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ABSTRACT 

Background: Impaired mental health conditions in the workplace reduce the productivity of the 

workers, officials and organization as well. In Bangladesh, currently, more than four million 

workforces involved in garments factories and these workplaces concentrated mainly in Dhaka 

and Chittagong. This female predominant sector contributes more than 80% of export in our 

country. Psychological wellbeing, Stress and Depressive illness negatively influence the 

productivity of garments personal. There are several local pieces of research conducted in past to 

explore specific issues of mental health of garments workers only. The objective of the study is 

to assess the mental health status of the garments factory personnel including officials, 

supervisors and workers in a quantitative manner. Methods: This cross-sectional study 

conducted among 300 participants of 06 different garments factories located in Dhaka and 

Chittagong district. The data collected with the help of 1) Sociodemographic questionnaire 2) 

Depression Anxiety and Stress Scale (DASS-21) 3) Brief COPE scale 4) Psychological 

wellbeing scale 5) Lam Employment Absenteeism and presentism Scale (LEAPS) and the 

statistical analysis was done by SPSS 16 version. The DASS-21, Brief COPE and Psychological 

wellbeing scales are locally adapted and validated scales along with good psychometric 

properties.  Results: The overall mean of the total psychological wellbeing score of garments 

employee found 212.12 and among them, 28.3% were below the normal mean score (normal 

mean 216). The 23.3% (n=70) of garments personnel having at least one or more mental health 

conditions like depression, anxiety or stress. The mean score of maladaptive coping techniques is 

20.99 (normal mean 30) and the mean scores of adaptive coping techniques are 50.88 (normal 

mean 40). The study also found that 16% of the employee having presentism and 18% showed 

absenteeism (within the last 02 weeks of the interview).  
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It revealed that for personnel who have been suffering from depression; anxiety and stress, their 

total psychological wellbeing mean score and productivity are significantly (p<0.001) lower than 

healthy colleagues. The adaptive stress-coping positively (correlation coefficient= 0.590) and 

maladaptive stress-coping inversely (correlation coefficient= - 0.300) correlated with total 

psychological wellbeing. The employee who practices maladaptive stress coping, having 

significant (p<0.001) lower productivity than their counterpart and such type of stress coping 

significantly (p<0.001) higher among the low-income group comparing others.  Conclusion: The 

study found that productivity is influenced by the mental health conditions of the employee of 

Bangladeshi garments. So, the provision of mental health assessment and care in the garments 

sector can play the role to raise the productivity of garments personnel.  
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INTRODUCTION 

Mental health is an important determinant of the wellbeing of a person and mental health issues 

negatively influence a person's personal, social and professional life. Bangladesh is a lower-

middle-income country of almost 17 million people, where national growth hugely depends on 

the garments sector. After the Rana Plaza disaster, the western part of the globe has been forcing 

Bangladesh to ensure health and safety in the garments sector and since then most of the local 

garment factories following the compliance guideline. In midst of physical health compliance 

practice, mental health is the area that is unnoticed by the policymakers in this garments sector. 

But this issue has a great impact on the productivity of the worker, officials or overall 

organization. Currently, there are no available local pieces of evidence of Bangladesh that 

depicts the mental health status of garments personnel though various researches conducted in 

South East Asia and other parts of the world in this regard. With this view, the researcher 

segmented the mental health concept into four domains: Psychological wellbeing, Stress coping 

ability, Common mental issues (Depression, Anxiety and Stress) and Productivity based on the 

World Health Organization's (WHO) mental health definition. Following sections will be 

discussed in detail on these four phenomena for better conceptualization before reaching overall 

study design, findings and relevant discussion.  

BACKGROUND OF THE STUDY 

The history of mental health has been evolving from the concept of the demonic procession and 

Freudian psychoanalysis (an interview technique to detect the remote cause of existing mental 

abnormality and intervene accordingly) to the era of deinstitutionalization or 

psychopharmacology and neuroscientific approach (GUEVARA, 1961). Nowadays, with the 
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advancement of brain research, it is evident that complex neural circuits conduct mental 

functions and, on the whole, the brain is the seat of the mind (Saleh Uddin & Mashrur Ahmed, 

2016). Humane behavior is the complex bidirectional interaction of gene and the environment 

(Rey, Bella-awusah, & Liu, 2015). Though the concept of mind or mental activity hypothesized 

in a different part of the globe (Asia, Europe, Arica), Europe is the forerunner of the emergence 

of brain research, behavioral science and modern mental health concept. The modern concept of 

mental health was evolved after 1946 and "mental hygiene" was first appeared in English 

literature in 1843 (Bertolete, 2008). Mental hygiene refers to all the activities and techniques 

which encourage and maintain mental health.  The first mental health international conference 

was held in 1948 organized by the British Association of Mental Hygiene and at the end of the 

conference, the "mental hygiene" terminology was replaced by "mental health" (Bertolete, 2008). 

The journal of psychiatry first published in the USA and UK in the early nineteenth century and 

the American Psychology Association (APA) and American Psychiatrist association also 

established in the same decade. In a nutshell, it can be said that the nineteenth century is the era 

of modern mental health practice in the world, which started to evolve since the eighteenth 

century.  

The World Health Organisation (WHO) defines mental health as “A state of well-being in which 

an individual realizes his or her own abilities, can cope with the normal stresses of life, can work 

productively and is able to make a contribution to his or her community. WHO globally assess 

mental health by observing four specific domains in countries and these are: a) effective 

leadership and governance b) comprehensive, integrated, responsive mental health care service 

(community-based) c) Promotive and preventive strategies d) Information, evidence and research 

(WHO, 2017). Among all members of WHO, 72% of countries having national mental health 
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plan or policy (WHO, 2017). Globally, 1% of health workers involved in mental health and 

among these worker s, 8% psychiatrist, 7% psychologist, 3% social worker, 1.5% occupational 

therapist, 43% nurses and 33% others (WHO, 2015). Authorities invest in mental health 2USD 

for each person in low and middle-income countries and 50USD in high-income countries 

(WHO, 2015). Regarding promotive strategies of mental health, the majority of measures by the 

global community focused on awareness program (40%) and among the other leading measures, 

suicide prevention and school mental health are prevalent (22%) (WHO, 2017).    

In the British period (before 1947), the first mental health service in Bangladesh was built near 

the Central Jail, Dhaka and in 1957 Mental hospital, Pabna was established(S. M.Yasir Arafat, 

2019). The central institution of mental health service, training, and research are the National 

Institute of Mental Health (NIMH), Dhaka which was built in 1992(S. M.Yasir Arafat, 2019). In 

Bangladesh, school science textbooks having very little information about basic mental health 

concept than physical health and in medical graduation mental health teaching and training is 

negligible in comparison with other medical disciplines (Uddin, 2020; Arafat et al., 2016). Even 

psychiatric nursing in graduation training has the same flaws like less teaching span like medical 

graduation, recently post-graduation nursing course launched for specialized training on mental 

health nursing (Arafat, 2019;Uddin, 2020). In 1956, "Psychology" as a graduation course was 

started first in Bangladesh in Rajshahi University and later in Dhaka University, Chittagong 

University and Jagannath University consecutively (Sufi et al, 2015). In Bangladesh for every 

100000 population, the total number of the psychologist is 0.13 and psychiatrists is 0.12 and for 

this huge 16 billion peoples' country, the total number of mental health professionals are 1893 

(WHO, 2017).  
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Reviewing the overall mental health concept from ancient period to modern practices, the 

researcher considered the WHO mental health definition and its four components as the 

fundamental basis or concept of this study.  

 

STATEMENT OF THE PROBLEM 

Mental health of garments personnel in Bangladesh 

Due to poverty many rural female migrate from village to city which causes stress, anxiety, 

restlessness and depression and there should be health and wellbeing intervention to keep them 

healthy (Akhter et al., 2017). A study conducted among garments worker revealed that, 15% of 

the workers suffer anxiety, depression and sleep disorder and psychosocial factors significantly 

correlated to these mental health conditions (Nahian, Rahat, & Yesmin, 2021). Intimate Partner 

Violence (IPV) and workplace violence (WPV) work as risk factors to develop depressive 

symptoms among female garments worker (Parvin, Mamun, Gibbs, Jewkes, & Naved, 2018). 

Apart from mental health issues, RMG workers also suffer from musculoskeletal pain, headache, 

fever and abdominal pain ( Hasan et al., 2021). In the RMG factories, there are few gaps in 

health care system and these are: lack of skill and qualification among nurses, less attention to 

health education and promotion, lack of updated clinic facilities according to need, weakness in 

health care management and insufficiency to respond emergency health condition (BSR, 2014).  

Unfortunately there is lack of evidences of other employees like supervisors, managers or owners 

of RMG regarding mental health issues in Bangladesh.  
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Mental health service in garments in Bangladesh 

According to Universal Declaration for Human Rights (UDHR) healthy workplace is a 

foundational right for the workers (Mia et al., 2020). A system called, “Health Enables Return 

(HER)” which provides a group of health and financial service in garments and can effectively 

raise the knowledge and help seeking behaviour in garments factories (Chace Dwyer, Hossain, 

Bajracharya, & Jain, 2021). The introduction psychosocial counselors at workplace improve the 

mental health situation in factories (Khan, 2019). Counseling service can reduce workplace 

harassment among female workers of garments industries (Zaman, 2020). In the low resourced 

countries like Bangladesh, telepsychiatric services (mobile phone based psychotherapy, 

treatment of mental disorders) could be a good option to provide mental health service (Akhter et 

al., 2017). The facility of maternity leave for the unconfirmed female employee provides social 

and economic security and act as protective factor developing mental health issue like depression 

(Roy & Rikta,2008.). Reviewing these local evidences regarding mental health interventions, it 

seems that there is no uniform mental health service throughout the country which explores, 

detects and provides mental health support to RMG employees of Bangladesh.  

Impact of mental health issues on productivity of Bangladeshi garments 

Workplace mental health is directly link with productivity of employee and the organization as 

well. Though there are available global evidences regarding impact of mental health issues over 

productivity, yet there is gap of researches which explored this important aspect which is crucial 

for the growth for the RMG sector in this competitive global market.  
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.SCOPE OF THE STUDY 

In Bangladesh the majority of the garments are located in Dhaka and Chittagong and a huge 

manpower of diverse disciplines work in concert here to achieve the targets of the buyers of 

different countries. Besides, the quality of excellence among different garments industries is 

predominantly located in these two areas of Bangladesh. Moreover, the awareness of relevant 

stakeholders, policy makers and owners of the industries are one of the key factors which act as a 

persistent force to conduct such type of research in these locations. Furthermore, the employees 

of all categories are also cooperative to be involved in such scientific exploration which could be 

an encouraging issue for any researcher. Overall, the positive attitude of the garments authority 

and employee along with huge number of quality garments factories are the major areas which 

encourages assessment process from any context.  

PRACTICAL CONTRIBUTION 

The study will be able to provide a baseline data regarding predominant mental health disorders, 

psychological wellbeing condition, stress coping abilities and productivity status of garments 

personnel of Bangladesh. It can be exemplified by the availability of frequency or percentage of 

the disorders like depression, anxiety and stress and will also provide the pattern of healthy and 

unhealthy stress coping techniques that are adopted by the employees. Moreover it will provide 

the information about the productivity in the form of absenteeism and presentism among 

employee which is related to those above mentioned mental health conditions also. Furthermore, 

the owner, policy makers or government can take national initiative to install mental health 

service uniformly throughout the country so that the strong contribution of garments sector could 

be sustained more efficiently by ensuring wellbeing of the employee.  
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This study will not only provide the data for the stakeholders, it will also guide the mental health 

researcher to search for the possible associative or causal factors behind the mental health 

conditions from qualitative and quantitative perspective. Even can allow researchers to conduct 

such research in broader area or sample for reviewing the overall findings whether aligned or 

different from this study and help to identify the gaps in existing research also. In the long run, 

the pooled research outcome will enable all the relevant professionals to reach a consensus to 

develop a evidence based mental health guideline for Bangladeshi garments as a whole.   
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DEFINITION OF THE KEY TERMS 

 

Mental health:  

Mental health is a state of well-being in which an individual realizes his or her own abilities, can 

cope with the normal stresses of life, can work productively and is able to make a contribution to 

his or her community (WHO, 2017). 

Psychological wellbeing:  

The concept of wellness or psychological wellbeing include six dimensions of wellness are: 1) 

Autonomy (ability to resist social pressures and to make and pursue one's own decision), 2) 

Environmental mastery (the capacity to effectively manage one's life and the surrounding world), 

3) Personal growth (individual's sense of continued growth and development as a person as well 

as openness to new experiences), 4) Positive relations with others (the ability to have warm 

satisfying and trusting relationships with others), 5) Purpose in life-is the belief that one's life is 

purposeful ad meaningful and 6) Self-acceptance (being able to have a positive evaluation of 

one's past life) (Joria & Mehta, 2013).  

Depression: 

Depression is a common mental disorder that presents with depressed mood, loss of interest or 

pleasure, decreased energy, feelings of guilt or low self-worth, disturbed sleep or appetite, and 

poor concentration (WHO, 2012).  The Diagnostic Statistical Mannual-5 outlines Depressive 

Disorder or Major Depressive Disorder (MDD) the following criterion to make a diagnosis and 

these are : 1. Markedly diminished interest or pleasure in all, or almost all, activities most of the 

day, nearly every day,  2. Significant weight loss when not dieting or weight gain, or decrease or 
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increase in appetite nearly every day, 3. A slowing down of thought and a reduction of physical 

movement (observable by others, not merely subjective feelings of restlessness or being slowed 

down), 4. Fatigue or loss of energy nearly every day, Feelings of worthlessness or excessive or 

inappropriate guilt nearly every day, 5. Diminished ability to think or concentrate, or 

indecisiveness, nearly every day, 6. Recurrent thoughts of death, recurrent suicidal 

ideation without a specific plan, or a suicide attempt or a specific plan for committing suicide. 

The individual must be experiencing five or more symptoms during the same 2-week period and 

at least one of the symptoms should be either (1) depressed mood or (2) loss of interest or 

pleasure .Depressed mood most of the day, nearly every day (APA, 2017). 

. 

Anxiety:   

Anxiety is an emotion characterized by feelings of tension, worried thoughts and physical 

changes like increased blood pressure (APA) and excessive anxiety and worry (apprehensive 

expectation), occurring more days than for at least 6 months, about a number of events or 

activities (such as work or school performance) can be defined as Anxiety Disorder. (APA, 

2017) 

Stress: 

Stress is a usual phenomenon of daily life that acts as a tool of existence and may also influence 

negatively health.  Hans Selye stated that 'Stress is the nonspecific response of the body to any 

demand '(Butler, 1993). There are various definitions of stress and one of the common types is, 

“Imbalance between appraisal of environmental demand and individual resources “(Fong, 2008). 

https://www.psycom.net/suicide-warning-signs
https://www.psycom.net/suicide-warning-signs
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Another widely used definition of stress is “The reaction people may have when presented with 

work demands and pressures that are not matched to their knowledge and abilities and which 

challenge their ability to cope " (Anandi, Rajaram, Aravind, Sukumar, & Radhika, 2017).   

 

Stress coping: 

According to American Psychological Association, stress coping is an action, a series of actions, 

or a thought process used in meeting a stressful or unpleasant situation or in modifying one’s 

reaction to such a situation (APA, 2022).  

 

Productivity: 

The typical view of productivity is comparing the input with output and in another way, how 

well a system uses its resource to achieve a goal (Public Health England, 2015). The concept of 

productivity having two components and these are presentism and absenteeism. Presentism can 

be defined as decreased productivity and below-normal work quality when physically present at 

work" (Thompson et al., 2010).  On the other hand, absenteeism can be defined as the failure to 

report for scheduled work (Johns 2010). 

 

RATIONALE OF THE STUDY 

The available local studies exclusively conducted among garments worker rather than a different 

type of positions. It has been found that the garments worker suffers Depression and Anxiety 

(Mozumder, 2017). They have been facing different types and causes of stress like job 



25 
 

insecurity, bad behavior of a co-worker, communication problem, housing problem, attack by 

criminals, harassed by police, insufficient allocated time and inability to job demand and 

responsibility, poor working environment and sexual harassment (Begum, Ali, Hossain, & 

Shahid, 2011; Ornek & Sevim, 2018; Hoque, 2015). Female workers experience more stress than 

male and lower-income having a significant relation with stress (Dey & Rahman, 2017). 

Experience of Verbal and physical abuse is another dimension of stress factors found among 

garments workers (Siddiqi, 2003). The financial burden is also an important stress factor among 

them (Mozumder, 2017). Walkability (ability to walk as a means to reach garments or home) of 

garments worker is an important local issue having an impact on their quality of life (Shumi, 

Zuidgeest, Martinez, Efroymson, & Maarseveen, 2015). Most of the worker in Dhaka city having 

a low work-related quality of life (Islam et al., 2014). Among the survivors (garments workers) 

of the Rana Plaza disaster, 19.6% having poor quality of life following the incident (Alve, 2014). 

It has been found that absenteeism in garments workers is significantly correlated with employee 

stress and mental health condition (Hoque & Islam, 2003). A study observed that available 

psychosocial coinselor’s presence in job place reduced stress and anxiety among the workers 

(Khan & Islam, 2018).  

Though these studies explored different mental health domain individually, none included all 

domain of mental health altogether. Moreover, most of the previous studies conducted among 

garments worker only. With this view, the researcher explored quantifying the areas as a whole 

to visualize an overall status 
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RESEARCH QUESTIONS 

General: What is the status of the mental health of garments factory personnel in Bangladesh? 

Specific: 

1. What is the status of the overall psychological wellbeing of garments factory personnel in 

Bangladesh as assessed by psychological wellbeing, emotional wellbeing, work-related 

wellbeing, family wellbeing, social wellbeing, life satisfaction and physical wellbeing?  

2. Do garments factory personnel of Bangladesh suffer from Stress, Depression, and 

Anxiety? 

3. What are the stress-coping techniques (adaptive coping and maladaptive coping) applied 

by garments factory personnel in Bangladesh? 

4. What's the status of productivity of garments factory personnel of Bangladesh as assessed 

by presentism and absenteeism? 

5. Does the Psychological well-being of garments factory personnel have any association 

with Stress, Depression and Anxiety? 

6. Does the Psychological well-being of garments factory personnel of Bangladesh have any 

association with productivity (presentism and absenteeism)?  

7. Do coping techniques (adaptive and maladaptive) of garments factory personnel have any 

association with psychological wellbeing?  

8. Do coping techniques (adaptive and maladaptive) of garments factory personnel have any 

association with Stress, Depression and Anxiety? 

9. Do Stress, Depression, and Anxiety of garments factory personnel in Bangladesh 

associate with Productivity (presentism and absenteeism)?  
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10. Is there any association between coping techniques (adaptive and maladaptive) and 

productivity (presentism and absenteeism) among garments factory personnel of 

Bangladesh? 

11. Is there any association between socio-demographic variables of garments factor 

personnel of Bangladesh with Psychological wellbeing, depression, anxiety, stress, 

coping techniques (adaptive and maladaptive) and productivity (presentism and 

absenteeism)? 
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OBJECTIVES OF THE STUDY 

General: To assess the mental health status of garments factory personnel in Bangladesh 

Specific: 

1. To detect overall psychological wellbeing status (psychological wellbeing, emotional, 

work-related wellbeing, family wellbeing, social wellbeing, life satisfaction and physical 

wellbeing) of garments factory personnel in Bangladesh. 

2. To detect Depression, Anxiety and Stress of garments factory personnel in Bangladesh 

3. To identify the different types of Coping techniques (adaptive and maladaptive) applied 

by garments factory personnel in Bangladesh. 

4. To identify the Productivity status (Presentism and absenteeism) of garments factory 

personnel in Bangladesh. 

5. To detect any association between psychological wellbeing and Depression, Anxiety, 

Stress.  

6. To detect any association between psychological wellbeing and Productivity (presentism 

and absenteeism). 

7. To detect any association between depression, anxiety, stress and productivity 

(presentism and absenteeism). 

8. To detect any association between Stress coping techniques (adaptive and maladaptive) 

and psychological wellbeing . 

9. To detect any association between Stress coping techniques (adaptive and maladaptive) 

and depression, anxiety, stress. 

10. To detect any association between Stress coping techniques (adaptive and maladaptive) 

and Productivity (presentism and absenteeism). 
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To find any association between sociodemographic variables and psychological well-being, 

Depression, Anxiety, Stress, Stress Coping techniques and Productivity (absenteeism and 

presentism). 
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Chapter-2 
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LITERATURE REVIEW 

A. MENTAL HEALTH  

1.1 Mental health  

Mental health can be defined as, "'A state of well-being whereby individuals recognize their 

abilities, can cope with the normal stresses of life, work productively and fruitfully, and make a 

contribution to their communities" (WHO, 2003). It's a condition, subject to fluctuations due to 

biological and social factors, which enables the individual to achieve a satisfactory synthesis of 

his own potentially conflicting, instinctive drives; to form and maintain harmonious relations 

with others; and to participate in constructive changes in his social and physical environment 

(Bertolete, 2008). It also includes the conditions that may evolve problems or marked 

impairments in daily life which are called mental problems and or disorders.  Mental health 

problems may arise when a person is faced with a much larger stressor than usual and occur as 

an expected part of normal life and are not mental illnesses (Wei, McGrath, Hayden, & Kutcher, 

2017). When faced with these large stressors, everyone experiences strong negative emotions 

(such as sadness, grief, anger, demoralization, etc.) and these emotions are also accompanied by 

substantial difficulties in thought, physical and behavioral problems (Wei et al., 2017). Mental 

disorders are different from mental problems and the definition provided by different 

organizations in different ways though the core elements are similar. According to American 

Psychiatric Association, Mental illnesses are health conditions involving changes in emotion, 

thinking or behavior (or a combination of these). On the other side, the diagnostic manual of 

psychiatric disorder (APA, DSM5) defines mental disorder as, "A syndrome characterized by 

clinically significant disturbance in an individual's cognition, emotion regulation, or behavior 

that reflects a dysfunction in the psychological, biological or developmental processes 
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underlying mental functioning (APA, DSM5). It can be said that mental health status 

incorporates different inter-related domains like a person's well-being for a productive life, 

impaired health conditions for daily life stressors and specific clinical conditions having marked 

negative impact on functioning life.  

Mental health is a part of health condition and the newer concept of "Health" shifted from the 

earlier concept of "absence of disease or illness" to "wellness or wellbeing" of the person as a 

whole and eventually, World Health Organization (1948) declares health as "Physical, mental 

and social wellbeing, not merely absence of disease". Numerous studies revealed that persons 

having higher wellbeing status are predictive of their higher income, better health and positive 

events in life (Diener et al, 2002; Marks & Fleming, 1999; Danner et al, 2001; Magnus & 

Diener, 1991).  

 

1.2 Psychological wellbeing 

Wellbeing can be defined as, a dynamic state characterized by a balance between individuals 

need, ability, expectations and environmental demands and opportunities (Vijaya & Manjula, 

2012). Psychological well-being can also be defined as a positive mental state like happiness and 

the effective functionality of an individual (Deci & Ryan 2008). Happiness evolved from the 

"hedonic" concept of well-being and the "eudaimonic" model of wellbeing concept indicates 

effective functionality or purposefulness of work.  Recently the paradigm of research trends 

shifted from the concept of dysfunction or disorder to wellbeing or positive mental health. Other 

than the hedonic and eudaimonic model, there are other few concepts of psychological well-

being like Quality of Life and Wellness (Manderscheid et al., 2010). Carol Ryff later proposed 
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another concept of wellness which include six dimensions of wellness are: 1)Autonomy (ability 

to resist social pressures and to make and pursue one's own decision), 2) Environmental mastery 

(the capacity to effectively manage one's life and the surrounding world), 3) Personal growth 

(individual's sense of continued growth and development as a person as well as openness to new 

experiences), 4) Positive relations with others (the ability to have warm satisfying and trusting 

relationships with others), 5) Purpose in life-is the belief that one's life is purposeful ad 

meaningful and 6) Self-acceptance (being able to have a positive evaluation of one's past life) 

(Joria & Mehta, 2013).  

Another term used invariably when people talk about wellbeing is Quality Of Life (QOL). 

According to WHO the quality of life (QOL) can be defined as, "individual's perception of their 

position in life in the context of the culture and value systems in which they live and about their 

goals, expectations, standards and concern".  Another systematic review concluded that QOL can 

be defined as a measure of an individual's ability to function physically, emotionally and socially 

within his or her environment at a level consistent with his or her expectations (Church, 2004).   

There are various tools to assess psychological wellbeing globally to adolescent and adult age 

group. In a systematic review, Steptoe et al (2015) mentioned about 17 tools that can assess 

various domains of psychological wellbeing like positive affect, emotional awareness, 

interpersonal communication and personal adaptation. According to Winefield et al (2012), there 

are 99 measuring tools to assess an adult person's psychological wellbeing and the tools are 

focused on different areas like physical, mental, social, spiritual, personal etc. In Bangladesh, a 

psychometric tool is also available, which can assess psychological wellbeing based on seven 

domains like Psychological, Physical, Work-related, Family, Social, Emotional and Life 
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satisfaction (Haque  & Begum, 2005). The tool has good psychometric properties and can be 

applied in non-clinical subject to assess overall psychological wellbeing status. 

The issue of psychological wellbeing in the workplace has been developed last fifteen to twenty 

years as physical work converted to mental work and people more involved with mental activity; 

are more prone to develop psychological pressure more at work (Aryan & Kathuria, 2017). It is 

now evident from the research findings that, employees' wellbeing is directly linked with work 

performance (Alvi, 2017). It was found that the employees having high psychological well-being 

perform better in work (Taneva, 2016). Moreover, psychological wellbeing of employee and 

business outcome of the organization is correlated with each other (Harter et al, 2003; Wright & 

Cropanzano, 2004).  In another model of performance and workers wellbeing; authors proposed 

a model which is composed of three domain-like: 1) Job resource 2) Job demand and 3) 

Resources in life and they mentioned that job resource influence work performance and the latter 

two impacts on the wellbeing of employee (Darota et al, 2019). The researchers also found that 

job satisfaction and work performance is positively correlated with worker wellbeing and job 

control, trust, respect, recognition is significantly correlated with work outcome.  

 

1.3 Impact of mental health problems 

The global burden of mental health issues stands within the top ten non-communicable diseases 

(Kyu et al., 2018). Global Burden of Disease (GBD) implies epidemiological data like morbidity, 

mortality and risk factors to quantify the impact of any disease or injury. Disability Adjusted Life 

Year or DALY is a way to measure GBD by evaluating health loss due to illness or injuries 

(GBD collaborators, 2017). In 2017, among the leading diseases of DALY globally, depression 
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is in the eleventh position for women, self-harm is the sixteenth position of the list (GBD 

collaborators, 2017). In 2017, depressive disorder is the 3rd leading cause of disability in 

Bangladesh (healthdata.org). Like physical illness, mental disorders also cost a financial burden 

and an economic analysis by Canada shows that the expense for mental illness will be increased 

six times than now and could exceed 2.8 trillion AUD. In another study, it found that the Quality 

Of Life (QOL) of people having Severe Mental Illness (SMI) is worse than healthy population 

and here the quality of life includes: work, leisure, finance, living situation, safety, family, social 

life and health (including mental health) (Evans et al, 2006). Among different mental disorders, 

Depression and anxiety disorders are the top morbidities having a significant impact on the 

personal, social and economic domain of a person and his or her family (Hansson, 2002).  

 

1.4 Prevalence of mental disorders 

The lifetime prevalence of common mental disorder (CMD) all over the glove is 29.2% and the 

12-month prevalence is 17.6% (Steel et al., 2014). Women suffer more mood disorders 

(depression), anxiety disorder and male suffer more substance use disorder(Steel et al., 2014). In 

conflict-affected people, the prevalence of the common mental disorder is 22.1% and the 

disorders are depression, anxiety, post-traumatic stress disorder, bipolar disorder and 

schizophrenia. The lifetime prevalence of depression in the adult is 3-24.4% and higher 

prevalence in female (Netterstrom et al, 2008). Depression is the leading cause of economic 

burden and manageable mental health condition (Dietrich et al, 2012). It was predicted that by 

2020, depression will be the second leading cause of disability globally and among 60% of 

suicide globally, it is considered a major risk factor (Kazdin, 1981). 
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In an Indian study, the researchers found the prevalence of stress among residents is 26% (Sing 

et al, 2019). In another study among undergraduate students, the researcher found that the 

students experience stress 25% (Miron et al, 2019). A study conducted among a working group 

of people and revealed that 59% of them suffer stress (Weigner et al, 2015).  Many researchers 

explored depression, anxiety and stress altogether with the help of the psychometric DASS-21 

which can identify the presence of depression, anxiety and stress and at the same time can assess 

severity. Among young male student the prevalence of Depression 24.4%, Anxiety 20% stress 

18.5%, (Sahoo & Khess, 2010). Among medical students, the researcher found that they suffer 

from depression 39.2%, anxiety 34.5%, Stress 51.3% (Sharkar et al, 2017).  In another study 

among graduate and post-graduate students, authors observed that student suffers depression 

11.5%, anxiety 11%, and stress 10.5% (Sadiq et al, 2019). In a study among adults in Malaysia, 

the researcher found that the study population suffers from depression 20.5%, Anxiety 31.6%, 

Stress 10.1% (Rahman et al, 2017).  A research conducted among primary health care users and 

the analysis showed that, Depression in 40.52%, Anxiety in 43.48%, Stress in 45.06% (Apostolo 

et al, 2011). Though the evidence shows that there is a wide range of prevalence due to the 

sample characteristics and study design, still depression, anxiety and stress are the common 

morbidities of mental health.  

According to a systematic review, the prevalence of mental disorders among the people of 

Bangladesh is 6.5-31.0% and the prevalence in the adult is 16% and among children, adolescents 

are 18% (Hossain et al, 2014). The recently accomplished national mental health survey (2018-

2019) revealed that the overall prevalence of mental disorders in the adult is 16.8% and among 

children, adolescents are 13.6% (NIMH, 2020).  The survey also found that the prevalence of the 

depressive disorder is 6.7% and anxiety disorder is 4.5% among adult participants. Suicide is one 
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of the fatal outcomes of depressive disorders and 39% of global suicides occur in South East 

Asia (Ahmed et al, 2017).  

A. GARMENTS SECTOR 

The garments sector is the major area of the workforce who directly connected with national 

productivity and it's important to understand the readymade garments sector situation in 

Bangladesh  prior dig down their mental health scenario overall. 

1.1 Background  

An early landmark moment in the Industrial Revolution came near the end of the eighteenth 

century, when Samuel Slater brought new manufacturing technologies from Britain to the United 

States. Many of the mills and factories that sprang up in the next few decades, was powered by 

water, which confined industrial development to the northeast at first (Library of Congress, 

2018). The process of industrialization that pioneered by the UK in the eighteenth century 

gradually diffused all over the world (Tilly, 2009). Bangladesh started the exportation in the 

ready-made garments sector in late 1970 (Adnan, 2016). It is now a basket of wonder rather than 

a bottomless basket as mentioned by Henry Kissinger (Khan, 2009). 

1.2 Resources 

At present, 75 million people workers employed in industries globally (Chain, 2017.) and almost 

80% of workers are female (Clean Clothes Campaign, 2015).  According to BGMEA, in the 

2018-2019 session: the registered industries were 4621 though many of the researchers say that 

actually, it's around 6000 in total including other non-registered industries. Among the 4621 

industries, the total number of enlisted garments in the capital city Dhaka are 2960 (Adnan, 
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2016; Haider, 2007; Hoque, Debnath, & Sohel, 2006) and the majority (90%) of them are female 

workers. (Adnan, 2016 ; S. Hoque et al., 2006; Hoque et al., 2006).  Most of the garment’s 

factory concentrated in few areas of Bangladesh like Dhaka, Dhaka EPZ, Narayanganj, Gazipur 

industrial area, Chittagong and Chittagong EPZ(Rahman & Siddiquee, 2018).   

 

2.3 National growth 

Bangladesh, a south Asian country of 158.9 million people (Bangladesh Bureau of Statistics, 

2014) recently achieved the status of a low middle-income country(Snapshot & Overview, 

2010). The "Made in Bangladesh" tag of the readymade garments sector is now the symbol of 

the pride of Bangladesh which contributing a significant role in the economy of Bangladesh for 

the last two decades (Khan et al, 2015; Hasan et al., 2016). Along with China and Vietnam, 

Bangladesh surprisingly did exceptionally well during the post MFA period (Joarder et al, 2010) 

and currently the second-largest garments exporter to Europe (Wiig, 2018; BGMEA, 2020). 

Ready-made garments contributed 81.13% of total country export in 2016-2017 (Adnan, 2016; 

Development, 2018; Hasan et al., 2016) and in the 2018-2019 session, BGME data source shows 

its actually 84.21% of total export. It has been predicted that the contribution of the garment 

sector or manufacturing sector to GDP will be 40 per cent by 2020(Fitch et al., 2017). RMG 

exports have contributed $34.13 billion to Bangladesh's total export earnings in 2019, growing 

by 11.49% compared to last fiscal year. According to Export Promotion Bureau (EPB) data, the 

RMG sector has contributed total exports of $40.53 billion, growing by 10.55% in FY19. In the 

last 5 years, the RMG exports added additional 10 billion dollars to the export basket that means 

growing at a rate of on average 2 billion each year. Though the growth rate is impressive it is too 
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optimistic to reach the 50 billion marks by 2021 which is the target set by the government but not 

impossible (Ishaque & Akhter, 2019).  

 

C. MENTAL HEALTH AND WORKPLACE 

Work contributes to personal fulfillment, financial, social prosperity and one in five people 

experience mental health condition in the workplace (WFMH, 2017; Euro, 2014). Worker’s 

health, safety and wellbeing are the core concern of hundreds of millions of workers globally 

(WHO, 2010). In the mid-1970 Employee Assistance Program (EPA) was launched to assist the 

employee to combat their issues that influence their work performance, health and wellbeing. In 

the year 1993, Lowman proposed an integrated approach between clinical psychology and 

organizational psychology while exploring the dysfunctional employees (Sheron and Jayan, 

2013).  

A worker may have a mental illness before employment or during employment and a small 

portion of them need organizational support and a tiny part need ongoing workplace strategies 

(Australian Human Rights Commission, 2016). Poor mental health is an important issue that 

causing over 70 million lost working days each year (Mental health foundation, 2014).  Common 

mental health problem like depression, anxiety and stress cost 60 million lost working days per 

year in the UK (Knifton et al., 2011). Among the workplace managers, 50% think that no one in 

his workplace suffers mental health conditions (Blackdog Institute, 2016). The common mental 

health conditions like depression and anxiety costing Australian business about 11 billion dollars 

each year due to absenteeism, reduced work performance, increased turnover rate and 

compensation claims. Mental illness cost employers of the country like America by direct health 
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care costs and indirectly in the form of loss of productivity, absenteeism and disability costs 

(Brennan et al, 2016).  

The causes to develop mental health strategy in the workplace are: the healthy workplace is good 

for business, nobody is immune from a health condition or mental health conditions, it improves 

productivity, its constitutionally or legally bound obligation to provide a healthy and safe 

environment (Black Dog Institute, 2016). A mental health workplace supports the employer, 

employee and the company (WHO, 2010). Mental health promotion and prevention program is 

effective in the workplace when mental health and physical health measures provided together 

(cdc.gov). Job design, team factors, organizational factors, home-work conflict, individual bio 

psychosocial factors are the six risk and protective factors that influence mental health in the 

workplace (Harvey et al., 2014). In a systematic review, it was found that the return on 

investment (ROI) of workplace mental health intervention is significantly positive (Deloitte, 

2017). 

Reviewing the workplace mental health researches, it's evident that, workplace mental health is a 

crucial domain for the productivity of the organization and investing in this domain is cost-

effective. Depression, anxiety and stress are the three major areas to be prioritized in the 

workplace especially due to their high prevalence and great negative impact.  

 

2.2 Depression and anxiety in the workplace 

The workplace is one of the important areas which influence our mental health or wellbeing 

(WHO, 2017). Mental health problems such as major depressive disorder, anxiety disorder and 

psychological distress are common in working place and have an impact on the organization 
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through increased absenteeism, reduced presentism and increased expense (LaMontagne et al., 

2014; WHO, 2005). One in five people suffer mental health issues in the workplace and 

depression is the leading cause of disability and cause of lost productivity in the workplace 

(WHO, 2017). Depression, anxiety and stress-related problems occur in every six workers in job 

place (Seymour, 2010). Anxiety is a common mental health issue in the workplace (Chopra, 

2009). There is substantial evidence that workplace factor contributes to developing anxiety 

along with depression (Henderson, Harvey, Øverland, Mykletun, & Hotopf, 2012). In Canada, 

8.4% of the working population suffers anxiety-related problems (Dewa, 2003). People having 

stress in the workplace are more vulnerable to develop depression as a consequence which is 

correlated with presentism than absenteeism of worker or employee (Sandarson & Andrews, 

2006).  

The common feature of depressive disorders is a sad, empty or irritable mood that accompanied 

by somatic and cognitive changes which interfere with the persons daily functioning and these 

differ from one another on the cause, period and onset. Though the etiology is yet not specified, 

biological and psychosocial factors are responsible for developing depression (Netterstrøm et al., 

2008). Behavioral genetics supports that, risk of depression after a stressful situation is elevated 

among people who are at high genetic risk and diminished among those at low genetic risk 

(Talati, Weissman, & Hamilton, 2013). Many studies found that depression is one of the topmost 

prevalent disorders having a link with stress and the impairment due to depression is huge. In 

Canada, 29% of people having a history of depression reported reduced activities at work in 

comparison with 10% of people who didn't suffer from depression (Lam, Michalak, & Yatham, 

2009). In a study regarding global health metrics, the author mentioned that depression is one of 

the top ten non-communicable disorders (NCD) which causes a global burden in society and 
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loses a person's productivity in the personal, social and professional domain (Interventions & 

Options, 2004) (Kyu et al., 2018).  

Researchers developed more than twenty psychometrics globally to assess depression and among 

them, few have been locally validated and these are PHQ-9, BDI, MADRS and DASS 21. (El-

Den, Chen, Gan, Wong, & O’Reilly, 2018). Among these locally validated scales, DASS21 can 

assess anxiety and stress severity along with depression. As the researcher objected to assess 

depression, anxiety and stress, DASS21 is suitable which can assess all three conditions together 

and is easily applicable and less time-consuming.  Apart from depression and anxiety, stress is 

another important mental health issue in working place which has a great impact on the worker, 

employee or the organization as a whole. This important mental health domain influences a 

persons' wellbeing in any way and has a significant impact on the person, profession and society 

(Winefield, Gill, Taylor, & Pilkington, 2012; Wersebe et al, 017). The next section will be 

discussed on this vital mental health issue.  

 

2.3 Stress in the workplace  

There are different types of stress like acute stress, episodic acute stress and chronic stress 

(Arafat et al, 2018). Acute stress and episodic stress are most common form which comes from 

the demands and pressure of recent past and anticipated demands and pressure of near future 

(APA, 2019 Hammen et al., 2009). The common symptoms of acute stress are emotional 

distress, muscular problems, gut problems and symptoms of over-arousal (APA, 2019). Chronic 

stress can be defined as the response to emotional pressure experienced for a prolonged period 

when the individuals have the feeling of having little or no control (Carlson & Bitsch, 2018). 
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Work-related or workplace stress is another important specific type, associated with increased 

burn out and causes absenteeism(Hatch, Winefield, Christie, & Lievaart, 2011). It reduces 

efficiency at work and causes large costs for society (Carlson & Bitsch, 2018; Khosla, 2009, 

Kalia, 2002). In a systematic review (Burman, 2018),  it was found that the major workplace 

stressors are: "Role ambiguity, Job dissatisfaction, Poor peer relationships, Unsupportive family, 

Poor individual beliefs and values, Unsound organizational policies, Poor physical environment, 

Workload, Inadequate reasons to complete the allotted task, Low income, Long working hours, 

Job insecurity, Lack of resources and opportunities to improve job skill, Fewer opportunities to 

career growth". Gender may be an important demographic factor for experiencing stress in the 

workplace (Gyllensten & Palmer, 2005). Women face stressful conditions like multiple roles, 

lack of career progress, discrimination and stereotyping (Gyllensten & Palmer, 2005). According 

to(Hatch et al., 2011), work overload, lack of control, insufficient reward, breakdown in 

community, absence of fairness and conflicting values in the workplace, can influence the 

wellbeing of a person. Underutilization of skill, lack of meaning, lack of participation in decision 

making, lack of personal control can even cause depression and other psychological disorders 

among the garment’s employee(Chen, Siu, Lu, Cooper, & Phillips, 2009).  

Stress can influence persons' cognition (disturbed attention and judgment etc.), behavior (sleep 

and eating disturbance, substance intake, irresponsibility/job negligence etc.), emotion (short 

temper, restlessness, impatient, depression, isolation) and physical health (back and neck pain, 

heart disease, blood pressure, nausea, anxiety etc.) (Burman, 2018). Many health problems 

(physical and mental) and unhealthy behaviors can arise from stress (Peer-reviewed, 2018). Even 

stress in the workplace is an important risk factor for developing mental disorders like 

Depression, Anxiety and other stress-related conditions (Ali, Am, Jamaldeen, & Emmwky, 2015;  
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Akhtar & Shimul, 2012). Abusive supervision causes bad consequences on worker like 

aggressive behaviour, psychological distress, lower self-esteem and lower work performance or 

productivity (Burton, Hoobler, & Scheuer, 2012). In a nutshell, a person's personality pattern, 

social factors, workplace factors are the correlates of stress among garments workers or 

employee and can impact negatively on mental health. 

There is various psychometrics available to assess stress which can be a crucial step to identify 

the issue for taking preventive or curative measures. There are different types of stress assessing 

tools globally and in Bangladesh, there are few locally developed or adapted tools for assessing 

stress. Currently, in Bangladesh available tools to assess stress are the Perceived Stress Scale 

(PSS), Dhaka Stress Scale (DSS) and Depression Anxiety Stress Scale 21(DASS-21) 

((Mozumder, 2017; Alim, 2014; Mullick et al, 2019) and the first two scales can assess stress 

and pattern of stress. The DASS 21 can assess depression and anxiety along with stress intensity. 

These three-tool having good psychometric properties and DASS-21 is widely used tools 

globally and Bangladesh as well.  

It's physiological that, if a person feels stress, he adopts a stress coping style invariably to face 

stress and at the same time, he or she applies different types of strategies or techniques to resolve 

the stress. It's very important to know the detail about stress and at the same time, people must 

know the basic difference between healthy and unhealthy stress coping to combat the situation. 

The following section will describe different types of coping techniques or strategies for better 

conceptualization.  
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2.4 Stress coping in the workplace 

There are various types of coping strategies like pharmacological and non-pharmacological 

(Crider, 1999). Many types of research proved that there are five healthy techniques to reduce 

stress in the short and long term and these are: taking a break, exercise, smile and laugh, get 

social support and meditate (APA, 2019). A systematic review by (Burman, 2018), mentioned 

some coping techniques like counseling, mindfulness (Yoga or meditation), recreational 

activities, sports, vacation, restructuring the workplace, compatible work, job rotation, clear job 

description and promotion policy, proper communication, stress management workshops, 

restructuring salary package, emotional support from organization and performance evaluation 

program. There are a few stress coping strategies seen in the community which are unhealthy 

like: Deliberately Harming Self (by drug overdosing, sharp cutting, and insecticides ingestion), 

Substance Abuse etc. There is a conventional way to assess coping ability and strategies by 

taking the history of premorbid personality and apply assessment tools to find out coping style 

and techniques.  

Many authors classified stress coping techniques in a different way and among them, emotion-

focused and problem-focused stress coping techniques are widely discussed classification. Up-

to-date there are more than fifty tools to assess stress coping techniques and most of them having 

limitation of applicability as they developed for different professionals and age group. But 

researcher found that the Brief COPE scale is the most suitable one, which has good 

psychometric properties along with its comprehensive variables that can assess both adaptive and 

maladaptive coping techniques of a person invariably of his or her profession. The Brief COPE 

scale had evolved from the original COPE scale with larger items and was not easy to apply in a 

short duration. The Brief COPE contains only 28 items and can assess the common 14 types of 
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coping techniques which are an adaptive or healthy type of coping and maladaptive coping as 

well.  It has been found in many studies that, stress coping ability associated with mental health 

outcome and most commonly depression, anxiety can develop among person having less stress 

coping ability and these conditions can reduce the productivity of an employee in the workplace.  

 

2.5 Productivity in the workplace 

In jobs with a high degree of contacts such as teachers, customer service managers, salespeople, 

and consultants, workers may have limitations in handling mental (keep the mind on work, think, 

do precise work, handle demanding/ stressful work, etc.), interpersonal (speak on the phone, 

communicate well, maintain contacts, etc.), and physical (lift/carry/move objects, use handled 

tools/equipment, get to work from parking/ bus/train, etc.) demands (Nicholus et al, 2012).  

Presentism: It "reflects the phenomenon of loss of work productivity in terms of quantity or 

quality of work done due to illness or injury in people who are present at their job and is often 

referred as at work productivity loss or work disability" (Ahola et al., 2014). Presentism due to 

mental illness costs the UK economy about 15 billion per year(Chou, Chao, Yang, Yeh, & Lee, 

2011) 

Absenteeism: During the economic assessment, productivity loss due to absenteeism can be 

quantified easily by counting the number of days off work (Nicholus, 2012). It is also associated 

with other counterproductive behaviors such as lateness, reduced personal productivity and 

turnover (Johns, 2002). Increased absenteeism, employee turnover, decreased productivity and 

rising health care cost can be caused by workplace stress (Kitronza & Mairiaux, 2015). Worker 
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stress is one of the major factors that contribute to higher labor turnover and absenteeism in the 

apparel industry(Ali et al., 2015). 

Workplace stress contributes to increasing compensation claim, health care, disability and 

productivity (Hansini et al, 2010). Improved mental health and psychological well-being directly 

linked with productivity (Bovopoulos et al., 2016) and untreated mental disorder results in 

diminished productivity in work and almost 60-70 million workdays lost annually due to mental 

illness globally (Bovopoulos et al., 2016; Organization, 2017). World economic forum estimated 

that between 2011 and 2030, there will be a loss of 16.3 trillion dollar due to mental disorder 

globally (Organization, 2017). The productivity and quality of life are negatively influenced by 

common mental disorder like depression (Goldber & Steury, 2001; Netterstrøm et al., 2008). 

Depressive disorder is highly prevalent in the workplace and many researchers find that, 

depression link with impaired work performance, workplace safety, high level of absenteeism, 

disability cost and early retirement (Ahola et al., 2014; Bender & Farvolden, 2008) Anxiety and 

depression are more than 10% among the workers who take sick leave (Bender & Farvolden, 

2008). In Australia, Major depressive disorder in the workforce costs 12.6 billion annually due to 

absenteeism, presentism, turnover and treatment costs (McTernan, Dollard, & LaMontagne, 

2013). The psychological strain seems to be associated with the development of future 

depression and social support at the workplace found to reduce the prevalence of depression 

(Netterstrøm et al., 2008).  

Productivity can be assessed variously and one of the commonest ways is assessing absenteeism 

of the employee. Though previously absence of employee was the prime indicator of 

productivity recently presentism added in the evaluation process of an employees' productivity 

(Ahola et al., 2014) (Roy et al, 2010). Several studies explored existing tools that can assess 
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productivity; the authors found 16 studies to measure presentism in musculoskeletal disorders. In 

another systematic review authors reviewed 212 pieces of research of various instruments that 

can measure presentism and among them, LEAPS is the only scale which can assess presentism 

due to depression in employee (Thompson et al., 2010). Productivity of employee is the crucial 

ingredient which directly linked up with the growth of an organization.  

 

2.6 Work place mental health in Global Context 

Workplace mental health is one of the preventives, promotive measures throughout the globe 

which influence the productivity of an employee or organization as a whole. It has been found 

that having specific workplace mental health guideline is an essentially helpful approach to keep 

mental health positive or raise the productivity of the organization. Garments are one of the 

important workplaces throughout the globe and especially important for developing countries 

like Bangladesh, which has been shifting its agro-based economy to industrialization. The RMG 

sector is one of the major domains of industrialization in Bangladesh, which has been 

contributing hugely to the export sector. Moreover, the current status of a lower middle-income 

country wouldn't be possible without the astonishing growth of the RMG sector.   

There is very limited prevalence study among garments worker or personals for psychiatric 

disorders though in a study the prevalence of depressive disorder was found 23.5% (Fitch et al., 

2017). 17 to 21 percent of workers in the USA experience short term disability due to depression 

(McTernan et al., 2013). Though the gender ratio of the population in Bangladesh is almost equal 

(BBS, 2017), the majority (almost 90 per cent) of garments personal are female (Adnan, 2016). 

As a result, these human resources are already at risk of suffering mental disorders and loss of 



49 
 

productivity, which can negatively influence the growth of garments industries (WFMH, 2017). 

Garment’s worker suffer from Depression and Anxiety and financial burden is an important 

stress factor among them (Mazumder et al., 2015).  The higher prevalence of depression or 

mental disorders in women suggests that the psychological wellbeing of garments personnel is 

crucial for their functioning life (BPS, 2010). Up-to-date in Bangladesh, the mental health 

research among garments employee limited to the topics like stress, stressors, psychosocial 

intervention, quality of life and productivity. Moreover, in these studies, study samples are 

invariably worker rather different level of employee.  

 

2.7 Work place mental health in Bangladesh context  

Raised work-related demand and poor interpersonal resources are the key components of stress 

and determinant of the poor health of garments worker in Bangladesh (Steinisch et al, 2013). 

Hair Cortisol Concentration (HCC) found significantly higher due to stress in garments worker 

(Steinisch et al, 2014). It has been seen that workers stress perception varies individually (K. M. 

F. Hasan et al., 2016). Bangladeshi garments workers have been facing different types and 

causes of stress like job insecurity, bad behavior of a co-worker, communication problem, 

housing problem, attack by terrorists, attack by touts, harassed by police, insufficient allocated 

time and inability to job demand and responsibility, poor working environment and sexual 

harassment (Begum , Hossain, & Shahid. 2011, Ornek & Sevim, 2018; S. Hoque, Debnath, & 

Sohel, 2006). Female employee experience more stress than male and lower-income having a 

significant relation with stress (Dey & Rahman, 2017). Experience of Verbal and physical abuse 

is another dimension of stress factors found among garments workers (Siddiqi, 2003). A study 
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observed that available psychosocial councilors’ presence in job place reduced stress and anxiety 

among the workers (A. Khan et al., 2019).  

Though there are many pieces of research regarding physical illness among garments employee, 

cognitive symptoms were not explored specifically in past. Fatigability is higher among 

garments female than healthy counterpart (L. N. Islam, Sultana, & Ferdous, 2014).  The 

garments worker also suffers numbness of fingers and arms along with multiple somatic 

problems like headache, body ache, common cold etc. (Ahmed & Islam, 2017). 88.8% of 

garments employee experience workplace health hazards like fatigue, headache, body pain, 

minor cut injury etc.(Rajat et al, 2015). The majority of the worker in Dhaka city having a low 

work-related quality of life (Islam et al, 2011). Among the survivors (garments workers) of the 

Rana Plaza disaster, 19.6% having poor quality of life following the incident (Alve, 2014). 

Walkability (ability to walk as a means to reach garments or home) of garments worker is an 

important local issue having an impact on their quality of life (Sabrina Shumi, 2013). Garment’s 

worker feels satisfied if they got monthly payment on time, having well-mannered officials and 

health facility (Ferdous, 2015).  Very few studies explored the impact on functional status among 

garments employee and in a study, authors found that absenteeism is significantly positively 

correlated with employee stress and inversely related to a mental health condition(M. E. Hoque 

& Islam, 2003). The above-mentioned narrative review of local research of mental health in the 

garments sector, clearly shown the paucity of integrated exploration of mental health or 

visualized the research gap and justifies conducting further research which can address the unmet 

issues altogether.  
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Chapter 3 
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RESEARCH METHODOLOGY 

Study design: This is a cross sectional study. As an academic course there is a specific time 

frame to complete the research and that is why researcher conducted this study in cross sectional 

manner to overcome the time constrain of the study.  

Study place: Study conducted among six garments factories located in Dhaka city and 

Chittagong city. The study places were purposively selected due to time and fund constrain. But 

researcher found that each study place having a similar organogram of human resources which 

was good for the sample inclusion according to research design (Haque,2015 ).  All of the studies 

place having specific compliance group to assist the research team, which made the process 

easier. Moreover, such commonality indicates the discipline in the garments sector.  

Study period: The study was conducted from February 2019 to March 2020. The study period 

includes pre-testing of the questionnaires, data collection,analysis and finally manuscript 

preparation.  

Sample size: Sample size was calculated by using G*Power which suggested 200 and later after 

discussion with supervisor, 300 sample size was decided.  

Sampling technique: The researcher went to the study places and purposively selected the 

participants who were available and agreed to take part in the study.   

Inclusion criteria: The participants were the personnel (male and female) who are directly 

linked with production and the data were  categorized into three groups (Haque,2015 ).The first 

group is the top officials like Chief Executive or Chairman Manager or Managing Director and 

the second group consists of mid-level employee like the Assistant manager, Supervisors. The 
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third group includes all types of worker or operators working in the garments who are directly 

involved in the production.  

Exclusion criteria: The other workers like Security, Cleaning staff, Electrician, etc. were 

excluded as they are not directly linked with production and also those employees who were not 

available in the production site due to their physical or mental disease or other causes.  

Research tools 

To collect data, the researcher used five instruments which were: 1. Structured questionnaire for 

sociodemographic variables for the study titled "Mental health status of garments personal of 

Bangladesh" 2. Psychological Well-being Scale 3. Depression Anxiety and Stress Scale (DASS-

21-Bangla) 4. Brief COPE (Coping Orientation to Problems Experienced)-Bangla 5. Lam 

Employment Absenteeism and Productivity Scale (LEAPS)-Bangla 

a. Structured questionnaire for sociodemographic and other variables 

The researcher developed a questionnaire that included variables like age, sex, religion, marital 

status, education, designation, monthly salary, mental health service availability, mental health 

training, and stressor in the workplace. These variables are included to analyze the association 

with the mental health of the garment’s personnel.  

b. Psychological wellbeing scale  

The psychological wellbeing scale consists of 72 items and among them, 36 items are positive 

and 36 negatives. The scales' response options were self-report Likert type. There are seven 

domains like Psychological Wellbeing (normal score range: 16-80, Normal mean: 48), Emotional 

Wellbeing (normal score range: 8-40, normal mean: 24), Work-related well-being (normal score 
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range: 12-60, normal mean: 36), Physical Wellbeing (normal score range: 9-45, Normal mean: 

27), Social Wellbeing (normal score range: 14-70, normal mean: 42), Family Wellbeing (normal 

score range: 5-25, normal mean: 15), Life Wellbeing (normal score range: 8-40, normal mean: 

24) and domains having variability in the respective item number, score range and mean score. 

The total scale score range is 72-360 and the normal mean is 216. It can be interpreted that, any 

score below the normal range or mean is not satisfactory. The test-retest reliability is 0.88 (Haque 

& Begum, 2005) 

c. Depression Anxiety and Stress Scale (DASS-21) 

The original and the Bangla version of the questionnaire consist of 21 Items with three domains 

like Depression, Anxiety, and Stress. (Lovibond SH and Lovibond PH, 1995; Alim SMA, 2014). 

Each of the three categories contains 7 items and those further divided into subscales with 

similar contents. The depression scale assesses dysphoria, hopelessness, devaluation of life, self-

deprecation, lack of interest or involvement, anhedonia and inertia. The anxiety scale assesses 

autonomic arousal, skeletal muscle effects, situational anxiety, and subjective experience of 

anxious affect. The stress scale is sensitive to levels of chronic nonspecific arousal. It assesses 

difficulty relaxing, nervous arousal, and being easily upset or agitated, irritable or over-reactive 

and impatient. The adapted and validated Bangla version of DASS 21 having satisfactory 

properties and the Cronbach's Alpha for Depression, Anxiety and Stress subscales were 0.987, 

0.957, 0.964 respectively.  

 

d. Brief Coping Orientation to Problem Experienced (Brief COPE)  
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The original English version consists of 28 items extract 14 types of coping and the 

psychometric properties like Cronbach's alpha are 0.71 to 0.82 (Carver CS. 1997). Among the 14 

types of coping, eight are adaptive or healthy coping techniques and six are maladaptive or 

unhealthy coping techniques. The internal consistency of subscales are as follows: Religion 

(α=0.82) and Substance use (α=0.90)7, Active coping (α=0.68), Planning (α=0.73), Positive 

Reframing (α=0.64), Acceptance (α=0.57), Humor (α=0.73), Using Emotional Support (α=0.71), 

Using Instrumental Support (α=0.64), Self-distraction (α=0.71), Denial (α=0.54), Venting 

(α=0.50), Behavioral disengagement (α=0.65) and Self-blame (α=0.69). The Bangla version 

adapted and validated and found satisfactory reliability (Cronbach's alpha 0.7-0.9) (Hossain and 

Mullick.2019).  

e. Lam Employment Absenteeism and Productivity Scale (LEAPS)  

The original questionnaire consists of 8 items and the internal consistency is satisfactory 

(Cronbach's alpha 0.89) (Lam RW, 2009). The two main factors of the scale are Absenteeism and 

Presentism. Absenteeism can be interpreted as present or absent within the last two weeks. 

Presentism interpreted as Mild, Moderated, Severe, and Profound within last two weeks. The 

original author developed the scales based on depressive symptomatology as depression is the 

prime cause of reduced productivity. The Bangla version LEAPS was initially translated and 

later reviewed by senior colleagues who have experience in adaption process and finalized after 

inclusion of the review comments. The reliability of the scale is 0.7 and in future validation study 

will be done.  
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2. Data collection procedure and analysis 

The researcher approached purposively different garments factories of Dhaka and Chittagong 

city to conduct the research. Those garments factories that consented to take part in the study 

were included. With the help of the compliance group (member consist of a physician, manager, 

assistant manager) of garments factories, participants were selected randomly and those who 

consented to take part in the interview were interviewed face to face and data were collected with 

help of previously mentioned tools. Research assistants, who collected data, were trained prior to 

interview to apply psychometrics, scoring to interpret outcome and also having previous research 

experience of data collection.  Data collected from 3 different groups. In the first week, data were 

collected from CEO or Managing Director level. In the next week, data collected from to 

manager and or assistant manager to the supervisor level. Finally, data collected from worker or 

operator level. After data collection, data were analyzed through SPSS software and researcher 

thinks that chi square test and Pearson’s correlation test are most suitable for analyzing the data 

to assess association and correlation according to the research objectives.  
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3. Ethical issue: 

This study protocol was approved by the Ethical Committee of Dept.of Clinical Psychology, 

University of Dhaka and maintained all ethical issues according to the guideline provided by the 

deparment.. Before data collection, every participant was informed about the ethical issues, 

objectives, method and expected outcome of the research. All the documents and data of the 

research kept in the locker to ensure the privacy of the relevant data of participants and the study 

places. The study result was not shared publicly or privately with the third party or any other 

agencies during or after research completion. 
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Chapter 4 
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RESULTS 

The study aimed to assess the mental health status of the garments factory personnel in 

Bangladesh and to reach the aim researcher fixed eleven objectives. Initial four objectives 

explored the distribution of psychological wellbeing, mental health issues (depression, anxiety, 

and stress), the pattern of stress coping techniques (adaptive and maladaptive) and productivity 

(absenteeism, presentism) of the garment’s personnel. The information about these areas were 

collected with the help of the psychological wellbeing scale, DASS-21 scale, Brief COPE scale 

and LEAP scale. Descriptive analysis was done to find the distribution of these above-mentioned 

variables in the form of frequency, percentage, mean value, standard deviation (SD), minimum 

value and maximum value.  

The remaining seven objectives explored the association between different variables like a) 

psychological wellbeing and mental health issues (depression, anxiety, stress); b) psychological 

wellbeing and productivity; c) mental health issues (depression, anxiety, stress) and productivity 

d) stress coping pattern and psychological wellbeing e) stress coping pattern and mental health 

issues (depression, stress, anxiety) f) stress coping pattern and productivity g) sociodemographic 

variables and psychological wellbeing/mental health issues (depression, anxiety, stress)/stress-

coping/productivity. To identify the significant association or correlation between two variables, 

Chi-square test and Pearson's correlation test were done consecutively (where p=<0.001 

considered level of significance).  
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PSYCHOOGICAL WELLBEING 

 

The initial objective of the study was to psychological wellbeing status of garments factory 

personal assessed by psychological wellbeing scale which having seven subscales: psychological 

wellbeing, emotional wellbeing, works related wellbeing, family wellbeing, social wellbeing, life 

wellbeing and physical wellbeing.  
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Table 1.1: Distribution of Psychological wellbeing scores of garments factory personnel 

(n=300) 

 Psychological WB scores Mean±SD Minimum Maximum 

Psychological WB 43.55±8.19 16 60 

Emotional WB 16.93±3.20 6 30 

Work WB 26.78±4.40 13 48 

Family WB 19.68±2.48 12 25 

Social WB 38.26±8.02 16 52 

Life WB 37.76±6.13 12 40 

Physical WB 29.16±3.83 17 40 

Total PWB 212.12±29.18 127 251 

WB: Wellbeing; SD: Standard deviation 

Table 1.1 shows that, with the help of descriptive analysis (frequencies) the mean of total 

wellbeing score found among participants is 212.12 (normal mean 216) and the mean score of 

different domains of Psychological Wellbeing Score are: a) Psychological Wellbeing 43.55 

(normal mean 48 ) b) Emotional Wellbeing 16.92 (normal mean 18) c) Work related Wellbeing 

26.77 (normal mean 30) d) Family Wellbeing 19.68 (normal mean 15)  e) Social Wellbeing 

38.26 (normal mean 33) f) Life satisfaction Wellbeing 37.76 (normal mean 45) g) Physical 

Wellbeing 29.16 (normal mean 27). 
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Table 1.2 Psychological wellbeing subscales mean (lower than normal mean scores) of 

garments factory personnel (n=300) 

 

Psychological WB scores Below normal mean 

n (%) 

Above or equal normal mean 

n (%) 

Psychological WB 207 (69.0) 93 (31.0) 

Emotional WB 157 (52.3) 143 (47.7) 

Work WB 221 (73.7) 79 (26.3) 

Life WB 238 (79.3) 62 (20.7) 

Total PWB 85 (28.3) 215 (71.7) 

 

Table 1.2 shows that, 28.3% of garments personnel’s total psychological wellbeing mean score is 

below normal mean score. The proportion of personnel’s’ (sub scale mean score which are below 

normal mean) in different subscales are psychological wellbeing (69%), emotional wellbeing 

(52.3%), work related wellbeing (73.7%), and life wellbeing (79.3%).   
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DEPRESSION, ANXIETY, STRESS 

 

The second objective of this study is to detect Depression, Anxiety and Stress of garments 

factory personnel in Bangladesh. 
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Figure 1: Distribution of depression, anxiety and stress among garments personnel (n=300) 

 

*No DAS: no Depression/Anxiety/Stress; D: Only depression; A: Only Anxiety; S: Only Stress; DA: Depression 

and Anxiety; AS: Anxiety and Stress DS: Depression and Stress; DAS: Depression, Anxiety and Stress 

 

Figure 1. The frequency distribution tables show that, 23.3% (n=70) of garments personnel 

having any one or more mental health conditions like depression, anxiety or stress comparing 

76.7% (n=230), who don’t have any mental health issues. Among the 23.3%who suffers mental 

health issues, 6.7% suffer only depression, 5.3% suffer only anxiety, 2.7% suffer only stress. But 

4.7% of the garments personnel suffer both depression and anxiety together, 1.7% suffers 

depression and stress together and 0.7 suffer anxiety and stress together. Only 1.7% of the 

garments personnel suffer depression, anxiety and stress all together.  
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Table 2: Severity of Depression, Anxiety and stress among garments factory personnel 

(n=300) 

DASS 21  No disorder 

n (%) 

 Disorder present 

n (%) 

Depression 256 (85.3) 44 (14.7) 

Anxiety 264 (88.0) 36 (12.0) 

Stress 280 (93.3) 20 (6.7) 

 

Table 2 shows that, by doing descriptive analysis (frequency distribution), among the study 

population 14.7% suffer depression, 12% suffer anxiety and 6.7% suffer stress.   
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Stress coping techniques 

 

The third objective of the study was to identify the different types of coping techniques (adaptive 

and maladaptive) applied by garments factory personnel in Bangladesh. 
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Table 3.1a: Distribution of stress coping techniques adopted by the garment’s factory 

personnel (n=300) 

Item  Coping technique N=300, n (%) 

Maladaptive coping 

1 DISTRACTION 260 (86.7) 

2 SELF BLAMING  243 (81.0) 

3 DENIAL  134 (44.7) 

4 DISENGAGEMENT 84 (28.0) 

5 HUMOR 79 (26.3) 

6 SUBSTANCE USE 22 (7.3) 

Adaptive coping 

7 PLANNING  289 (96.3) 

8 RELIGIOUS PRACTICE  288 (96.0) 

9 ACCEPTANCE  286 (95.3) 

10 ACTIVE COPING 283 (94.3) 

11 EMOTIONAL SUPPORT  282 (94.0) 

12 POSTIVE REFRAMING 280 (93.3) 

13 VENTING 248 (82.7) 

14 INSTRUMENTAL SUPPORT 192 (64.0) 

 

Table 3.1 shows the frequency distribution of different stress coping techniques that were applied 

by the garments personnel. The participants used maladaptive coping techniques like: distraction, 

self-blaming, denial, disengagement, humor, substance use and the frequency are 86.7%, 81.0%, 

44.7%, 28.0%, 26.3% and 7.3% respectively. On the other side, they used adaptive coping 

techniques also and these are planning, religious practice, acceptance, active coping, emotional 

support, positive reframing, venting and instrumental support. The frequency of those coping 

techniques are 96.3%, 96.0%, 95.3%, 94.0%, 93.3%, 82.7% and 64.0% respectively.   
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Table 3.2: Distribution of scores of different types of maladaptive coping among garments 

factory personnel in Bangladesh (n=300) 

 

Mal-adaptive Coping Mean±SD Minimum Maximum 

Distraction score 6.07±1.01 4 8 

Self-blaming score  3.48±1.49  2 8 

Denial score  3.35±1.65  2 8 

Disengagement score 3.22±1.89 2 8 

Humor score 2.72±1.33 2 8 

Substance use score 2.14±0.69 2 8 

 

The table 3.2 shows the distribution of scores of different mal adaptive coping and it finds that, 

distraction techniques having highest mean score (6.07) which is above the normal mean (5). The 

mean value found lower than normal mean value (5) in the rest of the techniques’ (Denial 3.35, 

Substance 2.14, Disengagement 3.22, Humor 2.72 and Self-blame 3.48).  
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Table 3.3: Distribution of scores of different types of adaptive coping among garments 

factory personnel in Bangladesh (n=300) 

 Adaptive Coping Mean±SD Minimum Maximum 

Religious practice score  6.97±1.39    3 8 

Instrumental support score 6.66±1.17 4 8 

Emotional support score 6.5±1.63 2 8 

Acceptance score  6.50±1.33    2 8 

Venting score  6.40±1.19   2 8 

Positive reframing score 6.09±1.69 2 8 

Active coping score 5.96±1.12 2 8 

Planning score 5.79±1.13 2 8 

 

Table 3.3, shows the descriptive analysis (frequencies) of different types of adaptive coping use 

by participants. Among the different adaptive coping techniques, mean scores of Religious 

practices is 6.97 (normal mean 5) which is highest and Planning mean score is 5.79 (normal 

mean 5) which is lowest mean score comparing others. The other mean scores of different 

adaptive coping techniques range from 5.9633 to 6.6600. 
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Table 3.4: Mean score of adaptive and maladaptive coping among garments factory 

personnel (n=300) 

 

Coping score Mean±SD Minimum Maximum 

Mal Adaptive Coping 

score 

20.99±4.66 16 39 

Adaptive Coping score 50.88±6.89 31 60 

SD: Standard deviation 

 

The table 3.4 shows that, with the help of descriptive analysis (frequencies), mean score of 

maladaptive coping techniques is 20.99 (normal mean 30) and the mean scores of adaptive 

coping techniques is 50.88 (normal mean 40). 
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Productivity 

 

The fourth objective was to identify productivity status (Presentism and absenteeism) of 

garments factory personnel in Bangladesh. 
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Figure 2: Frequency of Absenteeism among garments factory personnel (n=300) 

 

 

Figure 2 shows the frequency distribution of absenteeism shows that, majority (82.0%) didn’t 

have absenteeism. 
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Figure 3: Frequency of presentism among garments factory personnel (n=300) 

 

 

 

The figure 3 shows, the frequency distribution of presentism among garments personnel and it 

found that, majority (84%) didn’t have presentism and 16% having presentism.  
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Association: Psychological wellbeing and DAS 

 

The next objective was to detect any association between Psychological wellbeing and 

Depression, Anxiety, Stress among garments factory personnel. 
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Table 4.1: Association between Total Psychological wellbeing score and Depression, 

among garments factory personnel (n=300) 

 

Total Psychological wellbeing  

 

Depression Chi-

square 

value 

P value 

Yes 

n (%) 

No 

n (%) 

Below normal mean 44 (100.0) 41 (16.0) 130.423a <0.001† 

Equal or Above normal mean 0 215 (84.0) 

Mean±SD 147.43±14.21 223.24±10.87  <0.001‡ 

†p value determined by Chi-square (ᵪ2) test 

‡p value determined by Student’s dependent t-test  

Table 4.1, Chi square test shows that, the garments personnel who have been suffering from 

depression, have total psychological wellbeing mean score (147) significantly (p=<0.001) lower 

than the counterpart who don’t have depression (223). [The normal mean value of Total 

psychological wellbeing is 216]. Here p<0.001 considered significant 
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Table 4.2 Association between Total Psychological wellbeing score and Anxiety, among 

garments factory personnel (n=300) 

 

Total Physical wellbeing  

 

Anxiety Chi-

square 

value 

P value 

Yes No 

Below normal mean 36 (100.0) 49 (18.6) 103.476a <0.001† 

Equal or Above normal mean 0 215 (81.4) 

Mean±SD 171.83±27.24 217.62±24.83  <0.001‡ 

†p value determined by Chi-square (ᵪ2) test 

‡p value determined by independent Student’s t-test 

Table 4.2, Chi square test shows that, the garments personnel who have been suffering from 

anxiety, have total psychological wellbeing mean score (171) significantly (p=<0.001) lower 

than the counterpart who don’t have anxiety (217). [The normal mean value of Total 

psychological wellbeing is 216] Here p<0.001 considered significant 
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Table 4.3 Association between Total Psychological wellbeing score and stress among 

garments factory personnel (n=300) 

Total Physical wellbeing  

 

Stress Chi-

square 

value 

P value 

Yes No 

Below normal mean 20 (100.0) 65 (23.2) 54.202a <0.001† 

Equal or Above normal mean 0 215 (76.8) 

Mean±SD 163.83±27.24 218.62±24.83  <0.001‡ 

†p value determined by Chi-square (ᵪ2) test 

‡p value determined by independent Student’s t-test 

Table 4.3, Chi square test shows that, the garments personnel who have been suffering from 

stress, have total psychological wellbeing mean score (163) significantly (p=<0.001) lower than 

the counterpart who don’t have stress (218). [The normal mean value of Total psychological 

wellbeing is 216] Here p<0.001 considered significant 
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Association: Psychological wellbeing and Productivity 

 

The seventh objective was to detect association between PWB and Productivity 
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Table 5.1 Association between Total Psychological wellbeing score and Absenteeism 

among garments factory personnel (n=300) 

 

Total Psychological wellbeing  

 

Absenteeism Chi-

square 

value 

P value 

Yes 

n (%) 

No 

n (%) 

Below normal mean 54 (100.0) 31 (12.6) 166.571a <0.001† 

Equal or Above normal mean 0 215 (87.4) 

Mean±SD 156.04±22.33 224.44±9.26  <0.001‡ 

†p value determined by Chi-square (ᵪ2) test 

‡p value determined by independent Student’s t-test 

Table 5.1 The Chi square test shows that, the garments personnel who have shown absenteeism, 

have total psychological wellbeing mean score (156) significantly (p=<0.001) lower than the 

total psychological wellbeing mean (224) of counterpart who don’t have history of absenteeism.   
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Table 5.2 Association between Total Psychological wellbeing and Presentism among 

garments factory personnel (n=300) 

Total Psychological wellbeing  

 

Presentism Chi-

square 

value 

P value 

Yes 

n (%) 

No 

n (%) 

Below normal mean 32 (66.7) 53 (21.0) 41.352a <0.001† 

Equal or Above normal mean 16 (33.3) 199 (79.0) 

Mean±SD 178.77±39.11 218.48±21.79  <0.001‡ 

†p value determined by Chi-square (ᵪ2) test 

‡p value determined by independent Student’s t-test 

Table 5.2, The Chi square test shows that, the garments personnel who have shown presentism, 

have total psychological wellbeing mean score (178) significantly (p=<0.001) lower than the 

total psychological wellbeing mean (218) of counterpart who don’t have history of presentism.   
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Association between DAS and Productivity 

 

The eighth objective was to detect any association between depression, anxiety, stress and 

productivity (presentism and absenteeism) of garments factory personnel of Bangladesh.  
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Table 6.1: Association between Depression and Absenteeism among garments factory 

personnel (n=300) 

Absenteeism 

 

Depression Chi-

square 

value 

P value† 

Yes 

n (%) 

No 

n (%) 

Yes 44 (100.0) 10 (3.9) 234.896a <0.001 

No 0 246 (96.1) 

Total 44 (100.0) 256 (100.0)   

†p value determined by Chi-square (ᵪ2) test 

 

Table 6.1 The Chi square test shows that, among the depressed employee all 44 (100%), shown 

significantly (p=<0.001) higher absenteeism comparing counterpart who didn’t have 

absenteeism.  
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Table 6.2 Association between Anxiety and Absenteeism among garments factory 

personnel (n=300) 

Absenteeism 

 

Anxiety Chi-

square 

value 

P value† 

Yes 

n (%) 

No 

n (%) 

Yes 28 (77.8) 26 (9.8) 99.041a <0.001 

No 8 (22.2) 238 (90.2) 

Total 36 (100.0) 264 (100.0)   

†p value determined by Chi-square (ᵪ2) test 

 

Table 6.2 The Chi square test shows that, among the anxious employee 77.8% (36) had shown 

absenteeism which is significantly (p=<0.001) higher comparing counterpart 22.2% (08) who 

didn’t have absenteeism.  

  



84 
 

Table 6.3 Association between Stress and Absenteeism among garments factory 

personnel (n=300) 

Absenteeism 

 

Stress Chi-

square 

value 

P value† 

Yes 

n (%) 

No 

n (%) 

Yes 13 (65.0) 41 (14.6) 32.070a <0.001 

No 7 (35.0) 239 (85.4) 

Total 20 (100.0) 280 (100.0)   

†p value determined by Chi-square (ᵪ2) test 

 

Table 6.3 The Chi square test shows that, among the stressed employee (20), 13 (65%) had 

shown absenteeism which is significantly (p=<0.001) higher comparing counterpart 7 (35%) 

who didn’t have absenteeism.   
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Table 6.4 Association between Depression and Presentism among garments factory 

personnel (n=300) 

 

Presentism 

 

Depression Chi-

square 

value 

P value† 

Yes 

n (%) 

No 

n (%) 

Yes 26 (59.1) 22 (8.6) 71.237a <0.001 

No 18 (40.9) 234 (91.4) 

Total 44 (100.0) 256 (100.0)   

†p value determined by Chi-square (ᵪ2) test 

 

Table 6.4 The Chi square test shows that, among the depressed employee (44), 59% (26) had 

shown presentism which is significantly (p=<0.001) higher comparing counterpart 18 (40.9%) 

who didn’t have presentism.   
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Table 6.5 Association between Anxiety and Presentism among garments factory 

personnel (n=300) 

Presentism 

 

Anxiety Chi-

square 

value 

P value† 

Yes 

n (%) 

No 

n (%) 

Yes 14 (38.9) 34 (12.9) 15.947a <0.001 

No 22 (61.1) 230 (87.1) 

Total 36 (100.0) 264 (100.0)   

†p value determined by Chi-square (ᵪ2) test 

 

Table 6.5 The Chi square test shows that, among the anxious employee (36), 61.1% (22) had 

shown no presentism which is significantly (p=<0.001) higher comparing counterpart 14 (38.9%) 

who have presentism.   
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Table 6.6 Association between Stress and Presentism among garments factory 

personnel (n=300) 

Presentism 

 

Stress Chi-

square 

value 

P value† 

Yes 

n (%) 

No 

n (%) 

Yes 8 (40.0) 40 (14.3) 9.184a 0.002 

No 12 (60.0) 240 (85.7) 

Total 20 (100.0) 280 (100.0)   

†p value determined by Chi-square (ᵪ2) test 

 

Table 6.6 The Chi square test shows that, among the stressed employee 60% (12) had shown no 

presentism which is significantly (p=<0.001) higher comparing counterpart 40% (08) who have 

presentism.   
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Association between Stress Coping and Psychological wellbeing 

 

The ninth objective of the study was to detect any association between Stress coping techniques 

(adaptive and maladaptive) and Psychological wellbeing.  
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Table 7.1 Correlation between Stress coping technique mean score (Mal-adaptive) and 

Psychological wellbeing mean score among garments factory personnel (n=300)  

 

 

 MEAN_MAC Total PWB 

MEAN_MAC Pearson Correlation 

 
1 -.300** 

Sig. (2-tailed) 

 
 .000 

N 

 
300 300 

Total PWB Pearson Correlation 

 
-.300** 1 

Sig. (2-tailed) 

 
.000  

N 

 
300 300 

**. Correlation is significant at the 0.01 level (2-tailed). 

 

 

Table 7.1, The bivariate analysis reveals that the mal adaptive coping score mean is significantly 

(p=000) inversely (correlation coefficient= - 0.300) correlated with total psychological wellbeing 

mean score.   
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Table 7.2: Correlation between Stress Coping technique mean score (Adaptive) and 

Total Psychological Wellbeing mean score among garment factory personnel  

 

 MEAN_ACTIVE Total PWB 

MEAN_ACTIVE Pearson Correlation 

 
1 .590** 

Sig. (2-tailed) 

 
 .000 

N 

 
300 300 

Total PWB Pearson Correlation 

 
.590** 1 

Sig. (2-tailed) 

 
.000  

N 

 
300 300 

**. Correlation is significant at the 0.01 level (2-tailed). 

 

 

 

Table 7.2, The bivariate analysis reveals that the adaptive coping score mean is significantly 

(p=000) positively (correlation coefficient= 0.590) correlated with total psychological wellbeing 

mean score.  
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Association between stress Coping and DAS 

 

The next objective was to detect any association between Stress coping techniques (adaptive and 

maladaptive) and depression, anxiety, stress. 
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Table 8.1 Association between Adaptive coping technique and Depression among 

garments factory personnel (n=300) 

Adaptive coping 

Depression Chi-

square 

value 

P value 

Yes 

n (%) 

No 

n (%) 

Below normal mean 2 (4.5) 22 (8.6) 0.836a 0.361† 

Above or equal normal mean 42 (95.5) 234 (91.4) 

Adaptive coping score 51.98±6.15 50.69±6.99  0.252‡ 

†P value determined by Chi-square (ᵪ2) test 

‡P value determined by Student’s t-test 

 

Table 8.1 The Chi Square test shows that, among the depressed garments personnel (n=44), those 

having adaptive coping mean score below normal mean (n=2) are not significantly (p=0.361) 

higher in proportion comparing counterpart (n=42) having coping mean score equal or above 

normal mean. (Adaptive Coping mean in depressed and non-depressed personnel are 51.98 and 

50.69 consecutively) 
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Table 8.2 Association between Adaptive coping technique and Anxiety among 

garments factory personnel (n=300) 

Adaptive coping 

 

Anxiety Chi-

square 

value 

P value 

Yes 

n (%) 

No 

n (%) 

Below normal mean 34 (94.4) 250 (94.7) 0.332a 0.950† 

Above or equal normal mean 2 (5.6) 14 (5.3) 

Adaptive coping score 52.69±6.48 50.63±6.92  0.091‡ 

†P value determined by Chi-square (ᵪ2) test 

‡P value determined by independent Student’s t-test 

 

Table 8.2 The Chi Square test shows that, among the Anxious garment’s personnel (n=36), those 

having adaptive coping mean score below normal mean (n=34) are not significantly (p=0.950) 

higher in proportion comparing counterpart (n=02) having coping mean score equal or above 

normal mean. (Adaptive Coping mean of anxious and non-anxious personal are 52.69 and 50.63 

consecutively)    
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Table 8.3 Association between Adaptive coping technique and Stress among garments 

factory personnel (n=300) 

Adaptive coping 

 

Stress Chi-

square 

value 

P value 

Yes 

n (%) 

No 

n (%) 

Below normal mean 1 (5.0) 23 (8.2) 0.262a 0.609† 

Above or equal normal mean 19 (95.0) 257 (91.8) 

Adaptive coping score 53.10±6.20 50.72±6.92  0.135‡ 

†P value determined by Chi-square (ᵪ2) test 

‡P value determined by independent Student’s t-test 

 

Table 8.3 The Chi Square test shows that, among the Stressed garments personnel (n=20), those 

having adaptive coping mean score below normal mean (n=01) are not significantly (p=0.609) 

higher in proportion comparing counterpart (n=019) having coping mean score equal or above 

normal mean. (Adaptive Coping mean of stressed and non-stressed personal are 53.10 and 50.2 

consecutively)    
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Table 8.4 Association between Mal-adaptive coping technique and Depression among 

garments factory personnel (n=300) 

Mal-adaptive coping 

 

Depression Chi-square 

value 

P value 

Yes 

n (%) 

No 

n (%) 

Below normal mean 43 (97.7) 241 (94.1) 0.957a 0.001† 

Above or equal normal mean 1 (2.3) 15 (5.9) 

Mal-adaptive coping score 10.16±4.69 20.96±4.67  0.001‡ 

†P value determined by Chi-square (ᵪ2) test 

‡P value determined by independent Student’s t-test 

 

Table 8.4 The Chi Square test shows that, among the depressed garments personnel (n=44), those 

having mal adaptive coping mean score below normal mean (n=43) are significantly (p=0.001) 

higher in proportion comparing counterpart (n=01) having coping mean score equal or above 

normal mean. (Maladaptive Coping mean of depressed and non-depressed personal are 10.16 and 

20.96 consecutively)  

  



96 
 

Table 8.5 Association between Mal-adaptive coping technique and Anxiety among 

garments factory personnel (n=300) 

Mal-adaptive coping 

 

Anxiety Chi-square 

value 

P value 

Yes 

n (%) 

No 

n (%) 

Below normal mean 34 (94.4) 250 (94.7) 0.004a 0.950† 

Above or equal normal mean 2 (5.6) 14 (5.3) 

Mal-adaptive coping score 20.75±4.63 21.02±4.67  0.091‡ 

†P value determined by Chi-square (ᵪ2) test 

‡P value determined by independent Student’s t-test 

 

Table 8.5 The Chi Square test shows that, among the anxious garment’s personnel (n=36), those 

having mal adaptive coping mean score below normal mean (n=34) are not significantly 

(p=0.950) higher in proportion comparing counterpart (n=02) having coping mean score equal or 

above normal mean. (Maladaptive Coping mean of anxious and non-anxious personal are 20.75 

and 21.02 consecutively)  
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Table 8.6 Association between Mal-adaptive coping technique and Stress among 

garments factory personnel (n=300) 

Mal-adaptive coping 

 

Stress Chi-square 

value 

P value 

Yes 

n (%) 

No 

n (%) 

Below normal mean 20 (100.0) 264 (94.3) 1.207a 0.272† 

Above or equal normal mean 0 16 (5.7) 

Mal-adaptive coping score 19.35±3.90 21.10±4.70  0.135‡ 

†P value determined by Chi-square (ᵪ2) test 

‡P value determined by independent Student’s t-test 

 

Table 8.6 The Chi Square test shows that, the stressed garments personnel (n=20), those having 

mal adaptive coping mean score below normal mean (n=20) are not significantly (p=0.272) 

higher in proportion comparing the counterpart (n=280) who don’t suffer stress. (Maladaptive 

Coping mean of stressed and non-stressed personal are 19.35 and 21.10 consecutively)  
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Association between stress Coping and Productivity 

 

The next objective was to detect any association between Stress coping techniques (adaptive and 

maladaptive) and Productivity (presentism and absenteeism).  
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Table 9.1 Association between Adaptive coping technique and Absenteeism among 

garments factory personnel (n=300) 

Adaptive coping 

 

Absenteeism Chi-square 

value 

P value 

Yes 

n (%) 

No 

n (%) 

Below normal mean 5 (9.3) 19 (7.7) 0.142a 0.706† 

Above or equal normal mean 49 (90.7) 227 (92.3) 

Adaptive coping score 51.26±7.25 50.79±6.82  0.653‡ 

†P value determined by Chi-square (ᵪ2) test 

‡P value determined by independent Student’s t-test 

 

Table 9.1 The Chi Square test shows that, among the garment’s personnel having absenteeism 

history (n=54), those having adaptive coping mean score below normal mean (n=05) are not 

significantly (p=0.706) higher in proportion comparing the counterpart (n=49) having adaptive 

coping mean equal or above normal mean. (Adaptive Coping mean of absent and present 

personal are 51.26 and 50.79 consecutively)  
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Table 9.2 Association between Mal-adaptive coping technique and Absenteeism among 

garments factory personnel (n=300) 

Mal-adaptive coping 

 

Absenteeism Chi-

square 

value 

P value 

Yes 

n (%) 

No 

n (%) 

Below normal mean 51 (94.4) 233 (94.7) 0.006a 0.001† 

Above or equal normal mean 3 (5.6) 13 (5.3) 

Mal-adaptive coping score 10.50±4.87 20.87±4.61  0.001‡ 

†P value determined by Chi-square (ᵪ2) test 

‡P value determined by independent Student’s t-test 

 

Table 9.2 The Chi Square test shows that, among the garment’s personnel having absenteeism 

history (n=54), those having mal adaptive coping mean score below normal mean (n=51) are 

significantly (p=0.001) higher in proportion comparing the counterpart (n=03) having mal 

adaptive coping mean equal or above normal mean. (Mal adaptive Coping mean of absent and 

present personal are 10.50 and 20.87 consecutively)  
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Table 9.3 Association between Adaptive coping technique and Presentism among 

garments factory personnel (n=300) 

Adaptive coping 

 

Presentism Chi-

square 

value 

P value 

Yes 

n (%) 

No 

n (%) 

Below normal mean 3 (6.3) 21 (8.3) 0.238a 0.626† 

Above or equal normal mean 45 (93.8) 231 (91.7) 

Adaptive coping score 52.08±6.34 50.65±6.97  0.186‡ 

†P value determined by Chi-square (ᵪ2) test 

‡P value determined byindependent Student’s t-test 

 

Table 9.3 The Chi Square test shows that, among the garment’s personnel having presentism 

history (n=252), those having adaptive coping mean score below normal mean (n=21) are not 

significantly (p=0.626) higher in proportion comparing the counterpart (n=231) having adaptive 

coping mean equal or above normal mean. (Adaptive Coping mean of personnel having 

presentism and without presentism are 52.08 and 50.65 consecutively)  
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Table 9.4 Association between Mal-adaptive coping technique and Presentism among 

garments factory personnel (n=300) 

Mal-adaptive coping 

 

Presentism Chi-

square 

value 

P value 

Yes 

n (%) 

No 

n (%) 

Below normal mean 48 (100.0) 236 (93.7) 0.329a 

 

0.073† 

Above or equal normal mean 0 16 (6.3) 

Mal-adaptive coping score 19.96±3.44 21.18±4.84  0.095‡ 

†P value determined by Chi-square (ᵪ2) test 

‡P value determined by independent Student’s t-test 

 

Table 11.4 The Chi Square test shows that, among the garment’s personnel having presentism 

history (n=252), those having mal adaptive coping mean score below normal mean (n=236) are 

not significantly (p=0.073) higher in proportion comparing the counterpart (n=16) having mal 

adaptive coping mean equal or above normal mean. (Mal adaptive Coping mean of personnel 

having presentism and without presentism are 19.96 and 21.18 consecutively)  
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Association between sociodemographic variables and PWB, DAS, Coping, Productivity 

 

The final objective was to find any association between socio-demographic variables and 

Psychological wellbeing, Depression, Anxiety, Stress, Stress Coping techniques and Productivity 

(absenteeism and presentism).  
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Table 10.1 Association between gender and adaptive coping of garments factory personnel 

(n=300) 

 

Gender Adaptive Coping Chi-square 

value 

P value† 

Below normal mean 

n (%) 

Equal or above normal 

mean 

n (%) 

 

Male 0 135 (48.9) 21.344a <0.001 

Female 24 (100.0) 141 (51.1) 

†P value determined by Chi-square (ᵪ2) test 

 

Table 10.1 the Chi square test shows that, between two groups of adaptive coping score mean 

(below normal mean and above normal mean), female shown significantly(p=<0.001) higher in 

proportion (100%) having mean value below normal adaptive mean comparing the male 

garments personnel. Means adaptive coping practiced less by females than male.   
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Table 10.2 Association between marital status and adaptive coping of garments factory 

personnel (n=300) 

Marital status 

 

Adaptive coping 
Chi-

square 

value P value† 

Below normal mean 

n (%) 

Equal or above normal mean 

n (%) 

Married 3 (12.5) 175 (63.4) 26.254a 

 

<0.001 

 

 

Unmarried 21 (87.5) 95 (34.4) 

Divorced 0 3 (1.1) 

Widow/Widower 0 3 (1.1) 

†P value determined by Chi-square (ᵪ2) test 

 

Table 10.2 the Chi square test shows that, between two groups of adaptive coping score mean 

(equal or above normal mean and below normal mean), married personnel shown significantly 

(p=<0.001) higher proportion having adaptive coping mean comparing unmarried garments 

personnel.  
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Table 10.3 Association between educational status and adaptive coping of garments factory 

personnel (n=300) 

Educational status 

 

Adaptive coping 
Chi-square 

value 

P value† 

Below normal mean 

n (%) 

Equal or above normal 

mean 

n (%) 

Graduation and above 15 (62.5) 36 (13.0) 38.275a 

 

<0.001 

 

HSC and below 9 (37.5) 240 (87.0) 

†P value determined by Chi-square (ᵪ2) test 

 

Table 10.3 The Chi square test shows that, among the employee having equal or above normal 

mean adaptive coping score, higher proportion (62.5%) of more qualified employee adopt 

adaptive coping significantly(p=<0.001) higher than counterpart..  
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Table 10.4 Association between monthly income and adaptive coping of garments factory 

personnel (n=300) 

Monthly income 

 

Adaptive coping 
Chi-square 

value 

P value† 

Below normal 

mean 

n (%) 

Equal or above normal 

mean 

n (%) 

5000-15000 bdt 9 (37.5) 223 (80.8) 

72.921a 

 

 

 

<0.001 

 

15001-25000 bdt 2 (8.3) 30 (10.9) 

25001-35000 bdt 11 (45.8) 8 (2.9) 

350001-45000 bdt 2 (8.3) 7 (2.5) 

>45000 bdt 0 8 (2.9)  

†P value determined by Chi-square (ᵪ2) test 

 

Table 10.4 Chi square test shows that, among the employee having adaptive coping mean below 

the normal mean, higher proportion (80.8%) of least income group (5000-15000) significantly 

(p=<0.001) have adaptive coping mean below normal mean value.  
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Table 10.5 Association between job position and adaptive coping of garments factory 

personnel (n=300) 

Job position 

 

Adaptive coping 
Chi-square 

value 

P value† 

Below normal mean 

n (%) 

Equal or above 

normal mean 

n (%) 

Chairman / CEO 0 3 (1.1) 79.937a 

 

 

<0.001 

 

Manager level 15 (62.5) 15 (5.4) 

Operator / Worker 9 (37.5) 258 (93.5) 

†P value determined by Chi-square (ᵪ2) test 

 

Table 10.5 The Chi square test shows that, among the garments personnel having adaptive mean 

score below normal mean (n=276), higher proportion (93.5%) of operators significantly 

(p=<0.001) have adaptive mean below normal mean.  
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Table 10.6 Association between educational status and Mal-adaptive coping of garments 

factory personnel (n=300) 

Educational status 

 

Mal-adaptive coping 
Chi-square 

value 

P value† 

Below normal mean 

n (%) 

Equal or above normal mean 

n (%) 

Graduation and above 140 (46.7) 9 (37.5) 13.044a 

<0.001 

 

HSC and below 160 (53.3) 15 (62.5) 

†P value determined by Chi-square (ᵪ2) test 

 

Table 10.6 the Chi square test shows that, among the employee having maladaptive coping mean 

equal or above normal mean (n=24), less qualified employee group having significantly 

(p=<0.001) higher proportion (n=15, 62.5)of maladaptive coping mean score comparing 

counterpart with higher academic qualification  
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Table 10.7 Association between job position and Mal-adaptive coping of garments factory 

personnel (n=300) 

Job position 

 

Mal-adaptive coping 
Chi-square 

value 

P value† 

Below normal mean 

n (%) 

Equal or above 

normal mean 

n (%) 

 

Chairman / CEO 3 (1.1) 0 21.458a 

 

 

<0.001 

 

Manager level 23 (8.1) 7 (43.8) 

Operator / Worker 258 (90.8) 9 (56.3) 

†P value determined by Chi-square (ᵪ2) test 

 

Table 10.7 the Chi square test shows that, among the employee who having maladaptive coping 

mean equal or above normal mean (n=284), workers were significantly higher in proportion 

(n=258, 90.8%) comparing other positions of the employee.   
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Table 10.8 Association between monthly income and Presentism of garments factory 

personnel (n=300) 

Monthly income 

 

Presentism 
Chi-square 

value P value† 

 

Yes 

n (%) 

No 

n (%) 

5000-15000 bdt 32 (66.7) 200 (79.4) 16.520a 

<0.001 

 

15001-25000 bdt 6 (12.5) 26 (10.3) 

25001-35000 bdt 4 (8.3) 15 (6.0) 

350001-45000 bdt 0 9 (3.6) 

>45000 bdt 6 (12.5) 2 (0.8)  

†P value determined by Chi-square (ᵪ2) test 

 

Table 10.8 Chi Square test shows that, monthly income of employee significantly (p=<0.001) 

associated with presentism of employee. Among the employee who showed history of 

presentism (n=48), low-income group was the highest proportion (66.7%, n=32) 
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Chapter 5 
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DISCUSSION 

This research aimed to assess the mental health of the garments factory personnel in Bangladesh 

in light of the mental health definition in the World Health Organization. In this connection, the 

research objective was to evaluate the distribution of psychological wellbeing, depression, 

anxiety and stress, stress coping pattern and the productivity of the garments personnel along 

with possible correlates.  

Psychological Wellbeing 

Psychological wellbeing has been assessed in various ways in different researches and many 

tools have been used to assess the domain (Weziak-Bialowolska, McNeely, & VanderWeele, 

2019). As in Bangladesh, Psychological Wellbeing Scale Bangla is the only adapted and 

validated measure, this tool has been used to explore this area and it assesses seven subdomains: 

psychological wellbeing, emotional wellbeing, work-related wellbeing, life wellbeing, physical 

wellbeing, social wellbeing and family wellbeing to extract psychological wellbeing status.  

Among the study participants, 28.3% of garments personnel's total psychological wellbeing 

mean score is 212.12 which is less than the scale value (216) [See Table 1.1]. The mean scores 

of five subscales of the tool are found below the normal limit and those domains are 

psychological wellbeing, emotional wellbeing, work-related wellbeing, social wellbeing and life 

wellbeing [See table 1.2]. On the other side, the mean score of family wellbeing and physical 

wellbeing are above the normal limit and these are 19.68 (normal mean 15) and 29.16 (scale 

mean 27) consecutively [See table1.1].  

Though the similar measure has not been applied by other relevant studies, in an Indian study the 

psychological well-being means of garments worker also found low which measured by the Carl 
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Ryff's scale (S, K, & G, 2019) and this match of finding could be explained by the homogenous 

socioeconomic condition of the employee of both countries. A Mexican study assessed the well-

being of industry employee with the help of the Flourish Index (FI), which included five domains 

like (life satisfaction, physical and mental health, meaning and purpose, character and virtue, and 

close social relationships) and the flourishing index of employees found 8.93 where each domain 

score range is 0-10. Though FI score is incompatible to compare with psychological wellbeing 

Bangla scale score, overall wellbeing condition of Mexican employee found satisfactory which 

do not match current study findings. This variation of finding is due to the construct of measure 

along with socio-demographic variables (Węziak-Białowolska, Białowolski, & McNeely, 2019).  

It is complicated to reach an inference comparing different studies which having heterogeneous 

methods locally and globally. Overall, it can be concluded from this study that, psychological 

wellbeing of one third study population is not satisfactory in Bangladesh.  

Depression, Anxiety and Stress 

Mental disorders are one of the extreme negative outcomes of mental health. As depression, 

anxiety and stress are the most common mental health issues in garments employee or among the 

working-age groups. This study objected to explore these disorders with the help of locally 

adapted and validated tool DASS 21 which is a widely used measure globally.  

In this study, 23.3% (n=70) of garments personnel having any one or more mental health 

conditions like depression, anxiety or stress [See Figure 1] which is higher than the findings of a 

recent national survey (16.8%) conducted in 2018-2019 (“Nimh-Fact-Sheet, 2019.). This 

variation could be due to research design as the national survey included 13 different mental 
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disorders among the community, whereas this study included only three common and prevalent 

mental health issues in garments personnel.  

Among the proportion of employee having mental health issues, 14.3% of the depression [see 

table 2] which is lower than other two local studies where prevalence is 33.5% and 23.5% 

consecutively (Islam, 2016; Fitch et al., 2017).  Though Indian prevalence is 6.8% which is 

lower than the current study, it matches with national community prevalence (6.7%). This 

difference is due to different research designs of the studies (Shanbagh & Josheph, 2012). The 

current study also found that 12.7% of garments personnel suffer anxiety whereas the recent 

national survey found the prevalence of anxiety was 4.5% [See Table 2]. On the other side, in 

Indian research, the prevalence found 7.6% (Shanbagh & Josheph, 2012) and such discrepancy 

due to heterogeneous research methods. The existing study also found that 6.7% of garments 

worker suffer stress. In a study among similar population in India, 137 subjects reported mild 

occupational stress and 48 reported moderates to severe occupational stress (Kiran et al, 2011). 

In another study in India, 26% of garments employees suffer stress(Anandi et al., 2017). In 

Congo, 28% of garments personnel found suffering from stress(Kitronza & Mairiaux, 2015).   

It can be interpreted that, there is a wide range of variability of the distribution of mental 

disorders among garments employee globally and locally. But in a nutshell, it can be said that 

one-quarter of the study population suffer mental health issues at the disorder level.  
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 Stress coping pattern 

This study found that the participants predominantly apply healthy or adaptive coping comparing 

maladaptive coping [See Table 3.4]. Among the different types of adaptive coping, “Planning” 

and "Religious practices" were the top two techniques that were applied predominantly by the 

garment’s personnel [See Table 3.1]. On the other hand, “Venting” and “Instrumental support” 

are techniques that were used less frequently by the garment’s employee [See Table 3.1]. In 

Indian research among female workers of selected apparel, "religion" also found the highest 

applied coping technique and the score mean was almost similar (6.36) to this study (Azmi, 

Husain, Vashist, & Usmani, 2014). Another Indian study found that “stress management 

program” and “prayer” are the top two measures that adopted by garments employees (Karthic, 

2017). This partial match of the findings can be explained by the similarity of sociodemographic 

context. 

On the other side, among the different types of maladaptive coping techniques, "Distraction" is 

predominantly applied and "substance use" is the least applied stress coping technique [See 

Table 3.1]. Though poor community primarily adopt “smoking" and "disengagement from work" 

as the way of stress coping, such pattern does not predominantly exist in this study population 

(Krueger & Chang, 2008).  

The discussion suggests that planning and religious practices are the prevailing adaptive coping 

techniques among garments personnel and distraction is the predominant maladaptive stress-

coping measures among garments employee in Bangladesh.  
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Productivity (absenteeism and presentism) 

Now a day, from an economical perspective, employees' health is rapidly becoming a key 

business factory (Kirsten, 2010). The productivity of the garment’s personnel can be influenced 

by various factors and its costs a huge amount annually to any organization and nation. This 

study revealed that, 18% of the employee having a recent history of absenteeism and 16% of 

them having presentism [See Figure3]. Though there is no available local data, in a Sri Lankan 

study, 85% of garments employee talked about, absenteeism, presentism or both (Woo et al., 

2011). This huge disparity between the two countries is due to the variation of inclusion criteria 

of the study place. In Sri Lanka, the study conducted in an area where substances use was 

prevalent. On the other side, the study area of this research doesn't have such vulnerable 

characteristics. Though there is a variation of absenteeism and presentism of garments employee 

in a different country, a section of Bangladeshi garments personnel indeed shows low 

productivity.  

Sociodemographic characteristics of the study population 

The study conducted among six garments factories of Dhaka and Chittagong and 300 employees 

of different categories (worker, manager, chairman) interviewed to assess their mental health 

status. In Bangladesh, majorities of the garment’s factories are concentrated in Dhaka and 

Chittagong, which convinced the researcher to select study places. Regarding the participants' 

socio-economic profile, it was found that most of the employees are Muslim (96%), married 

(59.3%), young aged; 18 to 27yrs (72%), female (55%), workers (89%), less educated (83%) and 

less paid (77%). 
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Education, Income, Job position: The available local data reveals that there are no previous 

studies that explored mental health of all three categories of the employee rather worker or low-

income group solely. The pattern of less educated and low paid workers also found in another 

local study where no employee found educated more than HSC and salary was only 9000 BDT 

monthly (Mehedi , Sujahangir & Sadeka, 2014).  

Gender: There are more than 5000 factories in Bangladesh and over 4 million employees 

working here, where more than 80% are female (Farhana, 2015). This female dominancy also 

observed globally as three-quarters of huge work (60-75 million) force are female which also 

matches local data (Zondlo, Wang, & Feuerstein, 2002). In another study in Bangladesh, the 

female workers found 66.66% comparing male counterpart (Farhana, 2015).  

Age: Another local study where 64.44% of garments employee were in the age range of 18-25 

(Farhana, 2015).  

It can be concluded that, like neighboring countries or subcontinent, the majority of the 

workforce in the garments sector belongs to low socio-economic background. 

Association between psychological wellbeing and mental disorders 

The study found that garments personnel who have been suffering from depression; anxiety and 

stress have total psychological wellbeing mean score significantly lower than the counterpart 

who doesn’t have the disorders [See Table 4.1, 4.2, 4.3]. This association suggests that 

psychological wellbeing can be negatively influenced by these common mental disorders, which 

also supported by a study conducted in the USA that found a correlation between mental illness 

and psychological wellbeing (Slade, 2010). In another study, it revealed that anxiety and 

depression are correlated with low psychological wellbeing (French, 2013).  
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Association between psychological wellbeing and productivity 

The garments personnel who have shown absenteeism and presentism, have low total 

psychological wellbeing mean scores comparing counterpart who doesn't have a history of 

absenteeism and presentism consecutively [See table 5.1, 5.2]. In another study, it also found 

that, 5% higher absenteeism among employee who has poor mental health (Bubonya, Cobb-

Clark, & Wooden, 2017).  

Association between mental disorders and productivity 

The study revealed that people suffer from mental disorders (depression, anxiety and stress) are 

less productive than a counterpart who are healthy [See table 6.1, 6.2, 6.3, 6.4, 6.5, 6.6]. The 

review work done by the Center for Understanding Sustainable Prosperity (CUSP) found that 

poor mental health is highly linked with productivity in term of presentism and absenteeism 

(ISHAM, MAIR, & JACKSON, 2020). Though an Indian study found that, depression and 

anxiety having associations with the productivity of the employee, it was not statistically 

significant (Rao & Ramesh, 2015). In 2010, Lerner D et al found that absenteeism and 

presentism significantly worse for the depressed employee (Lerner et al., 2010) and in another 

study it also found that, reduced productivity significantly higher among the workers with Major 

Depressive Disorder (Woo et al., 2011).  

Overall, this study finding suggests that mental disorders in garments employee reduce their 

productivity.     
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Association between stress coping pattern and psychological wellbeing 

The study found that stress coping pattern having an impact on psychological wellbeing and it 

proved that maladaptive coping having a negative outcome, whereas adaptive coping having a 

positive outcome on psychological wellbeing [See Table 7.1-7.2]. In another study, it found that 

maladaptive coping significantly correlated with poor psychological wellbeing and in Nigeria 

authors concluded that, coping strategies significantly impact the psychological wellbeing of 

university students (Guiyuan et al, 2011) (Ukeh & Hassan, 2018). In addition, a research found 

that adaptive coping style work as a resource for psychological wellbeing during fighting against 

academic stress (Freire, Ferradás, Valle, Núñez, & Vallejo, 2016). Moreover, different study also 

found that adaptive coping correlated with wellbeing (García Reyes, 2013). Furthermore, in 

another study it was found that stress coping strategies significantly correlated with 

psychological wellbeing (Hayat & Zafar, 2015)  

In brief, it can be summarized that, among the garment’s employee, the types of stress coping 

techniques having both positive and negative impact on psychological wellbeing.  

Association between stress coping pattern and mental disorders 

Overall, the research found that maladaptive coping pattern significantly associated with 

depression and anxiety. But the employee did not show any association with stress disorder [See 

Table 8.1-8.4]. In a study among family members of ICU patient, it was found that adaptive 

coping significantly related with depression, anxiety and stress level (Olabisi et al., 2020).  In 

China, a study conducted among university student, found that stress is associated with coping 

strategies and depressive symptoms and passive strategies mediate the relationship between 

stress and depressive symptoms(Chou et al., 2011). In another study among Egyptian physicians, 
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it was found that depression, anxiety and stress significantly negatively correlated to adaptive 

coping (Khalaf, Khalil, & Abdelmaksoud, 2020). Another study found that female with higher 

maladaptive coping pattern also show depressive symptom more than those who adopt higher 

adaptive stress coping strategies (Thompson et al., 2010).  

The discussion suggests that, like other studies, this study also observed the association between 

the pattern of stress coping techniques with mental disorders (depression and anxiety) among 

garments employee of Bangladesh. 

 Association between stress coping pattern and productivity 

This research found that maladaptive coping pattern significantly associated with absenteeism 

but the adaptive coping pattern is not significantly associated with absenteeism or presentism 

[See Table 9.1-9.4]. In a Slovenian study among managers, it was found that managers who use 

problem-focused coping strategies are significantly less absent from work and experienced lower 

levels of stress than managers who use emotion-focused stress coping strategies (Erenda, 2013). 

It indicates that, adaptive coping works as a protective factor in case of absenteeism. Contrary to 

these findings, a study among American nurses, found that occasional absenteeism may help to 

maintain physical and psychological states at manageable levels even if they do not result in 

immediately noticeable improvements on the part of returning employee (Hackett & Bycio, 

1996). 

Though there are contradictory pieces of evidence regarding stress coping pattern and 

productivity in various researches, existing research found the link between maladaptive stress-

coping practice and reduced productivity among Bangladeshi garments employee.  
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Association between socioeconomic variables and mental health  

The study observed the gender difference in the case of stress coping techniques. The female 

employees show less adaptive coping practice than counterpart [See Table 10.1]. This finding 

also matches with another study, where the researcher found that though there is no significant 

difference between male and female regarding perceiving stress, female more likely to use 

adaptive coping than male and male adopt maladaptive coping more(Gentry et al., 2007). On the 

other hand, the married employee showed a significantly higher proportion of adaptive coping 

practice than unmarried employees [See Table 10.2] but such disparity did not find significant 

between these two groups in another study(Krueger & Chang, 2008). 

This study found that the low-income group adopts maladaptive stress-coping more and adaptive 

coping lesser than other income or position of the employee. It also found that less educated, 

workers or operators and lowest income show significantly lower adaptive coping practice 

comparing well educated (graduate or postgraduate), higher positions and highly paid officials. 

[See Table 10.3-10.6]. In addition, a higher portion of less qualified employee adopts 

maladaptive coping styles than advanced literate colleagues.  

The finding of this study also echoed other studies, where poor socioeconomic status (SES) 

group do smoke and disengaged from work as the way of stress coping techniques which are 

maladaptive (Krueger & Chang, 2008). At the same time, it also found that employee with low 

income shows a higher frequency of presentism than other income groups [See table 10.6] [See 

table 10.7].  

On the whole, the sociodemographic factors like gender, marital status, academic qualification, 

job position and monthly income significantly associated with stress coping techniques among 
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the participants of this research. In brief, people from poor economic background practice 

maladaptive stress-coping more and adaptive coping less comparing the middle or high-income 

group of garments employees. 

Summary 

From the above discussion, it can be said that a segment of garments employee of Bangladesh 

suffer mental disorders like depression, anxiety and stress and their psychological wellbeing is 

not satisfactory. Moreover, poor psychological wellbeing makes the employee less productive 

though mental disorders are associated with low productivity. Most of the garment’s employee 

applies healthy stress coping techniques comparing with the unhealthy techniques. Religious 

practice is one of the prevalent healthy stress coping techniques and distraction is one of the 

prevalent unhealthy techniques among the garment’s employee. In this study, majority of the 

employee belongs to low economic status and among them, maladaptive stress coping is more 

prevalent than other income groups. This study also found that the pattern of stress coping 

(adaptive and maladaptive) influences psychological wellbeing in both positive and negative 

way. Finally, maladaptive coping pattern significantly associated with depression, anxiety and 

productivity (absenteeism) of the garment’s employee of Bangladesh. 

 

 

 

 

 

 

 



124 
 

Conclusion 

 

Most of the available pieces of evidence in Bangladesh regarding the mental health of garments 

population related to worker group and individual domain of mental health. This study 

uncovered the overall mental health condition of garments factory personnel in the context of 

psychological wellbeing, common mental disorders, stress coping pattern and productivity. It 

found that a noticeable portion of the employee suffers from depression, anxiety and stress. 

Moreover, they hold unsatisfactory psychological well-being. Furthermore, poor socioeconomic 

condition, unhealthy stress coping, presence of mental disorders and poor psychological well-

being found important associates that influenced negatively their productivity.  

 

Limitations  

 

In this study, the garments were purposively selected and it would be better if they were 

randomly included. Due to the budget and time constrain, the study could not be conducted on a 

broader scale which could be representative of our country context. As the data were collected 

anonymously, the detected clinical population could not be communicated to refer them for 

receiving mental health services. Finally, the researcher was unable to compare the current study 

findings with other studies, as there were no previous national or global findings that followed a 

similar research design.  
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Implication and Recommendation 

 

The findings will be able to provide a glimpse of the current mental health status of garments 

factory personnel in Bangladesh. Based on this study finding, authorities or stack holders can 

realize the importance of mental health assessment, service and training facilities for the 

employee to ensure their productivity. In future, the research outcome may be helpful to 

formulate extended research nationwide to get an accurate impression of the area. It will also 

guide the other researchers in this field to conduct a qualitative study of relevant domains which 

will be able to provide a complete scenario of the mental health of garments employee.   
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Research tools/Questionnaires 

 

 Sociodemographic questionnaire 

 Psychological Wellbeing Scale 

 Depression, Anxiety, Stress Scale 21 (DASS 21) 

 Brief Coping Orientation to Problem Experienced (Brief COPE) 

 Lam Employment Absenteeism and Productivity Scale (LEAPS) 
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সম্মতি পত্র 
সম্প্রতি বাাংলাদেশ তিম্ন আদের দেশ দেদে তিম্ন মধ্যম আদের দেদশ পতরণি হদেদে এবাং 

এদেদত্র গাদম েন্টস খাদির অবোি অিস্বীোর্ ে। রপ্তািী খাদির ৮০ ভাগ রপ্তািী হে গাদম েন্টস খাি 

হদি এবাং বিেমাদি বাাংলাদেশ গাদম েন্টস খাদির রপ্তািীদি তবদের িৃিীে বৃহে রাষ্ট্র। এ খাদি 

বিেমাদি ৪০ লদের ও  দবশী দলাে োজ েরদে, র্ার তসাংহ ভাগ ই মতহলা। গাদম েন্টস খাি 

বাাংলাদেদশর অে েিীতির মূল চাতলো শক্তি। োদজই এ খাদি তিদোক্তজি েম েেিো েম েচারীদের 

শারীতরে ও মািতসে সুস্থিা অিযন্ত গুরুত্বপূি ে ।  

েম েদেদত্র মািতসে স্বাস্থয এেটি গুরুত্বপূণ ে তবষে, দেিিা মািতসে অসুস্থিা বা সমসযা েম ে 

েেিা েমাে এবাং োদজ বযাঘাি ঘিাে। ফদল প্রতিষ্ঠাদির স্বাভাতবে েম েোন্ড  বযাহি হে। 

ফলশ্রুতিদি  উি প্রতিষ্ঠাদির উৎপােি হ্রাস বা আতে েে েতি সাতধ্ি হে । বাাংলাদেদশর তেদশার 

তেদশারীর শিেরা ১৮ ভাগ এবাং প্রাপ্ত বেস্কদের শিেরা ১৬ ভাগ মািষু মািতসে দরাদগ ভুদগ 

োদেি। তবে স্বাস্থয সাংস্থার গদবষিা অিুর্ােী আগামী ২০২০ সাল িাগাে মািুদষর েম েেমিা 

হারাদিার তিিীে প্রধ্াি োরণ হদব, তবষন্নিা দরাগ। সাধ্ারণি, মতহলারা পুরুদষর দচদে, তবষণ্ণিা 

দরাদগ দবশী ভুদগ োদেি। েম েদেদত্র মািতসে চাপ ও িা দমাোদবলা েরার পদ্ধতি, সদব োপতর 

মািতসে স্বাস্থয সম্পতেেি প্রােতমে ধ্ারণা োো গুরুত্বপূণ ে। বাাংলাদেদশ গাদম েন্টস খাদি তিদোক্তজি 

জিশক্তির মািতসে স্বাস্থয তবষদে এ র্াবি দমৌতলে গদবষণা েম ে খুব হদেদে।   

উপদরাি আদলাচিার দপ্রতেদি,“Mental health of garments factory personnel of Bangladesh” 

শীষ েে গদবষিােম েটি  এম তফল (তিতিেযাল সাইদোলক্তজ) দোদস ের অাংশ তহদসদব , ঢাো ও 

চট্টগ্রাদমর তবতভন্ন গাদম েন্টদস  পতরচাতলি হদে। উি গদবষণা েদম ে আপিার বা প্রতিষ্ঠাদির প্রেত্ত 

িেযাতে দগাপি রাখা হদব এবাং েিৃেপদের অিুমতি বযতিি িৃিীে দোি পদের োদে িা প্রোশ 

েরা হদবিা। এ গদবষণা ঝুতেহীি এবাং দস্বোে অাংশগ্রহণমূলে। আপতি চাইদল দর্দোি সমে 

আপিার িাম প্রিযাহার েদর তিদি পাদরি বা গদবষিাে অাংশগ্রহণ দেদে তবরি োেদি পাদরি। 

আপিার দোি মািতসে স্বাস্থয সমসযা সিাি হদল, গদবষণা েল , তবিামূদলয আপিাদে প্রদোজিীে 

সহােিা প্রোি েরদবি। আপিার দোি প্রশ্ন বা ক্তজজ্ঞাসা োেদল দর্াগাদর্াগ েরদি পাদরিঃ 

সাদেো দহাদসি,  এম তফল গদবষে, তিতিোল সাইদোলক্তজ তবভাগ, ঢাো তবেতবেযালে, ঢাো । 

দফািঃ০১৬৭৫৬৪৩৯৫৭ hossainsadeka@gmail.com 

আতম উপদরাি তবষে অবগি হদে , স্বজ্ঞাদি গদবষিাে অাংশ গ্রহদণ রাক্তজ আতে। 

 

স্বাক্ষরঃ  

তাররখঃ  
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Questionnaire for socio demographic and other variables for the study titled 

“Mental health of garments factory personnel of Bangladesh” 

 
১ বেস ে। <১৮ খ। >১৮ <৬০ গ। >৬০  

২ তলঙ্গ  ে।পুরুষ    খ। মতহলা 

৩ ধ্ম ে ে। ইসলাম খ। সিািি গ। দবৌদ্ধ ঘ। 

খৃস্টাি ঙ। অিযািয  

৪ বববাতহে অবস্থা ে। তববাতহি খ। অতববাতহি গ। 

তিদভাস ে ঘ। আলাো োদেি ঙ। তবধ্বা 

চ। তবপত্নীে 

৫ তশোগি দর্াগযিা ে। অতশতেি খ। প্রােতমে গ। 

মাধ্যতমে উচ্চ মাধ্যতমে ঘ। স্নািে বা 

স্নািদোত্তর  

৬ পদের নাম  ১। উচ্চ ২। মধ্যম ৩। রনম্ন  

৭ আে (মাতসে)  ১। পতরবারঃ 

২। তিজঃ  

৩। প্রধ্াি উপাজেিোরীঃ  

৮  দোি প্রধ্াি পতরতস্থতি বা তবষে েম েদেদত্র  

আপিার মািতসে চাপ বিরী েদর?   

 

৯   পতরবাদরর দেউ তে তবষন্নিা দরাদগ ভুদগদেি? ে। হযা    খ। িা  

১০  আপিার প্রতিষ্ঠাদি তে দোি ধ্রদণর মািতসে 

স্বাস্থযদসবা চাল ুআদে?  

ে। হযা    খ। িা  

 

আপিাদে অসাংখয ধ্িযবাে  

 



 

Bangla Version of the Psychological Well-being scale  

wb‡¤œ gvbwmK my¯’¨Zv msµvšÍwK…Q Dw³ Av‡Q| cÖwZwU Dw³i cv‡k cuvPwU DËi †hgb (1) G‡Kev‡iB cÖ‡hvR¨ bq, (2) cÖ‡hvR¨ bq, (3)  AwbwðZ, 

(4) cÖ‡hvR¨, (5) m¤ú~Y© cÖ‡hvR¨ †`Iqv Av‡Q| AbyMÖn K‡i cÖwZwU Dw³ c‡o ‡h DËiwU Avcbvi wb‡Ri e‡j we‡ePbv K‡ib †m  DËiwU‡Z ( 

) wUK wPý w`b|   

Avcbvi †`Iqv Z‡_¨I †MvcbxqZv m¤ú~Y©fv‡e iÿv Kiv n‡e Ges Zv †KejgvÎ M‡elYvi Kv‡R e¨envi Kiv n‡e| ab¨ev`| 

bs  Dw³mg~n  G‡Kev‡iB  

cÖ‡hvR¨ bq 

cÖ‡hvR¨  

bq 

AwbwðZ  cÖ‡hvR¨  m¤ú~Y©   

cÖ‡hvR¨ 

1.  Avgvi kvixwiK ¯^v¯’¨ fvj|       

2.  Rxeb mg‡Ü Avgvi cy‡iv Drmvn DÏxcbv Av‡Q|      

3.  Avwg wb‡Ri Dci †_‡K Av¯Ív nvwi‡q †d‡jwQ|       

4.  Avgvi mv‡_ Avgvi eÜz/evÜex‡`i m¤úK© fvj|       

5.  Avgvi kix‡ii wewfbœ As‡ki hš¿bvq Avwg fzwM|       

6.  Avgv‡K mevB cQ›` K‡i|       

7.  Avwg cÖvqB `ytwLZ I welbœZv‡eva Kwi|       

8.  Avgvi †ek wKQz fvj I wek¦vmx eÜy Av‡Q|       

9.  Avgvi cvwievwiK Rxeb my‡Li|       

10.  †QvU LvU wedjZvI Avgv‡K D‡ËwRZ K‡i †Zv‡j|       

11.  cwiev‡ii m`m¨, eÜz-evÜe A_ev cÖwZ‡ekx‡`i 

mv‡_ Avwg  cÖ‡qvR‡b †LvjvLywj Avjvc Ki‡Z 

cvwi|  

     

12.  Avgvi gv_v wSgwSg K‡i I ewg ewg jv‡M|       

13.  Avwg my›`i Rxe‡bi ¯^cœ †`wL ev Avkv Kwi|      

14.  cwiw¯’wZ Avgv‡K cwievi A_ev hv‡`i Avwg fvjevwm 

Zv‡`i KvQ  †_‡K Avjv`v K‡i‡Q|  

     

15.  eÜz-evÜ‡ei mv‡_ †_‡K Ges Zv‡` mv‡_ KvR K‡i Avb›` 

cvB|  

     

16.  Avwg Aí‡Z K¬vwšÍ, Abxnv Ges Aw¯’iZv †eva Kwi|      

17.  Avwg Avgvi Rxe‡bi hv wKQy AR©b K‡iwQ Zv wb‡q myLx|       

18.  Avgv‡K †ekx cwikªg Ki‡Z nq|      



19.  Avgvi Kv‡Ri cÖksmv †KD K‡ibv|       

20.  Avwg hv Ki‡Z PvB Zv Kivi Avgvi cy‡iv ¯^vaxbZv Av‡Q|       

21.  me wKQy we‡ePbv K‡i Avwg wb‡R‡K myLx/g~j¨evb e‡j g‡b 

Kwi| 

     

22.  Avgvi cÖvqB gv_v, wcV/Nv‡o e¨v_v nq|      

23.  Avwg KL‡bvB Avgvi ¯^v¯’¨ m¤ú‡K© DwØMœ nBbv|       

24.  fvj Nyg bv nIqvi Kvi‡b Avwg Amyweav †eva Kwi|       

25.  Avwg PU K‡i †i‡M hvB|      

26.  Avwg Av‡eM wbqš¿b Ki‡Z cvwi bv|       

27.  webv Kvi‡b Avwg gv‡S gv‡S `ytL Abyfe Kwi|       

28.  Avgvi mv‡_ ¯^vgx/¯¿xi m¤úK© fvj|       

29.  Avgvi mv‡_ Avgvi evev /gv‡qi m¤úK© fvj|      

30.  Avgvi mv‡_ Avgvi mšÍvb/mšÍwZi m¤úK© fvj|       

31.  Avgvi cwiev‡ii AwaKvsk m`m¨ Nwbófv‡e G‡K 

Ac‡ii  KvQvKvwQ|  

     

32.  mw`©, Kvwk, R¡i Avgvi Lye KgB nq|      

33.  Avwg cÖvqB bZzb ai‡Yi wKQy KvR Kivi †Póv Kwi|       

34.  `ywðšÍvi Kvi‡b Avgvi Ny‡gi e¨vNvZ N‡U|       

 

 

35.  Avwg hLb wKQz wPšÍv Kwi ev wKQz Ki‡Z PvB ZLb 

g‡bvwb‡ek bv  Ki‡Z †c‡i Aw¯’i‡eva Kwi| 

     

36.  wb‡R‡K GKRb Ac`v_© e‡j g‡b nq|       

37.  Avwg wb‡R‡K wb‡q myLx/ wb‡R‡K cQ›` Kwi|       

38.  Avgvi Rxeb wbivb›`gq ev GK‡N‡qgxc~Y© e‡j g‡b Kwi|      

39.  Avgvi Rxeb‡K Avwg AcÖ‡qvRbxq e‡j g‡b Kwi bv|       

40.  wK n‡e, Avwg Zv wb‡q †gv‡UB wPšÍv Kwibv Ges Avgvi g‡b 

nq me  wKQz †Q‡o Avwg cvwj‡q hvB|  

     

41.  Avwg mn‡R Avb›`, Avivg Ki‡Z cvwi|       



42.  wb‡Ri Dci †_‡K Av¯’v nvwi‡q †d‡jwQ e‡j Avgvi g‡b 

nq| 

     

43.  ‰`bw›`b KvRK‡g© Avwg fvjfv‡e g‡bv‡hvM w`‡Z cvwi|       

44.  A‡b¨iv Avgv‡K cÖvqB Acgvb K‡i|       

45.  Avgvi A‡b‡KB Av‡Q hv‡`i Dci Avwg mvnv‡h¨i Rb¨ 

wbf©i Ki‡Z  cvwi| 

     

46.  cwievi I cvov cÖwZ‡ekx‡`i mv‡_ Avwg fvjB 

gvwb‡q Pj‡Z  cvwi| 

     

47.  †jv‡K Avgvi Kv‡Ri mgv‡jvPbv K‡i|       

48.  Avgvi KvR Avgv‡K e¨w³MZ m¯‘wó, gh©v`v I †MŠie‡eva 

Kivq|  

     

49.  Avgvi KvR Lye mn‡R, GK‡N‡qwg, wbivb›` g‡b nq|      

50.  Kv‡R Avgv‡K wU‡K _vKvi Rb¨ msMÖvg Ki‡Z nq|       

51.  Avgvi KvR Avgv‡K MiæZ¡c©~b Ges kw³kvjx Abyfe Kivq|       

52.  †hLv‡b Avwg KvR Kwi †mLv‡b Avwg †kLvi Ges 

wb‡Ri DbœwZ  Kivi my‡hvM †c‡qwQ| 

     

53.  cÖ‡qvR‡b ‡h †Kvb ai‡bi Pvcg~jK cwiw¯’wZi m¤§yLxb 

nIqvi  ÿgZv Avgvi Av‡Q| 

     

54.  Avwg g‡b Kwi Avgvi A‡bK mvnvh¨ Drmv‡ni cÖ‡qvRb|      

55.  Avgv‡K wb‡q mgv‡jvPbv Ki‡j Avwg mn‡RB †f‡½ cwo|       

56.  †Kvb wel‡q wmÜvšÍ †bIqvi fvj ÿgZv Av‡Q|       

57.  Avwg gv‡S gv‡S Avgvi gvbwmK my¯’¨Zv wb‡q DwØMœ nB|      

58.  Avwg g‡b Kwi Avgvi Rxeb `ytLgq|      

59.  Avgvi Ggb †KD †bB hvi Rb¨ fvwe A_ev †m Avgvi Rb¨ 

fv‡e|  

     

60.  Avgvi wkÿvMZ †hvM¨Zv wb‡q †ek Lywk|      

61.  Avwg wKQz Ki‡Z PvB‡j mevB evauv †`q|      

62.  Avwg Avgvi Rxeb‡K gyj¨evb g‡b Kwi|       

63.  Avgvi mgm¨v Avwg wb‡RB †gvKvwejv Ki‡Z cvwi|       



64.  Avwg Aí‡Z wei³ nB|       

65.  Ab¨ †jvK‡`i KvR †_‡K `~‡i _vK‡Z cvi‡j Ges Zv‡`i 

Rb¨ wKQz  Ki‡Z bv n‡j fvj †eva Kwi|  

     

66.  Avwg cÖvqB ü`wc‡Ûi aicvivwb‡Z f’wM|       

67.  Avwg gv‡S gv‡S g~Q©v hvB      

68.  Avwg hv wKQz Kwi bv †Kb,Avwg Rvwb Zv wVK n‡e bv|       

69.  Avwg GKv _vK‡Z cQ›` Kwi|       

70.  AwZw_ Avc¨vqb cQ›` Kwi|      

71.  KvR Avgv‡K wewfbœ w`K †_‡K ¯^vej¤^x K‡i‡Q |      

72.  Kv‡Ri g‡a¨ Avwg Avgvi Ávb, AwfÁZv cÖ‡qvM 

Kivi my‡hvM  cvB| 
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Brief COPE 
We are interested in how people respond when they confront difficult or stressful events in their lives. 
There are lots of ways to try to deal with stress.  This questionnaire asks you to indicate what you 
generally do and feel, when you experience stressful events.  Obviously, different events bring out 
somewhat different responses, but think about what you usually do when you are under a lot of stress. 
 
Each of us deals with things in different ways; I'm interested in how you've tried to deal with 
things.  Each item says something about a particular way of coping.  I want to know to what extent 
you've been doing what the item says.  How much or how frequently.   
 
Don't answer on the basis of whether it seems to be working or not—just whether or not you're doing 
it.  Try to rate each item separately in your mind from the others.  Make your answers as true FOR 
YOU as you can.  This information is confidential/belongs to you; you may share if you choose. 
 
There are no “right” or “wrong” answers!  We’re looking for a general pattern, not a specific “score” 
 
 
 
 1___________________2______________________________3___________________________4 
Not at all                     Little bit                                      Medium amount                                 Doing a lot 
 
 
1 =  I haven't been doing this at all                                                              

 2 = I've been doing this a little bit  

 3 = I've been doing this a medium amount 

 4 = I've been doing this a lot 

  

Using this scale, respond to the following:                          
 
 

1.  I've been turning to work or other activities to take my mind off things. 

2.  I've been concentrating my efforts on doing something about the situation I'm in.  

3.  I've been saying to myself "this isn't real." 

4.  I've been using addictive behaviors or substances to make myself feel better.  

5.  I've been getting emotional support from others.  

6.  I've been giving up trying to deal with it.  

7.  I've been taking action to try to make the situation better.  

8.  I've been refusing to believe that it has happened.  

9.  I've been saying things to let my unpleasant feelings escape.  

10.  I’ve been getting help and advice from other people.  
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1___________________2______________________________3___________________________4 
Not at all                     Little bit                                      Medium amount                                 Doing a lot 
 

11.  I've been using alcohol or other drugs to help me get through it.  

12.  I've been trying to see it in a different light, to make it seem more positive.  

13.  I’ve been criticizing myself.  

14.  I've been trying to come up with a strategy about what to do.  

15.  I've been getting comfort and understanding from someone.  

16.  I've been giving up the attempt to cope.  

17.  I've been looking for something good in what is happening.  

18.  I've been making jokes about it.  

19.  I've been doing something to think about it less, such as going to movies, watching TV, reading,  

 daydreaming, sleeping, or shopping.  

20.  I've been accepting the reality of the fact that it has happened.  

21.  I've been expressing my negative feelings.  

22.  I've been trying to find comfort in my religion or spiritual beliefs.  

23.  I’ve been trying to get advice or help from other people about what to do.  

24.  I've been learning to live with it.  

25.  I've been thinking hard about what steps to take.  

26.  I’ve been blaming myself for things that happened.  

27.  I've been praying or meditating.  

28.  I've been making fun of the situation. 
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Coping strategy each question involves: 
Self-distraction #s 1 &19  

Active coping #s 2 & 7  

Denial #s 3 & 8  

Substance use #s 4 &11  

Use of emotional support #s 5 &15  

Use of instrumental support #s 10 & 23  

Behavioral disengagement #s 6 &16  

Venting #s 9 & 21  

Positive reframing #s 12 & 17  

Planning #s 14 & 25  

Humor #s 18 & 28  

Acceptance #s 20 & 24  

Religion #s 22 & 27  

Self-blame #s 13 & 26 

 

From the list right above, identify the coping strategies you use most often; list them here.  Next, 

identify whether that strategy is problem-focused OR emotion-focused coping. 
1. 

_______________________________________________________________________________ 

2. 

_______________________________________________________________________________ 

3. 

_______________________________________________________________________________ 

 

List 3 new/different coping strategies you’d like to practice using: 

1. 

_______________________________________________________________________________ 

2. 

_______________________________________________________________________________ 
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3. 

_______________________________________________________________________________ 
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Brief COPE-Bangla (Translated version) 

এ প্রশ্নগুল ো মূ ত আপনি জীবলি চোপ নিভোলব মমোিোলব ো িলেি মে েম্পনিিত এবং আলেো েনুিনদিষ্টভোলব ব ল  গত িলেিমোলে আপিোে  

দদিন্দিি জীবলিে মেলিোি চোপ নিভোলব মমোিোলব ো িলেলেি তোে উপে নভনি িলে উিে নদি। মেলিোি েমেযো বো চোপ মমোিোলব ো িেোে নবনভন্ন 

উপোে আলে।  নবনভন্ন বযন্দি িোিোি ভোলব চোপ মমোিোলব ো িলে থোলি নিন্তু আনম মূ ত আপনি নিভোলব চোপ মমোিোলব ো িলেি মে বযোপোলে আগ্রহী।  

প্রনতটি প্রশ্ন চোপ মমোিোলব োে নিনদিষ্ট ধেণ েম্পনিিত। আনম মূ ত আপনি নি মোত্রোে, িতবোে উি পদ্ধনত বযবহোে িলেলেি তো েম্পলিি জোিলবো।  

চোপ মমোিোলব োে পদ্ধনতটি নি আপিোে েমেযো বো চোলপে মেলত্র িোে িিেী িোনি অিোে িিে নেল ো মেিোে উপে নভনি িলে উিে িো নদলে  বেং 

আপনি েোধোেণত নি নি পদ্ধনত অব ম্বি বো প্রলেোগ িলেি তোে উপে নভনি িলে উিে নদি। নিম্ন ন নিত উিলেে অপশি(১,২,৩,৪)  অিুেোলে 

উিে নদি। আপনি েনতয েনতয আপিোে মেলত্র মেভোলব চোপ মমোিোলব ো িলেি মে অিুেোলেই উিে নদি।  ১ = আনম এিো িিলিোই িনেিো , ২ = 

আনম এিো িুব অল্প িলে থোনি , ৩ = আনম এিো মমোিোমুটি িলে থোনি , ৪ =  আনম এিো প্রোেই িলে থোনি  

 প্রশ্ন উিে 

১ মিোি নবষে/ঘিিো মথলি মি েনেলে মিেোে জিয আনম িোলজ বো অিয মিোি নিেুলত বযস্ত থোনি  ১ ২ ৩ ৪ 

২ আনম মিোি পনেনিনতলত থোিল , মে নবষলে আমোে ভূনমিোে নদলি মলিোলেোগী হই  ১ ২ ৩ ৪ 

৩ আনম আমোলি বন , “ এিো েনতয িো ”   ১ ২ ৩ ৪ 

৪ নিলজলি ভোল ো েোিোে জিয, আনম মদ বো অিযলিোি মিশো িলে থোনি  ১ ২ ৩ ৪ 

৫ আনম অিযলদে মোিনেি েোলপোিি মপলে থোনি  ১ ২ ৩ ৪ 

৬ আনম এলেলত্র হো  মেলে মদই  ১ ২ ৩ ৪ 

৭ আনম পনেনিনত মমোিোলব োে জিয িোে িিেী পদলেপ মিেোে মচষ্টো িনে  ১ ২ ৩ ৪ 

৮ আনম এ ধেলিে নিেু হলেলে বল  নবশ্বোে িনেিো  ১ ২ ৩ ৪ 

৯ আমোে মভতলেে অস্বনি দেূ িেোে জিয িথো ব লত থোনি  ১ ২ ৩ ৪ 

১০ আনম অিযলদে েোহোেয ও উপলদশ মপলে থোনি  ১ ২ ৩ ৪ 

১১ এ পনেনিনত পোে হওেোে জিয আনম মদ বো অিয মিশো দ্রবয নিলে থোনি  ১ ২ ৩ ৪ 

১২ আনম পনেনিনত ইনতবোচি ভোলব মদিোে জলিয নবিল্প দৃটষ্টভনি নদলে মদিোে মচষ্টো িলে থোনি  ১ ২ ৩ ৪ 

১৩ আনম নিলজে েমোল োচিো নিলজ িেলত থোনি  ১ ২ ৩ ৪ 

১৪ এ পনেনিনতলত নি িেো েোে মেবযোপোলে  মিৌশ  বো িম িপন্থো  িুলজ মবে িনে  ১ ২ ৩ ৪ 

১৫ অিয মিউ এলেলত্র আমোলি আস্বি িলে এবং নবষেটি েম্পলিি  বুন্দিলে বল   ১ ২ ৩ ৪ 

১৬ পনেনিনত মমোিোলব োে মচষ্টো আনম িনেিো  ১ ২ ৩ ৪ 

১৭ েো ঘিলে তোে মোলি ভোল ো মিোি নদি আনম িুলজ মবে িনে  ১ ২ ৩ ৪ 

১৮ আনম এ নিলে মিৌতুি িলে থোনি  ১ ২ ৩ ৪ 

১৯ এ নবলষোলে নচন্তো িো িেোে জিয আনম অিয নিেু িলে থোনি মেমিঃ নিল্ম মদিলত েোওেো, টিনভ মদিো, বই 

পেো, ঘমুোলিো, মিিোিোিো িেো ইতযোনদ  

১ ২ ৩ ৪ 

২০ েো ঘলি মগলে তোলি বোস্তবতোে মপ্রনেলত মমলি মিই  ১ ২ ৩ ৪ 

২১ আমোে মলিে মিনতবোচি অিুভূনতগুল ো আনম প্রিোশ িনে  ১ ২ ৩ ৪ 

২২ আনম ধমীে বো আধযোনিি নচন্তোে মোধযলম প্রশোনন্ত িুন্দজী ১ ২ ৩ ৪ 

২৩ আনম অিযলদে িোে মথলি উপলদশ বো েোহোেয পোওেোে মচষ্টো িনে  ১ ২ ৩ ৪ 

২৪ আনম এিোলি েোলথ নিলেই চ লত নশনি  ১ ২ ৩ ৪ 

২৫ নি নি পদলেপ মিেো উনচত তো নিলে আনম গভীে নচন্তো িনে  ১ ২ ৩ ৪ 

২৬ েো ঘলিলে তো নিলে আনম নিলজলি মদোষ নদলত থোনি  ১ ২ ৩ ৪ 

২৭ আনম ধম ি পো ি বো মমনিলিশি িনে  ১ ২ ৩ ৪ 

২৮  পনেনিনত নিলে আনম মজো বো মিৌতুি িলে থোনি  ১ ২ ৩ ৪ 
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DASS 21 Bangla version  
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Wvm-21 evsjv fvm©b (DASS-21 B V) 

bvg:                                                                                                          ZvwiL: 

AbyMÖn K‡i wb‡Pi cÖwZwU wee„wZ co–b Ges 0, 1, 2 A_ev 3 Gi g‡a¨ MZ mßvn e¨vcx  Avcbvi Rb¨ cÖ‡hvR¨ †h †Kvb  

GKwU msL¨vq †Mvj wPý w`b| GLv‡b †Kvb mwVK ev fyj DËi †bB| †Kvb wee„wZi Rb¨ †ekx mgq e¨q Ki‡eb bv| 

 

gvb`ÛwU ( †iwUs †¯‹j) wbgœiƒc: 

0  Avgvi Rb¨ G‡Kev‡iB cÖ‡hvR¨ bq 

1 Avgvi Rb¨ AígvÎvq ev KL‡bv KL‡bv cÖ‡hvR¨ 

2 Avgvi Rb¨ †ek wKQygvÎvq ev †ekLvwbKUv mg‡qi Rb¨ cÖ‡hvR¨ 

3 Avgvi Rb¨ Lye †ekx ev †ekxifvM mg‡qi Rb¨ cÖ‡hvR¨ 

1.   †Kvb DrKÚv ev D‡ËRbvg~jK Kv‡Ri ci Avivg`vqK Ae¯’vq wd‡i Avmv Avgvi Rb¨ KwVb wQj|                                           

2.   Avwg eyS‡Z cviZvg †h Avgvi Mjv ïwK‡q Avm‡Q|                                                                                               

3.    BwZevPK †Kvb Abyf~wZB Avgvi g‡a¨ KvR KiZ bv| 

4.   Avgvi k¦vmK‡ói Abyf~wZ nZ ( †hgb AwZ ª̀æZ k¦vmcÖk¦vm, 

      kvixwiK cwikªg QvovB wbtk¦vm eÜ n‡q Avmv) 

5.   wb‡R D‡`¨vMx n‡q †Kvb KvR ïiæ Kiv Avgvi Rb¨ KwVb nZ| 

6.   Avgvi g‡a¨ wewfbœ cwiw¯’wZ‡Z AwZwi³ cÖwZwµqv Kivi cÖebZv wQj| 

7.   Avgvi kixi Kuvcvi AwfÁZv n‡qwQj ( †hgb nvZ Kuvcv)| 

8.   Avgvi g‡b n‡Zv †h Avwg Lye †ekx mœvqy Pv‡c fzMwQ| 

9.   Avwg Ggb cwiw¯’wZ m¤ú‡K© ỳwðšÍvMÖ¯Í wQjvg †hLv‡b Avwg Zxeªfv‡e AvZw¼Z  

     n‡Z cvwi Ges Ggb †Kvb KvR Ki‡Z cvwi hv‡Z Ab¨iv Avgv‡K †evKv g‡b Ki‡e| 

10. Avgvi g‡b nw”Qj , fwel¨‡Z Avgvi fv‡jv wKQziB Avkv bvB| 

11.  Avwg Abyfe KiZvg †h Avwg Lye Aw¯’i n‡q hvw”Q| 

12. Avivg †eva Kiv Avgvi Rb¨ KwVb nZ| 

13. Avwg gbgiv Ges welYœ Abyfe KiZvg| 

14. Avgvi Kv‡R evav nq Ggb †h †Kvb wRwbmB Avgvi Kv‡Q Amn¨ jvMZ| 

15. Avgvi g‡b nZ GB eywS Avwg nVvr Zxeªfv‡e AvZ¼MÖ¯Í nw”Q| 

16. †Kvb wKQz‡ZB Avwg †ekx AvMÖnx n‡Z cviZvg bv| 

17. Avwg Abyfe KiZvg e¨w³ wn‡m‡e Avgvi we‡kl †Kvb g~j¨ †bB| 

18. Avwg Abyfe KiZvg Avwg GKUz‡ZB g‡b e¨v_v cvB| 

19. kvixwiK cwikªg bv Ki‡jI Avwg ü`wc‡Ûi KvR Kiv eyS‡Z cviZvg 

     (†hgb: ü`¯ú›`b e„w×i Abyf~wZ ev eyK aodo Kiv, ü`wc‡Ûi ¯ú›`‡b e¨vNvZ)| 

20. h_vh_ Kvib QvovB Avwg fxZ-mš¿̄ Í †eva KiZvg| 

21. RxebUv A_©nxb e‡j g‡b nZ|                     

0   1   2   3 

0   1   2   3 

0   1   2   3 

0   1   2   3 

 

0   1   2   3 

0   1   2   3 

0   1   2   3 

0   1   2   3 

0   1   2   3 

 

0   1   2   3 

0   1   2   3 

0   1   2   3 

0   1   2   3 

0   1   2   3 

0   1   2   3 

0   1   2   3 

0   1   2   3 

0   1   2   3 

0   1   2   3 

 

0   1   2   3 

0   1   2   3 
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The Lam Employment Absence and Productivity Scale (LEAPS) 
 
 
The Lam Employment Absence and Productivity Scale, or LEAPS, provides important 
information into how patients are functioning at work. This tool can help physicians make 
management decisions such as whether or not a patient should stay at work, whether work 
functioning improves along with symptoms, and whether changes in treatment are needed to 
optimize work functioning. 
 
The LEAPS was designed specifically for the clinical practice setting. It is a 10-item, self-rated 
scale that takes only 3 to 5 minutes for the patient to complete. It is simple and easy to use. 
Patients can complete the LEAPS in the waiting room or at home, and can score it themselves.  
 
The items were chosen based on the symptoms that have the most impact on work productivity 
and the most common productivity problems experienced by patients with depression. The 
LEAPS was recently validated in a sample of 234 consecutive working patients meeting DSM-
IV criteria for MDD attending a mood disorders outpatient clinic (Lam et al, 2009). 
 
How can the LEAPS be used to guide clinical management of working patients with depression? 
Since the LEAPS is not a diagnostic tool, it should be used in conjunction with a symptom rating 
scale such as the PHQ-9 or the QIDS-SR. A key benefit of the LEAPS scale is that the total score 
can provide a quick measure of the degree of impairment in a patient’s occupational functioning.  
 
The individual productivity items can also help guide treatment decisions including whether it is 
appropriate and/or safe for the patient to remain at work; or whether the patient should take time 
off work. For example, a patient in a safety-sensitive job who endorses making more mistakes at 
work might benefit from workplace accommodation or a leave from work. 
 
The LEAPS can also help monitor changes in occupational functioning over time. By using a 
validated tool such as the LEAPS, clinicians can be assured they are monitoring functional 
outcomes in a standardized way. Furthermore, the LEAPS can serve as a useful charting tool to 
assess patient progress. The LEAPS total score provides a quick gauge of how the patient is 
functioning at work, which can save physicians time by eliminating the need to write notes 
describing how the patient is doing.  
 
Patients can fill in the LEAPS during follow-up visits (for example, at 4-week intervals or as 
clinically appropriate). Ideally, improvements in work functioning should parallel improvements 
in symptoms, however full functional recovery may take longer to achieve than symptomatic 
remission. 
 
 
Reference 
 
Lam RW, Michalak EE, Yatham LN. A new clinical rating scale for work absence and 
productivity: validation in patients with major depressive disorder. BMC Psychiatry 2009; 9:78. 
Link to article 
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Lam Employment Absence and Productivity Scale (LEAPS) 
 
 
Name:  ___________________________________  Date:  ________________________ 
 
Although all forms of work including house work, child care, and others are important, the next 
questions are about the employed or self-employed paid work that you may do. Please do not 
include house work, volunteer work, or school work.  
 
1. What kind of paid work do you do?  ______________________________________ 
 
2. Over the past 2 weeks, how many hours were you  
     scheduled or expected to work? 

_____________ 

 
3. Over the past 2 weeks, how many hours of work  
     did you miss because of the way you were feeling? 

_____________ 

 
4. Over the past 2 weeks, how often at work were you bothered by any of the following problems?  
    Please limit your answers to the time when you were at work. Please circle your ratings.  
 

 None of 
the time 

(0%) 

Some of 
the time 

(25%) 

Half  
the time 

(50%) 

Most of 
the time 

(75%) 

All of  
the time 
(100%) 

a) Low energy or motivation. 0 1 2 3 4 

b) Poor concentration or memory. 0 1 2 3 4 

c) Anxiety or irritability. 0 1 2 3 4 

d) Getting less work done. 0 1 2 3 4 

e) Doing poor quality work. 0 1 2 3 4 

f) Making more mistakes.  0 1 2 3 4 

g) Having trouble getting along 
    with people, or avoiding them.  0 1 2 3 4 

Add up score in each column:       

 

Total Score (0-28) =  
 

Score Work Impairment 
  0-5 None to minimal 
  6-10 Mild 
11-16 Moderate 
17-22 Severe 
23-28 Very severe 
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Lam Employment Absence and Productivity Scale (LEAPS)-Bangla 
 

নিচের প্রশ্নগুচ ো আপিোর মূ  কম মস্থচ র কোজ প্রসচে। ঘচরর কোজ/সমোজচসবো/স্বেচ্ছোচসবী বো অিযোিয ধরচির কোজ 

এচেচে নবচবেয িয়। 

 

১। গত দুসপ্তোচে নসনিউ /দোপ্তনরক নিয়ম অিুযোয়ী আপিোর কম মঘন্টো কত নিচ ো? ........................................  

২। গত দুসপ্তোচে কয়ঘন্টো আপনি কোচজ অিুপনস্থত নিচ ি?                            ........................................ 

৩। গত দু সপ্তোে ধচর কোজ করোর স্বেচে কত ঘি ঘি নিচের সমসযোগুচ ো আপিোর অসুনবধোর সৃষ্টি কচরচি? 

 

আপনি কম মরত অবস্থোয় মোিনসক অবস্থোর কথো স্বেচব উত্তর গুচ ো প্রদোি করুি।   

 

 কখচিোই 

িো  (০%) 

মোচে 

মোচে 

(২৫%) 

প্রোয় 

অচধ মক 

সময় 

(৫০%) 

স্ববশীর 

েোগ সময়  

(৭৫%) 

সবসময় 

(১০০%) 

ক। দবূ ম   োগো বো কোচজ আগ্রে িো পোওয়ো   ০ ১ ২ ৩ ৪ 

খ। মচিোচযোগ িো থোকো বো মচি রোখচত সমসযো 

েওয়ো  

০ ১ ২ ৩ ৪ 

গ। দুশ্চিন্তো বো স্বমজোজ নখটনখচট  োগো  ০ ১ ২ ৩ ৪ 

ঘ। আচগর তু িোয় কম কোজ স্বশষ করচত 

পোরো  

০ ১ ২ ৩ ৪ 

ঙ। কোচজর মোি েোচ ো িো েওয়ো   ০ ১ ২ ৩ ৪ 

ে। কোচজ অচিক স্ববশী েু  েওয়ো  ০ ১ ২ ৩ ৪ 

ি। সেকমীচদর সোচথ নমশচত বো ে চত 

অসুনবধো ও তোচদরচক এনিচয় ে ো  

০ ১ ২ ৩ ৪ 

ম োট       

 

                                                                            সর্ বম োট (০-২৮)=…………  

স্বমোট স্বকোর= ০-২৮  

স্বকোর  কোচজর অসুনবধো  

০-৫ একদম িো স্বথচক খুব অল্প  

৬-১০ মৃদু  

১১-১৬ মোেোরী  

১৭-২২ তীব্র  

২৩-২৮  প্রকট  
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