

Depression is one of the most common psychiatric disorders of Bangladesh. According to 

World Health Organization depression is fourth leading contributor to the global burden of 

disease. By the year 2020, depression is projected to reach second place in the ranking of 

Disability Adjusted Life Years (DALY) calculated for all ages. Manifestation of 

depression differs from culture to culture. The cultural differences in manifestation of 

depressive symptoms have been widely reported. Somatic symptoms of depression are 

suggested to be predominantly common in Bangladesh. In current clinical practice two 

western-developed classification systems are being used for the purpose of diagnosis, the 

Diagnostic and Statistical Manual of Mental Disorders (DSM 5) and the International 

Classification of Diseases (ICD - 11) despite the possibilities of cultural biases in these. 

These classification system are useful for assessing depression to some extent, however 

may be limited in understanding the "the very nature" of depression among the patients in 

Bangladesh. The present phenomenological study was conducted to acquire an indigenous 

understanding of depressive illness. Data were collected from patients and caregivers of 

patients diagnosed with depression from three divisions (Dhaka, Chittagong and Rajshahi) 

of Bangladesh. Altogether 15 in-depth interview (IDI) and three focus group discussion 

(FGD) were done. The paper will present meaning of depression in respondents‟ language 

along with vocabulary of depressive illness among Bangladeshi population. Details on 
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symptoms of depression as well as its impacts will also be presented. It is hoped that the 

findings of the present study will be useful to understand concept of depression in the 

context of Bangladesh.  

 

Presenting Author: Md. Zahir Uddin, Assistant Professor of Clinical Psychology, National 

Institute of Mental Health (NIMH), Sher-E-Bangla Nagar, Dhaka, Bangladesh; Cell 

Phone: 01713007025; Email: zahirm_bd@yahoo.com 
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Abstract 14: Topic guide for exploring scale expectation 

 

Topic Guide: Scale Expectation 

1. Do you have experience of administering or filling Depression Scale (Uddin and 

Rahman, 2005)? How was your experience? Are you happy with the scale? Do you 

have any reservation of the scale? Can you give any suggestions regarding it‟s 

improvement? 

2. What types of „Depression Scale‟ is expected or will be useful in Bangladesh? 

3. What will be characteristics of expected „Depression Scale‟ in Bangladesh? 

4. Do you have any suggestions for any new „Depression Scale‟ that can be 

incorporated in future studies?  

Note: Do not stick with questions mentioned here. Follow leads of the respondents.  
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Appendix 15: Quotations of qualitative study exploring expecation on depression 

scale in original language (Bangla) 

 

Translated quotation  Original quotation 

Brevity of scale:   

“[Depression scale items] if limted [in 

number], it will increase it‟s use. It will be 

accepted to all. Researchers do not want to 

take [use] if it is long. Clinicaly we also do 

not want to give [use]. There is a 

perception that - it is too lengthy, it 

[answers] would not come. It [Items] 

should be less - around 20-25 or less.”  

-Psychitrist, Male, Dhaka 

 

 [wW‽cÕkb ‽¯‹j Gi AvB‽Ug] wjwg‽UW _vK‽j IUvi 

e¨envi wewaUv evo‽e| mve©Rbxb n‽e| j¤^v n‽j 

wimviPvi ‼mUv wb‽Z Pvqbv| wK¬wbK¨vwjI Avgiv w`‽Z 

PvBbv| ‼ekx j¤^v| GUv wVKg‽Zv D‽V Avm‽ebv| GB 

ai‽Yi GKUv gvbwmKZv _v‽K| GUv [‽¯‹‽ji c`] Kg 

_vKv fvj| 20 ‼_‽K 25 ev Gi Kg _vKv fvj|  

-mvBwKqvwUªó, cyiæl, XvKv 

Adequate psychometric properties of the 

scale. 

  

“Depression Scale should assess 

depression, nothing else. It should not 

measure anxiety. It should not be 

generalzied. It should measure severity - 

mild, modersate, severe. It should have 

convergent and divergent validity. It 

should have a time frame [of responding] 

about how long the problem is going on. It 

should have validation studies which will 

be consistent with validation studies of 

other scales. I would like to see how much 

this is consistent with other internationally 

known scales. The age range of the 

intended assessee should be mentioned. 

Guidelines on administration of the scale 

should be clearly mentioned. Minimum 

 wW‽cÕkb ‼¯‹j wW‽cÕkbB gvc‽e| Ab¨ wKQz bq| GUv 

hv‽Z A¨vsRvBwU bv gv‽c| GUv hv‽Z ‼RbvivjvBRW 

bv nq| GB ‼¯‹j hv‽Z wmwfqvwiwU ‼iwUs Ki‽Z cv‽i-

gvBì, gWv‽iU, wmwfqvi| Kbfvi‽R›U I 

WvBfvi‽R›U f¨vwjwWwU hv‽Z nq| Avi Gi GKUv 

UvBg ‽d«g _vK‽j fvj nq- KZ mßvne¨vcx Zvi GB 

mgm¨vwU Pj‽Q| Gi f¨vwj‽Wkb ÷vwW n‽Z n‽e| GB 

÷vwW Ab¨vb¨ ‼¯‹‽ji f¨vwj‽Wkb ÷vwWi mv‽_ 

mgÄm¨c~Y© n‽e| GB wW‽cÕk‽bi GB ‼¯‹jUv 

AvšÍR©vwZK Ab¨vb¨ ‼¯‹‽ji mv‽_ KZUzKz mvgÄm¨c~Y© 

GUv Avwg ‼Lqvj Ki‽ev| ‼¯‹j hv‽`i Ici e¨envi 

Kiv n‽e Zv‽`i eqmmxgv D‽jøL Kiv _vK‽Z n‽e| 

‼¯‹j e¨env‽ii wbqgKvbyb mywbw`©ófv‽e D‽jøL _vK‽Z 

n‽e| hv‽`i Ici ‽¯‹jwU e¨envi Kiv n‽e Zv‽`i 

me©wb¤œ wkÿvMZ ‼hvM¨Zv KZ n‽e| GUv Kviv c~iY 
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Translated quotation  Original quotation 

academic requrirement of the examinee on 

whom the scale will be adminsterred 

should be mentioned. Who will fill the 

scale? Can anybody fill it up? Or only 

clinicians, clinical psychologists will 

adinister the scale - these should be 

mentioned. If the scale is self-rated, then 

language of the scale should be easy [to 

understand]. There should be ways to 

detect random answers. There should not 

be too many questions, it should not be 

boring.”  

-Psychiatrist, Male, Rajshahi 

Ki‽e| GUv wK ‼h ‼KD e¨envi Ki‽Z cvi‽e bv 

wK¬wbwkqvbiv, wK¬wbK¨vj mvB‽KvjwRóiv cÕ‽qvM Ki‽e 

Zvi D‽jøL _vK‽Z n‽e| ‼mí ‽iwUs ‼¯‹j n‽j 

j¨v½y‽qR mnR n‽Z n‽e| i¨vÚg Gbmvi wW‽U± Kivi 

c×wZ _vK‽Z n‽e| A‽bK ‼ekx ‼Kv‽ðb hv‽Z bv 

nq, ‼evwis hv‽Z bv nq|  

-mvBwKqvwUªó, cyiæl, ivRkvnx 

Suitability and ease of understanding.   

“The scale should be culuturally sensitive. 

The language of the scale is very 

important. It should be understandable to 

our clients, patients. The language should 

not be complex. We are working with 

standard language [but] not every one in 

Bangladesh is using standard language. 

There are many dialects - in north bangal, 

among indegenous ethnic groups - isn‟t 

it?. . . . . . . . . . Generrally, we should 

search for a langugae that is clear and 

easy to understand for the greater Bangla 

speaking population as a whole. The 

language should be transformed in such a 

way that it can reflect the classical 

symptoms [of depression] such as 

psychological and somatic.” 

- Psychiatrist, Male, Rajshahi  

 ‽¯‹jUv‽K KjPvivwj ‼mbwmwUf nIqv `iKvi| fvlvUv 

GKUv ¸iæZ¡c~Y© welq| fvlvUv hv‽Z Avgv‽`i 

K¬v‽q›Uiv, ‼c‽k›Uiv eyS‽Z cv‽i| fvlvi hv‽Z 

RwUjZv bv nq| Avgiv cÕwgZ fvlv wb‽q KvR KiwQ| 

evsjv‽`‽ki me RvqMvi gvbyl‽Zv cÕwgZ fvlv e¨envi 

Ki‽Qbv| A‽bK iKg Wvqv‽j± Av‽Q- ZvBbv? 

DËie‽½, Avw`evwm b⁂‽Mvôxi g‽a¨| ‼mLv‽b nq‽Zv 

cÕwgZ fvlv e¨envi Kiv m‽Z¡I Avgv‽`i LvwbKUv 

‼nvPU LvIqvi RvqMv ‼_‽KB hvq| mvgwMÕKfv‽e e⁂nËi 

ev½vjx Rb‽Mvôx wb‽q KvR Kivi Rb¨ ‼h fvlvUv 

¯úó, ‼h fvlvUv mnR‽eva¨ nq, ‼mUv ‼LvRv `iKvi| 

fvlvUv Avevi Ggbfv‽e iƒcvšÍiI nIqv `iKvi, 

we‽kl K‽i Avgiv ‼h¸‽jv‽K K¬vwmK¨vj wm¤úUg ewj, 

mvB‽KvjwRK¨vj, ‼mvgvwUK GB RvqMv¸‽jv hv‽Z 

¯úófv‽e Gi g‽a¨ wi‽d¬‽±W nq|  

mvBwKqvwUªó, cyiæl, ivRkvnx 
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Translated quotation  Original quotation 

Avoiding redundancy of items.   

“Question should not be „either‟- „or‟ type. 

We should not ask same question positively 

and then negatively. These creates 

contradictions. These should not be there 

[in new depression scale]. As for example 

in one place [in old Depression Scale], it 

was mentioned that „I have excess sleep‟, 

while in another place, it says „I have no 

sleep at all‟. Subjects become irritated 

with such items. [Ops] Sorry, it was about 

appetite [not sleep].” 

-Clinical Psychologist, Female, Dhaka 

 Ggb ‼Kvb cÕkœ hv‽Z bv nq ‼h AvB`vi n‽q hvq| 

GKB cÕkœ GKevi cwRwUfwj Kijvg| Avevi 

‼b‽MwUfwj Kijvg| G¸‽jv K›UªvwWKkb ˆZix K‽i| 

G¸‽jv hv‽Z bv _v‽K| ‼hgb, GK RvqMvq wQj Avgvi 

A‽bK ‼ekx Nyg cvq| Av‽iK RvqMvq wQj Avgvi 

G‽Kev‽iB Nyg nqbv| GB wRwbm¸‽jv wb‽q mve‽R±iv 

GKUz wei³ nq| mwi, GUv ÿzav wb‽q wQj|  

-wK¬wbK¨vj mvB‽KvjwRó, gwnjv, XvKv 

Use of sensitive response option.   

“[If we use item specific language in 

response options instead of Likert type] It 

relates well [with respondents]. It will be 

easy to understand for the client. I support 

it. I liked the idea.” 

-Clinical Psychologist, Female, Dhaka 

 [hw` Avgiv ‼im‽cvÝ Ack‽b wjKvU© Ack‽bi RvqMvq 

AvB‽U‽gi mv‽_ mgwY¦Z fvlv e¨envi Kwi] GUv Lye 

wi‽jU K‽i| GUv K¬v‽q‽›Ui Rb¨ eyS‽Z BwR n‽e| 

Avwg GUv mv‽cvU© Kijvg| GUv cQ›` Kijvg| 

-wK¬wbK¨vj mvB‽KvjwRó, gwnjv, XvKv 
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Appendix 16: Item pool of Depression Scale (in Bangla) 

 
 wePviK‽`i c«wZ wb‽`©kbvt  

g‽nv`q/ g‽nv`qv, Avwg ‼gvt Rwni DwÏb, XvKv wek¦we`¨vj‽qi wK¬wbK¨vj mvB‽KvjwR wefv‽Mi mn‽hvMx Aa¨vcK W. 

Kvgiæ¾vgvb gRyg`v‽ii ZZ¡veav‽b wcGBPwW M‽elYv K‽g© iZ AvwQ| M‽elYvi Ask wnmv‽e Avwg welYœZv 

cwigvc‽Ki× (DwÏb I ingvb, 2005) wØZxq msKjb cÕ¯`Z KiwQ|  

eZ©gvb M‽elYvq welYœZv ej‽Z wW.Gm.Gg.-dvB‽f D‽jøwLZ wW‽c«wmf wWRAiWvi‽K (depressive disorder) 

‼evSv‽bv n‽q‽Q| wjDBbmb Ges Zvi mn‽hvMxe…‽›`i g‽Z welYœZv ej‽Z BwZevPK Av‽e‽Mi Abycw¯’wZ ‼evSvq| e¨w³ 

Avb‽›`i Abyf~wZ Ges wewfbœ wel‽q AvM«n nvwi‽q ‼d‽jb| Zvi gbUv Lvivc _v‽K| GQvov Gi mv‽_ wewfbœ ai‽Yi 

Av‽eMxq, Ávbxq, kvixie…Ëxq Ges AvPiYMZ j‿Y _v‽K| (wjDBbmb, mjgb Ges ‼mBwj, 2000)| eZ©gvb 

M‽elYvi Ask wnmv‽e GKwU ‽KvqvwjwUwUf M‽elYvKg© cwiPvjbv Kiv n‽q‽Q| D³ M‽elYv ‼_‽K, eZ©gv‽b we`¨gvb 

ÔwelYœZv cwigvcK× (DwÏb I ingvb, 2005) ‼_‽K Ges welYœZv welqK we`¨vgb ZZ¡xq aviYv ‼_‽K Ges welYœbZvi 

‼ivMx ‼`L‽Qb Ggb wK¬wbK¨vj mvB‽KvjwRó I A¨vwmm‽U›U wK¬wbK¨vj mvB‽KvjwRó‽`i welYœbZvi ‼ivMx‽`i wK¬wbK¨vj 

‼bvU ‼_‽K ‼ek wKQy c` ‰Zix Kiv n‽q‽Q hv welYœZv cwigvc‽Ki wØZxq ms¯‹i‽Y e¨envi Kiv ‼h‽Z cv‽i| G¸‽jv 

wb‽P ‼`qv n‽jv| AbyM«n K‽i wb‽Pi c`¸‽jv welYœZv cwigvc K‽i wKbv ‼m wel‽q Avcbvi g~j¨evb gZ w`b| c«wZwU 

c‽`i cv‽k Pvi ai‽Yi DËi ‼`qv Av‽Q hvi ga¨ ‼_‽K ‼hwU Avcbvi Dchy³ g‽b n‽e Zv wb‽`©k Kiæb (√wPý w`b)| 

‼Kvb c` hw` Ab¨ ‼Kvb c‽`i mv‽_ cybive…wËg~jK g‽b nq Z‽e ZvI AbyM«n K‽i wPwýZ Kiæb| c`¸‽jvi b¤^i wj‽L 

G¸‽jv cybive…wËg~jK wjL‽jB n‽e| cybive…wËg~jK c`¸‽jvi g‽a¨ ‼Kvb c`wU Avcbvvi g‽Z me ‼_‽K fvj c` ZvI 

AbyM«n K‽i wjLyb| c«wZwU c‽`i wb‽P gšÍ‽e¨i Ni ‼`qv Av‽Q hvi g‽a¨ Avcbvi ‼h ‼Kvb gšÍe¨ ev civgk© wj‽L w`‽Z 

cv‽ib| Avcwb hw` welYœZv cwigv‽ci Rb¨ bZyb ‼Kvb c` c«¯Íve Ki‽Z Pvb ZvI GB gvc‽Ki c`¸‽jvi ‼k‽l wjL‽Z 

cv‽ib| Avcbvi mn‽hvMxZvi Rb¨ AvšÍwiK ab¨ev`| 

  

µg  c`  

fvj fv‡e 

welbœZv 

cwigvc 

K‡i 

ga¨g fv‡e 

welbœZv 

cwigvc 

K‡i 

A¯úó 

c` 

welbœZv 

cwigvc 

K‡ibv 

1 w`‽bi ‼ewki fvM mgq gb Lvivc _v‽K          

2 Avgvi AkvwšÍ jv‽M          

3 ‽ekxi fvM mgq gb Lvivc _v‽K          

4 ey‽K memgq GKUv Pvcv Kó jv‽M         

5 BwZevPK ‼Kvb Abyf~wZB Avgvi g‽a¨ KvR K‽ibv          

6 ‽jvKRb ‼ekx fvj jv‽Mbv          

7 

gbUv g‽b nq e¨_v Ki‽Z‽Q,Lye e¨_v Ki‽Z‽Q G‽Zv e¨_v ‼h 

fv‽jv jv‽M bv  

        

8 Avwg g‽b Avb›` cvB bv          

9 

‽h me wRwbm Dc‽fvM KiZvg Zv ‼_‽K GLb ‼Kvb Avb›`B 

cvBbv  

        

10 Avb‽›`i wRwbm¸‽jv‽Z Avb›` cvBbv          

11 

Av‽M ‼hme KvR Dc‽fvM KiZvg GLb Avi ‼m¸‽jv Dc‽fvM 

Kwibv  

        

12 Avwg gbgiv _vwK I welbœ Abyfe Kwi          

13 Avgvi g‽b nq Avgvi RxebUv K‽ói          

14 cvwicvwk¦©KZvi ‼Kvb wKQzB Avgv‽K ¯úk© K‽ibv         

15 Avwg Abyf~wZk~b¨ n‽q ‼MwQ          

16 Avgvi wb‽Ri Rb¨ `ytL nq          

17 Avwg RxebUv Dc‽fvM Ki‽Z cviwQbv         
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µg  c`  

fvj fv‡e 

welbœZv 

cwigvc 

K‡i 

ga¨g fv‡e 

welbœZv 

cwigvc 

K‡i 

A¯úó 

c` 

welbœZv 

cwigvc 

K‡ibv 

18 me mgq g‽b nq ‼Kgb ‽hb Lvwj Lvwj          

19 Avgvi wfZiUv duvKv duvKv jv‽M          

20 Avgvi wfZ‽i Lvwj Lvwj jv‽M          

21 Avgvi GKv GKv jv‽M          

22 Avwg wfZi ‼_‽K Pzc‽m ‼MwQ          

23 Avwg ‼ekx Awfgvbx n‽q ‼MwQ          

24 Avwg AwZ ms‽e`bkxj n‽q ‼MwQ         

25 Avwg Aí‽ZB Av‽eMx n‽q hvB          

26 Avgvi Abyf~wZ nq ‼hb Avwg wKQz nvwi‽q ‼d‽jwQ          

27 Avgvi Kvbœv Av‽m          

28 gv‽S gv‽SB Avgvi A‽bK Kvbœv cvq          

29 

‼Kvb K_v ej‽Z ‼M‽j Avgvi ‼Pv‽L cvwb P‽j Av‽m,/ A‽Sv‽i 

Si‽Z _v‽K cvwb  

        

30 Avwg ‼hb wb‽Ri g‽a¨ ‼bB         

31 Avwg ‼hb ‼Kv_vI nvwi‽q hvw⁃Q          

32 Avgvi `vg K‽g ‼M‽Q          

33 Avgvi `ywðšÍv nq          

34 Avgvi mvivÿY Aw¯’i Aw¯’i jv‽M          

35 ‽QvULvU welq wb‽qI Avgvi DrKÙv nq          

36 

Avwg GZ ‼ekx fq cvB ‼h Avgvi ‼Pnvov ‼`‽L gvbyl Zv ‼Ui 

cvq  

        

37 Avwg ¯^cœ I ev¯Íe ¸wj‽q ‼dwj          

38 Avgvi QUdUvwb jv‽M          

39 Avwg AwZwi³ wPšÍv Kwi          

40 Avwg Pzc-Pvc e‽m _vK‽Z cvwibv          

41 Avgvi ‼gRvR wLuUwLu‽U n‽q ‽M‽Q          

42 Avwg cÕvqB wei³ ‼eva Kwi          

43 Avwg Aí‽ZB wei³ n‽q hvB          

44 Avgvi ivM nq          

45 Avwg KvD‽K mn¨ Ki‽Z cvwibv          

46 Avgvi Lye weZ, lœv KvR K‽i          

47 Avgvi ˆah©¨ K‽g ‼M‽Q          

48 Avwg j¾v Abyfe Kwi          

49 Avgvi ˆah©¨ kw³ bvB          

50 Avwg fwel¨Z‽K fq cvB          

51 Avwg fwel¨Z wb‽q nZvk          

52 Avgvi jv‽M ‼h Avwg wK nvivq ‽d‽jwQ          

53 Avwg Aciva ‼eva Kwi          

54 Avwg Avc‽mvm Kwi          



 

178 
  

µg  c`  

fvj fv‡e 

welbœZv 

cwigvc 

K‡i 

ga¨g fv‡e 

welbœZv 

cwigvc 

K‡i 

A¯úó 

c` 

welbœZv 

cwigvc 

K‡ibv 

55 Avwg me wKQy ‼Q‽o w`‽qwQ          

56 Avwg ‽Kvb KvR-K‽g© AvMÕn cvBbv          

57 ‼Kvb wKQz‽ZB Avwg ‼ekx AvMÕnx n‽Z cvwibv          

58 Avwg ‼Kvb wKQy‽ZB AvMÕn cvBbv          

59 wb‽R D‽`¨vMx n‽q ‼Kvb KvR ïiæ Kiv Avgvi Rb¨ KwVb          

60 Avgvi Kv‽iv mv‽_ wgk‽Z ev K_v ej‽Z fvj jv‽Mbv          

61 Avwg mviÿY ï‽q-e‽m _vwK         

62 Avgvi ï‽q-e‽m _vK‽Z B⁃Qv K‽i          

63 Avwg w`b-ivwÎ weQvbvq ï‽q _vwK          

64 Avwg PvKzixi/ e¨emvi KvR eÛ K‽i w`‽qwQ          

65 

‽Kvb ˆ`bw›`b KvR Ki‽Z ‼M‽j g‽b nq GZ KvR Avwg Ki‽Z 

cvi‽evbv  

        

66 Avwg Avgvi ‼Pnvov m¤ú‽K© AvMÕn nvwi‽q ‼d‽jwQ          

67 

gv‽S-g‽a¨ Avgv&i ¯œvqy (bvf©) LyeB `~e©j n‽q hvq e‽j wKQyB 

Ki‽Z cviwQbv  

        

68 Avwg g‽bv‽hvM w`‽Z cvwibv          

69 Avwg AvRKvj A‽bK wKQz‽ZB g‽bv‽hvM w`‽Z cvwibv          

70 Avgvi g‽bv‽hvM K‽g ‼M‽Q          

71 Avwg ‼`LwQ ‼h ‼Kvb wKQz‽ZB Avwg g‽bv‽hvM w`‽Z cvwibv          

72 Avgvi gv_v KvR K‽i bv          

73 Avwg Av‽Mi g‽Zv g‽b ivL‽Z cvwibv          

74 Avgvi g‽b nq ‼h Avgvi KvRK‽g©i MwZ K‽g ‼M‽Q          

 75 Avwg wK Ki‽Z n‽e Zv eyS‽Z cvwibv      

76 ‽h ‼Kvb wm×všÍ wb‽Z Avgvi Lye Amyweav nq          

77 Avwg B`vwbs wPšÍv Ki‽Z I wm×všÍ wb‽Z cvwibv          

78 Avgvi Rxe‽bi ‼Kvb cwiKíbv bvB          

79 Avwg cvMj n‽q hve          

80 Avwg wb‽R‽K ‼QvU g‽b Kwi          

81 Avgvi fvM¨ Lvivc, Avgvi mv‽_B ïay GiKg nq          

82 g‽b nq mevB Avgv‽K KiæYv K‽i          

83 Avwg mew`‽KB ïay AÛKvi ‼`wL          

84 Avwg fvj wKQz Avkv Ki‽Z cvwibv          

85 g‽b nq Avgvi Avi Avgvi Rxe‽bi ‼Kvb g~j¨ ‼bB          

86 Avgvi wb‽Ri gyL mevi mvg‽b ‼`Lv‽Z B⁃Qv Ki‽Qbv          

87 ‽h ‼Kvb KvR ïiæi mgqB g‽b nq Avwg e¨_© n‽ev          

88 Avgvi mvg‽b KiæY cwiYwZ A‽cÿv Ki‽Q          

89 Avgvi Ae¯’v w`b w`b Lvivc n‽q hv‽PQ          

90 Avwg fvjevmv cvIqvi ‼hvM¨ bB          
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µg  c`  

fvj fv‡e 

welbœZv 

cwigvc 

K‡i 

ga¨g fv‡e 

welbœZv 

cwigvc 

K‡i 

A¯úó 

c` 

welbœZv 

cwigvc 

K‡ibv 

91 Avgvi Øviv wKQz n‽ebv          

92 Avwg g‽i ‼M‽j fvj nq          

93 Avgvi fwel¨Z AÜKvi          

94 Avwg GB Rxe‽b Avi fvj wKQz cvIqvi m¤¢vebv ‼`wLbv          

95 Avgvi mv‽_ fvj wKQz Avi n‽eIbv         

96 Avwg GKv n‽q hve          

97 ‽KD Avgvi hZœ wb‽ebv         

98 Avwg KvD‽K wek¦vm Kwibv          

99 mevB Avgv‽K VKv‽e          

100 mevB wg_¨v e‽j          

101 Avgvi gvbyl ‼`L‽Z B⁃Qv K‽ibv          

102 Avgvi ‼Kvb ¯^cœ ‽bB          

103 

Avgvi ‼Póv Kivq Avi bv Kivq wKQzB hvq Av‽mbv/ Avgvi me 

D‽`¨vMB e¨_© n‽e 

        

104 Avwg ‼Kvb Kv‽Ri bv          

105 Avwg evwZj gvj         

106 Avgvi Avkvnxb jv‽M         

107 fwel¨Z wb‽q Avgvi ‼Kvb Avkv ‼bB          

108 

`k eQ‽i Avgvi Rxeb ‼Kgb n‽e Zv Avwg KíbvI Ki‽Z 

cvwi bv  

        

109 

‼hme KvR Ki‽Z PvB Zv ‼kl Kivi g‽Zv h‽_ó mgq Avgvi 

‽bB  

        

110 

Avgvi fvM¨Uv LvivcGes Rxe‽bi fv‽jv wRwbm¸‽jvi 

AwaKvskB cvIqvi Avkv ‽bB Avgvi  

        

111 

Avwg ‽Kvb my‽hvMB cvBbv, Ges fwel¨‽ZI cvIqvi ‼Kvb 

KviY ‼bB  

        

112 Avwg ‼hfv‽e PvB ‼Kvb wKQyB ‼mfv‽e nq bv          

113 fwel¨Z Avgvi Kv‽Q A¯úó Ges AwbwðZ          

114 

Avwg fv‽jv mg‽qi Zzjbvq Lvivc mg‽qi Rb¨ ‽ekx Avkv 

Ki‽Z cvwi 

        

115 Avwg Avkv nvwi‽q ‼d‽jwQ          

116 Avwg Zz⁃Q         

117 Avgv‽K ‼KD fvjev‽mbv / g‽b nq Avgv‽K ‼KD fvjev‽mbv          

118 Avwg wb‽R‽K AcQ›` Kwi          

119 G Rxe‽bi ‼Kvb g~j¨ ‼bB          

120 RxebUv A_©nxb          

121 Avgvi Kcvj Lvivc / Avgvi wbqwZ Lvivc          

122 Avgvi ‼Kvb AvkvB c~Y©B nqbv (‽Kv÷v)         

123 Avgvi wb‽R‽K ‼evKv g‽b nq          
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µg  c`  

fvj fv‡e 

welbœZv 

cwigvc 

K‡i 

ga¨g fv‡e 

welbœZv 

cwigvc 

K‡i 

A¯úó 

c` 

welbœZv 

cwigvc 

K‡ibv 

124 Avwg A‽hvM¨          

125 Avgvi ‼Kvb ¸izZ¡ bvB          

126 

Avwg Abyfe Kwi ‼h, e¨w³ wnmv‽e Avgvi we‽kl ‼Kvb g~j¨ 

‼bB  

        

127 me wKQy‽Z Avgvi AvZ¥wek¦vm K‽g ‼M‽Q          

128 Avwg Avgvi wb‽Ri wel‽q `ytwLZ Abyfe Kwi          

129 Avgvi AZxZ me-mgqB Lvivc ‼M‽Q          

130 GB Rxeb ‼_‽K Avgvi Avi PvIqv-cvIqvi wKQz ‼bB          

131 g‽b nq Avgvi ‼KD ‼bB          

132 g‽b nq Avgvi me wKQz ‼kl n‽q ‼M‽Q          

133 g‽b nq fvj wKQz Ki‽Z cvie bv          

134 wb‽R‽K A‽bK ‼QvU g‽b nq          

135 Avwg Aciva‽ev‽a fzwM          

136 

AZx‽Z hZ cvc K‽iwQ Zvi wPšÍv Avgvi g‽b mvivÿY Pj‽Z 

_v‽K  

        

137 Avgvi g‽b nq gvbyl Avgv‽K KiæYv K‽i          

138 Avgvi g‽b nq Avwg ‼hb wcwQ‽q hvw⁃Q          

139 Avgvi fwel¨Z AÜKvi          

140 fwel¨‽Z Avgvi Ae¯’v w`b w`b Av‽iv Lvivc n‽e          

141 Avgvi me ‼kl n‽q ‼M‽Q          

142 Avwg g‽b Kwi ‼h, RxebUv eZ©gv‽b Lye ‼ewk KóKi          

143 eZ©gv‽b Avwg Abyfe Kwi ‼h gvbyl wnmv‽e Avwg m¤ú~Y© e¨_©          

144 Avwg ‼Kv_vI Avb›`-dzwZ© cvBbv          

145 wb‽R‽K Lye ‼QvU g‽b nq          

146 g‽b nq Rxe‽b wKQzB ‼cjvg bv          

147 g‽b nq Avgv‽K w`‽q wKQz n‽ebv          

148 Avwg wb‽RK‽K N⁂Yv Kwi          

149 Avwg g›` hv wKQz N‽U Zvi Rb¨ wb‽R‽K ‼`vlv‽ivc Kwi          

150 Avgvi wb‽R‽K ‼nq cÕwZcbœ nq         

151 Avgvi gvqv K‽g ‼M‽Q          

152 Avgvi RxebUv AwZó n‽q ‼M‽Q          

153 me _vKvi ciI g‽b nq ‼h Avgvi wKQz bvB          

154 Avwg eo GKv          

155 wb‽R‽K ‼QvU g‽b nq/ Avgvi wb‽R‽K g~j¨nxb jv‽M          

156 Avwg wb‽R‽K m¤ú~Y© g~jnxb g‽b Kwi          

157 Avwg wKQz nvwi‽q ‼d‽jwQ e‽j g‽b nq          

158 Avgv‽K ‼KD eyS‽Qbv          

159 ‽eu‽P _vKvB Kó          

160 Avgvi g‽b nq Avgvi RxebUv K‽ói n‽e          
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µg  c`  

fvj fv‡e 

welbœZv 

cwigvc 

K‡i 

ga¨g fv‡e 

welbœZv 

cwigvc 

K‡i 

A¯úó 

c` 

welbœZv 

cwigvc 

K‡ibv 

161 Avgvi wK n‽e Zv wb‽q Avwg wPwšÍZ          

162 Avgvi PvKzix n‽ebv          

163 Avgiv Avw_©K wec‽` co‽ev          

164 Avgvi mv‽_ fvj wKQz n‽eIbv          

165 Avwg cwiev‽ii Rb¨ ‼evSv          

166 Avwg cwiev‽ii Avc`          

167 Avgv‽K QvovB Avgvi cwievi fvj _vK‽e          

168 Avgv‽K wPwKrmv ‼`qvi ‼Kvb gv‽bB nqbv          

169 RxebUv G‽Zv KwVb          

170 ‽KD Avgv‽K ‼ev‽Sbv          

171 Avwg KvD‽K wek¦vm Kwibv          

172 Avgv‽K ‼KD fvjev‽mbv, g~j¨ ‼`qbv          

173 Avwg mn‽R KvD‽K wek¦vm Ki‽Z cvwibv          

174 Avwg ¸wQ‽q K_v ej‽Z cvwibv          

175 Avwg GB my›`i c⁂w_ex‽Z _vK‽Z cvi‽evbv          

176 Avwg g⁂Zz¨i Rb¨ A‽cÿv KiwQ          

177 m⁂wóKZ©v Avgv‽K Zz‽j wb‽j fvj n‽Zv         

178 g‽b nq hw` g‽i ‼hZvg          

179 ag©xq Kvi‽Y Avwg AvZ¥nZ¨v Ki‽Z cviwQbv         

180 Avgvi g‽i ‼h‽Z B⁃Qv nq          

181 

hw` g‽i ‼h‽Z cviZvg Ges mewKQy ‼_‽K `~‽i P‽j ‼h‽Z 

cviZvg Z‽e fvj n‽Zv  

        

182 my‽hvM ‼c‽j Avwg wb‽R‽K ‼g‽i ‼dj‽ev          

183 wb‽R‽K ‼g‽i ‼dj‽jB Avgvi me mgm¨vi mgvavb n‽e          

184 Avwg wb‽Ri ÿwZ wb‽R Kwi         

185 Avwg wb‽Ri kixi (nvZ-cv) KvwU          

186 Avgvi cÕ‽qvRb dzwi‽q‽Q          

187 Avwg Avgvi kixi I ¯^v¯’¨ wb‽q wPwšÍZ _vwK          

188 Avgvi Nvg ‼e‽o hvq          

189 Avgvi ey‽K AkvwšÍ jv‽M          

190 Avgvi bov-Pov Kivi ¯^ÿgZv K‽g ‼M‽Q          

 191 Avgvi mviv kixi e¨v_v/ Avgvi gvsm‽ckx‽Z e¨_v      

192 Avgvi kixi Amy¯’ jv‽M          

193 Avgvi nvZ-cv wSg wSg K‽i          

194 Avgvi ey‽Ki Pvicvk ‽_‽K Pvc w`‽q Av‽m          

195 Avgvi eyK aido K‽i          

196 Avwg nvZ-cv bvov‽Z cvwibv          

197 Avgvi gv_v a‽i _v‽K          

198 Avwg gv_vq Pvc Abyfe Kwi          
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µg  c`  

fvj fv‡e 

welbœZv 

cwigvc 

K‡i 

ga¨g fv‡e 

welbœZv 

cwigvc 

K‡i 

A¯úó 

c` 

welbœZv 

cwigvc 

K‡ibv 

199 Avgvi gv_v R¡vjv‽cvov K‽i          

200 Avgvi cÕvq mgq gv_v wSg wSg K‽i          

201 Avgvi A½-cÕZ¨½I gv_vi wcQ‽bi Ask fvwo jv‽M          

202 Avgvi gv_vi Zvjy w`qv Av¸b ‼ei nq          

203 Avgvi gv_v Mig n‽q hvq          

204 Avgvi `~e©j jv‽M          

205 Awvg Lye K¬všÍ n‽q hvB          

206 Avwg kix‽ii kw³ cvBbv          

207 Avwg `~e©j ‼eva Kwi Ges Aí‽ZB K¬všÍ n‽q cwo          

208 ‽Kvb wKQz⁂ Kivi g‽Zv h‽_ó kw³ Avgvi ‽bB          

209 Avgvi ewg jv‽M          

210 Avgvi ‽c‽U R¡vjv cyov K‽i          

211 Avgvi ‼c‽U ‼gvPo w`‽q Av‽m          

212 Avgvi nv‽Zi Zvjy R¡‽j          

213 Avgvi ‼cU fvo n‽q _v‽K          

214 Avgvi Kcvj w`‽q Av¸b ‽ei nq          

215 Avgvi Amy¯’ jv‽M          

216 Avgvi ÿzav K‽g ‼M‽Q          

217 Avwg ‽L‽Z cvwibv          

218 Avgvi ‿zav ‼e‽o ‼M‽Q          

219 

Avgvi wL`v jv‽M, wKš` Mjv w`‽q Lvevi bv‽gbv, Lvevi gy‽LI 

wb‽Z B⁃Qv nqbv  

        

220 Avgvi ÿzav ‽e‽o ‽M‽Q ev ÿzav K‽g ‼M‽Q          

221 Avgvi IRb K‽g ‼M‽Q/ Avgvi IRb ‼e‽o ‼M‽Q          

222 

Avgvi IRb K‽g ‼M‽Q (B⁃QvK, Z fv‽e IRb wbqš¿‽Yi ‼Póv 

Kivi d‽j bq)  

        

223 Avwg `xN©k¦vm ‼dwj          

224 Avgvi R¡i R¡i jv‽M          

225 Avgvi kix‽ii GK cvk Aek jv‽M          

226 Avgvi wcV a‽i hvq          

227 Avgvi ‽Pnvovi JÀj¨ K‽g ‼M‽Q          

228 Avgvi D⁃P i³Pvc Av‽Q/ Avgvi wb¤œ i³Pvc         

229 gv‽S gv‽S g‽b nq g‽i hvw⁃Q          

230 Avwg ‼Pv‽L gy‽L AÛKvi ‼`wL          

231 Avgvi nvZ-cv ‽f‽½ Av‽m         

232 Lvwj ïBqv _vK‽Z B⁃Qv nq         

233 Avgvi LvIqvi iæwP K‽g ‼M‽Q         

234 Avgvi AwZwi³ Nvg nq         

235 Avgvi Nyg nqbv/ Avgvi Nyg ‼ekx nq          



 

183 
  

µg  c`  

fvj fv‡e 

welbœZv 

cwigvc 

K‡i 

ga¨g fv‡e 

welbœZv 

cwigvc 

K‡i 

A¯úó 

c` 

welbœZv 

cwigvc 

K‡ibv 

236 w`‽bi ‼ewki fvM mgq Avwg NygvB         

237 Nygv‽Z hvevi mgq Avgvi mn‽R Nyg Av‽mbv          

238 Avgvi g‽b nq Nyg ‼_‽K DVvi g‽Zv ‼Kvb kw³ bvB Avgvi          

239 Avgvi Mjvq wKQz GKUv AvU‽K Av‽Q          

240 Avgvi Aek Aek jv‽M          

241 Avgvi iv‽Î iv‽Î R¡i nq          

242 

Avgvi kix‽ii Ggb GKai‽Yi Aw¯’iZv nq ‼h Avwg Pzc K‽i 

e‽m _vK‽Z cvwibv  

        

243 Avgvi wfZi ‼_‽K Kvbœv D‽V Av‽m          

244 Avwg AwaKvsk mgq GKv GKv _vwK          

245 Avwg mvivw`b ï‽q _vwK          

246 Avwg Avgvi KvR¸‽jv ‼d‽j ivwL          

247 Avwg wb‽Ri hZœ ‼bBbv          

248 mvgvwRK KvRK‽g© Av‽Mi g‽Zv AskMÕnY Ki‽Z cvwibv          

249 Avgvi Av‽Mi Zzjbvq K_v ejv K‽g ‼M‽Q          

250 Avgvi mvgvwRK ‼hvMv‽hvM GK`g eÛ n‽q ‼M‽Q          

251 Avwg wk‿v ev ‼ckvMZ KvRKg© Av‽Mi g‽Zv Ki‽Z cvwibv          

252 

Avwg mvgvwRK I cvwievwiK cwi‽e‽k Pvc/ gg©cxov Abyfe 

Kwi  

        

253 Avgvi m¤úK©¸‽jv‽Z A‽bK Sv‽gjv n‽⁃Q          

254 Avwg gv`K e¨envi KiwQ/ Avwg MuvRv Lvw⁃Q/ Avwg Bqvev Lvw⁃Q          

255 

Avwg a~gcvb evwo‽q w`‽qwQ (‽Kv÷v)/ Avgvi wmMv‽iU LvIqvi 

cwigvY evo‽Q  

        

256 Avwg ‼Kvb Kv‽R ‼j‽M _vK‽Z cvwibv          

257 Avwg nvm‽Z cvwibv          

258 Avwg ‼Kvb KvR ïiæ Ki‽Z cvwi, wKš` Pvwj‽q ‼h‽Z cvwibv         

259 Avgvi K_v ejv ‼e‽o ‼M‽Q          

260 Avwg ‼`vKvb ‼_‽K ‼Kbv-KvUv evwo‽q w`‽qwQ          

261 Avwg gvby‽li mv‽_ Lvivc e¨envi Kwi          

262 Avwg ev⁃Pv‽`i gvi ‼`B         

263 Avwg Ab¨‽`i mv‽_ gvivgvwi Kwi         

264 

Avwg ‼Pv‽L fqvbK me welq ‼`wL hw`I Avwg Qvov Avi ‼KD 

GgbUv ‼`L‽Z cvqbv  

        

265 

Kv‽b Ggb ai‽Yi Mv‽qex AvIqvR Av‽m hv Avgvi (W. gviæd) 

(Zvi n‽ebv) g‽bi welYœ Abyf~wZi mv‽_ mv`⁂k¨c~Y©  

        

266 

Avwg ïb‽Z cvB ‼h, ‼KD GKRb Avgv‽K Avgvi Ab¨v‽qi 

Rb¨ Lvivcfv‽e eKv w`‽⁃Q ev ‼`vl w`‽⁃Q| Z‽e Avwg Qvov 

Ab¨ ‼KD GB K_v¸‽jv ïb‽Z cvqbv  

        

267 Avgvi gw¯Í‽®‹i wfZ‽i wKQz ‼bB         

268 Avgvi kix‽ii A½cÕZ¨½ bó n‽q ‼M‽Q          
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µg  c`  

fvj fv‡e 

welbœZv 

cwigvc 

K‡i 

ga¨g fv‡e 

welbœZv 

cwigvc 

K‡i 

A¯úó 

c` 

welbœZv 

cwigvc 

K‡ibv 

269 Avwg wbt¯^ n‽q ‼MwQ          

270 Avgvi ‽Kvb ‼Kvb ¸iæZ¡c~Y© cÕZ¨½ ‼bB          

271 

Avwg wKQzw`b Lye D‽ËwRZ _vwK Avevi wKQzw`b Lye bxie n‽q 

hvB  

        

272 ‽hØb wel‽q Avgvi AvMÕn K‽g ‼M‽Q          

273 ‽hØb wel‽q Avgvi AvMÕn K‽g ‼M‽Q          

274 Avwg Avgvi ¯^vgx ev ¯¿xi mv‽_ m¤ú‽K© AvMÕnx bv          

275 Avwg ‽hØb KvR eÛ K‽i w`‽qwQ          

276 Avgvi ‼hØb AvMÕn/D‽ËRbv/Z, wß K‽g ‼M‽Q          

277 (cyiæl‽`i ‼ÿ‽Î) Avgvi wj‽½ R¡vjv‽cvov K‽i          

278 (cyiæl‽`i ‼ÿ‽Î) Avgvi wj½ h‽_ô k³ nqbv          

279 (cyiæl‽`i ‼ÿ‽Î) Avwg ‼hØb Kv‽R mgq cvBbv          

280 Avwg Lye Av‽MvQv‽jv n‽q ‼MwQ         

281 Avgvi Rxe‽bi iæwUb G‽jv‽g‽jv n‽q ‼M‽Q         

282 Avwg cÕv_©bv Kiv/ bvgvR cov ‼Q‽o w`‽qwQ/ Kwg‽q w`‽qwQ          

 

gšÍe¨t 
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Appendix 17: List of judges 

 

Psychologists:  Psychiatrists: 

1. Tarun Kanti Gayen 

2. Husnay Ara Begum 

3. Shahana Parvin 

4. Md. Amir Hussain 

5. S M Abul Kalam Azad 

6. Ruma Khandaker 

7. Sharmin Haque 

8. Sabiha Jahan 

9. Kanij Fatema 

10. Nabila Tarannum 

11. Farzana Sultana Nila 

12. Shelina Parvin Keya 

13. Mesbahul Islam 

14. Farzana Akter 

15. Dr. M. Mahmudur Rahman 

16. Jesmin Akter 

17. Nazme Ara 

18. Jianur Kabir 

19. Tahmina Parvin 

20. Md. Saifur Rahman 

21. Mst Shompa 

22. Shanchari Prativa  

23. Shelina Fatema Binte Shahid  

 1. Dr. Nilufer Akter Jahan 

2. Dr.Zenet De Laila 

3. Dr. Bidhan Ranjan Roy Podder 

4. Dr. Saifun Nahar 

5. Dr. Niaz Md. Khan 

6. Dr. Muntasir Maruf 

7. Dr. Shahana Parveen 

8. Dr. Helal Uddin Ahmed 

9. Dr. Md. Mahbubur Rahman 

10. Dr. Chiranjib Biswash 

11. Dr. M. M. Jalal Uddin 

12. Dr. Md. S I Mullick 

13. Dr. Zillur Kamal 

14. Dr. Syed Mahfuzul Huq 

15. Dr. Sifat E Syed 

16. Dr. Brig. General Azizul Islam 

(Retd) 

17. Dr. Md. Ahsanul Habib 

18. Dr. Md. Abdul Hamid 

19. Dr. Fakhruzzaman Shaheed 

20. Dr. Mahadeb Chandra Mandal 

21. Dr. Nahid Mahjabin Morshed 

22. Dr. M.S. Kabir Jewel 
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Psychologists:  Psychiatrists: 

24. Shamima Akter 

25. Mukta Jahan Banu 

26. Mst Hasina Khatun 

27. Ismat Jahan 

28. Mst Nazma Khatun 

29. Tamima Tanjin 

30. Rubina Jahan 

31. Kamal U A Chowdhury 

32. Nafisa Sultana 

33. Shahrina Ferdous 

34. Tofa Hakim 

35. Tanzir Ahmed Tusher 

36. Zohora Parvin 

37. Dr. Kamal Uddin 

23. Dr. A.H.M. Mustafizur Rahman 

24. Dr. Abdullah Al-Mamun Hussain 

25. Dr. Md. Shah Alam 

26. Dr. Sultana Algin 

27. Dr. Md. Zubayer Miah 

28. Dr. Abdullah Al Mamun 

29. Dr. Shahida Choudhury 

30. Dr. Avra Das Bhowmick 

31. Dr. Md. Abdus Salam 

32. Dr. Farid Ahmed 

33. Dr. Md. Manirul Islam 

34. Dr. S M Abu Hena Mostafa Alim 

35. Dr. Mekhala Sarker 

 

Grand Total: 72 Judges. 
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Appendix 18 (a): Item specific decision of first layer of judge evaluation 

 

Decisions on items based on first phase of judge evaluation. Note that in following 

sections, all numbers indicating number of first draft of Revised Depression Scale. 

Items survived without change: 37 

1, 2, 13, 20, 21, 41, 51, 58, 61, 65, 69, 77, 85, 87, 90, 91, 92, 106, 120, 124, 127, 129, 130, 

137, 141, 146, 154, 172, 176, 180, 186, 207, 243, 248, 251, 269, 272 

Language changed items:19 

5, 8, 12, 14, 16, 54, 59, 60, 74, 80, 110, 143, 182, 219, 220, 221, 235, 238, 266 

Added item: 

Item number 135 and 149 is added and new item created in their combination.  

Deleted due to repetition:66 

9, 10, 11, 19, 27, 28, 29, 43, 53, 56, 57, 62, 63, 68, 70, 71, 76, 83, 84, 93, 95, 107, 113, 

115, 116, 117, 119, 125, 126, 133, 134, 142, 145, 147, 132, 136, 139, 140, 144, 150, 155, 

156, 164, 170, 171, 173, 178, 181, 183, 204, 205, 206, 216, 217, 218, 222, 233, 236, 245, 

250, 270, 273, 274, 275, 276, 281  

Deleted due to response of “Do not assess depression” or Unclear item: 156 

3, 4, 6,7,15, 17, 18, 22, 23, 24, 25, 26, 30, 31, 32, 33, 34, 35, 36, 37, 38, 39, 40, 42, 44, 45, 

46, 47, 48, 49, 50, 52, 55, 64, 66, 67, 72, 73, 75, 78, 79, 81, 82, 86, 88, 89, 94, 96, 97, 98, 

99, 100, 101, 102, 104, 105, 108, 109, 111, 112, 114, 118, 121, 122, 123, 128, 131, 138, 

148, 151, 152, 153, 157, 158, 159, 160, 161, 162, 163, 165, 166, 167, 168, 169, 174, 175, 

179, 184, 185, 187, 188, 189, 190, 191, 192, 193, 194, 195, 196, 197, 198, 199, 200, 201, 

202, 203, 208, 209, 210, 211, 212, 213, 214, 215, 223, 224, 225, 226, 227, 228, 229, 230, 

231, 232, 234, 237, 239, 240, 241, 242, 244, 246, 247, 249, 252, 253, 254, 255, 256, 257, 

258, 259, 260, 261, 262, 263, 264, 265, 267, 268, 271, 277, 278, 279, 280, 282 

Deleted item in special consideration: 2 

103*, 177** 

Note: item 180 (in bold) and 182 (in bold) was kept in next draft of Revised Depression 

Scale as they assess suicidal plan and there should be some items that assess suicidal 

intention, plan and attempts (though judges mentioned them as repetitions.  

* The item was deleted as many hopelessness item is already in the draft scale items. 

** The item was deleted as one judge mentioned that the item is not suitable for non-

believers. 
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Appendix 18 (b). First Draft of Depression Scale (In Bangla) 
 

wePviK‽`i cÕwZ wb‽`©kbv (instruction) t  

g‽nv`q/ g‽nv`qv, Avwg ‼gvt Rwni DwÏb, XvKv wek¦we`¨vj‽qi wK¬wbK¨vj mvB‽KvjRx wefv‽Mi mn‽hvMx Aa¨vcK W. 

Kvgiæ¾vgvb gRyg`vi Ges GKB wefv‽Mi wfwRwUs Aa¨vcK W. MÕvnvg B cvI‽qj Gi ZZ¡veav‽b wcGBPwW M‽elYv 

K‽g© iZ AvwQ| M‽elYvi Ask wnmv‽e Avwg ÔwelYœZv cwigvc‽Ki× (DwÏb I ingvb, 2005) wØZxq ms¯‹iY cÕ¯`Z 

KiwQ|  

eZ©gvb M‽elYvq welYœZv ej‽Z wWGmGgdvB‽f D‽jøwLZ wW‽cÕwmf wWRAiWvi‽K (depressive disorder) 

‼evSv‽bv n‽q‽Q| wjDBbmb Ges Zvi mn‽hvMxe⁂‽›`i g‽Z welbœZv ej‽Z BwZevPK Av‽e‽Mi Abycw¯’wZ ‼evSvq| e¨w³ 

Avb‽›`i Abyf~wZ Ges wewfbœ wel‽q AvMÕn nvwi‽q ‼d‽jb| Zvi gbUv Lvivc _v‽K| GQvov Gi mv‽_ wewfbœ ai‽Yi 

Av‽eMxq, Ávbxq, kvixie⁂Ëxq Ges AvPiYMZ jÿY _v‽K (wjDBbmb, mjgb Ges ‼mBwj, 2000)| eZ©gvb M‽elYvi 

Ask wnmv‽e GKwU KzqvwjwUwUf M‽elYvKg© cwiPvjbv Kiv n‽q‽Q| D³ M‽elYv ‼_‽K, eZ©gv‽b we`¨gvb ÔwelYœZv 

cwigvcK× (DwÏb I ingvb, 2005) ‼_‽K Ges welYœZv welqK we`¨vgb ZZ¡xq aviYv ‼_‽K Ges welYœZvi ‼ivMx 

‼`L‽Qb Ggb wK¬wbK¨vj mvB‽KvjwRó I A¨vwmm‽U›U wK¬wbK¨vj mvB‽KvjwRó‽`i welYœZvi ‼ivMx‽`i wK¬wbK¨vj ‼bvU 

‼_‽K ‼ek wKQz c` ˆZix Kiv n‽qwQj| GB c`¸‽jv gvbwmK we‽klÁ‽`i (gvbwmK ‼iv‽Mi Wv³vi I wK¬wbK¨vj 

mvB‽KvjwR÷‽`i) we‽ePbvi Rb¨ ‼`qv n‽qwQj| Zv‽`i gZvgZ‽Zi wfwË‽Z ‽gvU 282 wU c` n‽Z wb‽Pi c`¸‽jv 

evQvB Kiv n‽qwQj hv welYœZv cwigvc‽Ki wØZxq ms¯‹i‽Y e¨envi Kiv ‼h‽Z cv‽i| G¸‽jv wb‽P ‼`qv n‽jv|  

AbyMÕn K‽i wb‽Pi c`¸‽jv welYœZv cwigvc‽Y KZUv h_v_© ‼m wel‽q Avcbvi g~j¨evb gZ w`b| cÕwZwU c‽`i cv‽k 

Pvi ai‽Yi gZ ‼`qv Av‽Q hvi ga¨ ‼_‽K ‼hwU Avcbvi Dchy³ g‽b n‽e Zv wb‽ ©̀k Kiæb (√ wPý w`b)| Avcbvi 

mn‽hvMxZvi Rb¨ AvšÍwiK ab¨ev`|  

 

µg b¤̂i c`  G‽Kev‽iB 

cwigvc 

K‽ibv  

wKQzUv 

cwigvc 

K‽i 

A‽bKUv 

cwigvc 

K‽i 

cy‽ivcywi 

cwigvc 

K‽i 

1 w`‽bi ‼ewki fvM mgq gb Lvivc _v‽K          

2 Avgvi AkvwšÍ jv‽M          

3 g‽b Avi Av‽Mi g‽Zv Avb›` cvB bv          

4 B`vbxs Avwg gbgiv _vwK         

5 Avgvi RxebUv A‽bK K‽ói         

6 Avwg wb‽R‽K wb‽q `ytwLZ         

7 Avgvi g‽a¨ fvj Abyf⁁wZ ‼bB ej‽jB P‽j         

8 Pvicv‽ki ‼Kvb wKQzB Avgv‽K ¯úk© K‽ibv         

9 Avgvi wfZ‽i Lvwj Lvwj jv‽M         

10 Avgvi GKv GKv jv‽M          

11 Avgvi wfZi ‼_‽K Kvbœv D‽V Av‽m          

12 Avgvi ‼gRvR wLuUwLu‽U n‽q ‽M‽Q          

13 Avwg fwel¨Z wb‽q nZvk          

14 Avgvi Avkvnxb jv‽M          

15 Avwg Aciva‽ev‽a fzwM Ges wb‽R‽KB ‼`vl 

‼`B  

        

16 Avgvi cÕvqB Avd‽mvm jv‽M          

17 Avwg ‼Kvb wKQy‽ZB AvMÕn cvBbv          

18 ‽Kvb Kv‽Ri D‽`¨vM wb‽Z cvwibv          
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µg b¤̂i c`  G‽Kev‽iB 

cwigvc 

K‽ibv  

wKQzUv 

cwigvc 

K‽i 

A‽bKUv 

cwigvc 

K‽i 

cy‽ivcywi 

cwigvc 

K‽i 

19 Kv‽iv mv‽_ wgk‽Z ev K_v ej‽Z Avgvi fvj 

jv‽Mbv  

        

20 Avwg mviÿY ï‽q-e‽m _vwK          

21 ‽Kvb ˆ`bw›`b KvR Ki‽Z ‼M‽j g‽b nq GZ 

KvR Avwg Ki‽Z cvi‽evbv  

        

22 Avwg AvRKvj A‽bK wKQz‽ZB g‽bv‽hvM w`‽Z 

cvwibv  

        

23 Avgvi KvRK‽g©i MwZ K‽g ‼M‽Q          

24 Avwg B`vwbs wPšÍv Ki‽Z ev wm×všÍ wb‽Z 

cvwibv  

        

25 Avgvi wb‽R‽K Zz⁃Q ev g~j¨nxb jv‽M          

26 g‽b nq Avgvi Avi Avgvi Rxe‽bi ‼Kvb g~j¨ 

‼bB  

        

27 Avgvi Øviv wKQz n‽ebv          

28 Avgvi me ‼kl n‽q ‼M‽Q          

29 ‽h ‼Kvb KvR ïiæi mgqB g‽b nq Avwg e¨_© 

n‽ev 

        

30 Avwg fvjevmv cvIqvi ‼hvM¨ bB          

31 Avwg g‽i ‼M‽j fvj nq          

32 Avgv‽K ‼KD fvjev‽mbv          

33 Avwg A‽hvM¨          

34 Avgvi fvM¨Uv Lvivc          

35 GB Rxeb ‼_‽K Avgvi Avi PvIqv-cvIqvi 

wKQz ‼bB  

        

36 RxebUv A_©nxb          

37 me wKQy‽Z Avgvi AvZ¥wek¦vm K‽g ‼M‽Q          

38 Avgvi AZxZ me-mgqB Lvivc ‼M‽Q          

39 Avgvi g‽b nq gvbyl Avgv‽K KiæYv K‽i          

40 Avwg GKRb e¨_© gvbyl          

41 g‽b nq Rxe‽b wKQzB ‼cjvg bv          

42 Avwg eo GKv          

43 Avwg g⁂Zz¨i Rb¨ A‽cÿv KiwQ          

44 Avgvi cÕ‽qvRb dzwi‽q‽Q          

45 Avgvi g‽i ‼h‽Z B⁃Qv nq          

46 Avgvi AvZ¥nZ¨v Kivi cwiKíbv Av‽Q          

47 Avwg `~e©j ‼eva Kwi ev Aí‽ZB K¬všÍ n‽q cwo          

48 Avgvi wL`v jv‽M wKš` Lvevi gy‽LI wb‽Z B⁃Qv 

nqbv  

        

49 Avgvi ÿzav ‽e‽o ‽M‽Q A_ev K‽g ‼M‽Q          

50 

  

Avgvi IRb K‽g ‼M‽Q A_ev ‼e‽o ‼M‽Q 

(IRb wbqš¿‽Yi ‼Póvi d‽j bq)  

        

51 

  

Avgvi Nyg Kg nq A_ev Nyg ‼ekx nq          

52 

  

Nyg ‼_‽K DV‽Z ‼M‽j kw³ cvBbv          

53 

  

mvgvwRK KvRK‽g© Av‽Mi g‽Zv AskMÕnY 

Ki‽Z cvwibv  

        

54 

  

Avwg wk‿v ev ‼ckvMZ KvRKg© Av‽Mi g‽Zv 

Ki‽Z cvwibv  

        

55 Avwg wbt¯^ n‽q ‼MwQ          

56 ‽hØb wel‽q Avgvi AvMÕn K‽g ‼M‽Q          

57 

  

Avwg ïb‽Z cvB ‽h, ‼KD Avgv‽K ev Avgvi 

e¨cv‽i Lvivc K_v ej‽Q, Z‽e Avwg Qvov 

Ab¨ ‼KD K_v¸‽jv ïb‽Z cvqbv  
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Appendix 19 (a). Result of second layer of judge evaluation 

 

Item number Items (in Bangla) Mean 

score 

Comment 

1. w`‽bi ‼ewki fvM mgq gb Lvivc _v‽K  

 

3.71 Selected 

2. Avgvi AkvwšÍ jv‽M  3.08 Selected 

3.  g‽b Avi Av‽Mi g‽Zv Avb›` cvB bv  3.60 Selected 

4. B`vbxs Avwg gbgiv _vwK 3.37 Selected 

5.  Avgvi RxebUv A‽bK K‽ói 2.94 Not selected 

6.  Avwg wb‽R‽K wb‽q `ytwLZ 2.71 Not selected 

7.  Avgvi g‽a¨ fvj Abyf⁁wZ ‼bB ej‽jB P‽j 2.86 Not selected 

8.  

 

Pvicv‽ki ‼Kvb wKQzB Avgv‽K ¯úk© K‽ibv 2.58 Not selected 

9.  Avgvi wfZ‽i Lvwj Lvwj jv‽M  3.03 Selected 

10.  Avgvi GKv GKv jv‽M  2.85 Not selected 

11.  Avgvi wfZi ‼_‽K Kvbœv D‽V Av‽m  3.26 Selected 

12.  Avgvi ‼gRvR wLuUwLu‽U n‽q ‽M‽Q  2.88 Not selected 

13.  Avwg fwel¨Z wb‽q nZvk  3.46 Selected 

14.  Avgvi Avkvnxb jv‽M  3.23 Selected 

15.  Avwg Aciva‽ev‽a fzwM Ges wb‽R‽KB ‼`vl ‼`B  3.31 Selected 

16.  Avgvi cÕvqB Avd‽mvm jv‽M  2.71 Not selected 

17.  Avwg ‼Kvb wKQy‽ZB AvMÕn cvBbv  3.58 Selected 

18.  ‽Kvb Kv‽Ri D‽`¨vM wb‽Z cvwibv  2.98 Not selected 

19.  Kv‽iv mv‽_ wgk‽Z ev K_v ej‽Z Avgvi fvj jv‽Mbv  3.29 Selected 

20.  Avwg mviÿY ï‽q-e‽m _vwK  2.66 Not selected 

21.  ‽Kvb ˆ`bw›`b KvR Ki‽Z ‼M‽j g‽b nq GZ KvR Avwg Ki‽Z 

cvi‽evbv  

2.82 Not selected 

22.  Avwg AvRKvj A‽bK wKQz‽ZB g‽bv‽hvM w`‽Z cvwibv  3.02 Selected 

23.  Avgvi KvRK‽g©i MwZ K‽g ‼M‽Q  3.00 Selected 

24.  Avwg B`vwbs wPšÍv Ki‽Z ev wm×všÍ wb‽Z cvwibv  3.12 Selected 

25.  Avgvi wb‽R‽K Zz⁃Q ev g~j¨nxb jv‽M  3.48 Selected 

26.  g‽b nq Avgvi Avi Avgvi Rxe‽bi ‼Kvb g~j¨ ‼bB  3.51 Selected 

27.  Avgvi Øviv wKQz n‽ebv  3.29 Selected 

28.  Avgvi me ‼kl n‽q ‼M‽Q  3.37 Selected 

29.  ‽h ‼Kvb KvR ïiæi mgqB g‽b nq Avwg e¨_© n‽ev 2.94 Not selected 

30.  Avwg fvjevmv cvIqvi ‼hvM¨ bB  2.86 Not selected 

31.  Avwg g‽i ‼M‽j fvj nq  3.34 Selected 

32.  Avgv‽K ‼KD fvjev‽mbv  2.83 Not selected 
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Item number Items (in Bangla) Mean 

score 

Comment 

33.  Avwg A‽hvM¨  3.11 Selected 

34. Avgvi fvM¨Uv Lvivc  2.57 Not selected 

35.  GB Rxeb ‼_‽K Avgvi Avi PvIqv-cvIqvi wKQz ‼bB  2.91 Not selected 

36.  RxebUv A_©nxb  3.48 Selected 

37.  me wKQy‽Z Avgvi AvZ¥wek¦vm K‽g ‼M‽Q  3.26 Selected 

38.  Avgvi AZxZ me-mgqB Lvivc ‼M‽Q  2.71 Not selected 

39.  Avgvi g‽b nq gvbyl Avgv‽K KiæYv K‽i  2.52 Not selected 

40 Avwg GKRb e¨_© gvbyl  3.31 Selected 

41  g‽b nq Rxe‽b wKQzB ‼cjvg bv  3.02 Selected 

42  Avwg eo GKv  2.97 Not selected 

43  Avwg g⁂Zz¨i Rb¨ A‽cÿv KiwQ  3.02 Selected 

44  Avgvi cÕ‽qvRb dzwi‽q‽Q  2.85 Not selected 

45  Avgvi g‽i ‼h‽Z B⁃Qv nq  3.51 Selected 

46  Avgvi AvZ¥nZ¨v Kivi cwiKíbv Av‽Q  3.54 Selected 

47 Avwg `~e©j ‼eva Kwi ev Aí‽ZB K¬všÍ n‽q cwo  3.05 Selected 

48 Avgvi wL`v jv‽M wKš` Lvevi gy‽LI wb‽Z B⁃Qv nqbv  2.83 Not selected 

49 Avgvi ÿzav ‽e‽o ‽M‽Q A_ev K‽g ‼M‽Q  3.09 Selected 

50 Avgvi IRb K‽g ‼M‽Q A_ev ‼e‽o ‼M‽Q (IRb wbqš¿‽Yi 

‼Póvi d‽j bq)  

3.00 Selected 

51. Avgvi Nyg Kg nq A_ev Nyg ‼ekx nq  3.23 Selected 

52. Nyg ‼_‽K DV‽Z ‼M‽j kw³ cvBbv  2.85 Not selected 

53. 

  

mvgvwRK KvRK‽g© Av‽Mi g‽Zv AskMÕnY Ki‽Z cvwibv  3.02 Selected 

54. 

  

Avwg wk‿v ev ‼ckvMZ KvRKg© Av‽Mi g‽Zv Ki‽Z cvwibv  3.11 Selected 

55. Avwg wbt¯^ n‽q ‼MwQ  2.91 Not selected 

56. ‽hØb wel‽q Avgvi AvMÕn K‽g ‼M‽Q  3.05 Selected 

57. Avwg ïb‽Z cvB ‽h, ‼KD Avgv‽K ev Avgvi e¨cv‽i Lvivc 

K_v ej‽Q, Z‽e Avwg Qvov Ab¨ ‼KD K_v¸‽jv ïb‽Z cvqbv  

1.82 Not selected 
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Appendix 19 (b). Item specific decisions of second layer of judge evaluation 

 

Survived items after second phase of judge evaluation. Note that item number mentioned 

here are item number of second draft of New Depression Scale. 

Selected items through second phase fo judge evaluation: 34. 

1, 2, 3, 4, 9, 11, 13, 14,15, 17, 19, 22, 23, 24, 25, 26, 27, 28, 31, 33, 36, 37, 40, 41, 43, 45, 

46, 47, 49, 50, 51, 53, 54, and 56. 
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Appendix 19 (c): Second Draft of new Depression Scale with anchored response 

format (In Bangla) 

 
wePviK‽`i cÕwZ wb‽`©kbvt 

wcÕq g‽nv`q, Avcwb m¤¢eZt AeMZ Av‽Qb ‼h, Avwg ‼gvt Rwni DwÏb, XvKv wek^we`¨vj‽qi wK¬wbK¨vj mvB‽KvjwR 

wefv‽M W. Gg Kvgiæ¾vgvb gRyg`vi Ges MÕvnvg B cvI‽q‽ji Aax‽b Ö Phenomenology of depression 

and revision of Depression Scale in Bangladesh Ó kxl©K wcGBPwW M‽elYv K‽g© iZ AvwQ| welYœZvi 

gvcK cÕYq‽Yi Rb¨ c` m⁂wó, c` cwigvR©bv I c` evQvB Kivi Rb¨ wewfbœ ch©v‽qi A‽bK¸‽jv av‽ci KvR BwZg‽a¨ 

‼kl n‽q‽Q| eZ©gv‽b Avgiv Gfv‽e evQvB Kiv welYœZv gvc‽Ki c`¸‽jv‽K Pvi c‽q›U A¨vbKi&W& ‼im‽cvÝ Ackb mn 

wifvBRW welYœZv gvc‽Ki GKwU Lmov cÕYqY K‽iwQ| wePviK‽`i wØZxq `dv g~j¨vq‽Yi gva¨‽g cÕvß 34 wU c`‽K 

bZzb 34 wU mswÿß c‽` cwiYZ Kiv n‽q‽Q| cÕwZwU c‽`i wecix‽Z PviwU K‽i A¨vsKi&W& ‼im‽cvÝ/ DËi („four 

anchored responses‟) cÕYqY Kiv n‽q‽Q| Avgiv Avcbvi wbKU ‼_‽K Rvb‽Z PvB‽h, mswÿß c`wU (bZzb c`) 

cyivZb c`wU‽K mwVKfv‽e cÕwZdwjZ K‽i wKbv, Pvi gvÎvi A¨vsKi&W& DËi¸‽jv g~j c`wU‽K ev c‽`i aviYvwU‽K 

mwVKfv‽e aviY K‽i‽Q wKbv Ges cÕwZwU c‽`i wecix‽Z cÕYxZ PviwU DË‽ii (‽dvi c‽q›U A¨vsKi&W& ‼im‽cvÝ 

Ackb) GKwU ‼_‽K Ab¨wUi ga¨eZx© e¨eavb mgvb n‽q‽Q wKbv| GQvov ‼Kvb c` cybive⁂wËg~jK g‽b n‽j ‽m wel‽qI 

Avcwb gZ w`‽eb| wifvBR&W& wW‽cÕkb ‼¯‹‽ji LmovwUi wel‽q Ab¨ ‼h ‼Kvb gZvgZ _vK‽j ZvI wj‽L Rvbv‽Z 

cv‽ib| Avcbvi mn‽hvMxZvi Rb¨, Avcbvi g~jevb mg‽qi Rb¨ Avcbv‽K AmsL¨ ab¨ev`|  

 
cyivZb 

c` 

msL¨v 

cyivZb c` bZzb c` bZzb c‽`iDËi `v‽bi Ask 

1. w`‽bi ‼ewki fvM mgq 

gb Lvivc _v‽K  

 

1. gb Lvivc 

 

0t Avgvi gb Lvivc jv‽Mbv 

1t Avgvi gb Lvivc jv‽M 

2t Avgvi me mgq gb Lvivc jv‽M 

3t Avgvi GZ ‼ekx gb Lvivc jv‽M hv mn¨ Kivi g‽Zvbv 

 

3 g‽b Avi Av‽Mi g‽Zv 

Avb›` cvB bv 
2. g‽b Avb›` 

cvBbv 

0t Avgvi g‽b Av‽Mi g‽ZvB Avb›` Av‽Q 

1t Av‽M ‼hme wRwbm fvj jvM‽Zv ‼m¸‽jv ‼_‽K GLb ‼mB 

cwigvY Avb›` cvBbv 

2t Av‽M ‼hme wRwbm fvj jvM‽Zv ‼m¸‽jv ‼_‽K GLb 

mvgvb¨ Avb›`B cvB 

3t ‼hme wRwbm Av‽M fvj jvM‽Zv ‼m¸‽jv ‼_‽K GLb ‼Kvb 

Avb›`B cvBbv 

4 B`vbxs Avwg gbgiv 

_vwK 
3. gbgiv 0t Avwg gbgiv _vwKbv 

1t AvRKvj Avwg wKQzUv gbgiv _vwK 

2t AvRKvj ‼ekxi fvM mgqB Avwg gbgiv _vwK 

3t AvRKvj Avwg GZUvB gbgiv _vwK hv mn¨ Kivi g‽Zvbv 

2. Avgvi AkvwšÍ jv‽M 4. AkvwšÍ jvMv 0t Avgvi AkvwšÍ jv‽Mbv 

1t Avgvi AkvwšÍ jv‽M 

2t Avgvi ‽ekxi fvM mgqB AkvwšÍ jv‽M 

3t Avgvi G‽Zv ‼ekx AkvwšÍ jv‽M hv mn¨ Kivi g‽Zvbv 

17 Avwg ‼Kvb wKQy‽ZB 

AvMÖn cvBbv 
5. AvMÖnnxbZv 0t Avgvi AvMÕn Av‽Mi g‽ZvB Av‽Q 

1t Avwg Av‽Mi g‽Zv Avi AvMÕn‽eva Kwibv 

2t Av‽Mi Zzjbvq Avgvi AvMÕn A‽bK K‽g ‼M‽Q 

3t GLb Avi Avgvi c‽ÿ ‼Kvb wel‽qB AvMÕnxnIqv m¤¢e bq 

46 

 

 

Avgvi AvZ¥nZ¨v Kivi 

cwiKíbv Av‽Q  
 

6. AvZ¥nZ¨vi 

cwiKíbv 

0t Avgvi AvZ¥nZ¨vi ‼Kvb cwiKíbv ‼bB 

1t Avgvi AvZ¥nZ¨vi cwiKíbvAv‽Q, wKš` m¤¢eZt Avwg Zv 

Ki‽evbv 
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cyivZb 

c` 

msL¨v 

cyivZb c` bZzb c` bZzb c‽`iDËi `v‽bi Ask 

2t Avgvi AvZ¥nZ¨vi cwiKíbv Av‽Q Ges my‽hvM ‼c‽j Avwg 

wb‽R‽K ‼g‽iI ‼dj‽Z cvwi 

3t Avgvi AvZ¥nZ¨vi we¯ÍvwiZ cwiKíbv Av‽Q Ges Avwg 

wb‽R‽K ‼g‽i ‼djvi my‽hv‽Mi A‽cÿvq AvwQ 

45 

 

Avgvi g‽i ‼h‽Z B⁃Qv 

nq  

7. g‽i hvIqvi 

B⁃Qv 

0t Avgvi g‽i hvIqvi ‼Kvb B⁃Qv ‼bB 

1t nVvr nVvr Avgvi g‽b g‽i hvIqvi B⁃Qv nq 

2t gv‽S gv‽SB Avgvi g‽i ‽h‽Z B⁃Qv nq 

3t g‽i hvIqvi wPšÍv Avgv‽K ‼c‽q e‽m‽Q 

31 Avwg g‽i ‼M‽j fvj 

nq  

8. g‽i hvIqvi 

B⁃Qv 

0t Avgvi g‽i hvIqvi ‼Kvb B⁃Qv ‼bB 

1t nVvr nVvr Avgvi g‽b g‽i hvIqvi B⁃Qv nq 

2t gv‽S gv‽SB Avgvi g‽i ‽h‽Z B⁃Qv nq 

3t g‽i hvIqvi wPšÍv Avgv‽K ‼c‽q e‽m‽Q 

43 

 

 

Avwg g⁂Zz¨i Rb¨ 

A‽cÿv KiwQ 
9. g⁂Zz¨i 

A‽cÿv Kiv 

 

 

0t Avwg g⁂Zz¨ Kvgbv Kwibv 

1t AvRKvj gv‽S gv‽S Avwg fvwe g‽i ‼M‽j Avgvi Kó K‽g 

‼hZ 

2: AvRKvj Avwg A‽bK mgqB wb‽Ri g⁂Zz¨ Kvgbv Kwi 

3t AvRKvj mvivÿYB Avwg g⁂Zz¨i Rb¨ A‽cÿv Kwi 

26 g‽b nq Avgvi Avi 

Avgvi Rxe‽bi ‼Kvb 

g~j¨ ‼bB  
 

10. g~j¨nxbZv 0t Avgvi Rxe‽bi `vg ‼bB GgbUv Avwgfvwebv 

1t Av‽Mi Zzjbvq Avgvi RxebUv Avi `vgx g‽b nqbv 

2t Ab¨‽`i Zzjbvq Avgvi RxebUv A‽bK Kg `vgx g‽b nq  

3t Avgvi Rxe‽bi Avi ‼Kvb `vgB ‼bB 

25 Avgvi wb‽R‽K Zz⁃Q ev 

g~j¨nxb jv‽M 
11. Zz⁃Q ev 

g~j¨nxY 

jvMv 

0t Avgvi wb‽R‽K Zz⁃Q ev g~j¨nxb jv‽Mbv 

1t AvRKvj wb‽R‽K Avgvi Zz⁃Q ev g~j¨nxb g‽b nq  

2t Avgvi AvRKvj wb‽R‽K Ab¨‽`i Zzjbvq A‽bKUv Zz⁃Q I 

g~j¨nxb jv‽M 

3t Avwg eywS ‼h Avwg wbZvšÍB Zz⁃Q Ges Avgvi Avi ‼Kvb 

g~j¨B ‼bB 

36 RxebUv A_©nxb 12. RxebUv 

A_©nxb 

0t RxebUv A_©nxb Ggb wPšÍv Avgvi Av‽mbv 

1t RxebUv A_©nxb Ggb wPšÍv gv‽S gv‽S nq 

2t RxebUv A_©nxb Ggb wPšÍv GLb cÕvqB g‽b Av‽m 

3t RxebUv A_©nxb Ggb wPšÍv mvivÿYB Avgvi g‽b Av‽m 

 

13 Avwg fwel¨Z wb‽q 

nZvk 
 

13. fwel¨Z 

wb‽q nZvkv 

0t Avwg fwel¨Z wb‽q nZvk bB 

1t AvRKvj Avgvi g‽b fwel¨Z wb‽q wKQzUv nZvkv KvR K‽i 

2t Avwg AvRvKvj fwel¨Z wb‽q A‽bKUvB nZvk n‽q cowQ 

3t Avwg ey‽S ‼MwQ ‼h Avgvi fwel¨Z fqven Ges Avwg fvj 

wKQz Avi Avkv Ki‽Z cvwibv 

14 Avgvi Avkvnxb jv‽M  14. AvkvnxbZv 0t Avgvi Avkvnxb jv‽Mbv 

1t Av‽Mi ‼P‽q Avgvi wKQzUv Avkvnxb jv‽M 

2t Av‽Mi ‼P‽q Avgvi A‽bKUvB Avkvnxb jv‽M 

3t Avwg G e¨cv‽i wbwðZ ‼h Avgvi Avi ‼KvbAvkvB ‼bB 

28 Avgvi me ‼kl n‽q 

‼M‽Q  

15. wb‽Ri 

m¤ú‽K© 

‼bwZevPK 

wPšÍv 

0t Avgvi wb‽Ri m¤ú‽K© Avwg wbivk bB 

1t Avwg AvRKvj gv‽S gv‽S fvwe ‼h Avgvi fwel¨Z fvj bq 

2t Avwg AvRKvj cÕvqB fvwe ‼h Avgvi Avi ‼KvbAvkv ‼bB 

3t Avwg Lye fvjfv‽e Rvwb ‽h Avgvi me ‼kl n‽q ‼M‽Q Ges 

DbœwZi Avi ‼KvbAvkv ‼bB 
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cyivZb 

c` 

msL¨v 

cyivZb c` bZzb c` bZzb c‽`iDËi `v‽bi Ask 

33. Avwg A‽hvM¨ 16. wb‽Ri 

m¤ú‽K© 

‼bwZevPK 

wPšÍv 

0t Avwg A‽hvM¨ bv 

1t AvRKvj wb‽R‽K Avgvi GKRb A‽hvM¨ gvbyl g‽b nq 

2t Ab¨‽`i Zzjbvq Avgvi ‽hvM¨Zv A‽bK Kg 

3t Avgvi ‼Kvb ‼hvM¨ZvB ‼bB 

15 Avwg Aciva‽ev‽a fzwM 

Ges wb‽R‽KB ‼`vl 

‼`B 

17. Aciva‽eva 0t Avgvi Aciva‽eva ev wb‽R‽K ‼`vl ‼`qvi welqUv Av‽Mi 

Zzjbvq ‼Zgb ev‽owb 

1t AvRKvj gv‽Sgv‽S wewfbœ wel‽q Avgvi g‽a¨ Aciva‽eva 

nq I Avwg wb‽R‽K ‼`vl ‼`B 

2t AvwgAvRKvj cÕvqB Aciva‽ev‽a fzwM I wb‽Ri ‼`vl awi 

3t Avwg AvRKvj fqvbKfv‽e Acivav‽ev‽a fzwM I wb‽R‽K 

‼`vl ‼`B 

40 

 

Avwg GKRb e¨_© gvbyl 18. wb‽Ri 

m¤ú‽K© 

‽bwZevPK 

wPšÍv 

0t Ab¨‽`i Zzjbvq Avwg wb‽R‽K e¨_© e‽j g‽bKwibv 

1t AvRKvj gv‽S gv‽S Avgvi wb‽R‽K e¨_© gvbylg‽b nq 

2t AvRKvj cÕvqB Avgvi wb‽R‽K e¨_© gvbyl e‽j g‽b nq 

3t ‼Kvb m‽›`n ‼bB ‼h Avwg GKRbcy‽ivcywi e¨_© gvbyl 

27 Avgvi Øviv wKQz n‽ebv 19. Avgvi Øviv 

wKQz n‽ebv 

0t Avgvi wb‽Ri Dci Av¯’v Av‽Q 

1t AvRKvj Avgvi gv‽S gv‽S g‽b nq ‼h, Avgvi Øviv wKQz 

n‽ebv 

2t Avwg cÕvqB fvwe ‼h Avgvi Øviv wKQz n‽ebv 

3t Avwg Rvwb ‽h, Avgvi Øviv wKQzB n‽ebv 

37 me wKQy‽Z Avgvi 

AvZ¥wek¦vm K‽g ‼M‽Q 
20. AvZ¥wek^vmn

xbZv 

0t Avgvi AvZ¥wek^vm Av‽Mi g‽ZvB Av‽Q 

1t Av‽Mi Zzjbvq Avgvi AvZ¥wek^vm wKQzUv K‽g ‼M‽Q 

2t Av‽Mi Zzjbvq Avgvi AvZ¥wek^vm A‽bKUvB K‽g ‼M‽Q 

3t Av‽Mi Zzjbvq Avgvi AvZ¥wek^vm ej‽Z wKQz ‼bB 

19 Kv‽iv mv‽_ wgk‽Z ev 

K_v ej‽Z Avgvi fvj 

jv‽Mbv 

21. A‽b¨i mv‽_ 

wgk‽Z fvj 

bv jvMv 

0t Avgvi Av‽Mi g‽ZvB gvby‽li mv‽_ wgk‽Z I K_v ej‽Z 

fvj jv‽M 

1t Av‽Mi Zzjbvq Avgvi gvby‽li mv‽_ wgk‽Z I K_v ej‽Z 

fvj jv‽Mbv 

2t Av‽Mi Zzjbvq gvby‽li mv‽_ wgk‽Z I K_vej‽Z Avgvi 

‼ek Lvivc jv‽M 

3t AvRKvj gvby‽li mv‽_ wgk‽Z ev K_v ej‽Z Avgvi 

GK`gB / G‽Kev‽iB fvj jv‽Mbv 

11. Avgvi wfZi ‼_‽K 

Kvbœv D‽V Av‽m 
22. Kvbœv 0t Avgvi Kvbœvi cwigvY Av‽Mi g‽ZvB Av‽Q 

1t Avwg Av‽Mi Zzjbvq ‼ekx Kuvw` 

2t cÕvq me wKQz wb‽qB Avwg Kuvw`  

3t Avgvi wfZi ‼_‽K Kvbœv D‽V Av‽m wKš` Avwg Kuv`‽Z 

cvwibv 

51 

 

Avgvi Nyg Kg nq 

A_ev Nyg ‼ekx nq 
23. Ny‽gi ai‽Y 

cwieZ©b 

0t Avgvi Nyg Av‽Mi g‽ZvB Av‽Q 

1 (K) Av‽Mi Zzjbvq Avgvi Nyg wKQzUv K‽g ‼M‽Q 

1 (L) Av‽Mi Zzjbvq Avgvi Nyg wKQzUv ‼e‽o ‼M‽Q 

2 (K) Av‽Mi Zzjbvq Avgvi Nyg A‽bKUv K‽g ‼M‽Q 

2 (L) Av‽Mi Zzjbvq Avgvi Nyg A‽bKUv ‼e‽o ‼M‽Q 

3 (K) Avgvi Nyg G‽Zv K‽g ‼M‽Q ‼h Avwg NygvBbv ej‽jB 

P‽j 

3 (L) w`bI iv‽Zi ‼ekxi fvM mgq Avwg Nywg‽qB KvUvB 

24 Avwg B`vwbs wPšÍv 24. wPšÍv I 0t Avgvi wPšÍv Kivi I wm×všÍ ‼bqvi ÿgZv Av‽Mi g‽ZvB 
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cyivZb 

c` 

msL¨v 

cyivZb c` bZzb c` bZzb c‽`iDËi `v‽bi Ask 

Ki‽Z ev wm×všÍ wb‽Z 

cvwibv 
wm×všÍ 

‼bqvi 

mgm¨v 

Av‽Q 

1t Av‽Mi ‽P‽q Avgvi wPšÍv Kivi I wm×všÍ ‼bIqvi ‼ÿ‽Î 

wKQzUv mgm¨v n‽⁃Q 

2t Av‽Mi ‼P‽q Avgvi wPšÍv Kivi I wm×všÍ ‼bIqvi ‼ÿ‽Î 

GLb A‽bKUv mgm¨v n‽⁃Q 

3t B`vwbsAvgvi wPšÍv Kivi I wm×všÍ ‼bIqvi ÿgZv ‼jvc 

‼c‽q‽Q 

54 

 

Avwg wk‿v ev ‼ckvMZ 

KvRKg© Av‽Mi g‽Zv 

Ki‽Z cvwibv 

25. wkÿvev 

‼ckvMZ 

KvR-K‽g© 

AÿgZv 

0t Avgvi wkÿv ev ‼ckvMZ KvR-Kg© Ki‽Z ‼Kvbmgm¨v ‼bB 

1t AvRKvj ‼jLvcov ev ‼ckvMZ KvRKg© Ki‽Z mgm¨v n‽⁃Q 

2t ‽jLvcov ev ‼ckvMZ KvRKg© Ki‽Z Av‽Mi Zzjbvq GLb 

A‽bK Amyweav n‽⁃Q 

3t AvR-Kvj Avgvi c‽ÿ wkÿv ev ‼ckvMZ KvR-Kg© Pvwj‽q 

‼bIqv Am¤¢e n‽q c‽o‽Q 

53 

 

mvgvwRK KvRK‽g© 

Av‽Mi g‽Zv AskMÕnY 

Ki‽Z cvwibv 

26. mvgvwRKZv

i Ae¯’v 

0t Avwg Av‽Mi g‽ZvB mvgwRK KvRK‽g© AskMÕnY Ki‽Z 

cvwi 

1t Av‽Mi g‽Zv mvgvwRK KvRK‽g© _vwKbv 

2t mvgvwRK KvRK‽g© AvRKvj Av‽Mi Zzjbvq A‽bK Kg 

_vwK 

3t Avwg mvgvwRK KvRK‽g© G`Kg _vwKbv 

47 

 

Avwg `~e©j ‼eva Kwi ev 

Aí‽ZB K¬všÍ n‽q cwo 
27. `~e©j 

‼evaKiv I 

K¬vwšÍi 

Abyf⁁wZ 

0t Avwg `~e©j ev K¬všÍ ‼eva Kwibv 

1t Av‽MiZzjbvqAvwg`~e©j I K¬všÍ ‽evaKwi 

2t `~e©jZv I K¬vwšÍi Kvi‽Y Avwg ‼Zgb ‼Kvb KvRKg© Ki‽Z 

cvwibv 

3t Avwg GZB ‼ekx `~e©j/ K¬všÍ ‼h Avwg ‼Kvb KvR Kg©B 

Ki‽Z cvwibv 

23 Avgvi KvRK‽g©i MwZ 

K‽g ‼M‽Q 
28. KvR-

K‽g©iMwZ 

0t Avgvi KvRK‽g©i MwZ Av‽Mi g‽ZvB Av‽Q 

1t Av‽Mi Zzjbvq Avgvi KvRK‽g©i MwZ K‽g ‼M‽Q 

2t Avgvi KvRK‽g©i MwZ GZUvB K‽g ‼M‽Q ‼h gvbylZv 

‼Lqvj Ki‽Q / jÿ¨ Ki‽Q 

3t Avgvi KvR-K‽g©i MwZ GZUvB K‽g ‼M‽Q ‼h ‼Kvb wKQz 

KivB Avgvi c‽ÿ Am¤¢e 

56 

 

‽hØb wel‽q Avgvi 

AvMÕn K‽g ‼M‽Q  

29. ‽hØb wel‽q 

AvMÖn 

0t ‼hØb wel‽q Avgvi AvMÕn Av‽Mi g‽ZvB Av‽Q 

1t Av‽Mi Zzjbvq ‼hØb wel‽q Avgvi AvMÕn wKQzUv K‽g ‼M‽Q 

2t ‼hØb wel‽q Avgvi AvMÕn Av‽Mi Zzjbvq A‽bKUv K‽g 

‼M‽Q 

3t ‼hØb wel‽q Avgvi ‼Kvb AvMÕnB Avi Aewkó ‼bB 

9 Avgvi wfZ‽i Lvwj 

Lvwj jv‽M 
30. wfZ‽i Lvwj 

Lvwj jvMv 

0 t Avgvi wfZiUv Lvwj Lvwj jv‽Mbv 

1t Avgvi wfZiUv Lvwj Lvwj jv‽M 

2t Avgvi wfZiUv cÕvqB Lvwj Lvwj jv‽M 

3t Avgvi wfZiUv me mgq Lvwj Lvwj jv‽M 

22. Avwg AvRKvj A‽bK 

wKQz‽ZB g‽bv‽hvM 

w`‽Z cvwibv 

31. g‽bv‽hvMnx

bZv 

0t Avgvi g‽bv‽hvM ‼`qvi ÿgZv Av‽Mi g‽ZvB Av‽Q 

1t AvRKvj Avgvi g‽bv‽hvM ‼`qvi ÿgZv K‽g ‼M‽Q 

2t `xN© mgq ‼Kvb wKQz‽Z g‽bv‽hvM a‽i ivL‽Z Avgvi Kó 

nq  

3t Avwg GLb ‼Kvb wKQz‽ZB g‽bv‽hvM w`‽Z cvwibv 

41 g‽b nq Rxe‽b wKQzB 32. Avd‽mvm 0t Rxe‽b wKQzB ‼cjvgbv Gai‽Yi ‼Kvb Avc‽mvm Avgvi ‼bB 
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cyivZb 

c` 

msL¨v 

cyivZb c` bZzb c` bZzb c‽`iDËi `v‽bi Ask 

 ‼cjvg bv 1t AvRKvj Rxe‽b wKQzB ‼cjvgbv Gai‽Yi Avc‽mvm gv‽S 

gv‽S nq 

2t cÕvqB g‽b nq Rxe‽b wKQzB ‼cjvgbv 

3t Avwg wbwðZ ‼h GB Rxe‽b wKQzB cvBwb 

49 

 

 

Avgvi ÿzav ‽e‽o ‽M‽Q 

A_ev K‽g ‼M‽Q 
33. ÿzavq 

cwieZ©b 

0t Avgvi ÿzavq ‼KvbcwieZ©b nqwb 

1 (K) Avgvi ÿzav wKQzUv K‽g ‼M‽Q  

1 (L) Avgvi ÿzav wKQzUv ‼e‽o ‼M‽Q 

2 (K) Avgvi ÿzav A‽bKUv K‽g ‼M‽Q  

2 (L) AvgviÿzavA‽bKUv ‼e‽o ‼M‽Q 

3 (K) Avgvi ÿzav A¯^vfvweK cwigv‽Y ‼e‽o ‼M‽Q 

3 (L) Avgvi GK`g ‼Kvb ÿzavB ‼bB 

50 

 

 

Avgvi IRb K‽g ‼M‽Q 

A_ev ‼e‽o ‼M‽Q 

(IRb wbqš¿‽Yi ‼Póvi 

d‽j bq)  

34. IR‽bi 

cwieZ©b 

0t Avgvi IRb Av‽Mi g‽ZvB Av‽Q 

1 (K) t Avgvi IRb Av‽Mi Zzjbvq K‽g ‼M‽Q 

1 (L) Avgvi IRb Av‽Mi Zzjbvq ‼e‽o ‼M‽Q 

2 (K)t Avgvi IRb GZUvB K‽g ‼M‽Q ‼h Zv mevB ‽Lqvj 

K‽i‽Q 

2 (L)t Avgvi IRb GZUvB ‼e‽o ‼M‽Q ‼h gvbylRb Zv 

‼Lqvj Ki‽Q 

3 (K)t Avgvi IRb gvivZ¥Kfv‽e K‽g ‼M‽Q 

3 (L)t Avgvi IRb A¯^vfvweK iKg ‼e‽o ‼M‽Q 
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Appendix 20 (a). Result of third layer of judge evaluation 

 

Item 

no 

Brief item name Anchored responses Comment 

 

D
el

et
ed

 

A
cc

ep
te

d
 

A
cc

ep
te

d
 w

it
h
 

la
n
g
u
ag

e 
ch

an
g
e 

A
n
ch

o
re

d
 

re
sp

o
n
se

 n
o
. 

 

D
el

et
ed

 

A
cc

ep
te

d
 

A
cc

ep
te

d
 w

it
h
 

la
n
g
u
ag

e 
ch

an
g
e  

1  √  0   √  

1   √ 

2   √ 

3   √ 

2   √ 0  √  In response option 2, two statements 

are kept as response and in response 

option 3, one more response option is 

added with original response option.  

1   √ 

2   √ 

3  √  

3 √   0 √   As item 2 and 3 are similar, item 3 is 

deleted.  1 √   

2 √   

3 √   

4   √ 0  √   

1  √  

2  √  

3  √  

5  √  0   √  

1   √ 

2   √ 

3   √ 

6  √  0  √   

1  √  

2  √  

3  √  

7 √   0 √   Item 7, 8 and 9 is judged to be 

repetition. So item 7 and 9 is deleted 1 √   

2 √   

3 √   

8  √  0 √    

1   √ 

2   √ 

3   √ 

9 √   0 √   Item 7, 8 and 9 is judged to be 

repetition. So item 7 and 9 is deleted 1 √   

2 √   

3 √   

10   √ 0   √  
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Item 

no 

Brief item name Anchored responses Comment 

 

D
el

et
ed

 

A
cc

ep
te

d
 

A
cc

ep
te

d
 w

it
h
 

la
n
g
u
ag

e 
ch

an
g
e 

A
n
ch

o
re

d
 

re
sp

o
n
se

 n
o
. 

 

D
el

et
ed

 

A
cc

ep
te

d
 

A
cc

ep
te

d
 w

it
h
 

la
n
g
u
ag

e 
ch

an
g
e  

1   √ 

2   √ 

3   √ 

11   √ 0   √  

1   √ 

2   √ 

3  √  

12 √   0 √   In item 10 and 11, main essence of 

item 12 is addressed. So item 12 is 

deleted. 
1 √   

2 √   

3 √   

13 √   0 √   Item 13 and item 14 is repetition. So 

item 13 is deleted.  1 √   

2 √   

3 √   

14  √  0   √ In answer 2, two statement is kept as 

answer.  1   √ 

2   √ 

3   √ 

15   √ 0   √ Item 15 and item 32 is added in one 

item.  1   √ 

2   √ 

3   √ 

16   √ 0   √ Item 16, 18 and 19 is added in one 

item. 1   √ 

2   √ 

3   √ 

17  √  0   √  

1   √ 

2   √ 

3   √ 

18 - - - 0 - - - Item 16, 18 and 19 is added in one 

item. 1 - - - 

2 - - - 

3 - - - 

19 - - - 0 - - - Item 16, 18 and 19 is added in one 

item. 1 - - - 

2 - - - 

3 - - - 
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Item 

no 

Brief item name Anchored responses Comment 

 

D
el

et
ed

 

A
cc

ep
te

d
 

A
cc

ep
te

d
 w

it
h
 

la
n
g
u
ag

e 
ch

an
g
e 

A
n
ch

o
re

d
 

re
sp

o
n
se

 n
o
. 

 

D
el

et
ed

 

A
cc

ep
te

d
 

A
cc

ep
te

d
 w

it
h
 

la
n
g
u
ag

e 
ch

an
g
e  

20  √  0   √  

1   √ 

2   √ 

3   √ 

21   √ 0   √  

1   √ 

2   √ 

3   √ 

22   √ 0   √  

1   √ 

2   √ 

3  √  

23   √ 0   √  

1   √ 

2   √ 

3   √ 

24  √  0   √  

1   √ 

2   √ 

3   √ 

25   √ 0   √  

1   √ 

2   √ 

3   √ 

26   √ 0   √  

1   √ 

2   √ 

3   √ 

27   √ 0   √  

1   √ 

2   √ 

3   √ 

28   √ 0   √  

1   √ 

2   √ 

3   √ 

29   √ 0   √  

1   √ 

2   √ 
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Item 

no 

Brief item name Anchored responses Comment 

 

D
el

et
ed

 

A
cc

ep
te

d
 

A
cc

ep
te

d
 w

it
h
 

la
n
g
u
ag

e 
ch

an
g
e 

A
n
ch

o
re

d
 

re
sp

o
n
se

 n
o
. 

 

D
el

et
ed

 

A
cc

ep
te

d
 

A
cc

ep
te

d
 w

it
h
 

la
n
g
u
ag

e 
ch

an
g
e  

3   √ 

30   √ 0   √  

1  √  

2   √ 

3   √ 

31   √ 0   √  

1   √ 

2   √ 

3   √ 

32 - - - 0 - - - Item 15 and item 32 is added in one 

item. 1 - - - 

2 - - - 

3 - - - 

33  √  0   √  

1   √ 

2   √ 

3   √ 

34  √  0  √   

1   √ 

2   √ 

3   √ 

 

 

  



 

202 
  

Appendix 20 (b): Item specific dcisions of third layer of judge evaluation 

 

Survived items: 24 items  

1, 2, 4, 5, 6, 8, 10, 11, 14, 17, 20, 21, 22, 23, 24, 25, 26, 27, 28, 29, 30, 31, 33 and 34.  

Merged item: 2 

Item number 15 and item 32 is added in one item and Item 16, 18 and 19 is addeded in 

another item.  

Deleted item:5  

Item 3, 7, 9, 12, 13 is deleted due to repetition.  

Language Changes in Brief item name among survived items:18 

Brief item name of item numbers 2, 4, 10, 11, 15, 16, 18, 21, 22, 23, 25, 26, 27, 28, 29, 30, 

31, 32 is changed.  

 

Language change in anchored response system: 

In anchored responses, maximum responses are kept with language change. In item 2: In 

response option 2, one more response option is added with original response options and 

both are kept for next draft. In response option 3, one more response option is added with 

original response option.  
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Appendix 20 c: Third Draft of New Depression Scale (in Bangla) 

 

Instruction to panelists: 

Dear Sir, 

You are aware that I, Md. Zahir Uddin, am working on instrument construction for 

measuring depression in Bangladesh under supervision of Dr. M. Kamruzzaman 

Mozumder and Graham E. Powell from the Department of Clinical Psychology, University 

of Dhaka. After several steps of contribution from many of you in different stages of item 

construction, revision and selection we are now at a state for finalizing the presentation of 

items for the target population.  

We have decided to use anchored response option in the new depression scale because 

of its superior performance over Likert type response options. Therefore, we have 

converted the selected items into „brief item title‟ and „four anchored responses‟. I would 

like to request you for your judgement on  

1. Suitability of the short title.  

2. Suitability of responses to assess this item/concept. 

3. Equivalence of spacing between the four response options. 

g~j c` cÖ¯ÍvweZ cwiewZ©Z c`  

c‡`i msw¶ß 

wk‡ivbvg 

DË†ii gvÎv wb‡`©kKvix c`  

w`‽bi ‼ewki fvM mgq gb 

Lvivc _v‽K 

 

1. gb Lvivc 

 

0t Avgvi Lye GKUv gb Lvivc jv‽Mbv 

1t gb Lvivc jvMv Avgvi Rb¨ GKwU mgm¨v  

2t w`‡bi †ewkifvM mgqB Avgvi gb Lvivc jv‡M 

3t mvivw`b Avgvi GZ ‼ekx gb Lvivc jv‽M hv mn¨ Kivi gZbv 
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g~j c` cÖ¯ÍvweZ cwiewZ©Z c`  

c‡`i msw¶ß 

wk‡ivbvg 

DË†ii gvÎv wb‡`©kKvix c`  

g‽b Avi Av‽Mi g‽Zv Avb›` 

cvBbv 

 

2. Avb‽›`i 

Afve 

 

0t Avgvi g‽b Av‽Mi g‽ZvB Avb›` Av‽Q 

1t g‡b Avi Av‡Mi g‡Zv Avb›` cvBbv 

2t Av‽M ‼hme wRwbm fvj jvM‽Zv ‼m¸‽jv ‼_‽K GLb mvgvb¨ Avb›`B 

cvB / Avb‽›`i NvUwZ Avgv‽K ‼ek Kó ‼`q 

3t RxebUv G‽Kev‽iB Avb›`nxb n‽q ‼M‽Q/ ‼hme wRwbm Av‽M fvj 

jvM‽Zv ‼m¸‽jv ‼_‽K GLb ‼Kvb Avb›`B cvBbv  

Avgvi wfZi ‼_‽K Kvbœv D‽V 

Av‽m 

3. Kvbœv cvIqv  0t Kvbœvi AbyfzwZ Avgvi g‼a¨ ¯^vfvwe‼Ki g‽ZvB Av‽Q 

1t Av‽Mi Zzjbvq Avgvi ‼ekx Kvbœv cvq 

2t cÕvq mgqB Kvi‽b-AKvi‽b Avgvi Kvbœv cvq 

3t Avgvi †fZi †_‡K Kvbœv D‡V Av‡m wKš` Avwg Kuv`‽Z cvwibv 

Avgvi AkvwšÍ jv‽M 4. AkvwšÍ  0t Avgvi AkvwšÍ jv‽Mbv 

1t Avgvi AkvwšÍ jv‡M 

2t Avgvi ‽ekxi fvM mgqB AkvwšÍ jv‽M 

3t Avgvi G‽Zv ‼ekx AkvwšÍ jv‽M hv mn¨ Kivi g‽Zvbv 

Avwg ‼Kvb wKQz‽ZB AvMÕn 

cvBbv 

 

 

5. AvMÖnnxbZv 0t Avgvi AvMÕ‼n ‼Kvb NvUwZ ‼bB 

1t Av‽Mi Zzjbvq Avgvi AvMÕn K‽g ‼M‽Q 

2tAvwg †Kvb wKQz‡ZB Avi AvMÖn cvB bv 

3t Avgvi AvMÕn GZUvB K‽g ‼M‽Q ‼h Avwg ‼Rvi K‽iI AvMÕn a‽i 

ivL‽Z cvwi bv 

Avgvi wb‽R‽K Zz⁃Q ev 

g~j¨nxb jv‽M 

 

6. Zz⁃Q ev 

g~j¨nxbZvi 

fvebv 

0t Avwg Avgvi ¸iæZ¡¡ ev g~j¨ ‼`L‽Z cvB  

1t AvRKvj wb‽Ri ¸iæZ¡ ev g~j¨ wb‽q Avgvi g‽a¨ m‽›`n ˆZix n‽q‽Q 

2t cÖvq mgqB Avgvi wb‡R‡K Zz”Q ev g~j¨nxb jv‡M 

3t Avwg eywS ‼h Avwg wbZvšÍB Zz⁃Q Ges Avgvi ‼Kvb g~j¨B ‼bB 

g‽b nq Avgvi Rxe‽bi Avi 

‼Kvb g~j¨ ‼bB  

7. g~j¨nxb Rxeb  0t RxebUv Avgvi Kv‽Q g~j¨evb jv‽M 

1t AvRKvj Avgvi RxebUv ‼ek g~j¨nxb jvM‽Q 

2t g‡b nq Avgvi Rxe‡bi Avi †KvbB g~j¨ †bB 

3t GB g~j¨nxb Rxeb e‽q ‼eov‽bv GLb Avgvi Kv‽Q fxlY KóKi 
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g~j c` cÖ¯ÍvweZ cwiewZ©Z c`  

c‡`i msw¶ß 

wk‡ivbvg 

DË†ii gvÎv wb‡`©kKvix c`  

Avwg fwel¨Z wb‽q nZvk 

Avgvi Avkvnxb jv‽M 

8. AvkvnxbZv 0t Avwg fwel¨‽Zi Avkv ‼`L‽Z cvB 

1t Avgvi fwel¨Z wb‡q Avkvnxb jv‡M 

2t Avgvi Avi fvj wKQz nIqvi Avkv ‼bB/ Avwg Avi fvj wKQz Avkv 

Ki‽Z cvwi bv 

3t Avgvi fwel¨Z GZB fqven ‼h Avwg Zv wPšÍvI Ki‽Z cvwibv  

Avgvi g‽i ‼h‽Z B⁃Qv nq 

Avwg g‽i ‼M‽j fvj nq 

Avwg g⁂Zz¨i Rb¨ A‽cÿv 

KiwQ 

9. g‽i hvIqvi 

B⁃Qv 

 

0t Avgvi g‽i hvIqvi ‼Kvb B⁃Qv ‼bB  

1t KL‽bv KL‽bv Avgvi g‡a¨ g‡i hvIqvi B”Qv Av‽m 

2t g‽i hvIqvi B⁃Qv Avgvi g‽a¨ cÕvqB Av‽m  

3t Avwg g„Zz¨i Rb¨ A‡cÿv K‡i AvwQ 

Avgvi AvZ¥nZ¨v Kivi 

cwiKíbv Av‽Q 

 

10. AvZ¥nZ¨vi 

cwiKíbv 

0t Avgvi AvZ¥nZ¨vi ‼Kvb cwiKíbv ‼bB 

1t Avgvi AvZ¥nZ¨vi cwiKíbv Av‡Q, wKš` m¤¢eZt Avwg Zv Ki‽evbv 

2t Avgvi AvZ¥nZ¨vi cwiKíbv Av‽Q Ges my‽hvM ‼c‽j Avwg wb‽R‽K 

‼g‽iI ‼dj‽Z cvwi 

3t Avgvi AvZ¥nZ¨vi we¯ÍvwiZ cwiKíbv Av‽Q Ges Avwg wb‽R‽K ‼g‽i 

‼djvi my‽hv‽Mi A‽cÿvq AvwQ  

Avgvi me ‼kl n‽q ‼M‽Q 

g‽b nq Rxe‽b wKQzB 

‼cjvgbv 

 

11. AcÖvwß Ges 

nviv‽bvi 

Abyf⁁wZ  

0t Avgvi Rxe‽b hv Av‽Q Zv wb‽q Avwg mš`ó/Lywk 

1t Rxe‡b wKQzB †cjvg bv gv‽Sgv‽SB Gai‽Yi wPšÍv nq 

2t Rxe‽b wK cvBwb ev a‽i ivL‽Z cvwiwb ‼m fvebv cÕvqB Avgv‽K Kó 

‼`q 

3t Avwg Lye fvjfv‽e Rvwb ‽h Avgvi me †kl n‡q †M‡Q Ges G ‼_‽K 

D×v‽ii Avi ‼Kvb Avkv ‼bB 

Avgvi Øviv wKQz n‽ebv 

Avwg A‽hvM¨ 

Avwg GKRb e¨_© gvbyl 

12. A‽hvM¨Zv I 

e¨_©Zv 

0t Avgvi ‼hvM¨Zvi Dci Avgvi Av¯’v Av‽Q  

1t gv‽Sgv‽SB g‽b nq Avgvi Øviv wKQz n‡e bv  

2t cÕvqB g‽b nq Avwg GKRb A‡hvM¨ gvbyl 

3t Avwg †h GKRb e¨_© gvbyl Zv wb‽q Avgvi ‼Kvb m‽›`n ‼bB  

Avwg Aciva‽ev‽a fzwM Ges 

wb‽R‽K ‼`vl ‼`B 

13. Aciva‽eva 0t Avgvi ‼Zgb ‼Kvb Aciva ‼eva ‼bB 

1t gv‽S gv‽SB Avwg Aciva‽ev‽a fzwM 

2t Avwg cÕvq me mgqB bvbvb Kvi‽Y Aciva‡ev‡a fzwM Ges wb‡R‡K 

†`vl †`B 

3t me wKQzi Rb¨ AvwgB `vqx Ges Zvi Rb¨B Avwg kvw¯Í cvw⁃Q 
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g~j c` cÖ¯ÍvweZ cwiewZ©Z c`  

c‡`i msw¶ß 

wk‡ivbvg 

DË†ii gvÎv wb‡`©kKvix c`  

me wKQz‽Z Avgvi AvZ¥wek^vm 

K‽g ‼M‽Q 

14. AvZ¥wek^vmnxb

Zv 

0t Avwg wb‽R‽K wb‽q AvZ¥wek^vmx  

1t Av‽Mi Zzjbvq Avgvi AvZ¥wek^vm K‽g ‼M‽Q 

2t me wKQz‡ZB Avgvi AvZ¥wek^vm A‡bK K‡g †M‡Q 

3t Avgvi AvZ¥wek^v‼mi Avi wKQzB Aewkó ‼bB 

Avgvi wfZ‽i Lvwj Lvwj jv‽M 15. k~Y¨Zvi 

Abyf⁁wZ 

0 t Avgvi g‽a¨ k~Y¨Zvi AbyfzwZ nq bv 

1t Avgvi wfZiUv Lvwj Lvwj jv‡M 

2t k~Y¨Zvi Abyf~wZ Avgvi ‼fZ‽i memgq KvR K‽i  

3t Avgvi ‼fZ‽i Ggb k~Y¨Zv KvR K‽i ‼h g‽b nq RxebUv ‼_‽g ‼M‽Q  

Avwg AvRKvj A‽bK 

wKQz‽ZB g‽bv‽hvM w`‽Z 

cvwibv 

 

16. g‽bv‽hv‽Mi 

NvUwZ  

0t Avgvi g‽bv‼hv‽M ‼Zgb ‼Kvb mgm¨v ‼bB 

1t Avwg AvRKvj A‡bK wKQz‡ZB g‡bv‡hvM w`‡Z cvwi bv 

2t g‽bv‽hv‽Mi NvUwZ Avgvi Rxeb hvc‽b A‽bK ‼‿‽ÎB Amyweav ˆZix 

Ki‽Q 

3t Avwg ‼Kvb wKQz‽ZB Avi g‽bv‽hvM w`‽Z cviwQbv 

Avwg B`vwbs wPšÍv Ki‽Z ev 

wm×všÍ wb‽Z cvwibv 

17. wPšÍv I wm×všÍ 

‼bqvi mgm¨v 

 

0t wPšÍv Kivi I wm×všÍ ‼bqvi ÿgZv Avgvi ¯^vfvwe‽Ki g‽ZvB Av‽Q  

1t B`vwbs g‽b n‽⁃Q Avwg Avi Av‽Mi gZ wPšÍv Ki‡Z I wm×všÍ wb‡Z 

cviwQ bv 

2t wPšÍv Kivi I wm×všÍ ‼bIqvi ‼ÿ‽Î Avgvi A‽bK mgm¨v n‽⁃Q 

3t Avwg wPšÍv Kivi I wm×všÍ ‼bqvi ‿gZv G‽Kev‽iB nvwi‽q ‼d‽jwQ 

Avwg wkÿv ev ‼ckvM KvR 

Kg© Av‽Mi g‽Zv Ki‽Z 

cvwibv 

 

18. wkÿv ev 

‼ckvMZ Kv‽R 

AcviMZv  

0t wkÿv ev ‼ckvMZ KvR-Kg© Ki‽Z Avgvi ‼Zgb ‼Kvb mgm¨v nq bv 

1t AvRKvj wkÿv ev †ckvMZ KvRKg© Av‡Mi gZ Ki‡Z cvwibv 

2t wkÿv ev ‼ckvMZ KvR-Kg© Pvwj‽q wb‽Z Avgvi GZUvB Amyweav 

n‽⁃Q ‼h Zv wb‽q Avwg wPwšÍZ n‽q c‽owQ 

3t wkÿv ev ‼ckvMZ KvR-Kg© Pvwj‽q ‼bIqv Avgvi c‽ÿ G‽Kev‽iB 

Am¤¢e n‽q c‽o‽Q 

Avgvi KvRK‽g©i MwZ K‽g 

‼M‽Q 

19. KvR-K‽g©i 

MwZ K‽g 

hvIqv  

0t Avwg ¯^vfvweK MwZ‽ZB Avgvi KvRKg© Pvwj‽q wb‽Z cviwQ 

1t Avgvi KvRK‡g©i MwZ K‡g †M‡Q 

2t KvR-K‽g©i ‼‿‽Î Avgvi cwieZ©b Ab¨‽`i ‼Pv‽LI `⁂k¨gvb 

3t Avgvi KvR-K‽g©i MwZ GZB K‽g ‼M‽Q ‼h ‼Kvb wKQz KivB Am¤¢e 

n‽q `vwo‽q‽Q 
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g~j c` cÖ¯ÍvweZ cwiewZ©Z c`  

c‡`i msw¶ß 

wk‡ivbvg 

DË†ii gvÎv wb‡`©kKvix c`  

Kv‽iv mv‽_ wgk‽Z ev K_v 

ej‽Z Avgvi fvj jv‽Mbv 

Av‽Mi g‽Zv GLb Avi Avgvi 

gvby‽li mv‽_ wgk‽Z I K_v 

ej‽Z fv‽jv jv‽Mbv 

20. gvby‽li mv‽_ 

‼gjv‽gkvq 

AbvMÖn  

0t gvby‽li mv‽_ wgk‽Z I K_v ej‽Z Avgvi fvj jv‽M 

1t gvby‡li mv‡_ wgk‡Z I K_v ej‡Z Avgvi Avi †Zgb fvj jv‡M bv 

2t AvRKvj gvby‽li mv‽_ wgk‽Z ev K_v ej‽Z Avgvi G‽Kev‽iB fvj 

jv‽Mbv 

3t gvby‽li mv‽_ wgk‽Z ev K_v ej‽Z Avgvi Lye Kó nq 

mvgvwRK KvRK‽g© Av‽Mi 

g‽Zv Ask MÕnY Ki‽Z cwibv 

21. mvgvwRKZvi 

Amyweav  

0t mvgwRK KvRK‽g© AskMÕn‽Y Avgvi ‼Kvb Amyweav nq bv 

1t Avwg Avi Av‽Mi g‽Zv mvgvwRK KvRK‽g© AskMÕnb Ki‽Z cvwibv 

2t mvgvwRK KvRK‽g© Ask wb‽Z Avgvi ‼ek Kó nq 

3t mvgvwRK KvRKg© Avgvi Rb¨ GZ KwVb jv‽M ‼h, Avwg gvby‽li 

mv‽_ ‼gkv cÕvq eÛB K‽i w`‽qwQ 

Avwg `~e©j ‼eva Kwi ev 

Aí‽ZB K¬všÍ n‽q cwo 

22. `~e©jZv I 

K¬vwšÍ  

0t ~̀e©jZv ev K¬vwšÍ wb‽q Avgvi ‼Kvb mgm¨v ‼bB 

1t Avwg Aí‽ZB `~e©j ev K¬všÍ n‽q cwo 

2t `~e©jZv ev K¬vwšÍi Kvi‽Y Avgvi KvRKg© Ki‽Z ‼ek Amyweav n‽⁃Q 

3t Avwg GZ ‼ekx `~e©j ev K¬všÍ _vwK ‼h ‼Kvb KvRKg©B Ki‽Z cvwibv 

Avgvi ÿzav ‼e‽o ‼M‽Q A_ev 

K‽g ‼M‽Q 

23. ÿzavq 

cwieZ©b 

0t Avgvi LvIqvi AvMÕn ¯^vfvweK Av‽Q 

1t Av‽Mi Zzjbvq Avgvi ÿzav wKQzUv K‽g ‼M‽Q ev ‼e‽o ‼M‽Q 

2t Av‽Mi Zzjbvq Avgvi ÿzav A‽bK K‽g ‼M‽Q ev ‼e‽o ‼M‽Q 

3t Avgvi ÿzav GZUvB K‽g ‼M‽Q ev ‼e‽o ‼M‽Q ‼h GUv wb‽q Avwg ev 

Ab¨iv wPwšÍZ n‽q c‽o‽Q 

Avgvi IRb K‽g ‼M‽Q A_ev 

‼e‽o ‼M‽Q (IRb wbqš¿‽Yi 

‼Póvi d‽j bq) 

24. IR‽bi 

cwieZ©b 

IRb wbqš¿‽Yi ‼Póv QvovBt 

0t Avgvi IRb Av‽Mi gZB Av‽Q 

1t Av‽Mi Zzjbvq Avgvi IRb wKQzUv K‽g ‼M‽Q ev ‼e‽o ‼M‽Q 

2t Avgvi IRb GZB K‽g ‼M‽Q ev ‼e‽o ‼M‽Q ‼h Zv Ab¨ivI j‿¨ 

Ki‽Q ev ej‽Q 

3t Avgvi IRb GZUvB K‽g ‼M‽Q ev ‼e‽o ‼M‽Q ‼h GwU Avgvi ¯^v¯’¨ 

SzuwK ˆZix K‽i‽Q 



 

208 
  

g~j c` cÖ¯ÍvweZ cwiewZ©Z c`  

c‡`i msw¶ß 

wk‡ivbvg 

DË†ii gvÎv wb‡`©kKvix c`  

Avgvi Nyg Kg nq A_ev Nyg 

‼ekx nq 

25. Ny‽gi cwieZ©b 0t Avgvi Nyg wb‽q ‼Kvb mgm¨v ‼bB 

1t Av‽Mi Zzjbvq Avgvi Nyg wKQzUv K‽g ‼M‽Q ev ‼e‽o ‼M‽Q 

2t Av‽Mi Zzjbvq Avgvi Nyg A‽bK K‽g ‼M‽Q ev ‼e‽o ‼M‽Q 

3t Avgvi Nyg GZUvB K‽g ‼M‽Q ev ‼e‽o ‼M‽Q ‼h GwU Avgvi ˆ`bw›`b 

RxebhvÎv‼K gvivZ¡Kfv‽e ‿wZMÕ¯’ Ki‽Q 

‽hØb wel‽q Avgvi AvMÕn 

K‽g ‼M‽Q 

 

26. ‽hØb AvMÕ‽ni 

NvUwZ  

0t ‼hØb wel‽q Avgvi AvMÕn ¯^vfvweK gvÎvqB Av‽Q 

1t Av‽Mi Zzjbvq †hŠb wel‡q Avgvi AvMÖn K‡g †M‡Q 

2t ‼hØb wel‽q AvMÕn K‽g hvIqv wb‽q Avwg wPwšÍZ n‽q c‽owQ 

3t AvRKvj ‼hØb wel‽q Avwg Avi ‼Kvb AvMÕnB ‼Ui cvB bv 
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Appendix 21 (a). Item sepcific decisions of panel discussion. 

 

Brief result of panel discussion: 

Survived items: 23 items  

1, 2, 3, 4, 5, 6, 8, 9, 10, 11, 12, 13, 14, 15, 16, 17, 19, 20, 22, 23, 24, 25, 26.  

New item: 1 

Item 11 is divided and a new item is created (along with anchored responses) as per 

suggestions of the judges. As per them, two separate items were added in item 11 and thus 

need to be separated. 

Deleted items:3  

Item 7 was deleted as it was repetition of item 6. Item 18 was deleted as it covers only 

students and employed persons and thus it‟s coverage was limited. Item 21 was deleted as 

it was judged to be linked to all psychiatric illness, not specifically linked with depression.  

Language Changes in Brief item name among survived items:3 

Brief item name of item numbers 11, 20, and 26 is changed.  

 

language change in anchored response system:15 

Some changes were done in anchored response system of item 3, 6, 8, 9, 10,11, 12, 13, 14, 

15, 16, 17, 19, 20 and 26. 
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Appndix 21 (b). Fourth Draft of New Depression Scale (In Bangla):  
‡¯‹‡ji c` I wb‡`©kbv 

 

GLv‽b welYœœZv cwigvc‽bi Rb¨ 24 wU c` ‼`qv Av‽Q| wb‽Pi c` Ges m¤¢ve¨ DËi¸‽jv g‽bv‽hvM w`‽q co※※b Ges 

AvR‽Ki w`bwUmn MZ mvZ w`‽bi Ae¯’v gv_vq ‼i‽L G¸‽jv Avcbvi ‼ÿ‽Î KZUv cÕ‽hvR¨ Zv fveyb| Gevi cÕwZwU 

c‽`i Wv‽b cÕ`Ë m¤¢ve¨ PviwU DË‽ii g‽a¨ ‼hwU Avcbvi ‼‿‽Î me‽P‽q ‼ekx cÕ‽hvR¨ ‼mwU‽Z ‼MvjwPý ( ) w`‽q 

wb‽`©k Kiæb| hw` GKvwaK DËi Avcbvi mv‽_ wg‽j hvq, ‽m‽ÿ‽Î G‽`i g‽a¨ ‼hwU me‽P‽q ‼ekx b¤^ihy³ ‼mwU‽Z 

‼Mvj wPý w`b| me ¸‽jv c‽`i DËi w`‽q‽Qb wKbv j‿¨ Kiæb| 

 

c` DËi 

1. gbLvivc 

 

0t Avgvi Lye GKUv gb Lvivc jv‽Mbv 

1t gb Lvivc jvMv Avgvi Rb¨ GKwU mgm¨v 

2t w`‽bi ‼ewki fvM mgqB Avgvi gb Lvivc jv‽M 

3t mvivw`b Avgvi GZ ‼ekx gb Lvivc jv‽M hv mn¨ Kivi gZ bv 

2. Avb‽›`i Afve 

 

0t Avgvi g‽b Av‽Mi g‽ZvB Avb›` Av‽Q 

1t g‽b Avi Av‽Mi g‽Zv Avb›` cvBbv 

2t Avb‽›`i NvUwZ Avgv‽K ‼ek Kó ‼`q 

3t RxebUv G‽Kev‽iB Avb›`nxb n‽q ‼M‽Q 

3. Kvbœv cvIqv 
0t Kvbœvi AbyfzwZ Avgvi g‼a¨ ¯^vfvwe‼Ki g‽ZvB Av‽Q 

1t B`vwbs Avgvi ‼ek Kvbœv cvq 

2t Av‽Mi Zzjbvq Avgvi A‽bK ‼ekx Kvbœv cvq 

3t Kvi‽Y-AKvi‽Y Avgvi ‼fZi ‼_‽K Kvbœv D‽V Av‽m 

4. AkvwšÍ 
0t Avgvi AkvwšÍ jv‽Mbv 

1t Avgvi AkvwšÍ jv‽M 

2t Avgvi ‽ekxi fvM mgqB AkvwšÍ jv‽M 

3t Avgvi G‽Zv ‼ekx AkvwšÍ jv‽M hv mn¨ Kivi g‽Zvbv 

 

5. AvMÖnnxbZv 
0t Avgvi AvMÕ‽n ‼Kvb NvUwZ ‼bB 

1t Av‽Mi Zzjbvq Avgvi AvMÕn K‽g ‼M‽Q 

2t Avwg ‼Kvb wKQz‽ZB Avi AvMÕn cvBbv 

3t Avgvi AvMÕn GZUvB K‽g ‼M‽Q ‼h Avwg ‼Rvi K‽iI AvMÕn a‽i ivL‽Z cvwibv 

6. Zz⁃Q ev 

g~j¨nxbZvi fvebv 

0t Avwg Avgvi ¸iæZ¡¡ ev g~j¨ ‼`L‽Z cvB 

1t AvRKvj wb‽Ri ¸iæZ¡ ev g~j¨ wb‽q Avgvi g‽a¨ m‽›`n ˆZix n‽q‽Q 

2t cÖvq mgqB Avgvi wb‽R‽K Zz⁃Q ev g~j¨nxb jv‽M 
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c` DËi 

3t g‽b nq Avgvi Rxe‽bi Avi ‼KvbB g~j¨ ‼bB 

7. AvkvnxbZv 
0t Avwg fwel¨Z wb‽q wbivk bB 

1t Avgvi Avkvnxb jv‽M 

2t Avgvi Avi fvj wKQ znIqvi Avkv ‼bB 

3t Avgvi GZ ‼ekx Avkvnxb jv‽M ‼h fwel¨Z wb‽q Avwg wKQzB fve‽Z cvwibv 

8. g‽i hvIqvi B⁃Qv 
0t Avgvi g‽i hvIqvi ‼Kvb B⁃Qv ‼bB 

1t g‽b nq g‽i ‼M‽j fvjB n‽Zv 

2t gv‽S gv‽S Avgvi g‽i hvIqvi B⁃Qv nq 

3t cÖvqB Avgvi g‽a¨ AvZ¥nZ¨vi B⁃Qv KvR K‽i 

9. AvZ¥nZ¨vi 

cwiKíbv 

0t Avgvi AvZ¥nZ¨vi ‼Kvb cwiKíbv ‼bB 

1t Avgvi AvZ¥nZ¨vi cwiKíbv Av‽Q 

2t AvZ¥nZ¨v Kivi Rb¨ Avwg we¯ÍvwiZ cwiKíbv K‽iwQ 

3t m¤cÕwZ Avwg AvZ¥nZ¨vi ‼Póv K‽iwQ (‽Suv‽Kie‽k bq) 

10. nviv‽bvi Abyf⁁wZ 
0t nviv‽bvi AbyfzwZ Avgvi g‽a¨ ‼Zgb GKUv ‼bB 

1t Avgvi hv hv wQj g‽b nq ‼m¸‽jv ax‽i ax‽i nvwi‽q ‼djwQ 

2t hv hv nvwi‽qwQ mviv‿Y ‼m¸‽jv g‽bi g‽a¨ Avm‽Z _v‽K 

3t Avgvi me ‼kl n‽q ‼M‽Q GB fvebv Avgv‽K me mgq Kó ‼`q 

11. bv cvIqvi Kó 
0t Rxe‽bi PvIqv-cvIqv wb‽q Avwg Lye GKUv fvwebv 

1t KL‽bv KL‽bv g‽bi g‽a¨ bv cvIqvi Avd‽mvm Av‽m 

2t cÕvqB g‽b nq Rxe‽b ‼hb wKQzB ‼cjvgbv 

3t Rxe‽bi bv cvIqvi Kó¸‽jv mviv‿YB g‽bi g‽a¨ Nyi‽Z _v‽K 

12. A‽hvM¨Zv I 

e¨_©Zv 

0t Avgvi ‼hvM¨Zvi Dci Avgvi Av¯’v Av‽Q 

1t g‽b nq Avwg GKRb A‽hvM¨ gvbyl 

2t gv‽S gv‽SB g‽b nq Avgvi Øviv wKQ zn‡ebv 

3t Avwg wbwðZ ‼h Avwg GKRb A‽hvM¨ I e¨_© gvbyl 

13. Aciva‽eva 
0t Avgvi ‼Zgb ‼Kvb Aciva‽eva ‼bB 

1t gv‽S gv‽S Avgvi g‽a¨ Aciva‽eva KvR K‽i 

2t Avwg cÖvq mgqB Aciva‽ev‽a fzwM Ges wb‽R‽K ‼`vl ‼`B 

3t g‽b nq me wKQzi Rb¨ AvwgB `vqx Ges Zvi Rb¨B Avwg kvw¯Í cvw⁃Q 

14. AvZ¥wek^vm-
0t Avgvi AvZ¥wek^vm me mg‽qi gZB Av‽Q 



 

212 
  

c` DËi 

nxbZv 
1t Av‽Mi Zzjbvq Avgvi AvZ¥wek^vm K‽g ‼M‽Q 

2t me wKQz‽ZB Avwg Avgvi AvZ¥wek^v‽mi Afve ‼Ui cvB 

3t Avgvi AvZ¥wek^vm GZB K‽g ‼M‽Q ‼h ‼Kvb wKQz Ki‽Z Avi mvnm cvBbv 

15. k~Y¨Zvi Abyf⁁wZ 
0 t Avgvi g‽a¨ k~Y¨Zvi AbyfzwZ nq bv 

1t gv‽S gv‽S Avgvi wfZiUv k~Y¨ ev Lvwj Lvwj jv‽M 

2t k~Y¨Zvi Abyf⁁wZ Avgvi ‼fZ‽i me mgq KvR K‽i 

3t Avgvi ‼fZ‽i Ggb Amn¨ k~Y¨Zv KvR K‽i hv KvD‽K ‼evSv‽bv m¤¢e bv 

16. g‽bv‽hv‽Mi 

NvUwZ 

0t Avgvi g‽bv‽hv‽M ‼Zgb ‼Kvb mgm¨v ‼bB 

1t B`vwbs Avgvi g‽bv‽hv‽M mgm¨v n‽⁃Q 

2t Avwg AvRKvj A‽bK wKQz‽ZB g‽bv‽hvM w`‽Z cviwQbv 

3t g‽bv‽hv‽Mi NvUwZ Avgvi Rxebhvc‽b cÕvq me ‼‿‽ÎB Amyweav ˆZix Ki‽Q 

17. wPšÍv I wm×všÍ 

‼bqvi mgm¨v 

0t wPšÍv Kivi ev wm×všÍ ‼bqvi ÿgZv Avgvi ¯^vfvweKB Av‽Q 

1t B`vwbs g‽b n‽⁃Q Avwg Avi Av‽Mi gZ wPšÍv Ki‽Z ev wm×všÍ wb‽Z cviwQbv 

2t wPšÍv Kivi ev wm×všÍ ‼bIqvi ‼ÿ‽Î Avgvi A‽bK mgm¨v n‽⁃Q 

3t Avwg wPšÍv Kivi ev wm×všÍ ‼bqvi ‿gZv G‽Kev‽iB nvwi‽q ‼d‽jwQ 

18. KvR-K‽g©i MwZ 

K‽g hvIqv 

0t Avwg ¯^vfvweKfv‽eB Avgvi KvRKg© Pvwj‽q wb‽Z cviwQ 

1t Avgvi KvRK‽g©i MwZ K‽g ‼M‽Q 

2t Avwg ‼h Av‽Mi gZ KvR Ki‽Z cviwQbv Zv wb‽q Ab¨ivI K_v ej‽Q 

3t B`vwbs ‼Kvb KvRKg© KivB Avgvi c‽‿ Am¤¢e n‽q `vwo‽q‽Q 

19. mvgvwRK 

‼gjv‽gkvq AbvMÕn 

0t gvby‽li mv‽_ wgk‽Z ev K_v ej‽Z Avgvi Lvivc jv‽Mbv 

1t gvby‽li mv‽_ wgk‽Z ev K_v ej‽Z Avgvi Avi ‼Zgb fvj jv‽Mbv 

2t AvRKvj gvby‽li mv‽_ wgk‽Z ev K_v ej‽Z Avgvi G‽Kev‽iB fvj jv‽Mbv 

3t gvby‽li mv‽_ wgk‽Z ev K_v ej‽Z Avgvi Ggb Kó nq ‼h Avwg G¸‽jv cÕvq eÛB K‽i 

w`‽qwQ 

20. `~e©jZv I K¬vwšÍ 
0t ~̀e©jZv ev K¬vwšÍ wb‽q Avgvi ‼Kvb mgm¨v ‼bB 

1t Avwg Aí‽ZB `~e©j ev K¬všÍ n‽q cwo 

2t `~e©jZv ev K¬vwšÍi Kvi‽Y Avgvi KvRKg© Ki‽Z ‼ek Amyweav n‽⁃Q 

3t Avwg GZ ‼ekx `~e©j ev K¬všÍ _vwK ‼h ‼Kvb wKQzB Ki‽Z cvwibv 

21. ÿzavq cwieZ©b 
0t Avgvi LvIqvi AvMÕn ¯^vfvweK Av‽Q 

1t Av‽Mi Zzjbvq Avgvi ÿzav wKQzUv K‽g ‼M‽Q ev ‼e‽o ‼M‽Q 
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c` DËi 

2t Av‽Mi Zzjbvq Avgvi ÿzav A‽bK K‽g ‼M‽Q ev ‼e‽o ‼M‽Q 

3t Avgvi ÿzav GZUvB K‽g ‼M‽Q ev ‼e‽o ‼M‽Q ‼h GUv wb‽q Avwg ev Ab¨iv wPwšÍZ n‽q 

c‽o‽Q 

22. IR‽bi cwieZ©b 

(IRb wbqš¿‽Yi ‼Póv 

Qvov) 

IRb wbqš¿‽Yi ‼Póv Qvovt 

0t Avgvi IRb Av‽Mi gZB Av‽Q 

1t Av‽Mi Zzjbvq Avgvi IRb wKQzUv K‽g ‼M‽Q ev ‼e‽o ‼M‽Q 

2t Avgvi IRb GZB K‽g ‼M‽Q ev ‼e‽o ‼M‽Q ‼h Zv Ab¨ivI j‿¨ Ki‽Q ev ej‽Q 

3t Avgvi IRb GZUvB K‽g ‼M‽Q ev ‼e‽o ‼M‽Q ‼h GwU Avgvi ¯^v¯’¨ SzuwK ˆZix K‽i‽Q 

23. Ny‽gi cwieZ©b 
0t Avgvi Nyg wb‽q ‼Kvb mgm¨v ‼bB 

1t Av‽Mi Zzjbvq Avgvi Nyg wKQzUv K‽g ‼M‽Q ev ‼e‽o ‼M‽Q 

2t Av‽Mi Zzjbvq Avgvi Nyg A‽bK K‽g ‼M‽Q ev ‼e‽o ‼M‽Q 

3t Avgvi Nyg GZUvB K‽g ‼M‽Q ev ‼e‽o ‼M‽Q ‼h GwU Avgvi ˆ`bw›`b Rxeb hvÎv‽K 

gvivZ¡Kfv‽e ‿wZMÕ¯’ Ki‽Q 

24. ‽hØb AvMÕ‽ni 

NvUwZ 

0t ‼hØb wel‽q Avgvi AvMÕn ¯^vfvweK gvÎvqB Av‽Q 

1t Av‽Mi Zzjbvq ‼hØb wel‽q Avgvi AvMÕn K‽g ‼M‽Q 

2t ‼hØb wel‽q AvMÕn K‽g hvIqv wb‽q Avwg wPwšÍZ n‽q c‽owQ 

3t AvRKvj ‼hØb wel‽q Avwg Avi ‼Kvb AvMÕnB ‼Ui cvBbv 
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Appendix 22 (a): Demographic information of respondents in pilot study 

 

 
Demographic variable 

 

Not Psychiatric 

patient  

(N = 12 ) 

Psychiatric patient (n 

17=) 

Total (n = 29) 

 
Frequency Percent 

Frequency Percent Frequency Percent 

Sex  

  

      

 Male 7 

 

58.3 9 

 

52.9 16 55.2 

 Female 5 41.7 8 47.1 13 44.8 

Occupation 

  

    

 Service 9 

 

75.0 3 17.6 12 

 

41.4 

 Business   4 23.5 4 

 

13.8 

 Farmer       

 Labourer       

 Home 

maker/ 

house 

wife 

  2 

 

11.8 2 

 

6.9 

 Student 3 

 

25.0 6 

 

35.3 9 

 

31.0 

 Unemploy

ed 

  1 

 

5.9 1 

 

3.4 

 Others       

 Missing 

system 

  1 

 

5.9 1 

 

3.4 

Marital 

Status 

Unmarried 3 25.0 8 47.1 11 

 

37.9 

Married 9 75.0 6 

 

35.3 15 

 

51.7 

Living 

separately 

      

Divorced   2 11.8 2 

 

6.9 

Widow/ 

Widower 

      

Missing 

system 

  1 

 

5.9 1 

 

3.4 

Education       

 Illiterate/ 

Can sign 

name 

1 

 

8.3   1 

 

3.4 

Upto 

primary or 

equivalent 

      

Six to   1 5.9 1 3.4 
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Demographic variable 

 

Not Psychiatric 

patient  

(N = 12 ) 

Psychiatric patient (n 

17=) 

Total (n = 29) 

 
Frequency Percent 

Frequency Percent Frequency Percent 

class 10 or 

equivalent 

  

SSC to 

HSC or 

equivalent 

6 

 

50.0 10 

 

58.8 16 

 

55.2 

Graduatio

n or 

equivalent 

1 

 

8.3 3 

 

17.6 4 

 

13.8 

Post 

Graduatio

n and 

above or 

equivalent 

4 

 

33.3 3 

 

17.6 7 

 

24.1 

Mode of education       

 Bangla 5 41.7 13 76.5 18 

 

62.1 

English 3 25.0 4 23.5 7 

 

24.1 

Arabic 4 33.3   4 

 

13.8 

Psychiatric illness       

 Have 

psychiatri

c 

diagnosis 

  17 100 17 

 

58.6 

Have no 

psychiatri

c 

diagnosis 

12 100   12 

 

41.4 

Type of psychiatric 

illness 

      

 Not 

applicable

/ Not 

psychiatri

c patient 

12 100   12 

 

41.4 

Major 

Depressiv

e Disorder 

  7 

 

41.2 7 24.1 

Obsessive 

Compulsi

ve 

Disorder 

  2 

 

11.8 2 

 

6.9 

Substance 

Related 

  1 

 

5.9 1 

 

3.4 
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Demographic variable 

 

Not Psychiatric 

patient  

(N = 12 ) 

Psychiatric patient (n 

17=) 

Total (n = 29) 

 
Frequency Percent 

Frequency Percent Frequency Percent 

Disorder 

Somatic 

symptoms 

and 

related 

disorders 

  1 

 

5.9 1 

 

3.4 

Substance 

use 

disorder 

  3 17.6 3 

 

10.3 

Others     3 

 

10.3 
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Appendix 22 (b): Item specific decisions made through pilot study 

 

Change done in piloting phase: 

Change in instruction: 

Three changes done in instruction of the scale.  

Fifth Draft: First Sentence: GLv‽b welYœœZv cwigvc‽bi Rb¨ 24 wU c` ‼`qv Av‽Q| 

Modification (in bold, and italic): GLv‽b welYœœZv cwigvc‽bi Rb¨ 24 wU c` (evK¨) ‼`qv Av‽Q| 

Fifth Draft: Seocnd sentence: wb‽Pi c` Ges m¤¢ve¨ DËi¸‽jv g‽bv‽hvM w`‽q co※※b Ges AvR‽Ki w`bwUmn 

MZ mvZ w`‽bi Ae¯’v gv_vq ‼i‽L G¸‽jv Avcbvi ‼ÿ‽Î KZUv cÕ‽hvR¨ Zv fveyb|  

Modification (in bold, and italic): wb‽Pi c` Ges m¤¢ve¨ DËi¸‽jv g‽bv‽hvM w`‽q co※b Ges AvR‽Ki 

w`bwUmn MZ mvZ w`‽bi Ae¯’v gv_vq ‼i‽L G¸‽jv Avcbvi ‼ÿ‽Î KZUv cÕ‽hvR¨ ev wg‡j hvq Zv fveyb| 

 

Fifth Draft: Fourth sentence: hw` GKvwaK DËi Avcbvi mv‽_ wg‽j hvq, ‽m‽ÿ‽Î G‽`i g‽a¨ ‼hwU me‽P‽q 

‼ekx b¤^ihy³ ‼mwU‽Z ‼Mvj wPý w`b| 

Modification (in bold, and italic): hw` GKvwaK DËi Avcbvi mv‽_ wg‽j hvq, ‽m‽ÿ‽Î G‽`i g‽a¨ ‼hwU 

me‽P‽q ‼ekx b¤^ihy³ ev D”PZi gvÎv wb‡`©k K‡i ‼mwU‽Z ‼Mvj wPý w`b| 

 

Survived Items: 21 

Twenty-one items passed withouth any change (both brief name of item and anchored 

responses): 1, 2, 3, 4, 5, 6, 7, 8, 9, 10, 11, 12, 13, 14, 16, 17, 18, 19, 20, 21 and 23. 
 

Changed items: 3 

Three item is changed through process of the pilot study: Item 15, 22 and 24. These 

changes is given below:  

Change in item 15: 

Original item c` 
DËi 

15. k~Y¨Zvi 

Abyf⁁wZ 

0 t Avgvi g‽a¨ k~Y¨Zvi AbyfzwZ nq bv 

1t gv‽S gv‽S Avgvi wfZiUv k~Y¨ ev Lvwj Lvwj jv‽M 

2t k~Y¨Zvi Abyf⁁wZ Avgvi ‼fZ‽i me mgq KvR K‽i 

3t Avgvi ‼fZ‽i Ggb Amn¨ k~Y¨Zv KvR K‽i hv KvD‽K ‼evSv‽bv m¤¢e bv 

Modified item 

(in bold and 

italic) 

c` 
DËi 

15. k~Y¨Zvi 

Abyf⁁wZ 

0 t Avgvi g‽a¨ k~Y¨, duvKv ev Lvwj Lvwj jv‡Mbv 

1t gv‽S gv‽S Avgvi wfZiUv k~Y¨ ev Lvwj Lvwj jv‽M 

2t k~Y¨Zvi Abyf⁁wZ Avgvi ‼fZ‽i me mgq KvR K‽i 

3t Avgvi ‼fZ‽i Ggb Amn¨ k~Y¨Zv KvR K‽i hv KvD‽K ‼evSv‽bv m¤¢e bv 

  

Change in item 22:  

Original item c` 
DËi 

22. IR‽bi 

cwieZ©b 

IRb wbqš¿‽Yi ‼Póv Qvovt 

0t Avgvi IRb Av‽Mi gZB Av‽Q 
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(IRb 

wbqš¿‽Yi 

‼Póv Qvovt) 

1t Av‽Mi Zzjbvq Avgvi IRb wKQzUv K‽g ‼M‽Q ev ‼e‽o ‼M‽Q 

2t Avgvi IRb GZB K‽g ‼M‽Q ev ‼e‽o ‼M‽Q ‼h Zv Ab¨vivI j‿¨ Ki‽Q ev 

ej‽Q 

3t Avgvi IRb GZUvB K‽g ‼M‽Q ev ‼e‽o ‼M‽Q ‼h GwU Avgvi ¯^v¯’¨ SzuwK 

ˆZix K‽i‽Q 

Modified item 

(in bold and 

italic) 

c` 
DËi 

22. IR‽bi 

cwieZ©b 

(IRb 

wbqš¿‽Yi 

‼Póv Qvovt) 

0t Avgvi IRb Av‽Mi gZB Av‽Q 

1t Av‽Mi Zzjbvq Avgvi IRb wKQzUv K‽g ‼M‽Q ev ‼e‽o ‼M‽Q 

2t Avgvi IRb GZB K‽g ‼M‽Q ev ‼e‽o ‼M‽Q ‼h Zv Ab¨vivI j‿¨ Ki‽Q ev 

ej‽Q 

3t Avgvi IRb GZUvB K‽g ‼M‽Q ev ‼e‽o ‼M‽Q ‼h GwU Avgvi ¯^v‡¯’¨i Rb¨ 

SzuwK ˆZix Ki‡Q 

 

Change in item 24: Item 24 got two changes: change in short title and change in anchored 

response system.  

Original item c` 
DËi 

24. ‽hØb 

AvMÕ‽ni 

NvUwZ 

0t ‼hØb wel‽q Avgvi AvMÕn ¯^vfvweK gvÎvqB Av‽Q 

1t Av‽Mi Zzjbvq ‼hØb wel‽q Avgvi AvMÕn K‽g ‼M‽Q 

2t ‼hØb wel‽q AvMÕn K‽g hvIqv wb‽q Avwg wPwšÍZ n‽q c‽owQ 

3t AvRKvj ‼hØb wel‽q Avwg Avi ‼Kvb AvMÕnB ‼Ui cvBbv 

   

Modified item 

(in bold and 

italic) 

c` 
DËi 

24. ‽hØb 

(‡m•) 

AvMÕ‽ni 

NvUwZ 

0t ‼hØb (†m•) wel‽q Avgvi AvMÕn ¯^vfvweK gvÎvqB Av‽Q 

1t Av‽Mi Zzjbvq ‼hØb wel‽q Avgvi AvMÕn K‽g ‼M‽Q 

2t ‼hØb wel‽q AvMÕn K‽g hvIqv wb‽q Avwg wPwšÍZ n‽q c‽owQ 

3t AvRKvj ‼hØb wel‽q Avwg Avi ‼Kvb AvMÕnB ‼Ui cvBbv 
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Appendix 23 (a): Fifth and final version of new depression scale (in Bangla)  

 

†¯‹‡ji wb‡`©kbvt 

GLv‽b welYœœZv cwigvc‽bi Rb¨ 24 wU c` (evK¨) ‼`qv Av‽Q| wb‽Pi c` Ges m¤¢ve¨ DËi¸‽jv 

g‽bv‽hvM w`‽q co※b Ges AvR‽Ki w`bwUmn MZ mvZ w`‽bi Ae¯’v gv_vq ‼i‽L G¸‽jv Avcbvi ‼ÿ‽Î 

KZUv cÕ‽hvR¨ ev wg‽j hvq Zv fveyb| Gevi cÕwZwU c‽`i Wv‽b cÕ`Ë m¤¢ve¨ PviwU DË‽ii g‽a¨ ‼hwU 

Avcbvi ‼‿‽Î me‽P‽q ‼ekx cÕ‽hvR¨ ‼mwU‽Z ‼MvjwPý ( ) w`‽q wb‽`©k Kiæb| hw` GKvwaK DËi 

Avcbvi mv‽_ wg‽j hvq, ‽m‽ÿ‽Î G‽`i g‽a¨ ‼hwU me‽P‽q ‼ekx b¤^ihy³ ev D⁃PZi gvÎv wb‽`©k K‽i 

‼mwU‽Z ‼Mvj wPý w`b| me¸‽jv c‽`i DËi w`‽q‽Qb wKbv j‿¨ Kiæb| 

b¤^i c` DËi 

1 gb Lvivc 0t Avgvi Lye GKUv gb Lvivc jv‽Mbv 

 1t gb Lvivc jvMv Avgvi Rb¨ GKwU mgm¨v 

 2t w`‽bi ‼ewki fvM mgqB Avgvi gb Lvivc jv‽M 

 3t mvivw`b Avgvi GZ ‼ekx gb Lvivc jv‽M hv mn¨ Kivi gZ bv 

2  Avb‽›`i Afve 0t Avgvi g‽b Av‽Mi g‽ZvB Avb›` Av‽Q 

 1t g‽b Avi Av‽Mi g‽Zv Avb›` cvBbv 

 2t Avb‽›`i NvUwZ Avgv‽K ‼ek Kó ‼`q 

 3t RxebUv G‽Kev‽iB Avb›`nxb n‽q ‼M‽Q 

3 Kvbœv cvIqv 0t Kvbœvi AbyfzwZ Avgvi g‼a¨ ¯^vfvwe‼Ki g‽ZvB Av‽Q 

 1t B`vwbs Avgvi ‼ek Kvbœv cvq 

 2t Av‽Mi Zzjbvq Avgvi A‽bK ‼ekx Kvbœv cvq 

 3t Kvi‽Y-AKvi‽Y Avgvi ‼fZi ‼_‽K Kvbœv D‽V Av‽m 

4  AkvwšÍ 0t Avgvi AkvwšÍ jv‽Mbv 

 1t Avgvi AkvwšÍ jv‽M 

 2t Avgvi ‽ekxi fvM mgqB AkvwšÍ jv‽M 

 3t Avgvi G‽Zv ‼ekx AkvwšÍ jv‽M hv mn¨ Kivi g‽Zvbv 

5  AvMÖnnxbZv 0t Avgvi AvMÕ‽ni ‼Kvb NvUwZ ‼bB 

 1t Av‽Mi Zzjbvq Avgvi AvMÕn K‽g ‼M‽Q 

 2t Avwg ‼Kvb wKQz‽ZB Avi AvMÕn cvBbv 

 3t Avgvi AvMÕn GZUvB K‽g ‼M‽Q ‼h Avwg ‼Rvi K‽iI AvMÕn a‽i 

ivL‽Z cvwibv 

6  Zz⁃Q ev 0t Avwg Avgvi ¸iæZ¡¡ ev g~j¨ ‼`L‽Z cvB 



 

220 
  

b¤^i c` DËi 

 
g~j¨nxbZvi 

fvebv 

1t AvRKvj wb‽Ri ¸iæZ¡ ev g~j¨ wb‽q Avgvi g‽a¨ m‽›`n ˆZix 

n‽q‽Q 

 2t cÕvq mgqB Avgvi wb‽R‽K Zz⁃Q ev g~j¨nxb jv‽M 

 3t g‽b nq Avgvi Rxe‽bi Avi ‼KvbB g~j¨ ‼bB 

7  AvkvnxbZv 0t Avwg fwel¨Z wb‽q wbivk bB 

 1t Avgvi Avkvnxb jv‽M 

 2t Avgvi Avi fvj wKQ znIqvi Avkv ‼bB 

 3t Avgvi GZ ‼ekx Avkvnxb jv‽M ‼h fwel¨Z wb‽q Avwg wKQzB 

fve‽Z cvwibv 

8  g‽i hvIqvi B⁃Qv 0t Avgvi g‽i hvIqvi ‼Kvb B⁃Qv ‼bB 

 1t g‽b nq g‽i ‼M‽j fvjB n‽Zv 

 2t gv‽S gv‽S Avgvi g‽i hvIqvi B⁃Qv nq 

 3t cÕvqB Avgvi g‽a¨ AvZ¥nZ¨vi B⁃Qv KvR K‽i 

9  AvZ¥nZ¨vi 

cwiKíbv 

0t Avgvi AvZ¥nZ¨vi ‼Kvb cwiKíbv ‼bB 

 1t Avgvi AvZ¥nZ¨vi cwiKíbv Av‽Q 

 2t AvZ¥nZ¨v Kivi Rb¨ Avwg we¯ÍvwiZ cwiKíbv K‽iwQ 

 3t m¤cÕwZ Avwg AvZ¥nZ¨vi ‼Póv K‽iwQ (‽Suv‽Ki e‽k bq) 

10 nviv‽bvi Abyf⁁wZ 0t nviv‽bvi AbyfzwZ Avgvi g‽a¨ ‼Zgb GKUv ‼bB 

 1t Avgvi hv hv wQj g‽b nq ‼m¸‽jv ax‽i ax‽i nvwi‽q ‼djwQ 

 2t hv hv nvwi‽qwQ mviv‿Y ‼m¸‽jv g‽bi g‽a¨ Avm‽Z _v‽K 

 3t Avgvi me ‼kl n‽q ‼M‽Q GB fvebv Avgv‽K me mgq Kó ‼`q 

11 bv cvIqvi Kó 0t Rxe‽bi PvIqv-cvIqv wb‽q Avwg Lye GKUv fvwebv 

 1t KL‽bv KL‽bv g‽bi g‽a¨ bv cvIqvi Avd‽mvm Av‽m 

 2t cÕvqB g‽b nq Rxe‽b ‼hb wKQzB ‼cjvgbv 

 3t Rxe‽bi bv cvIqvi Kó¸‽jv mviv‿YB g‽bi g‽a¨ Nyi‽Z _v‽K 

12 A‽hvM¨Zv I 

e¨_©Zv 

0t Avgvi ‼hvM¨Zvi Dci Avgvi Av¯’v Av‽Q 

 1t g‽b nq Avwg GKRb A‽hvM¨ gvbyl 

 2t gv‽S gv‽SB g‽b nq Avgvi Øviv wKQ zn‽ebv 

 3t Avwg wbwðZ ‼h Avwg GKRb A‽hvM¨ I e¨_© gvbyl 
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b¤^i c` DËi 

13  Aciva‽eva 0t Avgvi ‼Zgb ‼Kvb Aciva‽eva ‼bB 

 1t gv‽S gv‽S Avgvi g‽a¨ Aciva‽eva KvR K‽i 

 2t Avwg cÕvq mgqB Aciva‽ev‽a fzwM Ges wb‽R‽K ‼`vl ‼`B 

 3t g‽b nq me wKQzi Rb¨ AvwgB `vqx Ges Zvi Rb¨B Avwg kvw Í̄ 

cvw⁃Q 

14 AvZ¥wek̂vm-

nxbZv 

0t Avgvi AvZ¥wek̂vm me mg‽qi gZB Av‽Q 

 1t Av‽Mi Zzjbvq Avgvi AvZ¥wek̂vm K‽g ‼M‽Q 

 2t me wKQz‽ZB Avwg Avgvi AvZ¥wek̂v‽mi Afve ‼Ui cvB 

 3t Avgvi AvZ¥wek̂vm GZB K‽g ‼M‽Q ‼h ‼Kvb wKQz Ki‽Z Avi 

mvnm cvBbv 

15 k~Y¨Zvi Abyf⁁wZ 0 t Avgvi g‽a¨ k~Y¨, duvKv ev Lvwj Lvwj jv‽Mbv 

 1t gv‽S gv‽S Avgvi wfZiUv k~Y¨ ev Lvwj Lvwj jv‽M 

 2t k~Y¨Zvi Abyf⁁wZ Avgvi ‼fZ‽i me mgq KvR K‽i 

 3t Avgvi ‼fZ‽i Ggb Amn¨ k~Y¨Zv KvR K‽i hv KvD‽K 

‼evSv‽bv m¤¢e bv 

16  g‽bv‽hv‽Mi 

NvUwZ 

0t Avgvi g‽bv‽hv‽M ‼Zgb ‼Kvb mgm¨v ‼bB 

 1t B`vwbs Avgvi g‽bv‽hv‽M mgm¨v n‽⁃Q 

 2t Avwg AvRKvj A‽bK wKQz‽ZB g‽bv‽hvM w`‽Z cviwQbv 

 3t g‽bv‽hv‽Mi NvUwZ Avgvi Rxebhvc‽b cÕvq me ‼‿‽ÎB Amyweav 

ˆZix Ki‽Q 

17  wPšÍv I wm×všÍ 

‼bqvi mgm¨v 

0t wPšÍv Kivi ev wm×všÍ ‼bqvi ÿgZv Avgvi ¯^vfvweKB Av‽Q 

 1t B`vwbs g‽b n‽⁃Q Avwg Avi Av‽Mi gZ wPšÍv Ki‽Z ev wm×všÍ 

wb‽Z cviwQbv 

 2t wPšÍv Kivi ev wm×všÍ ‼bIqvi ‼ÿ‽Î Avgvi A‽bK mgm¨v n‽⁃Q 

 3t Avwg wPšÍv Kivi ev wm×všÍ ‼bqvi ‿gZv G‽Kev‽iB nvwi‽q 

‼d‽jwQ 

18  KvR-K‽g©i MwZ 

K‽g hvIqv 

0t Avwg ¯^vfvweK fv‽eB Avgvi KvRKg© Pvwj‽q wb‽Z cviwQ 

 1t Avgvi KvRK‽g©i MwZ K‽g ‼M‽Q 

 2t Avwg ‼h Av‽Mi gZ KvR Ki‽Z cviwQbv Zv wb‽q Ab¨ivI K_v 

ej‽Q 

 3t B`vwbs ‼Kvb KvRKg© KivB Avgvi c‽‿ Am¤¢e n‽q `vwo‽q‽Q 
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b¤^i c` DËi 

 

 

 

19  mvgvwRK 

‼gjv‽gkvq 

AbvMÖn 

0t gvby‽li mv‽_ wgk‽Z ev K_v ej‽Z Avgvi Lvivc jv‽Mbv 

 1t gvby‽li mv‽_ wgk‽Z ev K_v ej‽Z Avgvi Avi ‼Zgb fvj 

jv‽Mbv 

 2t AvRKvj gvby‽li mv‽_ wgk‽Z ev K_v ej‽Z Avgvi G‽Kev‽iB 

fvj jv‽Mbv 

 3t gvby‽li mv‽_ wgk‽Z ev K_v ej‽Z Avgvi Ggb Kó nq ‼h 

Avwg G¸‽jv cÕvq eÛB K‽i w`‽qwQ 

20 ~̀e©jZv I K¬vwšÍ 0t ~̀e©jZv ev K¬vwšÍ wb‽q Avgvi ‼Kvb mgm¨v ‼bB 

 1t Avwg Aí‽ZB `~e©j ev K¬všÍ n‽q cwo 

 2t ~̀e©jZv ev K¬vwšÍi Kvi‽Y Avgvi KvRKg© Ki‽Z ‼ek Amyweav 

n‽⁃Q 

 3t Avwg GZ ‼ekx ~̀e©j ev K¬všÍ _vwK ‼h ‼Kvb wKQzB Ki‽Z cvwibv 

21 ÿzavq cwieZ©b 0t Avgvi LvIqvi AvMÕn ¯^vfvweK Av‽Q 

 1t Av‽Mi Zzjbvq Avgvi ÿzav wKQzUv K‽g ‼M‽Q ev ‼e‽o ‼M‽Q 

 2t Av‽Mi Zzjbvq Avgvi ÿzav A‽bK K‽g ‼M‽Q ev ‼e‽o ‼M‽Q 

 3t Avgvi ÿzav GZUvB K‽g ‼M‽Q ev ‼e‽o ‼M‽Q ‼h GUv wb‽q Avwg 

ev Ab¨iv wPwšÍZ n‽q c‽o‽Q 

22  IR‽bi cwieZ©b  

(IRb wbqš¿‽Yi 

‼Póv Qvov) 

0t Avgvi IRb Av‽Mi gZB Av‽Q 

 1t Av‽Mi Zzjbvq Avgvi IRb wKQzUv K‽g ‼M‽Q ev ‼e‽o ‼M‽Q 

 2t Avgvi IRb GZB K‽g ‼M‽Q ev ‼e‽o ‼M‽Q ‼h Zv Ab¨vivI 

j‿¨ Ki‽Q ev ej‽Q 

 3t Avgvi IRb GZUvB K‽g ‼M‽Q ev ‼e‽o ‼M‽Q ‼h GwU Avgvi 

¯^v‽ ’̄¨i Rb¨ SzuwK ˆZix K‽i‽Q 

23 Ny‽gi cwieZ©b 0t Avgvi Nyg wb‽q ‼Kvb mgm¨v ‼bB 

 1t Av‽Mi Zzjbvq Avgvi Nyg wKQzUv K‽g ‼M‽Q ev ‼e‽o ‼M‽Q 

 2t Av‽Mi Zzjbvq Avgvi Nyg A‽bK K‽g ‼M‽Q ev ‼e‽o ‼M‽Q 

 3t Avgvi Nyg GZUvB K‽g ‼M‽Q ev ‼e‽o ‼M‽Q ‼h GwU Avgvi 

ˆ`bw›`b Rxeb hvÎv‽K gvivZ¡Kfv‽e ‿wZMÕ ’̄ Ki‽Q 

24  ‽hØb (‼m‾) 0t ‼hØb (‽m‾) wel‽q Avgvi AvMÕn ¯^vfvweK gvÎvqB Av‽Q 
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b¤^i c` DËi 

 AvMÕ‽ni NvUwZ 
1t Av‽Mi Zzjbvq ‼hØb wel‽q Avgvi AvMÕn K‽g ‼M‽Q 

 2t ‼hØb wel‽q AvMÕn K‽g hvIqv wb‽q Avwg wPwšÍZ n‽q c‽owQ 

 3t AvRKvj ‼hØb wel‽q Avwg Avi ‼Kvb AvMÕnB ‼Ui cvBbv 
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Appendix 23 (b) Final version of new depression scale (in English) 

 

Instruction of New Depression Scale: 

Here we have 24 items (statements) to measure depression with four options listed at the 

right side of each statement. Please read the following items and select the best option 

from the four that represent your state in the last seven days (including today). Please 

circle ( ) the option to indicate your state. If mulitple answers match yours, circle the one 

with the highest number. Please make sure that you have answered to all the 24 items.  

No. Items Response 

1. Low mood 

 

0: I do not feel very low 

1: Feeling low is a problem for me 

2: I feel low for most of the time in a day 

3: I feel so low througout the that it is unbearable.  

2. Lack of pleasure 

 

0: I can feel pleasure as I could before 

1: I no not feel pleasrue as I did before 

2: Lack of feeling pleasrue hurts me a lot 

3: My life has become devoid of any pleasure. 

3. Feel like crying 

 

0: I feel crying as it should normaly be felt 

1: Now a days I often feel like crying 

2: I feel like crying a lot more than I used to 

3: I have crying spells without any aperant reason 

4. Unrest 0: I do not feel unrest 

1: I feel restless 
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No. Items Response 

2: I feel restless most of the time 

3: I feel so restless that it is unbearable 

5. Lack of interest 

 

 0: I do not feel any lack of interest. 

 1: Compared to before my interest has decreased . 

 2: I no longer feel interested in anything. 

 3: My lack of interest is so intense that I cannot maintain 

interest even if I force myself to do so. 

6. Perceiving self as 

trivial or worthless 

 

 0: I can see my importance or value 

 1: Nowadays I have doubts about my importance or value 

 2: Most of the time I feel myself trivial or worthless 

 3: I think my life no longer has any value 

7. Hopelessness 

 

 0 : I am not hopeless about the future 

 1: I feel hopeless 

 2 : I no longer have any hope for anything good to happen 

to me 

 3: I feel so hopeless that I cannot even think about my 

future 

8. Death wish 

 

 0: I have no desire to die 

 1: I feel that death would not be a bad option  

 2: Sometimes I feel I want to die 

 3: I often have thoughts of committing suicide  

9. Suicide plan  0 : I do not have any plans to commit suicide 

 1: I have a plan to commit suicide  
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No. Items Response 

 2: I have detailed planning on how I will cmmit suicide 

 3: I recently attempted suicide (not out of impulsivity) 

10. Feeling of loss  0: I do not have feeling of any loss 

 1: I feel like I am gradually losing things that I have 

 2: My mind is constantly thinking about the things that I 

have lost 

 3: The thought that I have lost everything hurts me lot 

11. Feeling of 

deprivation 

 0: I do not think much about the wants and needs of life 

 1: Sometimes I miss the things that I have not gained 

 2: I often feel like I have not gained anything in my life.  

 3: The pains of not getting what I wanted in life constantly 

occupy my mind. 

12. Incomeptence and 

failure 

 0: I have confidence on my ability 

 1: I feel like I am an incompetent person.  

 2: Sometimes I feel like I would not be able to accomplish 

anything 

3: I am certain that I am an incompetent and failed person  

13. Guilt  0: I do not have any specific guilt 

 1: Sometimes I feel guilty  

 2: I often feel guilty and blame myself 

 3: I feel like I am responsible for everything and being 

punished for it.  

14. Lack of confidence  0: I have the same level of confidence as always 
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No. Items Response 

 1: Compared to before, my confidence has decreased  

 2: I feel lack of confidence in everything 

 3: My confidence has diminished so much that I no longer 

have the courage to do anything. 

15. Feeling of emptiness  0: I do not feel empty 

 1: Sometimes I feel empty inside 

 2: All the time, I feel empty inside  

 3: I feel an unbearable emptiness inside me which cannot 

be explained to anyone else 

16. Lack of attention  0: I do not have problem with my attention 

 1: Sometimes I am having troubles with my attention  

 2: Nowadays, I am failing to concentrate in many things  

 3. Lack of attention is causing difficulties in almost all 

aspects of my life 

17. Problems in 

thinking and 

decision making 

 

 0: I can think or make decisions as usual 

 1: It seems that I can no longer think or make decisions as I 

did before 

 2: I am having a lot of troubles in thinking or making 

decisions 

 3: I have completely lost my ability to think or make 

decisions  

18. Pace of work 

 

0: I can carry out my work with as usual pace 

1: The pace of my work has reduced 

2: Others are also talking about my reduction of the pace of 
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No. Items Response 

work 

3: Nowadays, it has become impossible for me to do 

anything 

19. Lack of interest in 

socializing 

0: I do not feel bad to socialize or to talk to people 

1: I don't much like to mingle or to talk to people anymore 

2: Nowadays, I don't like to socialize or talk to people at all 

3 : Socializing or talking to people became so difficult for 

me that I have almost stopped doing so. 

20. Weakness and 

fatigue 

 

0: I have no problem with weakness or fatigue 

1: I easily become fatigued or tired  

2: I am having much difficulties in doing my work due to 

weakness or fatigue 

3 : I feel so weak or tired that I can not do anything 

21. Changes in appetite 0: I have my usual appetite 

1: Compared to before, I feel my appetite has decreased or 

increased a bit 

2: My appetite has decreased or increased a lot compared to 

before 

3: My appetite has decreased or increased so much that I or 

others have become worried about it 

22. Weight change 

(without trying to 

control weight) 

 

0: I have my usual wight 

1: Compared to before, I have gained or lost some of weight  

2: I have lost or gained so much weight that others are 

noticing or commneting on it 
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No. Items Response 

3: I have lost or gained so much weight that it has created 

health risks for me 

23. Change in sleep 0: I have no problem with sleep 

1: Compared to before, I feel slightly increase of decrease in 

my sleep 

2: My sleep has decreased or increased a lot compared to 

before 

3: My sleep has decreased or increased so much that it has 

seriously affecting my daily living 

24. Lack of sexual 

interest 

0: My sexual interest is at my usual level 

1: My interest in sex has decreased than before 

2: I have become worried about my decreased interest in sex 

3: Nowadays, I do not feel any interest in sex 
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Appendix 24: Demographic variable of test re-test reliability sample 

 

 

Non depressed  

(N =51 ) Depressed (N = 42) Total (N = 93) 

Demographic variable  Frequency Percent Frequency Percent Frequency Percent 

Sex Male 27 52.9 17 40.5 44 47.3 

Female 24 47.1 25 59.5 49 52.7 

Religion Islam 51 100 36 85.7 87 93.5 

Hindu   5 11.9 5 5.4 

Christian   1 2.4 1 1.1 

Residence Rural 3 5.9 1 2.4 4 4.3 

Urban 46 90.2 39 92.9 85 91.4 

Semi Urban 2 3.9 2 4.8 4 4.3 

Profession Service 10 19.6 10 23.8 20 21.5 

Business 7 13.7 4 9.5 11 11.8 

Farmer       

Labourer 4 7.8   4 4.3 

Home maker/ 

house wife 

6 

 

11.8 7 16.7 13 14.0 

Student 18 35.3 14 33.3 32 34.4 

Unemployed 6 11.8 6 14.3 12 12.9 

Others   1 2.4 1 1.1 

Marital 

status 

Unmarried 25 49.0 16 38.1 41 44.1 

Married 26 51.0 22 52.4 48 51.6 

Living 

separately 

  1 2.4 1 

 

1.1 

Divorced   3 7.1 3 

 

3.2 

Widow/ 

Widower 

      

Education Illiterate/ Can 

sign name 

  1 2.4 1 1.1 

Upto primary 8 15.7 4 9.5 12 12.9 

Six to SSC 4 7.8 7 16.7 11 11.8 

HSC 19 37.3 11 26.2 30 32.3 

Graduation 11 21.6 12 28.6 23 24.7 

Post 

Graduation 

and above 

9 17.6 7 16.7 16 17.2 

Age 
M = 31.35 

SD = 9.34 

M = 30.52 

SD = 10.20 

M = 30.98 

SD = 9.69 

Monthly family income 
M = 50568.63 

SD = 54387.592 

M = 48785.71 

SD = 53366.901 

M = 49763.44 

SD = 53643.630 
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Appendix 25: Demographic information on used sample of severity norm 

 

N= 242 individuals with diagnosis of depression.  

Demographic variable 
Frequency Percent 

Sex of the 

respondents 

Male 87 36.0 

Female 155 64.0 

Religion Islam 215 88.8 

Hindu 24 9.9 

Christian 2 .8 

Others 1 .4 

Total 242 100.0 

Residence Rural 42 17.4 

Urban 178 73.6 

Semi Urban 22 9.1 

Profession Service 55 22.7 

Business 20 8.3 

Farmer 3 1.2 

Home maker/ 

house wife 

80 33.1 

Student 59 24.4 

Unemployed 19 7.9 

Others 6 2.5 

Marital status Unmarried 74 30.6 

Married 156 64.5 

Living separately 4 1.7 

Divorced 4 1.7 

Widow/ Widower 4 1.7 

Education Illiterate/ Can sign 

name 

9 3.7 

Upto primary 28 11.6 

Six to SSC 42 17.4 

HSC 59 24.4 

Graduation 55 22.7 

Post Graduation 

and above 

49 20.2 

Age 
M = 35.13 

SD = 12.79 

Monthly family income 
M = 101359.50 

SD = 274557.103 
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Appendix 26: Demographic information on normative sample (screening norm) 

 

Demographic variable  

Non depressed (N 

=242) 

Depressed (N = 

242) 

Total (N = 484) 

Frequency Percent Frequency Percent Frequency Percent 

 Sex of the 

respondent 

Male 89 36.8 87 36.0 176 36.4 

Female 153 63.2 155 64.0 308 63.6 

Religion Islam 227 93.8 215 88.8 442 91.3 

Hindu 14 5.8 24 9.9 38 7.9 

Christian   2 .8 2 .4 

Others 1 0.4 1 .4 2 .4 

Residence Rural 15 6.2 42 17.4 57 11.8 

Urban 214 88.4 178 73.6 392 81.0 

Semi Urban 13 5.4 22 9.1 35 7.2 

Profession Service 77 31.8 55 22.7 132 27.3 

Business 22 9.1 20 8.3 42 8.7 

Farmer   3 1.2 3 .6 

Labourer 5 2.1   5 1.0 

Home maker/ 

house wife 

58 24.0 80 33.1 138 28.5 

Student 66 27.3 59 

 

24.4 125 25.8 

Unemployed 10 4.1 19 7.9 29 6.0 

Others 4 1.7 6 2.5 10 2.1 

Marital 

status 

Unmarried 96 39.7 74 30.6 170 35.1 

Married 134 55.4 156 64.5 290 59.9 

Living 

separately 

1 .4 4 1.7 5 1.0 

Divorced 2 .8 4 1.7 6 1.2 

Widow/ 

Widower 

9 3.7 4 1.7 13 2.7 

Education Illiterate/ Can 

sign name 

9 3.7 9 

 

3.7 18 3.7 

Upto primary 29 12.0 28 11.6 57 11.8 

Six to SSC 29 12.0 42 17.4 71 14.7 

HSC 66 27.3 59 24.4 125 25.8 

Graduation 57 23.6 55 22.7 112 23.1 

Post 

Graduation 

and above 

52 21.5 49 20.2 101 20.9 

Not applicable 242 100   242 50.0 

Age 
M = 34.52 

SD = 12.18 

M = 35.13 

SD = 12.79 

M = 34.83 

SD = 12.48 

Montly family income 
M = 54252.07 

SD = 46402.07 

M = 101359.50 

SD = 274557.10 

M = 77805.79 

SD = 198098.56 
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Appendix 27: Data collection tool used in reliability and validity study 

 

Demographic questions: Depression Scale in Reliability Validity phase (in 

Bangla) 
 

Interview ID:  R R - M M - D D - n n 
Write: R= First two words of name of research assistant, M = Month, D = 

Day, n = serial no of interview on that day.  

Z_¨ msMÕ‽ni ¯’vbt . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  

Z_¨ msMÖnKvixi bvgt . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  

Z_¨ msMÕnKivixi ‼gvevBj b¤^it 1. . . . . . . . . . . . . . . 2. . . . . . . . . . . . . . 

 

T1. M‽elYvi AskMÕnYKvixi aiYt  1 welYœZvi ‽ivMx 2 welYœZvi ‼ivMx bb  

 

M‡elYvq AskMÖnYKvixi ‽gvevBj b¤̂it 1. . . . . . . . . . . . , 2. . . . . . . . . . . . . .  

 

Section A. Demographics  

‽bvUt cÕ‽kœi cv‽k  wPý _vK‽j ‼mB cÕkœwU ïay welYœZvi ‼ivMxi Rb¨ Kiæb|  

 

A1. wj½t  1 cyiæl   2 bvix 3 . . . . . . .  

 

 

 

A3. ag©t  1 Bmjvg 2 wn›`y, 3 wLªóvb, 4 Ab¨vb¨ . . . . . . . . .  

 

A4. evm¯’vbt t  1 MÖvg,    2 kni 3 Dckni 

 

A5. ‽ckvt 1 PvKzix  2 e¨vemv  3 K…wlKvR, 4 kÖwgK, 

        

5 M⁂neay 6 QvÎ, 7 ‼eKvi 8 Ab¨vb¨ . . . . . . . . 

 

A6. ˆeevwnK 

 Ae¯’vt  

1 AweevwnZ 2 weevwnZ 3 c⁂_K emevm    

        

4 weevn we‽⁃Q` 5 weaev-wecZœxK 6 Ab¨vb¨ . . . . . . . . . . .  

  

 

 

A7. wk¶v 1  wbi¶i/bvg ¯^vÿi 2 cÕvBgvix ch©šÍ 3 Gm.Gm.wm. ch©šÍ 

         

4  GBP.Gm.wm. ch©šÍ 5 MÕvRy‽qkb ch©šÍ 6 ‼cvó MÕvRy‽qkb ch©šÍ 

 

A8. gvwmK cvwievwiK Avq (GKmv‽_ emevmKvix‽`i m`m¨‽`i mgwóMZ Avq)  

 

A2. eqmt  
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A9. KZw`b a‽i Amy¯’ Av‽Qb  

 

A10. welYœZvi Rb¨ Jla Lv‽⁃Qb wKbv?  1  bv  2 nu¨v,   A11. KZw`b a‽i  

 

 

Section B. Impact on Life 

 
                       

0  10 20 30 40 50 60 70 80 90 100 

G‽Kev‽iB 

nqbv  

     gvSvgvwS 

gvÎvq  

    me‽P‽q 

‼ekx  

 

wb‽Pi welq¸‽jvi gvÎv Dc‽ii ‼¯‹j Abyhvqx 0-100 Gi g‽a¨ ‼h ‼Kvb msL¨v w`‽q cÕKvk Kiæb| 
  0-100 

B1.  Avcbvi KZUv gb Lvivc jv‽M?   

B2. Avcwb KZUv kvixwiK `~e©jZv Abyfe K‽ib?   

B3. Avcbvi gvbwmK Pv‽ci cwigvY KZ?   

B4.  Avcbvi AvZ¥wek̂v‽mi gvÎv KZUzKz ?  

B5.  Avcbvi g‽bi AvkvnxbZvi gvÎv KZ?  

B6. Avcbvi AvZ¥nZ¨vi B⁃Qv KZUzKz?  

B7.  welYœZvi Kvi‽Y Avcbvi ‼jLvcovi/ PvKzixi /e¨emvi/ Av‽qi/M⁂nK‽g©i KZUzKz ÿwZ 

n‽q‽Q?  

 

B8. welYœZvi Kvi‽Y Avcbvi ˆ`bw›`b Kvh©µ‽g KZUzKz mgm¨v n‽⁃Q?   

B9. welYœZvi Kvi‽Y Avcbvi cvwievwiK m¤ú‽K©i ‼ÿ‽Î KZUv ÿwZ n‽q‽Q?  

B10. welYœZvi Kvi‽Y mvgvwRK Kvh©µ‽g Avcbvi AskMÕnY KZUv evavMÕ¯’ n‽q‽Q?  

B11. welYœZvi Kvi‽Y Avcbvi AvMÕn KZUv K‽g‽Q?  
 

 

Section C. Scale items 

 

New Depression Scale (in Bangla) 
†¯‹‡ji wb‡`©kbvt 

GLv‽b welYœœZv cwigvc‽bi Rb¨ 24 wU c` (evK¨) ‼`qv Av‽Q| wb‽Pi c` Ges m¤¢ve¨ DËi¸‽jv 

g‽bv‽hvM w`‽q co※b Ges AvR‽Ki w`bwUmn MZ mvZ w`‽bi Ae¯’v gv_vq ‼i‽L G¸‽jv Avcbvi ‼ÿ‽Î 

KZUv cÕ‽hvR¨ ev wg‽j hvq Zv fveyb| Gevi cÕwZwU c‽`i Wv‽b cÕ`Ë m¤¢ve¨ PviwU DË‽ii g‽a¨ ‼hwU 

Avcbvi ‼‿‽Î me‽P‽q ‼ekx cÕ‽hvR¨ ‼mwU‽Z ‼MvjwPý ( ) w`‽q wb‽`©k Kiæb| hw` GKvwaK DËi 

Avcbvi mv‽_ wg‽j hvq, ‽m‽ÿ‽Î G‽`i g‽a¨ ‼hwU me‽P‽q ‼ekx b¤^ihy³ ev D⁃PZi gvÎv wb‽`©k K‽i 

‼mwU‽Z ‼Mvj wPý w`b| me ¸‽jv c‽`i DËi w`‽q‽Qb wKbv j‿¨ Kiæb| 

b¤^i c` DËi 

C1 gb Lvivc 0t Avgvi Lye GKUv gb Lvivc jv‽Mbv 

 1t gb Lvivc jvMv Avgvi Rb¨ GKwU mgm¨v 
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b¤^i c` DËi 

 2t w`‽bi ‼ewki fvM mgqB Avgvi gb Lvivc jv‽M 

 3t mvivw`b Avgvi GZ ‼ekx gb Lvivc jv‽M hv mn¨ Kivi gZ bv 

C2  Avb‽›`i Afve 0t Avgvi g‽b Av‽Mi g‽ZvB Avb›` Av‽Q 

 1t g‽b Avi Av‽Mi g‽Zv Avb›` cvBbv 

 2t Avb‽›`i NvUwZ Avgv‽K ‼ek Kó ‼`q 

 3t RxebUv G‽Kev‽iB Avb›`nxb n‽q ‼M‽Q 

C3 Kvbœv cvIqv 0t Kvbœvi AbyfzwZ Avgvi g‼a¨ ¯^vfvwe‼Ki g‽ZvB Av‽Q 

 1t B`vwbs Avgvi ‼ek Kvbœv cvq 

 2t Av‽Mi Zzjbvq Avgvi A‽bK ‼ekx Kvbœv cvq 

 3t Kvi‽Y-AKvi‽Y Avgvi ‼fZi ‼_‽K Kvbœv D‽V Av‽m 

C4  AkvwšÍ 0t Avgvi AkvwšÍ jv‽Mbv 

 1t Avgvi AkvwšÍ jv‽M 

 2t Avgvi ‽ekxi fvM mgqB AkvwšÍ jv‽M 

 3t Avgvi G‽Zv ‼ekx AkvwšÍ jv‽M hv mn¨ Kivi g‽Zvbv 

C5  AvMÖnnxbZv 0t Avgvi AvMÕ‽ni ‼Kvb NvUwZ ‼bB 

 1t Av‽Mi Zzjbvq Avgvi AvMÕn K‽g ‼M‽Q 

 2t Avwg ‼Kvb wKQz‽ZB Avi AvMÕn cvBbv 

 3t Avgvi AvMÖn GZUvB K‽g ‼M‽Q ‼h Avwg ‼Rvi K‽iI AvMÕn a‽i 

ivL‽Z cvwibv 

C6  Zz⁃Q ev 

g~j¨nxbZvi 

fvebv 

0t Avwg Avgvi ¸iæZ¡¡ ev g~j¨ ‼`L‽Z cvB 

 1t AvRKvj wb‽Ri ¸iæZ¡ ev g~j¨ wb‽q Avgvi g‽a¨ m‽›`n ˆZix 

n‽q‽Q 

 2t cÕvq mgqB Avgvi wb‽R‽K Zz⁃Q ev g~j¨nxb jv‽M 

 3t g‽b nq Avgvi Rxe‽bi Avi ‼KvbB g~j¨ ‼bB 

C7  AvkvnxbZv 0t Avwg fwel¨Z wb‽q wbivk bB 

 1t Avgvi Avkvnxb jv‽M 

 2t Avgvi Avi fvj wKQ znIqvi Avkv ‼bB 

 3t Avgvi GZ ‼ekx Avkvnxb jv‽M ‼h fwel¨Z wb‽q Avwg wKQzB 

fve‽Z cvwibv 

C8  g‽i hvIqvi B⁃Qv 0t Avgvi g‽i hvIqvi ‼Kvb B⁃Qv ‼bB 
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 1t g‽b nq g‽i ‼M‽j fvjB n‽Zv 

 2t gv‽S gv‽S Avgvi g‽i hvIqvi B⁃Qv nq 

 3t cÕvqB Avgvi g‽a¨ AvZ¥nZ¨vi B⁃Qv KvR K‽i 

C9  AvZ¥nZ¨vi 

cwiKíbv 

0t Avgvi AvZ¥nZ¨vi ‼Kvb cwiKíbv ‼bB 

 1t Avgvi AvZ¥nZ¨vi cwiKíbv Av‽Q 

 2t AvZ¥nZ¨v Kivi Rb¨ Avwg we¯ÍvwiZ cwiKíbv K‽iwQ 

 3t m¤cÕwZ Avwg AvZ¥nZ¨vi ‼Póv K‽iwQ (‽Suv‽Ki e‽k bq) 

C10 nviv‽bvi Abyf⁁wZ 0t nviv‽bvi AbyfzwZ Avgvi g‽a¨ ‼Zgb GKUv ‼bB 

 1t Avgvi hv hv wQj g‽b nq ‼m¸‽jv ax‽i ax‽i nvwi‽q ‼djwQ 

 2t hv hv nvwi‽qwQ mviv‿Y ‼m¸‽jv g‽bi g‽a¨ Avm‽Z _v‽K 

 3t Avgvi me ‼kl n‽q ‼M‽Q GB fvebv Avgv‽K me mgq Kó ‼`q 

C11 bv cvIqvi Kó 0t Rxe‽bi PvIqv-cvIqv wb‽q Avwg Lye GKUv fvwebv 

 1t KL‽bv KL‽bv g‽bi g‽a¨ bv cvIqvi Avd‽mvm Av‽m 

 2t cÕvqB g‽b nq Rxe‽b ‼hb wKQzB ‼cjvgbv 

 3t Rxe‽bi bv cvIqvi Kó¸‽jv mviv‿YB g‽bi g‽a¨ Nyi‽Z _v‽K 

C12 A‽hvM¨Zv I 

e¨_©Zv 

0t Avgvi ‼hvM¨Zvi Dci Avgvi Av¯’v Av‽Q 

 1t g‽b nq Avwg GKRb A‽hvM¨ gvbyl 

 2t gv‽S gv‽SB g‽b nq Avgvi Øviv wKQ zn‽ebv 

 3t Avwg wbwðZ ‼h Avwg GKRb A‽hvM¨ I e¨_© gvbyl 

C13  Aciva‽eva 0t Avgvi ‼Zgb ‼Kvb Aciva‽eva ‼bB 

 1t gv‽S gv‽S Avgvi g‽a¨ Aciva‽eva KvR K‽i 

 2t Avwg cÕvq mgqB Aciva‽ev‽a fzwM Ges wb‽R‽K ‼`vl ‼`B 

 3t g‽b nq me wKQzi Rb¨ AvwgB `vqx Ges Zvi Rb¨B Avwg kvw Í̄ 

cvw⁃Q 

C14 14. AvZ¥wek̂vm-

nxbZv 

0t Avgvi AvZ¥wek̂vm me mg‽qi gZB Av‽Q 

 1t Av‽Mi Zzjbvq Avgvi AvZ¥wek̂vm K‽g ‼M‽Q 

 2t me wKQz‽ZB Avwg Avgvi AvZ¥wek̂v‽mi Afve ‼Ui cvB 

 3t Avgvi AvZ¥wek̂vm GZB K‽g ‼M‽Q ‼h ‼Kvb wKQz Ki‽Z Avi 

mvnm cvBbv 

C15 k~Y¨Zvi Abyf⁁wZ 0 t Avgvi g‽a¨ k~Y¨, duvKv ev Lvwj Lvwj jv‽Mbv 
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 1t gv‽S gv‽S Avgvi wfZiUv k~Y¨ ev Lvwj Lvwj jv‽M 

 2t k~Y¨Zvi Abyf⁁wZ Avgvi ‼fZ‽i me mgq KvR K‽i 

 3t Avgvi ‼fZ‽i Ggb Amn¨ k~Y¨Zv KvR K‽i hv KvD‽K 

‼evSv‽bv m¤¢e bv 

C16  g‽bv‽hv‽Mi 

NvUwZ 

0t Avgvi g‽bv‽hv‽M ‼Zgb ‼Kvb mgm¨v ‼bB 

 1t B`vwbs Avgvi g‽bv‽hv‽M mgm¨v n‽⁃Q 

 2t Avwg AvRKvj A‽bK wKQz‽ZB g‽bv‽hvM w`‽Z cviwQbv 

 3t g‽bv‽hv‽Mi NvUwZ Avgvi Rxebhvc‽b cÕvq me ‼‿‽ÎB Amyweav 

ˆZix Ki‽Q 

C17  wPšÍv I wm×všÍ 

‼bqvi mgm¨v 

0t wPšÍv Kivi ev wm×všÍ ‼bqvi ÿgZv Avgvi ¯^vfvweKB Av‽Q 

 1t B`vwbs g‽b n‽⁃Q Avwg Avi Av‽Mi gZ wPšÍv Ki‽Z ev wm×všÍ 

wb‽Z cviwQbv 

 2t wPšÍv Kivi ev wm×všÍ ‼bIqvi ‼ÿ‽Î Avgvi A‽bK mgm¨v n‽⁃Q 

 3t Avwg wPšÍv Kivi ev wm×všÍ ‼bqvi ‿gZv G‽Kev‽iB nvwi‽q 

‼d‽jwQ 

C18  KvR-K‽g©i MwZ 

K‽g hvIqv 

0t Avwg ¯^vfvweK fv‽eB Avgvi KvRKg© Pvwj‽q wb‽Z cviwQ 

 1t Avgvi KvRK‽g©i MwZ K‽g ‼M‽Q 

 2t Avwg ‼h Av‽Mi gZ KvR Ki‽Z cviwQbv Zv wb‽q Ab¨ivI K_v 

ej‽Q 

 3t B`vwbs ‼Kvb KvRKg© KivB Avgvi c‽‿ Am¤¢e n‽q `vwo‽q‽Q 

 

 

 

C19  mvgvwRK 

‼gjv‽gkvq 

AbvMÖn 

0t gvby‽li mv‽_ wgk‽Z ev K_v ej‽Z Avgvi Lvivc jv‽Mbv 

 1t gvby‽li mv‽_ wgk‽Z ev K_v ej‽Z Avgvi Avi ‼Zgb fvj 

jv‽Mbv 

 2t AvRKvj gvby‽li mv‽_ wgk‽Z ev K_v ej‽Z Avgvi G‽Kev‽iB 

fvj jv‽Mbv 

 3t gvby‽li mv‽_ wgk‽Z ev K_v ej‽Z Avgvi Ggb Kó nq ‼h 

Avwg G¸‽jv cÕvq eÛB K‽i w`‽qwQ 

C20 ~̀e©jZv I K¬vwšÍ 0t ~̀e©jZv ev K¬vwšÍ wb‽q Avgvi ‼Kvb mgm¨v ‼bB 

 1t Avwg Aí‽ZB `~e©j ev K¬všÍ n‽q cwo 
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 2t ~̀e©jZv ev K¬vwšÍi Kvi‽Y Avgvi KvRKg© Ki‽Z ‼ek Amyweav 

n‽⁃Q 

 3t Avwg GZ ‼ekx ~̀e©j ev K¬všÍ _vwK ‼h ‼Kvb wKQzB Ki‽Z cvwibv 

C21 ÿzavq cwieZ©b 0t Avgvi LvIqvi AvMÕn ¯^vfvweK Av‽Q 

 1t Av‽Mi Zzjbvq Avgvi ÿzav wKQzUv K‽g ‼M‽Q ev ‼e‽o ‼M‽Q 

 2t Av‽Mi Zzjbvq Avgvi ÿzav A‽bK K‽g ‼M‽Q ev ‼e‽o ‼M‽Q 

 3t Avgvi ÿzav GZUvB K‽g ‼M‽Q ev ‼e‽o ‼M‽Q ‼h GUv wb‽q Avwg 

ev Ab¨iv wPwšÍZ n‽q c‽o‽Q 

C22  22. IR‽bi 

cwieZ©b  

(IRb wbqš¿‽Yi 

‼Póv Qvov) 

0t Avgvi IRb Av‽Mi gZB Av‽Q 

 1t Av‽Mi Zzjbvq Avgvi IRb wKQzUv K‽g ‼M‽Q ev ‼e‽o ‼M‽Q 

 2t Avgvi IRb GZB K‽g ‼M‽Q ev ‼e‽o ‼M‽Q ‼h Zv Ab¨vivI 

j‿¨ Ki‽Q ev ej‽Q 

 3t Avgvi IRb GZUvB K‽g ‼M‽Q ev ‼e‽o ‼M‽Q ‼h GwU Avgvi 

¯^v‽ ’̄¨i Rb¨ SzuwK ˆZix K‽i‽Q 

C23 Ny‽gi cwieZ©b 0t Avgvi Nyg wb‽q ‼Kvb mgm¨v ‼bB 

 1t Av‽Mi Zzjbvq Avgvi Nyg wKQzUv K‽g ‼M‽Q ev ‼e‽o ‼M‽Q 

 2t Av‽Mi Zzjbvq Avgvi Nyg A‽bK K‽g ‼M‽Q ev ‼e‽o ‼M‽Q 

 3t Avgvi Nyg GZUvB K‽g ‼M‽Q ev ‼e‽o ‼M‽Q ‼h GwU Avgvi 

ˆ`bw›`b Rxeb hvÎv‽K gvivZ¡Kfv‽e ‿wZMÕ ’̄ Ki‽Q 

C24  ‽hØb (‼m‾) 

AvMÕ‽ni NvUwZ 

0t ‼hØb (‽m‾) wel‽q Avgvi AvMÕn ¯^vfvweK gvÎvqB Av‽Q 

 1t Av‽Mi Zzjbvq ‼hØb wel‽q Avgvi AvMÕn K‽g ‼M‽Q 

 2t ‼hØb wel‽q AvMÕn K‽g hvIqv wb‽q Avwg wPwšÍZ n‽q c‽owQ 

 3t AvRKvj ‼hØb wel‽q Avwg Avi ‼Kvb AvMÕnB ‼Ui cvBbv 

 

 

⁂ 

 

  

 
WHO (Five) Well-Being Index (1988 version) (in Bangla) 

গত দুআ সপ্তাহ ধরয অ঩নন কেভন ঄নুবফ েযরেন তা ঩াাঁচনি নফফৃনতয ভরধে কমনি অ঩নায ঄নুবূনতয সফরচরে োোোনে মাে, 
দো েরয কসনি ননরদে঱ েরুন। রক্ষ্ে েরুন কম,নম্বয মত কফন঱ হরফ তত কফন঱ বার থাো ননরদে঱ েরয।  
উদাহযণস্বরূ঩ঃ গত দুআ সপ্তাহ ধরয অ঩নন মনদ ঄রধেরেয কফন঱ সভে উৎপুল্ল এফং উৎসানহতরফাধ েরয থারেন, তাহরর ৩ 
করখা ঘরয নিে নচহ্ন নদন। 
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 গত দুআ সপ্তারহ সফসভে  কফন঱যবাগ 
সভে  

঄রধেরেয 
কফন঱ সভে  

঄রধেরেয েভ 
সভে  

ভারে ভারে  েখরনাআ না  

১ অনভ উৎপুল্ল এফং 
উৎসানহতরফাধ েরযনে  

 ৫   ৪  ৩   ২  ১  ০ 

২ অনভ ঱ান্ত এফং হারো কফাধ 
েরযনে  

 ৫   ৪  ৩   ২  ১  ০ 

৩ অনভ েভেক্ষ্ভ এফং সজীফ 
঄নুবফ েরযনে 

 ৫   ৪  ৩   ২  ১  ০ 

৪ সরতজ এফং অযারভয 
঄নুবূনত ননরে অনভ ঘুভ 
কথরে কজরগ উরেনে  

 ৫   ৪  ৩   ২  ১  ০ 

৫ অনভ মা নেেু ঩েন্দ েনয তা 
নদরে অভায দদননন্দন জীফন 
঩ূণে যরেরে 

 ৫   ৪  ৩   ২  ১  ০ 

 

Beck Hopelessness Scale (Beck) (in Bangla) 
 

GB cÕkœc‽Î 20wU Dw³/evK¨ Av‽Q| Avcwb cÕwZwU evK¨ mZK©Zvi mv‽_ co※b| evK¨¸wji ‼hwU Avcbvi g‽bi Ae ’̄v‼K 

(AvR‽Ki w`b ‼_‽K ïiæ K‽i MZ GK mßv‽n) mwVK fv‽e Zz‽j a‽i Z‽e ÓmZ¨Ó Gi Dci wUK (√) wPý w`b| wVK GKB 

fv‽e ‼h evK¨wU Avcbvi g‽bi Ae ’̄vi mv‽_ wgj‽Q bv Z‽e Òwg_¨vÓ Gi Dci wUK (√) wPý w`b| me‽k‽l cÕwZwU evK¨ 

wVKg‽Zv cov n‽q‽Q wK bv Zv ‼`‽L wbb| 

 

1. Avwg Avkv Ges Drmvn wb‡q fwel¨‡Zi A‡c¶vq AvwQ| mZ¨ wg_¨v 

2.  Avwg me Avkv ‼Q‽o w`‽qwQ KviY wb‽Ri fvj ‼Kvb wKQy Kivi Rb¨ Avgvi Avi wKQyB 

Kivi ‼bB| 

 mZ¨ wg_¨v 

3.  hLb Lvivc mg‽qi wfZi w`‽q hvB, ZLb Avwg eyS‽Z cvwi ‼h mgq memgq Lvivc 

hv‽e bv 

mZ¨ wg_¨v 

4.  `k eQi ci Avgvi Rxeb ‼Kgb n‽e Zv Avwg KíbvI Ki‽Z cvwi bv|  mZ¨ wg_¨v 

5. Avwg ‼hme KvR Lye ‼ekx Ki‽Z PvB, Zv ‼kl Kivi gZ h‽_ó mgq Avgvi Av‽Q| mZ¨ wg_¨v 

6.  ‼hme welq/KvR wb‽q Avwg DwØMœ _vwK Avwg Avkv Kwi ‼h fwel¨‽Z Avwg ‼mme wel‽q 

mdj ne| 

mZ¨ wg_¨v 

7. Avgvi g‽b nq Avgvi fwel¨Z AÛKviv⁃Qbœ |  mZ¨ wg_¨v 

8. Avwg mvaviYfv‽e GKRb fvM¨evb Ges Rxe‽bi fvj wRwbm¸‽jvi AwaKvskB GKRb 

mvaviY gvbyl A‽c‿v ‼ekx cvIqvi Avkv Kwi| 

mZ¨ wg_¨v 
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9. Avwg wekªvg ‼bqvi ‼Kvb my‽hvMB cvBbv Avi fwel¨‼Z ‼h cve Zv wek¦vm Kivi gZ 

‼Kvb KviYI ‼bB| 

 mZ¨ wg_¨v 

10. AZxZ AwfÁZv ¸‽jv Avgv‽K fwel¨‼Zi Rb¨ my›`ifv‽e ˆZix K‽i w`‽q‽Q| mZ¨ wg_¨v 

11.  Avwg Avgvi mvg‽b Avb‽›`i cwie‽Z© ïay wbivb›` ‽`wL|  mZ¨ wg_¨v 

12. hv Avwg ‼c‽Z PvB Zv cvIqvi ‼Kvb Avkv Avgvi bvB |  mZ¨ wg_¨v 

13. Avwg Avkv Kwi fwel¨‽Z Avwg eZ©gvb Ae ’̄vi ‼P‽q ‼ekx my‽L _vK‽ev| mZ¨ wg_¨v 

14. Avwg ‼h fv‽e PvB, ‼Kvb wKQzB ‼mfv‽e nq bv|  mZ¨ wg_¨v 

15. fwel¨Z m¤ú‽K© Avwg ‼ek Av ’̄vkxj| mZ¨ wg_¨v 

16. hv Avwg PvB Zv KL‽bvB cvB bv, ZvB wb‽Ri Rb¨ PvIqvUv ‼evKvgx|  mZ¨ wg_¨v 

17.  fwel¨‽Z Avgvi cÕK…ZB mywL/Z…ß nevi (A_©vr Avwg cÕK…Zc‽‿ mš`ó _vKe) m¤¢vebv 

LyeB Kg| 

 mZ¨ wg_¨v 

18.  fwel¨Z Avgvi Kv‽Q A¯có Ges AwbwðZ|  mZ¨ wg_¨v 

19.  Avwg Lvivc mg‽qi PvB‽Z fvj mg‽qi Rb¨ ‼ekx A‽c‿v Ki‽ev| mZ¨ wg_¨v 

20. ‼Kvb wKQz cvIqvi Rb¨ ‼Póv Kivi ‼Kvb gv‽b nq bv, KviY m¤¢eZt ‼mUv cvIqv hv‽e 

bv| 

 mZ¨ wg_¨v 

          

          Total : 
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Perceived Stress Scale 10 Item (In Bangla) 

 

wb‽`©kbvt 

 

wb‽Pi cÕ‽kœ DwjøwLZ AbyfzwZ Ges fvebv ¸‽jv MZ GK gv‡m Avcbvi g‼a¨ wK cwigv‽b N‽U‽Q Zv Wvb cv‽ki cvPwUi 

g‽a¨ Dchy³ N‽i wUK (X) wPý w`‽q wb‽`©k Kiæb|  

 

  KLbBbv A‡bKvs‡k

bv 

gv‡Sgv‡S cÖvqkB Nb Nb 

1 MZ GKgv‽m AbvKvw⁀‿Z ‼Kvb NUbvi Rb¨ Avcwb KZUzKz 

wech©¯Í wQ‽jb ? 

0 1 2 3 4 

2 MZ GK gv‽m Avcwb KZUzK zAbyfe Ki‽Z ‼c‽iwQ‽jb ‼h 

Avcbvi Rxe‽bi ¸iæZ¡c~Y© NUbv¸‽jv Avcwb wbqš¿Y Ki‽Z 

cvi‽Qbbv ? 

0 1 2 3 4 

3 MZ GK gv‽m Avcwb KZUzKz Nve‽o hvIqv Ges Pvc Abyfe 

K‽iwQ‽jb ? 

0 1 2 3 4 

4 MZ GKgv‽m Avcbvi e¨w³MZ mgm¨v¸‽jv wbqš¿‽bi ‼‿‽Î 

Avcwb KZUzKz AvZ¥wek¦vmx wQ‽jb?  

0 1 2 3 4 

5 MZ GK gv‽m Avcwb KZUzKz Abyfe K‽iwQ‽jb ‼h Pjgvb 

NUbv¸‽jv Avcbvi AbyKz‽j hv‽⁃Q ?  

0 1 2 3 4 

6 MZ GK gv‽m Avcwb KZUzKz Abyfe K‽iwQ‽jb ‼h Avcbvi 

hv KiYxq Zv Avcwb Ki‽Z cv‽ibwb ?  

0 1 2 3 4 

7 MZ GK gv‽m Avcwb Avcbvi Rxe‽bi weiw³/ wZ³Zv 

KZUzKz wbqš¿b Ki‽Z ‼c‽iwQ‽jb ?  

0 1 2 3 4 

8 MZ GK gv‽m Avcwb KZUzKz Abyfe K‽iwQ‽jb ‼h Avcwb 

me wKQzi E‽aŸ© ? (Avcbvi cÕvavb¨ ‼ewk) 

0 1 2 3 4 

9 MZ GKgv‽m wbqš¿‽bi evwn‽i hvIqv ‼Kvb NUbvi Rb¨ 

Avcwb KZUzKz ‼µvavwš^Z n‽qwQ‽jb ?  

0 1 2 3 4 

10 MZ GKgv‽m Avcwb KZUzKz Abyfe K‽iwQ‽jb ‼h Rxe‽bi 

RwUjZv ¸‽jv GZB eo ‼h Avcwb Zv AwZµg Ki‽Z 

cvi‽ebbv ?  

0 1 2 3 4 
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WECHSLER ABBREVIATED SCALE OF INTELLIGENCETM  

(Matrix Reasongin sub scale) 

 

4. Matrix Reasoning  
 
 

Start Point  
Administer Sample Items 
A and B first  
Ages 6-8: Item 1 
Ages 9-11: Item 5  
Ages 12-44: Item 7 
Ages 45-79: Item 5  
Ages 80-89: Item1 
 

 

 

Reverse Rule 
Ages 9-11 and Ages 45-79: 

Administer Items 1-4 in 

reverse sequence if score of 
0 on Item 5 or 6. 

Ages 12-44: Administer 

Items 1-6 in reverse 
sequence if score of 0 on 

Item 7 or 8. 

 

Discontinue Rule  
After 4 consecutive scores 

of 0 or after 4 scores of 0 
on 5 consecutive items 

 

 

  

 

 

Stop point  
Ages 6-8: After Item 28 
Ages 9-11: After Item 32 

Ages 12-44: No stop point 

Ages 45-79: After Item 32 
Ages 80-89: After Item 28 

 

 

Scoring Rule 
Items 1-35: 0 or 1 

 

 
Item  Response Options  

(Circle One)  

Score 

(0 

or1)  

 Item  Response Options  

(Circle One)  

Score 

(0 

or1)  

A. 1 *2 3 4 5 DK   18 *1 2 3 4 5 DK  

 

B. 1 2 3 4 *5 DK   19 *1 2 3 4 5 DK  

 

1 1 *2 3 4 5 DK   20 1 2 3 *4 5 DK  
 

2 1 2 3 *4 5 DK   21 1 2 3 4 *5 DK  

 

3 1 *2 3 4 5 DK   22 1 2 3 4 *5 DK  
 

4 1 2 3 *4 5 DK   23 1 *2 3 4 5 DK  

 

5 1 2 *3 4 5 DK   24 1 *2 3 4 5 DK  
 

6 *1 2 3 4 5 DK   25 *1 2 3 4 5 DK  

 

7 *1 2 3 4 5 DK   26 1 2 3 4 *5 DK  
 

8 1 2 *3 4 5 DK   27 1 2 3 *4 5 DK  

 

9 1 2 3 4 *5 DK   28 1 2 *3 4 5 DK  
 

10 1 2 3 4 *5 DK   29 1 2 *3 4 5 DK  

 

11 1 2 3 4 *5 DK   30 1 2 3 *4 5 DK  
 

12 1 *2 3 4 5 DK   31 *1 2 3 4 5 DK  

 

13 1 2 *3 4 5 DK   32 1 2 3 *4 5 DK  

 

14 *1 2 3 4 5 DK   33 1 *2 3 4 5 DK  

 

15 1 *2 3 4 5 DK   34 1 2 *3 4 5 DK  
 

16 1 2 3 *4 5 DK   35 1 2 3 4 *5 DK  

 

17 1 2 *3 4 5 DK           

 

             Total raw score  
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Beck Depression Inventory II (BDI-II) (in Bngla) 
‽eK wW‽cÕkb Bb‽f›Uwi Uz evsjv fvikb (wewWAvB Uz wewf) 

bvgt  

‰eevwnK Ae¯’vt 

eqmt  

wj½t 

‽ckvt 

wkÿvMZ ‼hvM¨Zvt 

wb‽`©kbvt GB cÕkœgvjvq 21 ai‽Yi wee⁂wZ Av‽Q| AbyMÕn K‽i cÕwZwU wee⁂wZ mZK©Zvi mv‽_ co※b| ‽h wee⁂wZ AvR‽Ki 

w`bmn MZ ỳB mßvne¨vcx Avcbvi Av‽eM ev Abyf~wZ‽K me‽P‽q fvjfv‽e eY©bv K‽i Zv evQvB Kiæb| Avcbvi 

evQvBK…Z wee⁂wZi evg cv‽ki cÕ`Ë b¤^i‽K ‼Mvj wPý w`b| hw` ‼Kvb MÕæ‽ci GKvwaK wee⁂wZ Avcbvi ‼ejvq mgvbfv‽e 

cÕ‽hvR¨ nq. Zvn‽j ‼mB MÕæ‽ci m‽e©v⁃P b¤̂‽i ‼Mvj wPý w`b| 16 bs MÕæc (Ny‽gi ai‽Y cwieZ©b mg~n) A_ev 18 bs 

MÕæc (iæwPi cwieZ©b mg~n) mn ‼Kvb MÕæc ‼_‽KB Avcwb GKvwaK wee⁂wZ evQvB Ki‽ebbv; G welqwU wbwðZ Kiæb| 

1. welYœZv (g‽bi AkvwšÍ ev 

`ytL‽eva) 

 

 

 0. Avwg mvaviYZt welYœ‽eva Kwibv| 

 1. Avwg ‼ekxifvM mgq welYœ‽eva Kwi| 

 2. Avwg me mgq welYœ _vwK| 

 3. Avwg GZ welYœ ev AmyLx ‼h Avwg Zv mn¨ Ki‽Z cviwQbv 

2. nZvkv  

 0. Avwg Avgvi fwel¨Z m¤ú‽K© wbivk bB| 

 1. Avwg Avgvi fwel¨Z m¤ú‽K© Av‽Mi ‼P‽q ‼ekx wbivk ‽eva Kwi|  

 2. Avgvi ‼Kvb mgm¨v mgvavb n‽e e‽j Avwg Avkv Kwibv| 

 3. Avwg Avgvi fwel¨Z m¤ú‽K© nZvk Ges g‽b nq Zv ïayB Lvivc n‽e| 

3. AZxZ e¨_©Zv  

 0. Avwg wb‽R‽K e¨_© g‽b Kwibv|  

 1. Avgvi hZUv mdj nIqv DwPZ wQj Avwg Zv n‽Z e¨_© n‽qwQ| 

 2. Avwg hLb AZx‽Zi K_v wPšÍv Kwi ZLb Avgv‽K e¨_© e‽j g‽b nq|  

 3. Avwg g‽b Kwi GKRb e¨w³ wnmv‽e Avwg m¤ú~Y© e¨_©| 

4. Avb›` nviv‽bv  

 0. Av‽M ‼hme wel‽q Avb›` ‼cZvg GL‽bv ‼mme wel‽q ‽ZgbB Avb›` cvB| 

 1. ‽Kvb wel‽q Av‽M ‼hgb Avb›` Dc‽fvM KiZvg GLb ZZUv Kwibv|  

 2. ‼hme welq Avwg Av‽M Dc‽fvM KiZvg ‼mme ‼_‽K GLb LyeB Kg Avb›` cvB|  

 3. ‼hme Avwg Av‽M Dc‽fvM KiZvg GLb ‼mme ‼_‽K ‼Kvb Avb›`B cvBbv| 

5. Aciva ‽eva  

 0. Avwg D‽jøL Kivi gZ ‼Kvb Aciva ‼eva Kwibv| 

 1. hv K‽iwQ ev Kiv DwPZ wQj Zvi A‽bK wKQz wb‽q Avwg Aciva ‽eva Kwi|  

 2. AwaKvsk mgq Avwg ‼ek Aciva‽ev‽a fzwM 

 3. Avwg mgq Aciva ‼ev‽a fzwM 

4. kvw Í̄i Abyf~wZ  

 0. Avwg g‽b Kwibv ‼h, Avwg Aciv‽ai Rb¨ kvw Í̄ ‼fvM KiwQ| 

 1. Avwg g‽b Kwi Avwg kvw Í̄ ‼c‽Z cvwi| 

 2. Avwg g‽b Kwi Avgvi kvw Í̄ cvIqv DwPZr|  

 3. Avwg g‽b Kwi Avwg Aciv‽ai kvw Í̄ cvw⁃Q| 
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4. wb‽R‽K AcQ›`  

 0. wb‽R‽K Avwg me mgq ‼hiKg g‽b KiZvg GL‽bv ‽Zgwb g‽b Kwi|  

 1. Avwg Avgvi AvZ¥wek^vm nvwi‽q ‼d‽jwQ| 

 2. Avwg wb‽Ri e¨vcv‽i nZvk| 

 3. Avwg wb‽R‽K AcQ›` Kwi|  

4. AvZ¥mgv‽jvPbv 0. Avwg ¯̂vfvwe‽Ki ‼P‽q AwaK gvÎvq wb‽Ri mgv‽jvPbv ev wb‽R‽K ‼`vlv‽ivc 

Kwibv|  

 1. Avwg Av‽Mi ‼P‽q AwaK gvÎvq wb‽Ri mgv‽jvPbv Kwi| 

 2. Avwg Avgvi me ‼`vl-ÎæwUi Rb¨ wb‽Ri mgv‽jvPbv Kwi| 

 3. Lvivc hv wKQz N‽U Zvi Rb¨ Avwg wb‽R‽K ‼`vlv‽ivc Kwi| 

  

4. AvZ¥nZ¨vi wPšÍv ev B⁃Qv 0. Avwg AvZ¥nZ¨vi ‼Kvb wPšÍvB Kwibv| 

 1. Avgvi AvZ¥nZ¨vi wPšÍv Av‽Q wKš` GiKg wKQz Ki‽evbv|  

 2. Avwg AvZ¥nZ¨v Ki‽Z PvB| 

 3. my‽hvM ‼c‽jB Avwg AvZ¥nZ¨v Ki‽ev| 

5. Kvbœv  

 0. Avwg ¯̂fvwe‽Ki ‼P‽q ‼ekx Kuvw`bv| 

 1. Avwg ¯̂vfvwe‽Ki ‼P‽q ‼ekx Kuvw`| 

 2. cÕwZwU ‼QvU-LvU e¨vcv‽iB Avwg ‼Ku‽` ‼dwj| 

 3. Avgvi Lye ‼ekx Kvbœv Av‽m wKš` Kuv`‽Z cvwibv|  

6. Aw ’̄iZv  

 0. Avwg ¯̂vfvwe‽Ki ‼P‽q ‼ekx Aw ’̄i bB| 

 1. Avwg ¯̂vfvwe‽Ki ‼P‽q ‼ekx Aw ’̄i ev wePwjZ ‼eva Kwi| 

 2. Avwg GZB Aw ’̄i ev wePwjZ ‼h wb‽R‽K wVK ivLv KwVb n‽q hvq| 

 3. Avwg GZUvB Aw ’̄i ev wePwjZ nB‽h, Avgv‽K cvqPvwi ev ‼Kvb wKQz Ki‽Z nq|  

  

7. AvMÕn nviv‽bv 0. Avwg Ab¨ e¨w³ ev Kv‽Ri e¨cv‽i AvMÕn nvivBwb| 

 1. Avwg Ab¨ e¨w³ ev welq m¤ú‽K© Av‽Mi g‽Zv AvMÕn cvBbv|  

 2. Avwg Ab¨ e¨w³ ev welq m¤ú‽K© AvMÕn A‽bKUvB nvwi‽q ‼d‽jwQ|  

 3. Avwg ‼Kvb wKQz‽Z G‽Kev‽iB AvMÕn cvBbv|  

8. wm×všÍnxbZv  

 0. Avwg Av‽Mi gZB wm×všÍ wb‽Z cvwi| 

 1. Av‽Mi ‼P‽q eZ©gv‽b wm×všÍ ‼bqvUv Avgvi Rb¨ ‼ekx KwVb g‽b nq|  

 2. Av‽Mi ‼P‽q eZ©gv‽b wm×všÍ ‼bqvUv Avgvi Rb¨ A‽bK ‼ekx KwVb g‽b nq|  

 3. Avwg ‼Kvb wm×všÍ wb‽Z cvwibv|  

9. g~j¨nxbZv  

 0. Avwg wb‽R‽K g~j¨nxb g‽b Kwibv| 

 1. Avwg wb‽R‽K Av‽Mi g‽Zv g~j¨evb I cÕ‽qvRbxq g‽b Kwibv| 

 2. A‽b¨i Zyjbvq wb‽R‽K ‼ekx g~j¨nxb g‽b nq|  

 3. Avgvi wb‽R‽K m¤ú~Y© g~jnxb g‽b nq|  

10. kw³nxbZv  

 0. Av‽Mi gZB Avgvi ejÑkw³ Av‽Q 

 1. Av‽Mi ‼P‽q Avwg Kg ej kw³ cwvB 

 2. A‽bK wKQz Kivi g‽Zv cÕ‽qvRbxq ej kw³ Avgvi ‼bB| 
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 3. ‽Kvb wKQzB Kivi g‽Zv Avgvi h‽_ô ej kw³ ‼bB| 

11. Ny‽gi Af¨v‽m cwieZ©b  

 0. Avgvi Ny‽gi Af¨v‽m ‽Kvb cwieZ©b nqwb  

 1K. ¯^vfvwe‽Ki ‼P‽q Avwg ‼ekx NygvB 

 1L. ¯^vfvwe‽Ki ‼P‽q Avwg Kg NygvB 

 2K. ¯^vfvwe‽Ki ‼P‽q Avwg A‽bK ‼ekx NygvB 

 2L. ¯^vfvwe‽Ki ‼P‽q Avwg A‽bK Kg NygvB 

 3K. Avwg w`b I iv‽Zi ‼ekxifvM mgqB NygvB 

 3L. ¯^vfvweK mgqi 1-2 N›Uv Av‽MB GLb Avgvi Nyg ‼f‽O hvq Ges Avi Nygv‽Z 

cvwibv 

12. wLUwL‽U ‼gRvR  

 0 Avgvi ‼gRvR ¯^vfvwe‽Ki ‼P‽q ‼ewk wLUwL‽U bq 

 

 1. Avgvi ‼gRvR ¯^vfvwe‽Ki ‼P‽q ‼ekx wLUwL‽U _v‽K 

 2. Avgvi ‼gRvR ¯^vfvwe‽Ki ‼‽P‽q A‽bK ‽ekx wLUwL‽U _v‽K 

 3. Avgvi ‼gRvR me mqB wLUwL‽U _v‽K  

13. Lvevi iæwPi cwieZ©b  

 0. Avgvi Lvevi iæwPi ‼Kvb cwieZ©b nqwb 

 1K. Avgvi iæwP ¯^vfvwe‽Ki PvB‽Z wKQzUv K‽g ‼M‽Q  

 1L. Avgvi iæwP ¯^vfvwe‽Ki PvB‽Z wKQzUv ‼e‽o ‼M‽Q| 

 2K. Avgvi iæwP c~‽e©i PvB‽Z ‼ek Kg 

 2L. ¯^vfvwe‽Ki PvB‽Z Avgvi iæwP A‽bK ‼ekx ‼e‽o ‼M‽Q 

 3K. Avgvi ‼Kvb iæwPB bvB 

 3L. mvivÿY Avgvi ‼L‽Z B⁃Qv K‽i 

14. g‽bv‽hv‽Mi mgm¨v   

 0. Avwg Av‽Mi gZB g‽bv‽hvM w`‽Z cvwi 

 1. Avwg Av‽Mi gZ g‽bv‽hvM w`‽Z cvwibv 

 2. ‽Kvb wel‽q ‽ekxÿY g‽bv‽hvM a‽i ivLv Avgvi Rb¨ KwVb nq 

 3. Avwg ‼Kvb wKQz‽ZB g‽bv‽hvM w`‽Z cwibv| 

15. K¬vwšÍ ev Aemv`  

 0. Avwg ¯^vfvwe‽Ki PvB‽Z AwaK K¬vwšÍ ev Aemv` ‼eva Kwibv 

 1. Avwg ¯^vfvwe‽Ki PvB‽Z AwaK K¬vwšÍ ev Aemv` ‼eva Kwi 

 2. Avwg GZ K¬všÍ I Aemv`‽eva Kwi ‼h Av‽Mi g‽Zv A‽bK KvR Ki‽Z cvwibv 

 3. Avwg GZ ‼ekx K¬vwšÍ I Aemv` ‽eva Kwi ‼h, AwaKvsk KvRB Av‽Mi gZ Ki‽Z 

cvwibv  
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16. ‽hØb wel‽q AvMÕn nviv‽bv  

 0. m¤úªwZ ‼hØb wel‽q Avgvi AvMÕ‽ni ‼Kvb cwieZ©b nqwb 

 1. Av‽Mi PvB‽Z ‼hØb wel‽q Avwg Kg AvMÕn Abyfe Kwi 

 2. eZ©gv‽b Avgvi ‼hØb AvMÕn A‽bK K‽g ‼M‽Q 

 3. Avwg ‼hØb AvMÕn cy‽ivcywi nvwi‽q ‼d‽jwQ 

17. wLUwL‽U ‼gRvR  

 0. Avgvi ‼gRvR ¯^vfvwe‽Ki ‼P‽q ‼ewk wLUwL‽U bq 

 1. Avgvi ‼gRvR ¯^vfvwe‽Ki ‼P‽q ‼ewk wLUwL‽U _v‽K 

 2. Avgvi ‼gRvR ¯^vfvwe‽Ki ‼P‽q ‼ekx wLUwL‽U _v‽K 

 3. Avgvi ‼gSvR me mgqB wLUwL‽U _v‽K 

18. Lvevi iæwPi cwieZ©b  

 0. Avgvi Lvevi iæwPi ‼Kvb cwieZ©b nqwb 

 1.K. Avgvi iæwP ¯^vfvwe‽Ki PvB‽Z wKQzUv K‽g ‼M‽Q 

 1.L. Avgvi iæwP ¯^vfvwe‽Ki PvB‽Z wKQzUv ‼e‽o ‼M‽Q 

 2.K. Avgvi iæwP c~‽e©i PvB‽Z ‼ek Kg 

 2.L. ¯^vfvwe‽Ki PvB‽Z Avgvi iæwP A‽bK ‼ekx ‼e‽o ‼M‽Q  

 3.K. Avgvi ‼Kvb iæwP bvB 

 3L. mvivÿY Avgvi ‼L‽Z B‽⁃Q K‽i 

19. g‽bv‽hv‽Mi mgm¨v  

 1. Avwg Av‽Mi gZB g‽bv‽hvM w`‽Z cvwi 

 2. Avwg Av‽Mi gZ g‽bv‽hvM w`‽Z cvwibv 

 3. ‽Kvb wel‽q ‽ekxÿY g‽bv‽hvM a‽i ivLv Avgvi Rb¨ KwVb nq 

 3. Avwg ‼Kvb wKQz‽ZB g‽bv‽hvM w`‽Z cvwibv 

20. K¬vwšÍ ev Aemv` 0. Avwg ¯^vfvwe‽Ki PvB‽Z AwaK K¬vwšÍ ev Aemv` ‼eva Kwibv  

 1. Avwg ¯^vfvwe‽Ki PvB‽Z AwaK K¬vwšÍ ev Aemv` ‽eva Kwi 

 2. Avwg GZ K¬vwšÍ I Aemv` ‼eva Kwi ‼h Av‽Mi g‽Zv A‽bK KvR Ki‽Z cvwibv 

 3. Avwg GZ ‼ekx K¬vwšÍ I Aemv` ‼eva Kwi ‼h, AwaKvsk KvRB Av‽Mi g‽Zv Ki‽Z 

cvwibv 

21. ‽hØb wel‽q AvMÕn nviv‽bv  0. m¤úªwZ ‼hØb wel‽q Avgvi AvMÕ‽ni ‼Kvb cwieZ©b nqwb 

 1. Av‽Mi PvB‽Z ‼hØb wel‽q Avwg Kg AvMÕn Abyfe Kwi 

 2. eZ©gv‽b Avgvi ‼hØb AvMÕn A‽bK K‽g ‼M‽Q 

 3. Avwg ‼hØb AvMÕn cy‽ivcywi nvwi‽q ‼d‽jwQ 
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